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Predictors of Mortality in
Critically Ill Patients with Poisoning:

A Single Center Experience

AABBSSTTRRAACCTT  OObbjjeeccttiivvee::  Poisoning is among the common health care problems which may be fatal
and 3-5% of the acutely poisoned patients need intensive care admission. The aim of this study
was to examine the acutely poisoned patients admitted to intensive care unit (ICU) in terms of
individual, etiological and demographical characteristics and also to determine the factors af-
fecting mortality. MMaatteerriiaall  aanndd  MMeetthhooddss:: This study was retrospectively conducted on the pa-
tients admitted to medical ICU of a university hospital due to acute poisoning over a six year
period. The patients’ age, gender, comorbid disease status, sociocultural characteristics, cause of
the poisoning, transfer time to hospital and to the ICU, signs and symptoms, laboratory data,
Glasgow coma score, Acute Physiology and Chronic Health Evaluation II (APACHE II) score,
Sequential Organ Failure Assessment score, length of stay in ICU, the treatments employed and
their results were analyzed. RReessuullttss::  The total number of the patients included in the study was
190. The median age of the patients was 28.5 (16-72) years and 97 (51%) patients were females.
The mean length of stay in ICU was 4.2±3.6 days. The overall mortality rate was 8.4%. Inde-
pendent risk factors for mortality were presence of concomitant physical disorders, time to ICU
admission, and higher APACHE II scores. CCoonncclluussiioonn:: Individual characteristics, cause of poi-
soning and type of toxic agent should be clearly determined since they are predictors for mor-
tality. Early intervention is life saving. ICU scoring systems in predicting mortality are very
valuable and should be used. 

KKeeyy  WWoorrddss::  Intensive care; mortality; poisoning

ÖÖZZEETT  AAmmaaçç::  Zehirlenme ölümcül olabilen ve akut zehirlenmiş hastaların %3-5’inin yoğun bak-
ıma yatışını gerekebilen yaygın bir sağlık problemidir. Bu çalışmanın amacı mortaliteyi etkileyen
faktörleri belirlemek amacıyla yoğun bakım ünitesine (YBÜ) kabul edilen akut zehirlenmiş has-
taların bireysel, etyolojik ve demografik özelliklerini incelemektir. GGeerreeçç  vvee  YYöönntteemmlleerr::  Bu çal-
ışma retrospektif olarak altı yıl içinde akut zehirlenme nedeniyle bir üniversite hastanesi medikal
yoğun bakımına yatan hastalar üzerinde yapıldı. Hastaların yaş, cinsiyet, eşlik eden hastalık du-
rumu ve sosyokültürel özellikleri, zehirlenme nedeni, hastane ve yoğun bakıma transfer süresi,
belirti ve bulguları, laboratuvar verileri, Glasgow koma skoru, Akut Fizyoloji ve Kronik Sağlık De-
ğerlendirmesi II (APACHE II) skoru, Ardışık Organ Yetersizliğinin Değerlendirilmesi skoru, YBÜ
yatış süresi, tedavileri ve sonuçları analiz edildi. BBuullgguullaarr:: Çalışmaya dahil edilen hastaların top-
lam sayısı 190 idi. Hastaların ortanca yaşı 28,5 (16-72) yıldı ve 97 (%51) hasta kadın idi. Yoğun
bakımda kalış süresi ortalama 4,2±3,6 gün idi. Mortalite oranı % 8,4 idi. Mortalite için bağımsız
risk faktörleri fiziksel alt hastalığın bulunması, yoğun bakıma kabule kadar geçen süre ve yüksek
APACHE II skorları idi. SSoonnuuçç::  Hastaların bireysel özellikleri, zehirlenme nedeni ve toksik mad-
denin türü mortalite belirteçleri olmalarından dolayı açıkça belirlenmelidir. Erken müdahale
hayat kurtarıcı olmaktadır. Mortalitenin öngörülmesinde YBÜ skorlama sistemleri çok değerli-
dir ve kullanılmalıdır.

AAnnaahhttaarr  KKeelliimmeelleerr:: Yoğun bakım; ölüm oranı; zehirlenme
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It has been reported that over 13 million natu-
ral or synthetic chemical substances exist
worldwide. Approximately 3000 of these

chemicals are involved in 95% of the accidental or
intentional poisonings. Technological advances and
social improvements have facilitated to access sev-
eral drugs and chemicals.1

Cases with poisoning are integral part of in-
tensive care practice. The most common reason for
non-traumatic coma below 35 years of age is poi-
soning.2 There has been an increase in the number
of reported cases and mortality rates by years.3-5

Thus, poisoned patients should be cautiously man-
aged in order to prevent morbidity and mortality. 

Although early diagnosis and treatment is life
saving in poisoning, it is likely that factors such as
causative agent, age and time to intensive care ad-
mission affect mortality and morbidity. Morbidity
and mortality related to poisoning have regional
variations. Thus, the information about general
poisoning pattern in certain regions may be help-
ful in early diagnosis and in the management of
poisoning.6 Previous studies suggested that age,
Acute Physiology and Chronic Health Evaluation
II (APACHE II) score, Glasgow coma score (GCS)
at admission, type of the agent, reason for poison-
ing, respiratory failure, renal failure, hypotension,
cardiac rhythm abnormalities and abnormal body
temperature might be predictors of mortality in
patients admitted to intensive care unit (ICU).7,8 In
our country, intensive care mortality related to
poisoning was found to vary between 0.21 
and 15.7%. However, these studies have usually
focused on etiological agents and mortality of 
poisoning, and there are limited number of studies
on factors which influence mortality and morbid-
ity.4,9

The aim of this study was to determine the eti-
ological and demographic characteristics of the pa-
tients admitted to our ICU due to poisoning and to
evaluate the factors which affect mortality.

MATERIAL AND METHODS

This study was retrospectively conducted on the
patients admitted to medical ICU of a university

hospital due to acute poisoning between January
2005 and September 2011. This study was per-
formed in accordance with the principles of the
Helsinki Declaration of 2008 and approved by In-
stitutional Ethics Committee (Consent #: 2012/17;
Date 03.01.2012). Cases more than 16 years of age
who were followed in ICU longer than 24 hours
were included in this study. The following charac-
teristics were recorded in 190 patients included in
this study: age, gender, rural or urban residence of
the patient, educational status, marital and em-
ployment status.

The presence of underlying chronic disease,
history of psychiatric diseases, history of previous
suicide attempt and the reason for poisoning (sui-
cidal or accidental) were determined. The type of
the agent was recorded. 

The route of poisoning was recorded as fol-
lows: ingestion, inhalation and multiple routes. The
time from exposure to a toxic agent to arrival at the
emergency department was recorded as reference
time. The time interval for the first intervention
was evaluated. Its time was recorded if there were
more than 4 hours.

GCS score at the admission to the emergency
department, and GCS, Sequential Organ Failure
Assessment (SOFA) and APACHE II scores at the
admission to ICU were recorded. Furthermore, 
the length of ICU stay, mechanical ventilation sta-
tus, the duration of mechanical ventilation, inva-
sive monitorization status, vasopressor need,
infection during ICU stay and the type of infection
were recorded. Patients were stratified into 2
groups as survivors or non survivors at the end of
ICU stay. These two groups were compared for the
factors affecting mortality. If the patient was dead,
the cause of the death was classified as death re-
lated to poisoning or death related to other causes. 

STATISTICAL ANALYSIS 

Continuous variables with normal distribution
were presented as mean±SD. Median (min-max)
value was used where normal distribution was ab-
sent. The statistical analysis for the parametric vari-
ables was performed using the Student’s t-test
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between the two groups. The Mann-Whitney U
test was used to compare the nonparametric vari-
ables between the two groups. Qualitative variables
were expressed as percent and the association be-
tween the categorical variables was investigated
using the Chi-square tests (Proportions were sta-
tistically compared by using the Pearson Chi-
square test, Fisher exact test for 2x2 tables, or
Fisher-Freeman-Halton exact test for Rxc tables,
depending on the expected frequencies). Multiple
binary logistic regression analysis (Forward Step-
wise) was used to assess the risk factors influenc-
ing mortality. SPSS for Windows version 15.0 was
used in the statistical analysis. Odds ratios and 95%
confidence intervals were calculated. p<0.05 was
considered as significant. 

RESULTS

One hundred and ninety patients who had been
followed in ICU over a six year period were in-
cluded in the study. Of the patients, 97 (51%) were
females and 93 (49%) were males. Their median
age was 28.5 (range: 16-72) years. The reason for
poisoning was suicide in 137 (72.1%) patients, but
it was accidental in 53 (27.9%) patients. 

General demographic characteristics and vari-
ations between the female and male patients were
presented in Table 1. 

The median reference time was 1.5 (range: 0.5-
75) hours. The mean GCS score at presentation was
11.5±3.9, while the mean GCS score, the mean
APACHE II score and the median SOFA scores at
admission to ICU were 12.1±3.9, 10.9±8.4 and 2.0
(range: 0-13), respectively. 

The causative agents were drugs in 83 (43.7%)
patients, pesticides in 81 (42.6%) patients, mush-
room-plant in 8 (4.2%) patients, alcohol in 8 (4.2%)
patients, carbon monoxide (CO) in 5 (2.6%) pa-
tients, and other causes in 5 (2.6%) patients. The
types of the pesticides were insecticides or roden-
ticides in 10 (12.3%) patients, organophosphate-
containing pesticides in 56 (69.2%) patients and
non-organophosphate pesticides in 15 (18.5%) pa-
tients.

There was multidrug ingestion in 31 (37.3%)
patients and tricyclic antidepressant ingestion in 23
(27.7%) patients. Of 31 patients with multidrug in-
gestion, drugs were psychiatric drugs in 26 (83.9%)
patients. 

The median length of the ICU stay was 3
(range: 1-24) days, whereas the median length of
the hospital stay was 3.75 (1-120) days. Mechanical
ventilation was needed in 48 (25.3%) patients. In-
vasive hemodynamic monitoring was used in 25
(13.2%) patients and vasopressors were needed in
16 (8.4%) patients. 

The mortality rate was 8.4% (16 patients). The
cause of the death was poisoning in 14 (87.5%) pa-
tients, while death occurred in 2 (12.5%) patients
due to other reasons (severe sepsis).

The mean age was 31.9±13.7 years in sur-
vivors, whereas 46.7±17.1 years in non-survivors.
Non-survivors were significantly older than sur-
vivors (p<0.001). Age, gender, marital status and
presence of comorbidities were found to have sig-
nificant relation with mortality (Table 2).

The reason for poisoning was suicide attempt
in 130 (74.7%) patients and accidental poisoning in
44 (25.3%) patients for survivors. The reason was
suicide in 7 (43.8%) patients and accidental poi-
soning in 9 (56.2%) patients for non-survivors. The
mortality rate was significantly higher in acciden-
tal poisonings compared to suicidal poisonings
(p=0.012). 

When the relationship between the causative
agent and the mortality was considered, the mor-
tality rate was found to be 2.4% in drug poisoning,
6.2% in pesticide poisoning, 25% in mushroom-
plant poisoning, 60% in alcohol intoxication and
25% in CO intoxication.  The association between
the clinical characteristics and the mortality was
presented in Table 2. 

In the multiple binary logistic regression
analysis, independent risk factors for mortality
were the presence of concomitant physical disor-
der, time to ICU admission and higher APACHE II
scores (Table 3).
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Variables Total n= 190 Female n= 97 Male n= 93 p
Age (median) (range) years 28.5 (16-72) 25 (16-68) 37 (16-72) <0.001

Marital status (n, %)

Married 110 (58) 56 (57.7) 54 (58.1) 0.963

Single 80 (42) 41 (42.3) 39 (41.9)

Employment (n,%)

Employee 73 (38.4) 12 (12.4) 61 (65.6) <0.001

Retired/unemployed 40 (21.1) 15 (15.5) 25 (26.9)

Student 19 (10) 12 (12.4) 7  (7.5)

Housewife 58 (30.5) 58 (59.8) —

Education level (n,%)

Illiterate 7 (3.7) 4 (4.1) 3 (3.2) 0.644

Literate 5 (2.6) 3 (3.1) 2 (2.2)

Primary school graduates 106 (55.8) 55 (56.7) 51 (54.8)

Middle/high school graduates 51 (26.8) 22 (22.7) 29 (31.2)

University graduates 21 (11.1) 13 (13.4) 8 (8.6)

Admitted from (n,%)

Rural 75 (39.5) 39 (40.2) 36 (38.7) 0.833

Urban 115 (60.5) 58 (59.8) 57 (61.3)

Psychiatric disease (n, %) 60 (31.6) 28 (28.9) 32 (34.4) 0.411

Prior the suicide attempt (n, %) 25 (13.2) 17 (17.5) 8 (8.6) 0.109

Physical disease (n, %) 41 (21.6) 13 (13.4) 28 (30.1) 0.009

Intent of poisoning (n, %)

Suicide 137 (72.1) 80 (82.5) 57 (61.3) 0.002

Accidental 53 (27.9) 17 (17.5) 36 (38.7)

Initial vital signs (mean±SD)

SAP (mmHg) 118±29.6 113±24.7 123.5±33.4 0.015

DAP (mmHg) 73.6±18.6 71.2±15.6 76.2±21.2 0.064

Heart Rate /minute 96±25.9 96.8±27.9 95.4±23.8 0.700

Respiratory Rate/minute 22.4±4.45 22.1±3.7 22.7±5.1 0.400

Temparature (°C) 36±1.7 36±2.0 36.1±1.1 0.570

Vital signs in ICU (mean±SD)

SAP (mmHg) 123.8±26.3 122.2±21.8 125.5±30.3 0.380

DAP (mmHg) 72.4±16.5 72.9±14.8 71.9±18.1 0.650

Heart Rate beats/minute 96.35±23 97.5±21.5 95.2±24.6 0.490

Respiratory Rate breaths/ minute 23.1±5.1 22.7±4.4 23.5±5.8 0.260

Temparature (°C) 36.2±0.8 36.2±0.79 36.2±0.8 0.630

TABLE 1: Individual and demographic characteristics of the patients according to gender.

SD: Standart deviation; SAP: Systolic arterial pressure; DAP: Diastolic arterial pressure; ICU: Intensive Care Unit.

DISCUSSION

Poisoning is an important health issue worldwide
with an increasing rate.3,5 Despite its low mortal-
ity, acute poisoning comprises a significant pro-
portion of intensive care unit admissions, and there
is considerable use of ICU sources for poisoning.10,11

As mortality caused by poisoning is a concern in
young adults, identification of the factors influenc-
ing mortality and morbidity becomes more impor-
tant. Reasons for poisoning vary among countries
and by time. Thus, it is rather essential to identify
regional epidemiological data for the prevention of
poisoning and more realistic use of sources.7,12
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Variables Survivors n=174 Non Survivors n=16 p
Age (median) (range) (year) 28 (16-72) 47.5 (18-70) <0.001

Gender n (%) Female 94 (54) 3 (18.8) 0.015

Male 80 (46) 13 (81.3) 

Marital status n (%)    Married 96 (55.2) 14 (87.5) 0.025

Single 78 (44.8) 2 (12.5)

Admitted from n (%)   Rural 69 (39.7) 6 (37.5) 1.000

Urban 105 (60.3) 10 (62.5)

Physical disease 32 (18.4) 9 (56.3) 0.002

Psychiatric disease 56 (32.2) 4 (25) 0.756

Poisoning route n (%)      Oral 165 (94.8) 13 (81.3) 0.143

Inhalational 6 (3.4) 2 (12.5)

Skin 1 (0.6) 0 (0)

Multiple routes 2 (1.1) 1 (6.3)

Initial vital signs (mean±SD)

SAP (mmHg) 117.8± 27 122.2 ±51.8 0.560

DAP (mmHg) 73.6 ±16.7 73.4 ±34.4 0.950

Heart Rate beats/min 95.5± 26 102.6 ±24.1 0.290

Respiratory Rate breaths/min 22.4 ±3.9 22.3 ±8.3 0.940

Temparature (°C) 36 ±1.7 35.7 ±1.1 0.410

Vital signs in ICU (mean±SD)

SAP (mmHg) 124.5 ±23.3 115.9 ±48.9 0.200

DAP (mmHg) 73.3 ±14.9 63.3± 27.9 0.020

Heart Rate beats/min 95.5± 23 105.8 ±21.9 0.880

Respiratory Rate breaths/min 23.2± 4.4 22± 10.1 0.370

Temparature (°C) 36.2± 0.7 36.2 ±1.7 0.990

Time to first intervention > 4 h, n (%) 24 (13.8) 6 (37.5) 0.024

GCS (Admission) 13.5 (3-15) 6 (3-15) <0.001

GCS (in ICU) 14 (3-15) 3 (3-15) <0.001

SOFA Score 1 (0-13) 9.5 (3-12) <0.001

APACHE II Score 8 (0-38) 25.5 (9-42) <0.001

Gastric lavage/active charcoal, n (%) 140 (80.5) 8 (50) 0.010

MV, n (%) 33 (19) 15 (93.8) <0.001

Invazive hemodynamic monitorization, n (%) 12 (6.9) 13 (% 81.3) <0.001

Vasopressor, n (%) 2 (1.1) 14 (% 87.5) <0.001

Infection,  n (%) 49 (28.2) 9 (56.3) 0.043

HD,  n (%) 3 (1.79) 5 (31.3) <0.001

Length of ICU stay (day) 3.25 (1-24) 2.5 (1-24) 0.146

Length of hospital stay (day) 4.5 (1-120) 3.75 (0.6-25) 0.033

TABLE 2: Individual, demographic and clinical features in relation to mortality.

SD: Standart deviation; SAP: Systolic arterial pressure; DAP: Diastolic arterial pressure; GCS: Glasgow come score; ICU: Intensive Care Unit; SOFA: Sequential Organ Failure 
Assessment; APACHE: Acute Physiology and Chronic Health Evaluation; MV: Mechanical ventilation; HD: Hemodialysis.

In a study by Seydaoglu et al. performed on
2229 patients presented with poisoning to emer-
gency department, women (mean age 24 years)
were significantly younger than men (mean age 29
years).9 Another study by Satar et al. confirmed the

same gender distribution data.13 Our age groups are
similar to these studies. 

In our study, the most common reason for poi-
soning was suicide attempts. The suicide rate in
women was higher than men, whereas accidental
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exposure and drug abuses in men were more com-
mon than women. In the study by Islambulchilar et
al., suicide attempts were more frequent in women
compared to men.14 Another study from Turkey re-
ported that poisoning more commonly occurred
due to suicide attempts in women, whereas acci-
dental poisoning was more common in men.15

Studies conducted in Spain and France reported
that successful suicidal poisoning attempts were
more frequent among men, whereas women pri-
marily used less severe methods for suicide at-
tempts.16,17 The higher incidence of accidental
poisoning in men may be due to the fact that men
work more in agriculture and industry. In addition,
alcohol and narcotic abuse are more common in
Turkish male population.18 Thus, it could be rea-
sonable to think that intoxication related to these
agents can be observed more frequently in Turkish
male population.

Higher mortality rates have been reported
among men in the literature.7,8,16 In the above-men-
tioned study by Chien et al., mortality among men
was 2.3 fold higher than women. In that study,
when reason for poisoning was considered in rela-
tion to gender, it was seen that mortality rate due
to unintentional poisoning was higher in men com-
pared to women, whereas mortality related to in-
tentional poisoning was higher in women
compared to men.5

Agents of poisoning may vary among countries
and localization. In 2010 Annual Report of Amer-
ican Association of Poison Control Centers, the
most common 5 causative agents were detected as
analgesics (11.5%), cosmetic or personal care prod-
ucts (7.7%), household cleaning substances (7.3%),

sedatives/hypnotics/antipsychotics (6.0%) and for-
eign body/toys (4.2%), when all intentional and
unintentional exposures were considered.19

Yildiztepe et al. found causative agents as drugs in
73.4%, pesticides in 4.6%, cleaning substances in
3.2%, alcohol in 6.3%, mushroom in 2.5%, CO in
2.7%, and corrosive agents in 3.1% in cases older
than 18 years of age.20 In our study, the most com-
monly detected causative agent was drugs (43.7%),
followed by pesticides (42.6%), mushroom-plant
(4.2%), alcohol (4.2%), and carbon monoxide
(2.6%). This might be due to easier access to med-
ical drugs and pesticides. Exposures to pesticides
are more common in our study compared to
Yildiztepe et al.’s study. Our hospital is a reference
hospital for severe poisonings and all poisonings
from rural areas are referred to us. The main reason
for the difference between our and Yildiztepe et
al.’s study may be because of this. Although similar
results have been reported in some studies from
Western and Eastern countries, alcohol and nar-
cotic intoxications are stand in the forefront in
some Western countries.7,12,14,21-23 Pesticide poison-
ings are more common in developing countries and
regions where agriculture is the main activity.24,25

Intensive care mortality varies from 0.24% to
27% for poisoning in literature.4,7,10,25-27 Poisoning-
related mortality rate was found as 8.4%. The mean
age was 31.9±13.7 years in survivors, whereas
46.7±17.1 years in non-survivors in our study. In a
study at toxicology ICU by Mühlberg et al., the
overall mortality was 0.24% in 3740 patients who
had been followed for drug intoxication, age-spe-
cific mortality was 2.17% in 184 patients over 65
years.25 In our study, the positive correlation be-
tween the age and the mortality was in agreement
with literature.7,8,27 Increasing mortality by age may
be linked with comorbid health issues. In Taiwan,
Chien et al. evaluated 20,260 deaths related to poi-
soning and reported that age over 65 years was
found as a high-risk factor for poisoning-related
mortality.5 On the contrary, there are studies con-
ducted at Sri Lanka and USA suggesting that mor-
tality related to poisoning is higher in young
adolescents between 15 and 19 years age.18,28 This
may be due to cultural diversity and frequent oc-

Variables 0R 95% Cl p

Physical disease :  No* 8.131 (1.307-50.563) <0.05

Yes

Time to ICU admission (hour) 1.075 (1.033-1.119) <0.001

APACHE II score 1.393 (1.189-1.631) <0.001

TABLE 3: Multiple binary logistic regression analysis for
mortality

APACHE: Acute Physiology and Chronic Health Evaluation; ICU: Intensive Care Unit.
*Referance value, Hosmer-Lemesow test: chi-square= 1.586, p=0.991.
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currence of intoxication with high mortality such
as narcotics and alcohol among young individuals.

In our study, the mortality rate related to ac-
cidental poisoning was significantly higher com-
pared to the mortality related to suicide. This might
have been caused by the fact that eventual inten-
tion might have been to draw attention rather than
death in some cases. In such cases, lower mortality
rate may be due to low doses of ingested toxic
agent, vomiting after ingestion and immediate re-
ferral to a hospital. In a public health report by
Bohnert et al., it was reported that mortality rate
of unintentional poisoning was increased by
108.5% during 1996-2006, although mortality rate
of intentional poisoning remained stable at the
same period.3 In a study by Lee et al., it was found
that suicide attempts had a higher mortality rate
compared to accidental poisoning.7 In a study by
Pedroso and Silva, it was found that mortality of
poisoning was significantly higher in individuals
attempting to suicide compared to those with acci-
dental poisoning.27

As in all medical emergencies, early interven-
tion is life saving in acute poisoning. As majority
of patients with poisoning are unconscious or con-
fused and no reliable information can be gathered
in case of suicide, delays occur in diagnosis and in-
terventions despite early presentation to hospital.
Therefore, we distinctly assessed the time to the
first intervention and the time to the ICU admis-
sion in our study. In conclusion, the time to the
first intervention more than 4 hours and the time
to the admission to ICU were found as risk factors
for mortality.

In a study by Lee and Tai, APACHE II score
higher than 26 was shown to be a good predictor
for mortality.29 Similarly, in a study by Sun-
gurtekin et al. in which several scoring systems
were compared in organophosphate intoxication,
it was found that APACHE II and GCS scores were
good indicators in predicting the severity and the
prognosis of intoxication.30 Eizadi-Mood et al.
evaluated patients in coma due to multidrug in-
toxication and found that the mean GCS score at
24 hours after the presentation in survivors was
higher compared to non -survivors.31 In the same

study, APACHE II score at the presentation and
24 hours after the presentation were lower in sur-
vivors.31 In our study, GCS score at the presenta-
tion and at the admission to the ICU were lower in
survivors, APACHE II and SOFA scores at the ad-
mission to the ICU were higher in survivors com-
pared to non survivors.

In a study by Lee et al., it was detected that de-
pendent risk factors for mortality included respira-
tory failure, hypotension, abnormal cardiac
rhythm, abnormal body temperature, GCS score
<10 and advanced age.7

Liisanantti et al. evaluated organ system fail-
ures in patients treated in ICU due to multidrug in-
toxication, and dependent risk factors identified
were respiratory failure, cardiovascular dysfunc-
tion, cardiovascular failure, central nervous system
(CNS) dysfunction, CNS failure, renal dysfunction,
renal failure, tachycardia, bradycardia, hyperther-
mia, hypothermia, hypotension, hyperphos-
phatemia, acidosis, leukocytosis and
thrombocytopenia.8 In the same study, age, throm-
bocytopenia, leukocytosis, hypotension, renal dys-
function and failure and respiratory failure was
identified as independent risk factors.8 According
to our study, risk factors for mortality included
male gender, age, marital status, accidental poison-
ing, delay in time to the first intervention as well as
low GCS score at the presentation and at the ad-
mission to the ICU, high SOFA score at the admis-
sion to the ICU, the presence of an infection and
the requirement of mechanical ventilation, he-
modialysis, invasive monitoring and vasopressor
agents. 

In our study, APACHE II score, time to ad-
mission to ICU, and the presence of a concomitant
physical disorder were independent risk factors.
These results are in agreement with the literature.  

These patients should be meticulously ques-
tioned and assessed at admission as individual char-
acteristics as well as reason and causative agent of
poisoning are determinants of mortality in poison-
ing. Early intervention might be life saving.  ICU
scoring systems are valuable in the prediction of
mortality and should be used. It is important to
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