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ABSTRACT

BACKGROUND: Spinal cord injuries result in critical pecuniary and/or non-pecuniary losses due to the developing neurological 
problems. The objective of this study was to evaluate spinal injuries in terms of clinical severity and prognosis. Spinal injuries lead to 
serious clinical results due to the high rates of morbidity and mortality; however, there is a lack of reliable information on spinal injuries 
in our country.

METHODS: Following the approval of the Faculty Ethics Committee, this retrospective study was conducted on 91 patients aged ≥18 
(59 male, 32 female) with spinal trauma who were admitted to the Emergency Department of Ondokuz Mayis University over three 
years. The patients were assessed in terms of demographics, clinical severity, developing complications, and mortality.

RESULTS: Forty-three patients had complete injuries, while 48 had incomplete injuries. Forty-six patients suffered spinal injuries due 
to fall from height, 35 patients due to traffic accidents, and 10 patients due to other reasons. Several complications were observed in 
52 patients, while no complication occurred in 39 patients. We determined that 19 of 92 patients involved in this study died, while 72 
were discharged from the hospital.

CONCLUSION: Spinal cord injuries generally result in unfavorable clinical results. Therefore, an appropriate approach (early diagno-
sis and true treatment) in emergency services has great significance.
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INTRODUCTION

A spinal cord injury is one of the uncommon Emergency De-
partment admissions. Studies on the frequency of spinal cord 
injuries in Emergency Departments are highly rare in the lit-
erature. Spinal cord injuries and subsequent neurological prob-
lems affect a person’s social life and result in serious pecuniary 
and/or non-pecuniary losses.[1] Acute spinal cord injuries are 

reported to occur at a rate of 20-40/1.000.000.[2] It is reported 
that spinal cord injuries occur more frequently in young per-
sons, with a male/female ratio of 4/1, and that the most com-
mon cause of spinal cord injuries is motor vehicle accidents, at 
a rate of 40%.[2] Spinal cord injuries are classified as complete 
(ASIA-A) or incomplete (ASIA-B, C, D) by the American Spi-
nal Injury Association (ASIA).[3,4] By the means of this classifi-
cation, neurological recovery or deterioration that may occur 
during the patient follow-up is assessed more clearly.

Approximately half of the patients with spinal cord injuries 
have complete transection. Currently, there remains no ef-
fective medical treatment to restore neurological function 
in patients with complete spinal cord injuries, except for 
methylprednisolone.[5] Methylprednisolone is suggested to be 
beneficial because it is a radical scavenger, prevents lipid per-
oxidation and has neuroprotective effects.[6] The incidence 
of complete spinal cord injuries has decreased depending on 
such actions as timely and properly rendered first aid, more 
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favorable resuscitation, and the fastening of seat belts. All 
these factors positively influence the recovery process.[7]

Epidemiological information on spinal traumas is generally 
obtained from the international literature because there is 
no reliable information on the incidence of spinal cord inju-
ries in our country. In this study, we retrospectively assessed 
the demographics of the spinal trauma patients admitted to 
our Emergency Department, lesion locations, type of neuro-
logical impairment, clinical severity according to the results of 
ASIA assessment during first admission and discharge, treat-
ment efficacy, complications, and the mortality rate.

MATERIALS AND METHODS

Following the approval of the Faculty Ethics Committee, 91 
patients with spinal trauma older than 18 years who were ad-
mitted to our Emergency Department over three years were 
included in the study.

Exclusion criteria were: a) spinal cord impairment with a non-
traumatic cause, and b) initiation of treatments at another 
center. The patients were divided into two groups as those 
with complete injuries (Grade A/Group 1) and those with 
incomplete injuries (Grades B, C, D/Group 2) according to 
the clinical findings during admission based on ASIA-Inter-
national Medical Society of Paraplegia (IMSOP) Impairment 
Scale (Table 1).

The patients were divided into three subgroups as <45 years 
of age, 45-65 years of age and >65 years of age. Data on the 
complete injury group and the incomplete injury group were 
compared. The patients were divided into two groups based 
on their admission time to the Emergency Department after 
the spinal trauma. The first group consisted of the patients 
admitted to the Emergency Department within the first eight 
hours following spinal trauma, while the second group includ-

ed the patients admitted to the Emergency Department after 
more than eight hours.

Routine physical and neurological examination of the patients 
was performed by the emergency physicians. For each pa-
tient, vital signs were obtained, muscle strength (Medical Re-
search Council (MRC) score 0 to 5 scale) and spinal reflexes 
were tested, and sensory examination was performed. Fol-
lowing these assessments, each patient was graded on ASIA-
IMSOP Impairment Scale, and thus their injuries were defined 
as complete or incomplete.

Computed radiography (CR) images of the spinal cord, direct 
radiography (DR) images and magnetic resonance imagings 
(MRI) were obtained.

The patients with complete and incomplete injuries were di-
vided into two groups as those who received steroid treat-
ment and those who did not. The patients were also divided 
into groups according to the type of the treatment (medical 
and/or surgical). The patients with complete and incomplete 
injuries were compared regarding the treatment, developing 
complications and mortality.

Predischarge neurological findings of the patients in the 
complete (ASIA-IMSOP Grade A/Group 1) and incomplete 
(ASIA-IMSOP Grades B, C, D/Group 2) injury groups were 
obtained from their file information. By means of this infor-
mation, final ASIA-IMSOP Impairment Scale grades of the pa-
tients were determined, and the patients were reassessed in 
terms of recovery and deterioration in locomotor functions. 
Intergroup or intragroup changes were defined by the ASIA-
IMSOP Impairment Scale.

All data of the patients were recorded in pre-prepared study 
forms and analyzed using the Statistical Package for the Social 
Sciences (SPSS) 20 software. The relationship between the 
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Table 1. ASIA-IMSOP Impairment Scale[3]

Grade Injury Type Neurological Assessment 

Grade A Complete No motor or sensory function is preserved in the sacral segments S4-S5. 

Grade B Incomplete Sensory but not motor function is preserved below the neurological

  level zand the injury includes the sacral segments S4-S5.

Grade C Incomplete Motor function is preserved below the neurological level and more than 

  half of key muscles below the neurological level have a muscle grade of 

  less than 3. 

Grade D Incomplete Motor function is preserved below the neurological level and at least  

  half of the key muscles below the neurological level have a muscle grade 

  of 3 or more.

Grade E Normal Normal motor and sensory function

ASIA-IMSOP: American Spinal Injury Association-International Medical Society of Paraplegia.
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types of injury (complete and incomplete) and demographic 
characteristics was analyzed using chi-square test. Lesion 
sites, accompanying traumas, developing complications, and 
mortality rates were analyzed using two-proportion z test. 
The level of statistical significance was accepted as p<0.05.

RESULTS

In three years, 36.430 patients, 91 of whom had spinal trauma, 
were admitted to our Emergency Department. We calculated 
the frequency of spinal cord injuries in all emergency admis-
sions each year as 0.25%, and the frequency of spinal cord 
injuries in trauma patients as 2%. In our study, the frequency 
of vertebral column injuries in all emergency admissions each 
year was 7%, and the frequency of vertebral column injuries 
in trauma patients was 5.6%. Forty-three (47%) of the 91 
patients with spinal trauma had complete injuries, while 48 
(53%) had incomplete injuries.

Fifty-nine (65%) of the 91 patients with spinal trauma were 
male, while 32 (35%) were female. The numbers of male pa-
tients were higher in both the complete and incomplete in-
jury groups. No statistically significant difference was found 
for gender between the two groups (p>0.05). In our study, 
the male/female ratio was 1.8/1.

Forty-three patients (47%) were under 45 years of age, 37 
patients (41%) were 45-65 years of age, and 11 patients (12%) 
were over 65 years of age. No statistically significant differ-

ence was found for age between the patients with complete 
and incomplete injuries (p>0.05).

Forty-six patients (50.5%) were exposed to spinal trauma by 
fall from height, 35 patients (38.5%) in traffic accidents, and 
10 patients (11%) due to other reasons (diving into water, 
being struck by a falling object). A comparison of the patients 
with complete and incomplete injuries for trauma mecha-
nisms did not reach statistical significance (p>0.05).

Twenty patients (22.0%) suffered spinal trauma in the spring, 
34 (37.4%) in the summer, 27 (29.7%) in the autumn, and 10 
(11.0 %) in the winter. As seen, most emergency admissions 
were in the summer, followed by autumn, spring and winter, 
respectively.

The complaints of 43 patients with complete spinal injuries 
were pain (36 patients, 86%), numbness-tingling (38 patients, 
88%), and loss of muscle strength (100%). The complaints of 
48 patients with incomplete spinal injuries were pain (43 pa-
tients, 90%), numbness-tingling (44 patients, 92%) and muscle 
weakness (40 patients, 83%). Comparison of the complaints 
of the patients with complete and incomplete injuries during 
emergency visits did not reach statistical significance (p>0.05).  
Table 2 shows the demographic data of the patients with 
complete and incomplete spinal injuries.

The patients diagnosed with spinal trauma were divided into 
two groups as those with complete injuries (Group 1) and 
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Table 2. Demographic data on the patients with complete and incomplete injuries

 Complete (n=43) Incomplete (n=48) n p

  n % n %

Sex

 Female 14 32.6 18 37.5 32 p>0.05

 Male 29 67.4 30 62.5 59 

Age group

 Under 45 years of age 18 51.2 25 50.0 43

 45-65 years of age 18 39.5 19 37.5 37 p>0.05

 Over 65 years of age 7 9.3 4 12.5 11 

Cause of trauma 

 Fall from height 22 51.2 24 50.0 46

 Traffic accident 17 39.5 18 37.5 35 p>0.05

 Other 4 9.3 6 12.5 10 

Season

 Spring 7 16.3 13 27.1 20

 Summer  14 32.6 20 41.7 34 p>0.05

 Autumn  18 41.9 9 18.8 27

 Winter  4 9.3 6 12.5 10

p<0.05 significance level.



those with incomplete (Group 2) injuries according to their 
ASIA-IMSOP Impairment Scale grades during admission. All 
of the complete injuries (n=43, 100%) were classified as A 
according to the ASIA Impairment Scale. Twenty-seven (56%) 
of the incomplete injuries were classified as C, while 21 (44%) 
were classified as D.

Locomotor functions were restored in 3 (7.5%) of 43 patients 
(ASIA A) in the complete injury group according to the clini-
cal assessment during admission. Two (4%) of 48 patients (27 
ASIA C, 21 ASIA D) in the incomplete injury group according 
to the clinical assessment during admission were classified as 
A, 3 patients (6%) as E, 18 patients (38%) as C, and 25 pa-
tients (52%) as D. Two of 27 patients in the incomplete injury 
group according to the clinical assessment during admission 
and classified as AISA C suffered deterioration to ASIA A, 
while 7 of them recovered to ASIA D. Three of 21 patients in 
the incomplete injury group according to the clinical assess-
ment during admission and classified as ASIA D recovered 
to ASIA E. Locomotor functions were restored in 10 of 48 
(27 ASIA C, 21 ASIA D) patients in the incomplete injury 
group according to the clinical assessment during admission. 
Comparison of the patients with complete and incomplete 
injuries by recovery status was close to reaching statistical 
significance in favor of the incomplete injury group (p<0.05).
Thirty-nine (91%) of the patients with complete injuries suf-

fered paraplegia, and 4 (9%) suffered quadriplegia. Nineteen 
(39%) of the patients with incomplete injuries suffered para-
paresis, 18 (38%) suffered quadriparesis, and 11 (23%) suf-
fered hemiparesis.

Table 3 shows the distribution of patients with complete and 
incomplete spinal injuries by lesion sites.

Twenty-four (55.8%) of the patients with complete injuries 
had accompanying trauma, while 15 (31.2%) of the patients 
with incomplete injuries had accompanying trauma. Table 4 
shows the comparison of the patients with complete and in-
complete injuries by accompanying trauma.

Forty-one of the patients (95%) with complete injuries and 
39 of the patients (81%) with incomplete injuries were ad-
mitted to the Emergency Department within the first eight 
hours, while two patients with complete injuries and nine 
patients with incomplete injuries admitted to the Emergency 
Department within 8-12 hours. Eighty (87.9%) of the patients 
involved in our study received steroid treatment. Forty-one 
(95%) of the patients with complete injuries received steroid 
treatment, while 39 (81%) of the patients with incomplete 
injuries received steroid treatment.

Sixty-three (69.2%) of the patients received both medical and 
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Table 3. Comparison of the patients with complete and incomplete injuries by lesion sites

    Complete (n=43)    Incomplete (n=48) p

  n % n %

Cervical 19 44.2 24 50.0 p>0.05

Thoracic 15 34.8 6 12.5 p=0.010*

Lumbar 9 21.0 18 37.5 p>0.05

*p<0.05 significance level.

Table 4. Comparison of the patients with complete and incomplete injuries by
 accompanying trauma

    Complete (n=43)    Incomplete (n=48) p

  n % n %

Head trauma 4 9.3 3 6.3 p>0.05

Thoracic trauma 7 16.3 4 8.3 p>0.05

Abdominal trauma – – 4 8.3 p=0.037*

Pelvic trauma 2 4.7 – – p>0.05

Extremity trauma 1 2.3 2 4.2    p>0.05

Multiple trauma 10 23.3 2 4.2 p=0.007*

No additional trauma 19 44.2 33 68.8 p=0.015*

*p<0.05 significance level.



surgical treatment, while 28 (30.8%) received only medical 
treatment. Twelve (27.9%) of the patients with complete in-
juries received only medical treatment, while 31 (72.1%) re-
ceived both medical and surgical treatment. Sixteen (33.3%) 
of the patients with incomplete injuries received only medical 
treatment, while 33 (66.7%) received both medical and sur-
gical treatment. No significant difference was found in the 
type of treatment between the patients with complete and 
incomplete injuries (p>0.05).

Fifty-two (57.1%) of the patients developed several complica-
tions, while 39 (42.9%) developed no complications (Table 5).

In our study, 19 patients died; 37.2% (n=16) of them were in 
the complete injury group and 6.3% (n=3) were in the incom-
plete injury group (p<0.05).

DISCUSSION

The frequency of spinal cord injuries in patients admitted to 
Emergency Departments due to spinal trauma is not clearly 
known. Nawar et al. could not report any rate of spinal in-
juries because the spinal injuries did not meet standards of 
reliability or precision. In the same study, all spinal disorders 
accounted for 2.5% of the visits to hospital Emergency De-
partments. They reported that the frequency of vertebral 
column injuries accounted for 4.8% of all trauma patients.[8] 

In our study, we found a similar frequency of vertebral col-
umn injuries in all traumas. However, we could not draw any 
comparisons with spinal cord injuries due to the insufficient 
literature data.

Studies on spinal cord injuries take the ASIA classification as 
a guide and classify spinal cord injuries as complete (ASIA-
A) and incomplete (ASIA-B, C, D) according to this guide.
[3,4] The literature suggests that the complete injury rate is 
45%, while the incomplete injury rate is 55%.[2] Our data of 
complete and incomplete injuries in our study was consistent 
with the literature.

We determined ASIA-IMSOP Impairment Scale grades of 
the patients during discharge and investigated any clinical 
recovery or deterioration. Nearly one in ten patients with 
a complete injury (Grade A) during admission improved to 
incomplete injury. Four percent of the incomplete injuries 
progressed to complete. Peker et al.[9] reported that 23% of 
the spinal injuries classified as Grade A according to the clini-
cal findings during admission improved to incomplete. Peker 
et al. had twice as many recovered patients when compared 
with our study. We attributed this result to the fact that the 
number of patients in their study was lower, and the rate of 
the injuries that improved to incomplete was higher.

It is known that spinal cord injuries occur more frequently in 
young people, that the male/female ratio is 4/1, and that mo-
tor vehicle accidents are the most common cause of spinal 
injuries.[2] According to the data in our country, the male/
female ratio is 2.5/1, and the rate of motor vehicle accidents 
is 48.8%.[10] The male/female ratio was lower in our study 
when compared with the literature because the numbers of 
falls from height (from a tree) were higher in our study, and 
these falls mainly occurred in women. A study conducted in 
the southeastern Anatolia region reported that the male/fe-
male ratio was 5.8/1, and the most common cause of spinal 
injuries was fall from height (37.5%).[11] In our study, a great 
majority of the patients were men and under 45 years of age, 
which was consistent with the literature.

Etiological factors of spinal cord injuries vary in different geo-
graphical regions, and the most common causes are motor 
vehicle accidents, violence and falls from height.[2,10] Hagen 
et al.[8] reported that common causes of spinal cord injuries 
were falls and motor vehicle accidents. A study conducted 
in our region reported that etiological factors in spinal cord 
injuries were falls from height, traffic accidents and diving into 
water, respectively.[12] The most common etiological factor in 
our study was falls from height (50.5%). This result derived 
from our study was consistent with the study conducted in 
our region by Gündüz et al.[12] While spinal cord injuries due 
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Table 5. Complication and mortality rates of the patients with complete and incomplete injuries

         Complete (n=43)  Incomplete (n=48) p

  n % n %

Surgical site infection 2 4.7 2 4.2 p>0.05

Urinary tract infection 5 11.6 5 10.4 p>0.05

Pneumonia 3 7 – – p>0.05

GI hemorrhage 2 4.7 – – p>0.05

Bleeding (except GI) 11 25.6 7 14.6 p>0.05

Respiratory failure 12 27.9 3 6.3 p=0.005*

Total complication 35 81.5 17 35.5 p=0.0001*

Mortality 16 37.2 3 6.3 p=0.0001*
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to motor vehicle accidents are more common in the United 
States or Europe, spinal cord injuries due to falls from height 
are more common in developing countries.[2,10] Thus, it is true 
to say that there are inter-country and intra-country regional 
differences.

The literature reports that spinal cord injuries generally oc-
cur on the weekends or during holidays and the summer.[2] 

A great majority of the patients in our study suffered spinal 
trauma in the summer.

Symptoms of spinal cord injuries are variable, and patients 
generally report pain, numbness-tingling, muscle weakness, 
urinary-fecal incontinence, respiratory distress, erythema, 
and temperature increase.[13] The most common complaint 
of the patients in our study was numbness-tingling, followed 
by muscle weakness and pain, respectively. Most of the pa-
tients reported more than one complaint, and this was a little 
higher in the complete injury group.

A great majority of the patients with complete injuries suf-
fered paraplegia, while a few suffered quadriplegia. The inci-
dences of paraparesis and quadriparesis in the complete and 
incomplete injured patients were comparable. Önder et al.[14] 
studied 65 patients, and reported that 6 (9.2%) of the pa-
tients suffered paraparesis, 4 (6.2%) suffered paraplegia, 13 
(20%) suffered quadriparesis, 21 (32.3%) suffered quadriple-
gia, and 7 (10.8%) suffered either hyposthenia or anesthe-
sia, while 14 (21.5%) had no neurological deficit. Gündüz et 
al.[12] reported that 4.6% of the patients suffered paraparesis, 
16.2% suffered paraplegia, and 11.6% suffered quadriplegia, 
while 29 patients (67.4%) had no neurological deficit. This 
result is likely to be attributed to the fact that all patients 
involved in our study had neurological deficit associated with 
the spinal trauma during admission, one of these reference 
studies included only patients with lower cervical injuries, the 
number of patients was lower, and the study also involved 
patients with no neurological deficit. Moreover, neither of 
these studies involved comparing or grouping the complete 
and incomplete injuries.

In their study involving 238 patients, Hagen et al.[8] reported 
that the distribution according to the part of the vertebral 
column affected was cervical vertebrae (50%), thoracic verte-
brae (33%), and lumbar vertebrae (17%), respectively. In their 
study involving 43 patients, Gündüz et al.[12] reported that 
cervical injuries were the most common. In our study, almost 
half of the patients with complete and incomplete injuries had 
cervical lesion.

Injury risk in the movable segments of the spinal column is 
very high. In their study involving 126 skiers with spinal cord 
injuries, Prall et al.[1] reported that vertebral fractures result-
ing in spinal cord injuries occurred most commonly in C6, 
T12 and L1. In our study, the most commonly fractured levels 
in the patients with cervical lesions were C5-6.

The thoracolumbar region is an anatomical and functional 
transition between the thoracic and lumbar parts as well as 
the most movable part of the spine.[13] Therefore, T12 is de-
fined as the transition vertebra. The thoracolumbar spine is 
the region most exposed to trauma, and almost 60% of all 
vertebral body fractures occur between the T12 and L2 ver-
tebrae.[13] In our study, almost one-third of the patients with 
complete and incomplete injuries had thoracolumbar frac-
tures. The most common fractures in patients with complete 
and incomplete injuries who had thoracolumbar lesions were 
at L1 and T12. In our study, the most common mechanisms 
of trauma in the patients with thoracic trauma were falls from 
height and traffic accidents, and their incidences were equal. 
The most common etiological factor in thoracolumbar inju-
ries was fall from height.

In their study, Armagan et al.[15] reported that 26% of the 
patients had lumbar spine injuries. We determined that 30.7% 
of the patients involved in our study had lumbar spine inju-
ries. Armagan et al.[15] reported that traffic accidents were 
the etiological factor in half of the lumbar spine injuries, while 
falls from height were responsible in the other half. In our 
study, the most common mechanism of trauma in the pa-
tients with lumbar spine injuries was fall from height, followed 
by traffic accidents.

It is reported that spinal cord injuries are generally accompa-
nied by head, thoracic or abdominal trauma.[2] Almost half of 
the patients involved in our study had accompanying trauma. 
The incidence of multiple traumas in the patients with com-
plete injuries was higher than in the incomplete injury group. 
Almost two-thirds of the patients with incomplete injuries 
had no accompanying trauma.

Methylprednisolone is suggested to be beneficial for spinal 
cord injuries because it is a radical scavenger, acts to prevent 
lipid peroxidation and has neuroprotective effects.[6] Methyl-
prednisolone infusion improves motor and sensory recovery 
in complete and incomplete spinal cord injuries. However, 
this expected positive result is based on using the steroid at 
the proper time and proper dose.[2] A great majority of the 
patients in our study received steroid treatment. In our study, 
three patients who were first assessed as having complete in-
juries according to the clinical examination during admission 
and who later showed recovery in their ASIA grades received 
surgical treatment as well as steroid treatment. All of 10 pa-
tients who were first assessed as having incomplete injuries 
according to the clinical examination during admission and 
later showed recovery in their ASIA grades received surgical 
treatment as well as steroid treatment.

Armagan et al.[15] reported that half of the hospitalized pa-
tients had neurological deficit, 78.9% of the patients with 
neurological deficit received surgical treatment while approx-
imately 20% were treated through conservative care, and 
29.4% of the patients with no neurological deficit received 
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surgical treatment for stabilization. The authors reported 
that 55.5% of the patients received both medical and surgical 
treatment, while 44.5% received only medical treatment.[15] 
In our study, almost one-third of the patients received only 
medical treatment, while two-thirds received both medical 
and surgical treatment.

Spinal cord injury recovery is inversely proportional to the 
trauma severity. The probability of locomotor function re-
covery after complete spinal cord injuries is around 1%, 
while functional neurological recovery occurs in many pa-
tients with incomplete injuries.[7] The factors affecting the 
recovery in patients with traumatic spinal cord injuries 
were reported as the initial level of injury, initial muscle 
strength, and patient age.[9,16] Peker et al.[9] reported that 
the mean age of the patients (being age over 30) and inju-
ries with ASIA Grade A were the factors affecting recovery. 
Armagan et al.[15] reported that almost half of the hospi-
talized patients had neurological deficit, and 21% of them 
were fully recovered while 58% were partially recovered. 
14.2% of the patients in our study had functional recovery 
according to the ASIA-IMSOP Impairment Scale. Functional 
recovery occurred in 20.8% of the patients with incomplete 
injuries and in 7% of the patients with complete injuries. 
The patients first assessed as having complete injuries made 
little recovery.

Complications of spinal cord injuries are divided into two 
groups as acute and chronic. It was reported that the mortal-
ity and morbidity rates of acute complications were higher 
than those of chronic complications.[13] Patients with spinal 
trauma developed complications associated with high-dose 
steroid treatment such as pneumonia, sepsis, injury infection, 
thromboembolism, gastrointestinal hemorrhage, and delayed 
recovery.[2] Several respiratory problems may manifest them-
selves during the acute phase. It was reported that pulmonary 
complications of the patients with cervical spine injuries dur-
ing the acute phase played a more crucial role than the level 
of injury in determining the hospitalization period.[17] Compli-
cation rates in the patients with complete injuries are higher 
than in those with incomplete injuries. The morbidity and 
mortality rates based on complications were higher in the 
patients with complete injuries.[2,13] In their study involving 
27 patients, Peker et al.[9] reported that the most common 
complication was urinary tract infection (81%), followed by 
pressure ulcers, urolithiasis, heterotopic ossification, pneu-
monia, and autonomic dysreflexia. Campos[18] reported that 
pressure ulcers and urinary problems occurred most com-
monly. In their study, Balcı et al.[19] reported that urinary tract 
infections and pressure ulcers were common complications. 
We determined that the most common complications that 
occurred in the patients involved in our study were hemor-
rhage (except for gastrointestinal hemorrhage), respiratory 
failure and urinary tract infection. Both the incidence of com-
plications and the mortality rates were higher in the com-
plete injury group.

According to the literature data, the mortality rates in the pa-
tients with spinal cord injuries vary between 4.4% and 16.7%.
[13] However, it is reported that the rates in complete and 
incomplete injuries are different, and the morbidity and mor-
tality rates in complete injuries are higher.[2] Burney et al.[20] 
reported that the hospital mortality rate of the patients with 
spinal cord injuries was 17%. In their study involving 43 pa-
tients, Gündüz et al.[12] reported that the in-hospital mortality 
rate was 6.9%. Almost one-fifth of the patients involved in our 
study died, which was consistent with the literature. However, 
the mortality rate in our study was higher than in the other 
study conducted in our region. We attribute this result to the 
fact that all patients involved in our study had spinal cord in-
juries, while the other study conducted in our region involved 
the patients with spine and/or spinal cord injuries. A great 
majority of the deceased patients were male. More than half 
of the deceased patients had no accompanying trauma; how-
ever, a great majority of the patients with additional trauma 
had multiple traumas. The most common cause of death was 
respiratory failure. Most of the patients who died from respi-
ratory failure had isolated cervical spine injuries.

In conclusion, our study presents data on the frequency of 
acute spinal trauma in emergency admission, its clinical pic-
ture, emergency care, follow-up, and prognosis. The results 
of our study show the significance of the Emergency Depart-
ment approach (early diagnosis and true treatment) in acute 
spinal trauma cases. An emergency physician can decrease 
the incidence of unfavorable clinical results through both pri-
mary care and by taking necessary measures against possible 
complications.
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AMAÇ: Spinal kord yaralanmaları gelişen nörolojik problemler nedeni ile oldukça ciddi maddi ve/veya manevi kayıplara neden olmaktadır. Bu ça-
lışmanın amacı yüksek morbidite ve mortalite oranları nedeni ile ciddi klinik sonuçlara yol açan, ancak ülkemize ait sağlıklı verilerin az olduğu spinal 
yaralanmaların klinik şiddet ve prognoz açısından değerlendirilmesidir.
GEREÇ VE YÖNTEM: Bu geriye dönük çalışma, fakültemiz etik kurulundan izin alındıktan sonra Acil servisimize üç yıl içinde başvuran 18 yaş ve üze-
rindeki spinal travmalı 91 hasta (59 erkek, 32 kadın) üzerinde gerçekleştirildi. Hastalar demografik özellikler, klinik şiddet, gelişen komplikasyonlar 
ve mortalite açısından değerlendirildi.
BULGULAR: Hastaların 43’ü komplet, 48’i ise inkomplet yaralanmalı idi. Hastaların 46’sı yüksekten düşme, 35’i trafik kazası ve 10’u diğer nedenler-
den dolayı spinal yaralanmaya maruz kalmıştı. Hastaların 52’sinde çeşitli komplikasyonlar görülürken 39’unda herhangi bir komplikasyon gelişmediği 
saptandı. Çalışma grubumuzda yer alan 91 hastanın 19’unun öldüğü 72’sinin ise hastaneden taburcu olduğu saptandı.
TARTIŞMA: Spinal kord yaralanmaları genellikle kötü klinik sonuçlara yol açmaktadır. Bu nedenle acil servisteki uygun yaklaşımın (erken tanı ve doğru 
tedavi) önemi oldukça yüksektir. Bu hasta grubunda hem primer bakım hem de komplikasyonların önlenmesi bakımından gerekli önlemlerin alınması 
klinik sonuçları olumlu yönde etkileyecektir.
Key words: Klinik şiddet; komplikasyon; prognoz; spinal travma.
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