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Anaphylaxis: Acute diagnosis
... outcome from anaphylaxis . Other disorders may also Increase risk. Persistent asthma Is a risk factor for anaphylaxis . Asthma Is
also assoclated with Increased risk of death from anaphylaxis, especially ...

Biphasic anaphylaxis
Summary and recommendations
Diagnostic criterla for anaphylaxis (Tables)

Anaphylaxis: Emergency treatment
... This topic will discuss the treatment of anaphylaxis. The clinical manifestations and diagnosis of anaphylaxis, pathophysiology,
and unique features of anaphylaxis In specific patient groups are reviewed ...

Epinephrine

Summary and recommendations

Emergency management of anaphylaxis in adults (Tables)

Emergency management of anaphylaxis in infants and children (Tables)

Pathophysiology of anaphylaxis
...Biphasic anaphylaxis occurs in up to one-fifth of anaphylaxis cases, and the mechanisms underlying the recurrence of symptoms
are unclear. Protracted anaphylaxis is defined as an anaphylactic reaction that ...

Chemical mediators of anaphylaxis
Organ systems In anaphylaxis
Summary

Anaphylaxis: Confirming the diagnosis and determining the cause(s)
... Anaphylaxis is a potentially life-threatening emergency that requires immediate diagnosis and treatment. Patients who have
experienced anaphylaxis (or suspected anaphylaxis) require evaluation to confim ...
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... outcome from anaphylaxis . Other disorders may also Increase risk. Persistent asthma Is a risk factor for anaphylaxis . Asthma is
also associated with Increased risk of death from anaphylaxis, especially ...

Biphasic anaphylaxs
Summary and recommendations
Diagnostic criteria for anaphylaxds (Tables)

Anaphylas. Emergency treatment

... This topic will discuss the treatment of anaphylaxis. The clinical manifestations and diagnosis of anaphylaxis, pathophysiology.
and unique features of anaphylaxis in specific patient groups are reviewed ..

Epsnephrine

Summary and recommendations

Emergency management of anaphylaxis in adults (Tables)

Emergency management of anaphylaxis in infants and children (Tables)

Pathophysiology of anaphylaxis

...Biphasic anaphylaxis occurs in up to one-fifth of anaphylaxis cases, and the mechanisms underlying the recurrence of symptoms
are unclear. Protracted anaphylaxis is cefined as an anaphylactic reaction that ...

Chemical mediators of anaphylaxis
Organ systems in anaphylaxis
Summary

Anaphylaxis: Confirming the diagnosis and determining the cause(s)
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Evaluation of and initial approach to the adult patient with undifferentiated
hypotension and shock

Authors: David F Gaieski, MD, Mark E Mikkelsen, MD, MSCE
Section Editors: Polly E Parsons, MD, Robert S Hockberger, MD, FACEP
Deputy Editor: Geraldine Finlay, MD

Contributor Disclosures
All topics are updated as new evidence becomes available and our peer review process is complete.

Literature review current through: Feb 2019. | This topic last updated: Feb 13, 2019.

,l What's New
’ Bedside ultrasonography in patients with undifferentiated hypotension (September 2018)

Observational evidence supports point-of-care (POC) ultrasonography for the bedside assessment of patients with undifferentiated h...

Read more v
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Cur editors select a small number of the most important updates and share them with you via What's New. See these updates by clicking on the specialty you are interested in below. You may also enter "What's new" in the search box.
Find Out What's New In:

Practice Changing UpDates Gastroenterology and hepatology Oncology

Allergy and jJmmunology General surgery Palliative cara

Anasthesiology Geriatrics Pediatrics

Cardiovascular medicine Hematology Primary care

Dermatology Hospital medicine Psychiatry

Drug therapy Infectious diseases Pulmonary and critical care medicine
Emergency medicine Nephrology and hypertension Rheumatology

Endocrinology and diabetes mallitus Neurology Sleap medicine

Family medicine Obstetrics and gynecology Sports medicine (primary care)
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Rarity of immediate allergy to local anesthetics (November 2018)

Local anesthetics (LAs) are a rare cause of immediate allergy (reactions occurring within an hour of administration). They more commonly
cause a range of non-allergic effects that can mimic aspects of anaphylaxis (eg, flushing, tachycardia, paresthesias). In a retrospective series,
over 400 patients with anaphylaxis-like reactions to LAs were evaluated with skin testing and readministration of the implicated LA [3]. Just 0.5
percent had true immediate allergy to an LA, and an additional 7 percent were diagnosed with spontaneous urticaria or allergy to other agents,
including pain medications, antibiotics, and latex. Most reactions were classified as psychosomatic, vasovagal, or related to the pharmacologic
effects of the LA or epinephrine. Patients with suspected allergic reactions to LAs should be referred to an allergist for evaluation, as most do
not have true allergy to LAs. (See "Allergic reactions to local anesthetics”®, section on 'Prevalence’.)

Mechanisms of sugammadex hypersensitivity (October 2018)

Sugammadex is a reversal agent that rapidly inactivates steroidal neuromuscular blocking agents after the completion of surgery. However, it
has been implicated as a cause of perioperative anaphylaxis, with several reports of patients with positive skin testing, consistent with an IgE-
mediated mechanism. In a randomized trial of 448 volunteers exposed to three doses of sugammadex, without prior administration of a
neuromuscular blocking agent, hypersensitivity reactions developed in eight subjects, appeared to be dose-dependent, and did not
necessarily recur with repeat exposure [4]. Laboratory testing did not find evidence of drug-specific IgE or IgG, direct mast cell activation, or
complement activation, and skin testing was positive in just one patient. Thus, the mechanisms of these reactions are not clear and require
further study. (See "Perioperative anaphylaxis: Evaluation and prevention of recurrent reactions”, section on 'Sugammadex’.)

FOOD ALLERGY AND INTOLERANCE

Wheat oral immunotherapy (March 2019)
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cause a range of non-allergic effects that can mimic aspects of anaphylaxis (eg, flushing, tachycardia, paresthesias). In a retrospective series,
over 400 patients with anaphylaxis-like reactions to LAs were evaluated with skin testing and readministration of the implicated LA [3]). Just 0.5
percent had true immediate allergy 10 an LA, and an additional 7 percent were diagnosed with spontaneous urticaria or allergy to other agents,
including pain medications, antibiotics, and latex. Most reactions were classified as psychosomatic, vasovagal, or related to the pharmacologic
effects of the LA or epinephrine. Pmmmwmmmtommwmmmmmfamm as most do
not have true allergy to LAs. (Sece / 1= ' . )

Mechanisms of sugammadex hypersensitivity (October 2018)

Sugammadex is a reversal agent that rapidly inactivates steroidal neuromuscular blocking agents after the completion of surgery. However, it
has been implicated as a cause of perioperative anaphylaxis, with several reports of patients with positive skin testing, consistent with an IgE-
mediated mechanism. In a randomized trial of 448 volunteers exposed to three doses of sugammadex, without prior administration of a
neuromuscular blocking agent, hypersensitivity reactions developed in eight subjects, appeared 10 be dose-dependent, and did not
necessarily recur with repeat exposure [4]. Laboratory testing did not find evidence of drug-specific IgE or IgG, direct mast cell activation, or
complement activation, and skin testing was positive in just one patient. Thus, the mechanisms of these reactions are not clear and require
further study. (See “Perioperative anaphylaxis: Evaluation and prevention of recurrent reactions”, section on ‘Sugammadex’.)
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Wheat oral immunotherapy (March 2019)
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TYPES OF ALLERGIC REACTIONS TO LOCAL <
ANESTHETICS

MANAGEMENT ALGORITHM FOR
NONALLERGY CLINICIANS

Referral

COMMON: NONALLERGIC REACTIONS
Sympathetic stimulation
Psychomotor reactions
Vasovagal syncope

Systemic toxic effects

RARE: DELAYED REACTIONS (CONTACT
DERMATITIS OR LOCAL SWELLING)

Clinical manifestations
Evaluation

« History

« Other possible culprits

« Patch testing

« Cross-reactivity
Diagnosis

Prevalence — Immediate hypersensitivity reactions to LAs are extremely rare. Evidence for their existence consists of a small number of case
reports in which patients had reactions that were consistent with immediate hypersensitivity, and positive skin tests were demonstrated [39-
49).

The rarity of immediate hypersensitivity to LAs was demonstrated by two large series:

* One series included 162 patients who were evaluated over 10 years in the Danish Anaesthesia Allergy Center for suspected allergy
associated with anesthesia and surgery [50]. No instances of true immediate hypersensitivity were identified. Skin testing to LAs was
performed in all patients, and subcutaneous provocation (challenge) was performed regardless of skin testing results. In total, 162
patients underwent 203 provocations to various LAs, all of which were negative. Other culprit agents that were implicated included
chlorhexidine, cefuroxime, and patent blue dye.

« Asecond series described 402 patients evaluated over 20 years in a German allergy clinic for reactions to LAs occurring within 30
minutes of injection [51]. Most occurred during outpatient dental or surgical procedures. Two patients (0.5 percent) were found to have
true immediate allergy and positive intradermal skin tests to LAs. Acute urticaria (with or without angioedema) was the presenting
symptom in 29 patients, of whom 14 were determined to have spontaneous urticaria, and 13 had reactions to other agents, including
nonsteroidal anti-inflammatory drugs (NSAIDs), atracurium, cephalosporins, latex, gelatin, and dipyrone. All of these 27 patients had
negative LA skin tests and nonreactive subcutaneous challenges, indicating the very high negative predictive value of skin testing.

Clinical manifestations — Clinical manifestations of immediate allergic reactions to LAs include pruritus, urticaria, bronchospasm,
angioedema, laryngeal edema, and/or anaphylaxis, typically occurring within one hour of administration (table 3) [39,40,42-43]. Contact
urticaria to topical creams containing LAs (eg, lidocaine, prilocaine, and castor oil; Emla cream [brand name]) has also been reported [41].

Case reports describe patients with reactions to mepivacaine and lidocaine [39], articaine [40], lidocaine [42-45], levobupivacaine and
ropivacaine [46), mepivacaine, lidocaine, and bupivacaine [47], and epidural lidocaine and chloroprocaine [48]). Drug-specific IgE has been

l.'v‘},‘O ujf‘!!'. (8 * 4 ll\.‘ "_ “f.A',!g‘ "-'.u.,! l!‘»:.i‘_,, > 1
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Clinical presentation, diagnosis, and initial evaluation of diabetes mellitus in adults

Authors: Sily MD. Beat 3, M
Section Editors: | M Nat M
Deputy Editor: jean £ M

ature review current through: Jun 2021. | This tog ¥st updated: Apr 28, 2021

INTRODUCTION

The term diabetes mellitus describes diseases of abnormal carbohydrate metabolism that are characterized by hyperglycemia. It is associated
with a relative or absolute impairment in insulin secretion, along with varying degrees of peripheral resistance to the action of insulin. Every
few years, the diabetes community reevaluates the current recommendations for the classification, diagnosis, and screening of diabetes,

reflecting new information from research and clinical practice

This topic will review the clinical presentation, diagnosis, and initial evaluation of diabetes in nonpregnant adults. Screening for and

prevention of diabetes, the etiologic classification of diabetes mellitus, the treatment of diabetes, as well as diabetes during pregnancy are

Topic Feedback

discussed separately.

* (See “Screening for type 2 diabetes mellitus".)

* (See “Prevention of type 2 diabetes mellitus” and “Prevention of type 1 diabetes mellitus”.)

* (See "Classificauon of diabetes mellitus and genetc Aigbetic Sync

omes”.)
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DRUG INFORMATION Epinephrine (adrenaline): Drug information (eucomy*

(by method of administration)
Copyrgt 1978 2019 Lexxtomp Inc AN gty reserved

Information for B drug & presented separaiely based upon e owng methods of admenstrabon

. Loa.ﬂmaomnm'm Drwg informaton
o Eonecthrne (adtenaine) (Qral nhalaten). Drvg nioomaton
o Eomneptine (adenaine ) (sysdemec ) Doug informabon
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Epinephrine (adrenaline) (systemic): Drug information (escomp*

OPTOAE 19782019 LexxComp. Ing. Al nghts sesenved
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For abReeviations and symmbols Hat may be used in Lexicorng (show lable)

Special Alerts
Pfizer Extended Expiration Dates for Emergency Syringe Shortages - updated February 2019

The FDA tas alersed health care providers of exdended QPradbon dates for conan neciable drug products manufactured by Hospra (a PIger comparny) whch may be used bayond the abeled eapiration
dates 10 assist with the ongang crcal shortages of inpectable drugs used in orical care. Select ot numbers of atropne suliste Inpcbion, dexdrose S0%, epmephnne Iecton, and sodum bicarbonate are
e bie for use Diyond the Bbeled capurabion date if they have been and will CoMnue 10 bé Sired according 10 he labakd condbons.,

Further information, nchadng specAc products, iot numbers, and catended expuration dales, may be found at ditns Ve i oo Drvss/ DiveSatety Diva ShortpoesuemS63 350 ham.
Epinephrine Autoinjector Extended Expiration Dates August 2018

The FDA has cxtended the capirabon date of speaific iots of 0 3 mg products markeled by Mylan by 4 months bayond the labeiod expraton date This change beyond the approved 20-month shaf 140 s
based on statdty dats prowded by Mylan and revewed by the FDA. To hedp ensure patent salety, Tese products should contnue 10 be stored & labeled

More nformation 5 avalable at hips Dwas 38 oo/ NewsEvents Newsroom P DAInBoet ucemS 17724 him

Brand Names: US
Adronacick [DSC) Adrenain. Adyphren, Adyphren Amp, Adyphren Amp |1, Adyphiren Il Auwv-Q. EpnephnneSnap-EMS. Epmephrnesnap-v, EpiPen 2-Pak, EpPon Jr 2-Pak EPitnap. EPY B [DSC) EPY
[DSC). Sympegx

Brand Names: Canada

o Adrenalin Chicnde
o Alrpct

o Anapen

o Anapen Jumor
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Dosing: Adult
Note: Adrénatick has been dsconinued n the US for more than 1 year

Note: As of May 1, 2016, ratio expressions of epinephrine concentrations are prohibited on drug labels. Ampules, vials, and syringes of epinephrine with ratio expressions may, however,

remain in inventory until replaced by products with revised labeling. Therefore, the ratio expression of 1:1,000 Is equivalent to 1 mg/mL and 1:10,000 is equivalent to 0.1 mg/mL (ISMP 2016).

Acute severe asthma unresponsive to inhaled beta.agonist (off-label use): IM SubQ 001 mgiy dvided Mo 3 doses of approomately 0 3 10 0 5 mg every 20 minutes the 1 mgimL concentraton s

recommended (AHA [Vanden Hoek 2010). Cydulica 2016, Shah 2012)

Asystole'puiseless arrest, pulseless VTVF (ACLS [Neumar 2010)):

V. lnrpossoous 1 mg every 3 1o 5 minutes unid retum of spontaneous crculaton if s approach s, higher dases of epnephnng (up to 0 2 mgky) have been used for reatment of SPOCIK
peotioms (09, beta-biocker of calcum channed blocker overdose)

Endotrachea) 210 2.5 mg évery 310 5 mnutes untl IVINlraossacus access estabished of rédurn of Spontaneous Crodabion. Gluse in 510 10 mi NS or stenie water. Note: ADsSorption may bé Qreater

Note: Hph IV dose epinophring (0, >1 mg per dise) has not Deen shown 10 MEcove sunival or Newroiogical oulcomes as compared 10 standard doso oprwphnne and 5 not recommended
(ACLS [Neumar 2010) ACLS [Neumar 2015))

with stenfo wator (Naganctu 2000) May causeo falo-negatve readng with exhaked CO; detoctors, uso second method to confrm fube placerment if CO; 15 not detectod (ACLS [Noumar 2010))

Bradycardia (symptomatic; unresponsive to atropine or pacing): /V infusion 2 %0 10 mcg'mnute or 0 1 10 0 5 mag kg'mnute (7 1o 35 meg'minute m a 70 kg patent) Strate to desred effect (ACLS
[Neumar 2010). AHA [Peberdy 2010))

Hypersensitivity reaction (eg, anaphylaxis): Note: SutQ admresalion résults in Slower absorpbion and IS eSS rélatio IM admnesiralon in the antecoiatens! aspect of the muddle thrd of T thgh S
proforrod n the soting of anaphyfaos (AHA [Vanden Hook 2010, WAO [Kemp 2008))

M (proforred). SedQ 0210 05 mg usng the 1 mg/mL soktion avery 5 to 15 mmutes n the absence of cincal improvement (AAAAI [Leterman 2015) AHA [Vanden Hook 2010f WAO [Kerrp
2008))

w

Siow IV boius 0 1 mg usng the 0.1 mg/mL soluton (Turther diuted in 10 mL of NS) admnesiered over S %0 10 minutes (Barach 1984)

Comtinuous infuson May inBate with an infusion at 2 10 15 mcg/minte (with crystalioed admnistration) (AAAAL [Leterman 2015 AHA [Vanden Hoek 2010§ Brown 2004)

Note: in genical IV admnisiration should only be done N pabents who aré uesponsne Of profoundly hypolensive who have faled 10 respond 10 IV Nud replacement 3nd Séveral epmephnne

aagiryarn rne Prm A [ Bookmark
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Title Agents with Antiplatelet Properties / Herbs (Anticoagulant/Antiplatelet Properties) Print

Risk Rating D: Consider therapy modification

Summary Herbs (Anticoagulant/Antiplatelet Properties) may enhance the adverse/toxic effect of Agents with Antiplatelet Properties. Bleeding
may occur. Severity Major Reliability Rating Fair

Patient Management The concomitant use of herbs possessing anticoagulation/antiplatelet properties with other herbs or drugs possessing
similar properties should be avoided. If used concomitantly, increased diligence in monitoring for adverse effects (eg, bleeding, bruising, altered
mental status due to CNS bleeds) must be employed. For patients scheduled for surgical, dental, or other invasive procedures,
anticoagulant/antiplatelet herbs should be discontinued 2 weeks prior to the scheduled procedure.

Agents with Antiplatelet Properties Interacting Members Abciximab, Aceclofenac, Acemetacin, Anagrelide, Aspirin, Cangrelor, Cilostazol,
Citalopram, Clapidogrel, Dapoxetine, Defibrotide, Desvenlafaxine, Dexibuprofen, Dexketoprofen, Diclofenac (Systemic), Diclofenac (Topical),
Diflunisal, Dilazep, Dipyridamole, Dipyrone, DULoxetine, Eptifibatide, Escitalopram, Etodolac, Etofenamate, Fenoprofen, Floctafenine,
FLUoxetine, Flurbiprofen (Systemic), FluvoxaMINE, Ibuprofen, Ibuprofen (Topical), Indobufen, Indomethacin, Ketoprofen, Ketorolac (Nasal),
Ketorolac (Systemic), Levomilnacipran, Lornoxicam, Loxoprofen, Meclofenamate, Mefenamic Acid, Meloxicam, Milnacipran, Nabumetone,
Naproxen, Oxaprozin, PARoxetine, Pelubiprofen, Phenylbutazone, Piracetam, Piroxicam (Systemic), Piroxicam (Topical), Prasugrel,
Propyphenazone, Sarpogrelate, Sertraline, Sulfinpyrazone, Sulindac, Tenoxicam, Tiaprofenic Acid, Ticagrelor, Ticlopidine, Tirofiban, Tolfenamic
Acid, Tolmetin, Triflusal, Venlafaxine, Vilazodone, Vorapaxar, Vortioxetine, Zaltoprofen

Herbs (Anticoagulant/Antiplatelet Properties) Interacting Members Alfalfa, Anise, Bilberry, Bladderwrack, Bromelain, Cat's Claw, Celery,
Chamomile, Coleus, Cordyceps, Dong Quai, Evening Primrose, Fenugreek, Feverfew, Garlic, Ginger, Ginkgo Biloba, Ginseng (American), Ginseng
(Panax), Ginseng (Siberian), Grape Seed, Green Tea, Guggul, Horse Chestnuts, Horseradish, Licorice, Prickly Ash, Red Clover, Reishi, SAMe (S-
adenosylmethionine), Sweet Clover, Taurine, Turmeric, White Willow

Discussion Many herb products possess the ability to cause bleeding (inhibit clotting/coagulation or primary hemostasis) by one of several
mechanisms (e.g., herb contains a coumarin-like constituent or one that is able to inhibit the production/function of platelets).'234 The
concomitant use of such herbs with other herbs or drugs possessing a similar pharmacologic potential may increase the risk of bleeding. Caution
is advised.

Footnotes
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Anterior shoulder dislocation on the AP radiograph

In this AP radiograph, the humeral head clearly lies outside the
glenoid and below the coracoid process.

AP: anterior posterior.

Appears in topics

Please view graphics in the context of the topic in which they
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e Shoulder dislocation and reduction

e Traumatic causes of acute shoulder pain and

injury in children and adolescents

e Evaluation of acute traumatic shoulder injury in

children and adolescents
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< Back Shoulder dislocation and reduction

Topic Outline

SUMMARY AND RECOMMENDATIONS
INTRODUCTION

CLINICAL ANATOMY

EVALUATION
Anterior shoulder dislocation
* Mechanism of injury
* Examination
* Imaging studies
Plain radiographs
Computed tomography
Ultrasound
* Associated injuries (Hill-Sachs and Bankart)
Posterior shoulder dislocation

Inferior shoulder dislocation (luxatio erecta)

REDUCTION PROCEDURE
Informed consent
Materials
Contraindications and precautions
Analgesia and sedation
Anterior shoulder dislocation reduction
* Suggested approach
* Pediatric considerations
* Reduction techniques
Posterior shoulder dislocation reduction

Inferior shoulder dislocation reduction

—> Routine films include an anteroposterior (AP) (

shoulder dislocation Find © ] < M W

), a scapular "Y" view ([2]image 2), and an axillary view ([z] image 3). The diagnosis of an anterior shoulder dislocation may be

—g
1ge 4). The dislocated humeral head usually lies in a subcoracoid position (A4 figure 8). If the humeral head is subclavicular or
concomitant greater tuberosity fracture or rotator cuff tear is usually present (B4 figure 8).

straightforward and is often easily vi:
subglenoid, there has been a greatet

A false dislocation of the humeral he
appearance of an anterior shoulder ¢

ograph in the setting of a proximal humerus fracture if a joint hemarthrosis pushes the humeral head inferiorly, giving the
se dislocation can be distinguished from a true dislocation using the axillary view (described just below).

The scapular "Y" view is taken with tf
normally obscured by the humeral h

2 scapular body. The "Y" is formed by the body, spine, and coracoid process. The glenoid falls in the center of the "Y" and is
ion is present, the humeral head appears medial to the "Y" ([2] image 5). There may be false negatives with the scapular view,

Normal shoulder with
so an axillary view should also be obt internal and externa
rotation on radiograph

The axillary view is taken wWith the Pauciie o v wwuussews 1on wwwdgraph plate is placed on the patients shoulder and the x-ray beam projects through the axilla to the plate ([z] picture 2 and
image 6). The patient's arm need not be abducted 90 degrees, as this position causes pain. About 10 to 15 degrees of abduction, or just enough to get the x-ray tube between the patient's
arm and hip, is usually sufficient to obtain the appropriate view. Alternatively, a Velpeau axillary view can be obtained in which the patient leans back 15 degrees over the edge of a table and the
beam is directed from above the shoulder to the plate placed on the edge of the table.

Another view that may be helpful in determining the presence of a dislocation is the true AP (Grashey) view in which the beam is directed at a 45 degree angle in a medial to lateral direction with
the x-ray plate just posterior and parallel to the scapular body. This view helps clinicians assess for subtle joint incongruities.

Computed tomography — Computed tomography (CT) is not routinely indicated for a shoulder dislocation. Exceptions might include instances where the exact location of the humeral
head cannot be determined using plain films (eg, possible false dislocation) or when a CT angiogram is to be performed because there are signs of axillary artery injury.

Ultrasound — Although ultrasound may be less accurate at detecting potential fractures associated with anterior shoulder dislocations, preliminary observational studies suggest that it is
accurate for confirming both the diagnosis and successful reduction of such dislocations [19-23].

Associated injuries (Hill-Sachs and Bankart) — Associated fractures identified on plain radiographs include Hill-Sachs deformities, Bankart lesions, and greater tuberosity fractures. A Hill-
Sachs deformity is a cortical depression in the humeral head created by the glenoid rim during dislocation (] image 7) [24). They occur in 35 to 40 percent of anterior dislocations and are seen
on the AP radiograph with the arm in internal rotation [7]. Bankart lesions occur when the glenoid labrum is disrupted during dislocation and a bone fragment is avulsed ([z] image 8). Bony
Bankart lesions are present in 5 percent of patients, while soft tissue Bankart lesions (no bone is avulsed) occur in approximately 90 percent of patients less than 30 years old with an anterior
shoulder dislocation [11,25]. Greater tuberosity fractures are present in 10 percent of patients ([z] image 9) [26]. Indications for orthopedic referral, including selected Bankart and Hill-Sachs
lesions, are discussed separately. (See '‘Operative treatment’ below.)

Topic Feedback

Posterior shoulder dislocation

* Mechanism of injury - A blow to the anterior portion of the shoulder, axial loading of an adducted and internally rotated arm, or violent muscle contractions following a seizure or
electrocution represent the most common causes of posterior shoulder dislocation [27-29].
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Normal shoulder with internal and external rotation on radiograph

Internal rotation External rotation L

L

An A-P radiograph with internal rotation (A) shows the position of the greater tuberosity (arrow).
With external rotation (B), the greater tuberosity becomes more obvious (arrow).

A-P: anteroposterior.

Graphic 98357 Version 1.0
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Normal shoulder
with internal and
external rotation on
radiograph

Axillary view of
normal shoulder on
radiograph

Scapular Y-view of
the shoulder

Anterior shoulder
dislocation on the
AP radiograph




ents v  Calculators Drug ractions UpToDate

< Back All Aduit Pediatric Patient Graphics

Showin(

Anterior tight shauhder Gnbecation i &
young man

Shoulc
wPatier tion need a tl jh examination and frequently radiographic imaging to
diagnos r shoulder dislocation is usually caused .
mac
Imag i
=
Follo! o—
Sumi

(2] Anterior shoulder dislocation agmearance
U

@ Radiograph normal shoulder with internal and external rotation

Multidirectional instability of the shoulder

.therefore less memorable, than trauma that produces unidirectional shoulder instability from a major injury (eg

anterior shoulder dislocation) . More typically, patients either cannot recall an inciting event
Determining the presence of instability

Summary and recommendations

Evaluation of the adult with shoulder complaints

Lviolent muscular contractions such as those that occur with generé

ause glenohumeral

dislocations. Generally, the patient can localize pain to the site of injury, and deformit

Multidirectional shoulder instability

Summary and recommendations

Throwing injuries of the upper extremity: Clinical presentation and
diagnostic approach

...0r acceleration pt s of throwing . Ep

nt glenohumeral

subluxation. Underlying causes include superior labrum anterior posterior (SLAP) lesions and ro )

Transient subluxation ("Dead arm syndrome”)
Shoulder problems

Summary and recommendations
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Calculator: Body mass index (BMI) for adults (Metric, Patient education) Bookmark [
Calculator: Body mass index (BMI) for adults (Metric, Patient education)

BMI is a measure of weight in relation to height. It It*tho most practical way to estimate if a person is underweight, healthy weight, overweight, or obese.

Result:
Enter height and weight:
BMI
Height cm
Weight kg
Reset form

BMI interpretation

BMI <18.5: Underweight
BMI 218.5 and <25: Healthy weight
BMI 225 and <30: Overweight
BMI 230: Obesity

References

1. National Institutes of Health (NIH), National Heart, Lung, and Blood Institute (NHLBI). The practical guide: identification, evaluation, and treatment of overweight and obesity in adults. Bethesda: National Institutes of Health. 2000, NIH publication 00-
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« Epinephrine is lifesaving In anaphylaxis. It should be injected as early as possible in the episode, in order to prevent progression of
symptoms and signs. There are no absolute contraindications to epinephrine use, and it is the treatment of choice for

anaphylaxis of any severity. We recommend epinephrine for patients with apparently mild symptoms and signs (eg, a few hives and
mild wheezing) (Grade 1B), as well as for patients with moderate-to-severe symptoms and signs (Grade 1A). (See 'Epinephrine’ above.)
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Grade 1A recommendation

A Grade 1A recommendation is a strong recommendation, and applies to most patients in most circumstances without reservation. Clinicians should follow a strong
recommendation unless a clear and compelling rationale for an alternative approach Is present.

Explanation:
A Grade 1 recommendation is a stronqg recommendation. It means that we believe that if you follow the recommendation, you will be doing more qgood than harm for most, if not all of your patients.

Grade A means thot the best estimuotes of the critical benefits and risks come from consistent deto from well-parformaed, randomized, controlled trials or overwhelming date of some other form (eg, well-exacuted
observational studles with very large treatment effects). Further research Is unlikely to have an Impact on our confidence In the estimates of benefit and risk.

Recommendation grades
1. Strong recommendation: Benefits clearly outwelgh the risks and burdens (or vice versa) for most, If not all, patients

2. Weak recommundation: Benelits and nisks closely balunced and/or uncertain

Evidence grades
A. High-quality evidence: Consistent evidence from randomized trials, or overwhelming evidence of some other form

B. Moderate-quality evidence: Evidence from randomized trlals with Important limitations, or very strong evidence of some other form
C. Low-quuhty evidence: Evidence from observationul studivs, unsystematic chnicul obscervations, or from randomized tnals with serious flaws

For a complete description of our grading system, please see the UpToDate editorial policy.




Explanation:
A Grade 1 recommendation is 3 strong recommendation. It means that we believe that if you follow the recommendation, you will be doing more good

Grade A means that the best estimates of the critical benefits and risks come from consistent data from well-performed, randomized, controlied trials or
observational studies with very large treatment effects). Further research is unlikely to have an impact on our confidence in the estimates of benefit and

Recommendation grades
1. Strong recommendation: Benefits clearly outweigh the risks and burdens (or vice versa) for most, if not all, patients
2. Weak recommendation: Benefits and risks closely balanced and/or uncertain

Evidence grades
A. High-quality evidence: Consistent evidence from randomized trials, or overwhelming evidence of some other form

B. Moderate-quality evidence: Evidence from randomized trials with important limitations, or very strong evidence of some other form

C. Low-quality evidence: Evidence from observational studies, unsystematic clinical observations, or from randomized trials with serious flaws

For a complete description of our grading system, please see the UpToDate editorial policy.
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Evidence grades
A. High-quality evidence: Consistent evidence from randomized trials, or overwhelming evidence of some other form

B. Moderate-quality evidence: Evidence from randomized trials with important limitations, or very strong evidence of some other form

C. Low-quality evidence: Evidence from observational studies, unsystematic clinical observations, or from randomized trials with serious flaws

For a complete description of our grading system, please see the UpToDate editorial policy.
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INTRODUCTION

Anaphylaxis is a potentially fatal disorder that is under-recognized and undertreated. This may partly be due to f
anaphylaxis is a much broader syndrome than “anaphylactic shock.” and the goal of therapy should be early recog
gonephnng 1o prevent progression 1o Me-threatening respiratory and/or cardiovascular symptoms and signs,

This topic will discuss the treatment of anaphylaxis. The clinical manifestations and diagnosis of anaphylaxis,
features of anaphylaxis in specific patient groups are reviewed separately.
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UpToDate Unk o Full Tt | PubMad
Tronde, In nationy incidenca, Hotma pravislanco and adronadine prog2ribing for amaphytads, in England
Sheikh A, Hippisley-Cox J, Nemton J, Fenty J
J R Soc Med, 2008;1010% 139 \

BACKGROUND: Analyels of pdmary healthcare datasets offers e possitiRy (0 Increass understanding of the apidemioligy of acute uncommon Conditions such as anaphyluds, but theses datasats remaln undecepioited.
AIM: To Irvestigate recent trands In e recorded Incidence, etime provalence and prescriding of adrenaiine for anaphnyixds In Ergland.

METHOOS: QRESEARCH i orw of the workd's legeat netons sggregeted heat™ databases contalring the records of over nine MBon petents. We sxtrected duts 0n ol patierts with & recorded Clegrosts of srapinyixds end
calodated annual ape-sex stancardized Inclidence and Matime period prevalence rates for each year fom 2001-2005. We also analysed trends In adrenalne prescring in those with a recorded dagnosis of anaphyfaxdis.
Nytony popudntion figuree. woro Lzad 10 catimate numberr, of pacple in Ennlind that have axparkencad anapiytxds At rome polet in thair bvee.,

RESULTS: Tha ane-tax raandwoiznd Incidimen of amaphytuds, was 6.7 per 100,000 parron-ynirr. in 2001 and incransad by 16% t0 7.9 in 2005, Ufoties ane-0x (ANGWIZnd provaknco of & recordnd dlinnosds of anaprnixds
wis 50.0 pur 100,000 n 2001 ond ronaed by 61% 10 7646 in 2006, Paconting of adaralng menyesxd by 87% ovwr thes punod. By tha vnd of 2004 thoos wors un ceemutod 37 800 poopio that hod caporsacod orophyRoos
&1 20Me PaNt In thewr e,

CONCLUSIONS: Rucoroud smadonce, Mmoo provud noo and prosenten of adeonulng for amuphyboos ol thowed nudetuntid scnxmos in accont yoon, An cetmubiud 1 m 1,333 of 1 Engluh popuahon Ruws (f 20ms poet in
o ves capenencod ontptyioss

Aoy and Reepleatory Recaarch Group, Diviedon of Community Haslth Sciencee: GP Saction, Univerelty of Edinbumh. aziz ehakh@®ned a0 uk
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METHODS: QRESEARCH is one of the world's largest national aggregated health databases containing the records of over nine million patients
calculated annual age-sex standardized incidence and fetime period prevalence rates for each year from 2001-2005. We ailso analysed trends in
National population figures were used 10 estimate numbers of peopie in England that have experienced anaphylaxis at some point in thelr ives

RESULTS: The age-sex standardized incicdence of anaphylaxis was 6.7 per 100,000 person-years in 2001 and increased by 19% to 7.9 in 2005
was 50.0 per 100,000 in 20017 and increased by 51% to 75.5 in 2005. Prescribing of adrenaline increased by 57% over this period. By the end of
at some point in thew lives.

CONCLUSIONS: Recorded incidence, Hetime prevalence and prescribing of adrenaline for anaphylaxis all showed substantial increases in recent
ther kves expernenced anaphylaos

Allergy and Respiratory Research Group. Division of Community Health Sciences: GP Section, University of Edinburgh. aziz shelkh@ed ac uk
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Anaphylaxis: Emergency treatment
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INTRODUCTION

Anaphyiads is a potentally fatal disorder that is under-recognized and undertreated. This may partly be due to falure 10 appreciate that
anaphyAds is @ much beoader syndrome than “anaphyiactic shock.” and the goal of therapy should De early rRecogntion and Featment with
Soneohring %0 provent progrossion to Mo-throaloning rospiratory and'or cardiovascular symptoms and signs, Inciuding shock,

This topic will dsouss the trestment of anaphylaxis. The dincal mandestations and dugross of anaphyiaos, pathophysiology, and unigue
features of anaphyiads In specifc patent groups are reviewed separately.

* (Soo "Anaphylaxis. Acuie dagnoss”.)
* (See "Pathoohyaciogy of soaphyiaxa” ) -
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