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R IHRM2025FfE= (Goal of ICN in 2025)

2025 F B RFEIREMENERE : " Our Nurses. Our Future. Caring for nurses strengthens economies 1 (BEIRENA BARK - BEREIEENE
ERKENE) -

-The importance of supporting the health and wellbeing of nurses, who are vital to the functioning of health systems globally.
(ZFEEABNREANBUNEZY - BEASHREKEERANEFEFEE - )

-Calling for all organizations and governments to value, protect, respect and invest in our nurses for a sustainable future for
nursing and health care.

(FREFFEAEGNBRESR - R - EENREHMELT - REENERRFRERES JFERARK) (ICN;2025)

H1ZE (Goals) RAEEEE
(Increase nurses’ value)

Z TR (How to Achieve) ?
-1 :EIREE =1L (Quantifying the value of nursing)(%Z - 2017)

EHEEEE

(Respect nursing profession)

DA REM AR R (E B [ R AN TS

ARt E R ERAA

(Reduce adverse events) (Shorten hospital stay) (Reduce hospital readmission rates)

(Reduce social and medical costs)




EIERM2025F A
(Goal of ICN in 2025)

B im %< B 1Z (Hospital safety goals)

2025 F FERANEERR L IR
R EBRABBERSIERANER
(Promote teamwork and effective communication among medical staff)
*BERAZENL BUBBRRBIMKEERAZESHERE

(Create a patient safety culture, build institutional resilience and implement patient safety
incident management)

AR EEEE

e B =
(Evidence-based medicine, EBM)

(Imp g g
*WEBREBISERAMRZRESEBAZEZTE

(Improve doctor-patient communication and encourage patient and family involvement in
patient safety efforts)

CHEREREZE
(Protect the safety of pregnant women and infants)

BERAER(2025)

::5 Wolters Kluwer



UpToDate 7748 (Introduction of UpToDate)



UpToDate 7743 (Introduction of UpToDate)
N EYMEIE4A? (How the articles have been produced?)

New clinical
studies are
released that

§§§UpTODOTeEPE’§ impact care
NERFEE R

Continuous Our authors - Eql
publishing collaborate ﬁzﬂ"ﬂﬁ'} ﬂfdé& ﬂﬂj@%
Reeps the with multiple {E;ﬁrﬂrgjﬁ mﬁ ﬂégﬁ
topic content specialty editors e
current to create and i ﬁﬂji
review the topic
o 7 ®
%ﬁﬁ%ﬂtﬂ’ﬂﬁﬁ The topic is UEp(}(t)Da.tel
ﬁk%@ﬂ% made _aya_tlable Itoria
" to clinicians i e S [=
U pTO DO’[G?’E?% worldwide via Process T?septgg;c EEXE@E@E%
= UpToDate reviewed Y
Final A grading
topic content editor reviews
consensus the graded
is reached recommendation

3. Wolters Kluwer



UpToDate 7748 (Introduction of UpToDate)
-B I3[R (Resources)

* Journals:

- 426 peer reviewed journals:

https://www.wolterskluwer.com/en/solutions/uptodate/about/journals-reviewed-by-uptodate
* Electronic searching of databases:

Medline and Cochrane Library
e Guidelines
* Published information regarding clinical trials

- Such as reports from the US Food and Drug Administration (FDA), clinicaltrials.gov, and the
European Medicines Agency, as well as other sources of information produced by governmental
and nongovernmental agencies such as the Centers for Disease Control and Prevention (CDC) and
the World Health Organization (WHO).

* Proceedings of major national and international scientific meetings
* The clinical experience and observations of our authors, editors, and peer reviewers

‘:J Wolters Kluwer


https://www.wolterskluwer.com/en/solutions/uptodate/about/journals-reviewed-by-uptodate
https://www.wolterskluwer.com/en/solutions/uptodate/about/journals-reviewed-by-uptodate

UpToDate® Enterprise Suite

10,400+ 1900~
T8 | REBEHER |
topics §Patient education topics§
z = @R
2
420+ 9,800+ >850
A T AR EAT f DR E BEIER

Society Guidelines

journals hand-searched iGraded recommendaﬂons%

..............................................................................................................................................................................................

= 00 =

( 1 00 1
& 1y s
7,600+ 38,000 200+
e L ES BgNE (Ri&. BA. BE%) AT ERR

%unique drug entries graphics (tables, images, algorithms) - calculators

(@ KLAS Clinical Adoption

 Broadest adoption among
physicians; high satisfaction

() Frost & Sullivan

» Top 2 CDS Growth and
Innovation 2023

() Market validation
Who uses UpToDate

* 100% of top 20 U.S. News Best
Hospitals Honor Roll

» 80% of Healthgrades
America’s 100 Best Hospitals™

« 80% of U.S. hospitals selected
for the 2022 inaugural Best
Hospital Award by Money and
The Leapfrog Group

‘,') Wolters Kluwer
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EIRREHUpToDateWAE S

(How to Engage Nursing Program and UpToDate)

ERBREMIHRS

(Incorporate actual case studies)

ANHERABFESERE - B BEEHIEESNEREBERSE

(Utilize case report content to guide students in searching for information using high-credibility databases)

-fE FUpToDatefEf# - E2E5 B S AHRA T B8 2 755

(Utilize UpToDate to further explore and learn about the latest advancements in medical knowledge)

« (ERAIREZBANRRGES OEE

(Apply mind mapping techniques to interpret unclear clinical scenarios)

-#BE—ERRABRERBE AR - M HUpToDate kS E R

(Use an ambiguous clinical scenario and guide them to use UpToDate to search for appropriate answers)

-WEEROE B e 2 E K EEE R
(Incorporate mind mapping as a tool to facilitate learning and organize processes)
tA = b= t : A
ta e B aE IO RRIER(OSCE)
(Incorporate Objective Structured Clinical Examinations (OSCEs) )

ZRBE—(EEBIE MM HEZEEHAUpToDateER EBIEZ S IETE

(Provide students with a medical order and assess their ability to verify its accuracy using UpToDate)

EAERE/FBEN W - ZNTNAHEINER AR WERERKES

(If the order is incorrect or requires further discussion, guide students on how to use the information they
have found to effectively communicate with other members of the healthcare team)



EIHRE B UpToDate V%S S (How to Engage Nursing Program and UpToDate)

fERERRZEAMERS (Incorporate actual case studies)

o 1= 14 [H ZE M e (COPD)V = M BB BT FR 7 bR PR ¥ Al B R 5

E1% B 3 AP #4:Chi
F# 182yl e wHE M - REEP
% 1 170cm B#E :52Kg HOE- @ R

BERE BB O

BARAR EHAENN

HRARELRNER : CAEAFHFRE |ARSXM £1A% GFA
;‘iﬁﬁfﬁ (pneumonia)| +
Iﬂim%(septic Iung)H Jii 7K i€ (pulmonary edema)l . éiﬁﬂ@(pneumothorax)lf# RE e

C k445 » %24% A+B inhalation & 4% 4 faminophylline[20 mg/hr IVF 34

B BAETFRALEEYE 0o Mask Fi0240% 12 A o {2 fbAn 4 /%R R » HEKE

#%E A% F - CXR 474 1 7 A £ (emphysema bullac)

L HE A A 5 4 9 Bl °8 & (wheezing)|» B s R HEAE L6 A6 ©

NRHFEQR1:00) » CRAEFRESN » ZRFLL  FRABBHET EAMRAT - FIBFEH

BAF - BEGAELAMMSE > BB 37.6°C> w3k 125bpm » =$& 36

bpm » f2 & 90/60mmHg » % {& 32 5% 65 R 4, » KBB4 T 44 02 JABG & CBC/DC - {4

PrER RS 4248 45 F O2 #1 bronchodilator » 3 EEHE FaESE T -

ARBRHE 2 B4 RARAREZ S > fRE] bedside BFEE B R E BP #5&

Wk E1IV2M4 > s so{a 3t Bé6p 1k > T IEA 7.5# oralIEndo with Ventilator

support (Mode: A/C ~ rate:12 bpm ~ PEEP: 5 cmH20 ~ Fi102:40%) ~ on 16# foley ~ on
14# NG with decompression - £ #4F K EHRA L &80 > 83 CXR #%#H8 - C

AN AR A 0B 0 B %3 32# chest tube with one bottle system drainage with low

pressure suction 10 cmH20 » E# 2:30 #A ICU 4% o 240 C R ABFFET %
£ > Sa02 78% » 44 m ABG PH:7.26 + Pa02: 48mmHg -~ PaC02:76 mmHg -

Sa02:88% ~ HCO3-:27 meg/L - B C &4 ZHR#FH KK A » BP:70/40mmHg -




EIH R E B UpToDate V%S S (How to Engage Nursing Program and UpToDate)

fERERRZEAMERS (Incorporate actual case studies)

& 14 FH 2= 14 i 8 (COPD) = M R A B 578 22 B PR By ol B

o IR ~ BRH&EZ X T

f‘|‘¥j?:ﬂﬁlrﬁﬁE‘ETJ/XEUpTODateJ:?ETﬁ#”;u&ﬂﬂﬁ/u?u&.%&(Dyspnea)?}]/ BB E M EE?

& upTobs

< Back Al

Showing results

Athletes wit

.Lightheadedn
tachyarrhythmic

Chest discomfor

Summary and r.

Kidney pallii

include pain, ¢
several items or

Shortness of bre

Summary and r

Prenatal car

.change in vag

A=Al AL+ +T L oar

SUMMARY AND RECOMMENDATIONS
INTRODUCTION

PATHOPHYSIOLOGY

EPIDEMIOLOGY

OVERVIEW OF APPROACH

INITIAL RAPID ASSESSMENT AND
STABILIZATION

Clinical danger signs

Emergency stabilization of patients with
danger signs

Clinical danger signs

Emergency stabilization of patients with
danger signs

General measures

Options for oxygenation or ventilatory
support

Patients with inadequate respiratory
effort

Targeted measures based on signs and
symptoms

Stridor
Unilateral diminished breath sounds

Rales

Wheezing

ECG changes, tachycardia, or associated

chest pain

=Yy ==

History
Physical examination

General measures

EVALUATION OF STABLE AND STABILIZED t Supplemental oxygen

PATIENTS

History

Physical examination

General measures
Supplemental oxygen

Diagnostic testing
Overview
Studies for almost all patients

Plain chest radiograph

i Diagnostic testing i
Overview
Studies for almost all patients
Plain chest radiograph
Diseases identified by CXR

Electrocardiogram

Complete blood count, serum
chemistries

Role of bedside ultrasound



2 B RRTE B UpToDate V%5 & (How to Engage Nursing Program and UpToDate)
fEFHEBERZERFIFERE (Incorporate actual case studies)

18 14 BB 22 14 i 5 (COPD) 2 M BB 2B = B PR I B A
T OREBLERERZ M TE UpToDate B F I 578

- 5 & (emphysema bullae) ~ i€ (pneumonia) + R ffi(septic lung) * FfiZKH&E(pulmonary edema) ~ 345 i
(pneumothorax)

BREEZFIEY SN - ZYREIfER - R MERRIERESEIA?
U EERMEMZEYRIR G1EH

-1 B 2 Atrovent # Bricanyl?
-aminophylline/& B {F 2

< Back Aminophylline: Drug information D © 8 A [ Showing results for Atrovent (Ipratropium)
Search instead: Anticholinergic drugs, Bronchodilators

-J

Outline

UpToDate” Lexidrug™ 0246 uprovse, inc. and its ffiiates ancor licensors. All Rights Reserved.

Fharmacalogicategory Access UpToDate Lexidrug for additional drug information, tools, and databases.

aaa UpToDate Pathways: Chronic obstructive pulmonary disease: Severity @ Ipratropium
assessment and selection of initial therapy in adults

Dosing Contributor Disclosures Ipratropium: Drug information
This UpToDate Pathway will help clinicians assess the severity of chronic obstructive pulmonary disease
Adult For additional information see "Aminophylline: Patient drug information” and "Aminophylline: Pediatric drug (COPD) in stable patients using a multicomponent system based upon guidance from UpToDate authors Oral Inhalation - Nasal
information”
- Adult Dosing

and the Global Initiative for Chronic Obstructive Lung Disease (GOLD). Ipratroplum: Pediatric drug information
- Kidney Impairment For abbreviations, symbols, and age group definitions [ show table

Oral Inhalation - Nasal
- Hepatic Impairment
: - . i inosinusitis: i Ipratropium: Patient drug information
- Older Adult Pharmacologic Category «ua UpToDate :ath\évalys. A}:ut;: bac;elrllaclI l"h'eroIsmulsll]tlls‘lEvaluatlon and pi pi g
management for adults who have failed initial antibiotic treatment
Pediatric Phosphodiesterase Enzyme Inhibitor, Nonselective 9 Oraliinhalationizhasal

- Pediatric Dosing The UpToDate Pathway will help clinicians develop a management plan, including appropriate antibiotic

Dosing: Adult selection, for patients with acute bacterial rhinosinusitis (ABRS) who have failed initial antibiotic therapy. Launch drug interactions program —>

- Kidney Impairment
Note: All dosages expressed as aminophylline; use ideal body weight to calculate dose (theophylline has
limited distribution into body fat); individualize dose based on steady-state serum theophylline

Adverse Reactions concentrations. Theophylline dose is ~80% of aminophylline dose.

- Hepatic Impairment

%2 lInTaNate Pathwavs' Acuite rhinaciniicitic: Tnitial mananement and



m@ﬁ%ﬁ 1UpToDate 45 = (How to Engage Nursing Program and UpToDate
fERERRZEAMERS (Incorporate actual case studies)

1 M BH Z 14l s (COPD) = M B AL IR & Z B PR P Al B =R
* Wheezing & {1 EE? %‘%?&E%‘\H T BRI AV R & 5 Wheezing?

< Back Evaluation of wheezing illnesses other than asthma in adults

Topic  Graphics (16)

outline 2 expiratory wheeze associated with the pcsthasa\ dnp syndrome is (hcugh( to originate in the

extrathoracic airway, most likely at the level of the vocal cords [2,10]
SUMMARY AND RECOMMENDATIONS

Intrathoracic central airway causes of wheeze — A variety of processes can cause wheezing due to

INTRODUCTION
obstruction of the intrathoracic trachea and mainstem bronchi (E table 3). These processes include the
WHEEZE AND STRIDOR following
CAUSES + Tracheal stenosis - Tracheal stenosis can be caused by processes such as scarring from endotracheal
Extrathoracic upper airway causes of wheeze intubation, prior tracheostomy, granulomatosis with polyangiitis, tracheobronchopathia

osteochondroplastica, gastroesophageal reflux disease with aspiration, and cicatricial pemphigoid. (See
"Malignant tracheal tumors" and "Clinical presentation, diagnostic evaluation, and management of
malignant central airway obstruction in adults")

Intrathoracic central airway causes of wheeze

Intrathoracic lower airway causes of wheeze

EVALUATION OF ACUTE WHEEZE AND N
+ Tracheal and bronchial tumors - The majority of tracheal tumors in adults are malignant with about

RESPIRATORY DISTRESS
50 to 75 percent being squamous cell carcinomas, 10 to 15 percent adenoid cystic carcinomas, and the

EVALUATION OF STABLE PATIENTS WITH rest a variety of rarer tumors. Benign tracheal tumors include hemangioma, hamartoma, neurogenic
WHEEZE tumors, granular cell tumor, and squamous papillomas. Bronchial tumors of the central airways include

History adenocarcinoma, squamous cell carcinoma, and neuroendocrine tumors, such as typical and atypical

- carcinoids and small cell carcinomas. Some extrathoracic carcinomas metastasize to the airway (eg,

Rate Yo e & Ak i Bomindi hypernephroma, breast, thyroid, colon, melanoma). (See "Malignant tracheal tumors" and "Clinical

A 1| 2 E*

o /|\ s 8 \ |5
N\ == .

&) upTopate® hypotension B @tHelpv  &Yoyolinv | CME1135

A . T . . . . .

— Evaluation of and initial approach to the adult patient with undifferentiated hypotension and shock
< Back All Adult Pediatric Patient Graphics
..that raise the suspicion for shock include the following: Hypotension - Hypotension occurs in the majority of patients with shock. Hypotension may be absolute (eg,
Sh its for hy
owing results for hypatension systolic blood pressure <90 mmHg; mean ...

Mechanisms, causes, and evaluation of orthostatic hypotension Features of shock

.pheochromocytoma) may also include orthostatic In blood pressure falls occur within one to two hours after a mez .

Postprandial hypotension is common in older subjects and ... Summary and recommendations

Medications 5 i . —
— s% Patient with undifferentiated shock (initial approach)
Summary and recommendations s% Patient with undifferentiated shock (ongoing resuscitation)

Medications that may cause or exacerbate orthostatic hypotension

&% Treatment algorithm for patients with orthostatic hypotension
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RIE B UpToDate 45 5 (How to Engage Nursing Program and UpToDate
fEFAE R ZERFIFRE (Incorporate actual case studies

* Ventilator BY5% XE?

-A/C mode 2 TE? EB TEmode?

UpToDate® ventilator x B @Helpv  SYoyolinv | CME1140 |  Signout .

< Back Al Adult  Pediatrc  Patient  Graphics

Collapse F

Showiing results for ventilator

Overview of initiating invasive mechanical ventilation in adults in the intensive care unit

are typically placed on low tidal volume ventilation (LTVV) delivered using volume-limited assist control ventilation or pressure-limited assist control ventilation. In
contrast, a patient who is mechanically

Mode-specific settings
Summary and recommendations
Modes of mechanical ventilation

Conditions needing ventilation

Modes of mechanical ventilation

Common mades of mechanical ventilation are described in this topic review . Other aspects of initiating mechanical ventilation are discussed separately. Volume-limited
ventilation (also called volume-controlled

Volume-limited ventilation
Volume-limited versus pressure-limited

Summary and recommendations

* ABGHIEREETERAZHRMEER NE KPS

& upTobate abg B @Hepw  SBYoyolinv  cME11S0| Signout
Contents v Calculators  DrugInteractions  UpToDate Pathways
<Back Al Adult  Pediauic  Patient  Graphics

Collapse Results

Showing resuts for abg

Arterial blood gases = Fadhnays

Iteractve Decision support
Anarterial bood gas (ABG) s a tes that measures the xygen tension (P20, carbon dioxide
tension (PaCOy), acidity (pH), oxyhemoglobin saturation (5a03), and bicarbonate (HCO3)
Arteial samping

Sources of error

su

imary and recommendations

Etiologies and mechanisms of hypercapnia
= P Chronic obstructive pulmonary disease: Severity assessment

ajor causes of metabolic acidosis and selection of iniial therapy in adults

Heartfilur: Selecting the ste of care from the emergency
department

Venous blood gases and other alternatives to arterial blood gases Chronic obstructive pulmonary disease: Inkialciaghosis

An arterial blood gas (ABG) is the raditional methad of estimating the systemic carbon dioxide

tension and pH, usuallyfor the purpose of assessing ventation andor acid-base status, However, the
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E[& (Apply mind mapping techniques

Diagnosis

- —
Immediate action

Treatment

\ M Immediate action

D

What should you do first?

CANVA: MIND MAP



https://www.canva.com/design/DAGmr-1UQDQ/-7mmlkSLok3mDXLhnggkng/edit

I ERZ Bl UpToDate Y45 & (How to Engage Nursing Program and UpToDate)
A e EE A BTl ARHI B2 (0SCE)(Incorporate Objective Structured Clinical Examinations (OSCEs) )

« 657% 51 - M) 5T IR BE 8 & #2117 (total knee replacement TKR) - B2/ N\&
DI EZE - BREIE“Propofol 50mg IVP ST” » s {TAEEEREIR TR It -



E IR BAUpToDate V%S 5 (How to Engage Nursing Program and UpToDate)
AR IRIERE S

1148 UpToDate ‘
1. Bf{FEBMETE? Jo e

2. {fEEEUploDate? ' %

45

P
1. EEEERIEBIERAE LR A
UpToDate 3 FIEH (I A S5 40l T3) -

F 2. BEEMEST - SRR A{EE Sl UpToDate
a SRR 2 ELENERETER?
1. S EFE RS UpToDate st 3 (I EENE A Y B S e SR A S e (o
fEREEN - UpToDate ¢ HABSS RS -
2. ¥iUpToDatels £ 0SCEX h - 4. SHER KA TH(o] {15 UpToDate 81K
3. {fiFUpToDateBilEs A4 i |- s 5| il BRI ACHE ~ FE AR AR AR PR TR

FYZEBI -



£ FHUpToDate[0] Z &1 28 (Search answer by using UpToDate)

o AR - BIEZLHIIS IS AR FAcetaminophen & - bEY) = HIRGERFLIE?

=
=

«  hEAYTE A (ischemic stroke) ¥ [ 1248 A& Bl 55 & (thrombolytic therapy) Bl MR Z 415 1E %) ?
d

-systolic blood pressure is €185 mmHg and diastolic blood pressure is <110 mmHg

-<185/110 mmHg

« 5B - warfarin o] DIFAILL N IRLEZE) —REME A - BRIE LR AFR?
A. Alteplase B. Oxatomidg C. Digoxin|D. Streptokinase

- A WAIEE9-kg - 5 5185cm - FA I
A. BER (Below normal weight) B.1E® (Normal weight) [C. %885 (Overweight)| D. — AR LB (Class I Obesity)




* 2025 FFHFRFEIEEMENERE : " Our Nurses. Our Future.
Caring for nurses strengthens economies 1 (B3£I A
AR - BEEEZEIEMEERSERER) -

- MAEIREERBEIRAEIEMNESREY

« MFHUpToDate 2 F B8 B3 RN 58 & il PR 2

- FHERREZRZMFESEBEEHER RAHEREN

TEEE T BE
A8 45 (Summary) .



R AR (Reference)

* ICN puts wellbeing of nurses at centre of International Nurses Day 2025(2025, January 9). ICN’s newsletter.
https://www.icn.ch/news/icn-puts-wellbeing-nurses-centre-international-nurses-day-2025

- BB, %Eg%a a8, =W, RIERE, M S5, BEM, BES, R=12(2017). UEERERAVEE
MBRE 1L EE# 5, 14(SP), 96-106
[ A=, <A

- BTR%ZHB1Z(2025, February 25). 82 R AL EENAE
https://www.patientsafety.mohw.gov.tw/xcdocb/cont?xsmsid=0M069415939762306582&sid=0002461364

2710580442
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RE VYT =

1 or enter search terms

Search gema O History | Most Viewed | Bookmarks

j one or two words, try asking a question.
d
ire

M Initial assessment and management of acute stroke

Vancomycin: Drug information

M s& Patient selection for intravenous thrombolytic therapy in acute ischemic stroke
Practice Changing Updates
Alteplase: Drug information
What's new in emergency medicine

| Eligibility criteria for the treatment of acute ischemic stroke with intravenous
thrombolysis (recombinant tissue plasminogen activator or tPA)

Calculator: Body mass index (BMI) for adults (Metric, Patient education)
Calculator: APACHE II scoring system by admission diagnosis in adults

Calculator: Body mass index (BMI; Quetelet's index) in adults

v u]DA[E| 5 45 UpToDate
v o] UL AR R %
v B[LUE R TA% APP [ERF S ] UpToDate

BETAE  hE B SRR EHNE
/I MEEE RS » 3= (R — O

Hydroxychloroquine not effective as postexposure
prophylaxis for COVID-19 (June 2020)

TREME » E—XNBAFAER
5 EEEERENEYEHESR
HEERIEE—E/NEE » BIRT
ZEIBEEEFAE BT/ NEER
EBREHAE

J, preventing infection. In a placebo-controlled, double-blind trial

of 821 individuals with occupational or household exposure to
=5 SARS-CoV-2, hydroxychloroquine administered within four

days did not reduce the rate of PCR-confirmed COVID-19 or
symptoms consistent with COVID-19 over the subsequent 14

days compared with placebo (12 versus 14 percent) [1). A

Clinical trials are evaluating postexposure prophylaxis to
prevent COVID-19; hydroxychloroquine was a primary

candidate, but available data suggest it is not effective in

reatment of seasonal influenza in a
eatment of seasona uenza in ad

number of limitations reduce confidence in the findings
Nevertheless, we recommend that postexposure prophylaxis
to prevent COVID-19 not be attempted outside a clinical

tral. (See "Coronavirus disease 2019 (COVID-19)

nd prevention”, section on 'Post

exposure prophylaxis'.)
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« BOKRAMNBEHERMAFANFERERE AWK, LERSHIRSERABNE, RELENE
App, B1RFTFHApplHE LIRIEEE -

Reminder

It's time to verify your affiliation
with Waltham Hospital to maintain
remote access to UpToDate®.
Your remote access to UpToDate
will lapse on February 21, 2015.

Simply log in to
www.uptodate.com/login from the
Waltham Hospital network to
verify your affiliation.

Reminder

It's time to verify your affliation with Zonguldak Karaglmas Univ to maintain remate access ta UpToDate®. Simply
log in to www.uptadate com/login from the Zonguldak Karaelmas Univ network to verify your affiiation

Close Learn more

Leam more Close
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ifi 3k (pneumonia) & GFRIIERR 7K 8 2 BR PRI A1 Bz B

2023/9/12 .
AR e Y &E BREGRR - REBL e ABG & CBC/IDC - i b ik &R R H -
EE T8 R WA & FHAE W RRIE 2:00 75 ABASRS) » E3RFREAEAE > Sp02.78% » ABG PH:7.26 ~
% : 165cm 8% : 80Kg B & Pa0,:58 mmHg ~ PaCO,:76mmHg ~ Sa0,:84% ~ HCO;™: 28meq/L > {4 ¥t & 67 45 F

BERE Bl SR AR 4& A 7.5# oral Endo with Ventilator support (Mode: A/C ~ rate:16 bpm ~ PEEP: 5

cmH20 ~ FiO2:60%) ~ on 16# foley ~ on 14# NG with decompression °
RN EHLRBER
2:40 BB A KBRS A4S a8E 39°C 0 w3k 130bpm » =f9% 22 bpm »
Y4t Asm—AATRE T » &8 RETETSEL IR - LR ACERMA 3 R
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Showing results for COVID (Coronavirus disease 2019 caused by SARS-CoV-2 virus)
Search instead: Coronavirus infection

COVID-19: Evaluation of adults with acute illness in the outpatient setting

..illness it caused coronavirus disease 2019 (COVID-19). The spectrum of COVID-19 in adults ranges
from asymptomatic infection to mild respiratory tract symptoms to severe pneumonia with acute

respiratory distress ...

Determine eligibility for COVID-19 outpatient treatment

Summary and recommendations

& COVID-19-specific therapy for adult outpatients

Comorbidities CDC classifies as risk factors for severe COVID-19
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Showing results for atelectasis

Atelectasis: Types and pathogenesis in adults

... residual capacity) . Compressive atelectasis has a lot in common with relaxation atelectasis (ie, both eliminate contact between the pleurae), except compressive
atelectasis is more likely to be focal or ...

Obstructive atelectasis
Nonobstructive atelectasis

Summary and recommendations
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Showing results for car accident

Initial management of trauma in adults

...other special populations Trauma is a leading cause of mortality globally . Worldwide, road traffic injuries are the leading cause of death between the ages of 18 and 29,
while in the United States, ...

Mechanism
Epidemiology
Summary and recommendations

Blunt trauma mechanism
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Showing results for femoral fractures

Midshaft femur fractures in adults

... art of femoral fracture care involves a balancing act between anatomic alignment and early functional rehabilitation of the limb. The diagnosis and nonoperative
management of midshaft femur fractures in adults ...

Surgical and nonsurgical interventions

Splinting and traction

Summary and recommendations

AP view comminuted midshaft femur fracture

AP view midshaft femur fracture with intramedullary rod
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Management of hepatic trauma in adults

arterial ge. (See 'Hepatic ' below)

HEPATIC INJURY GRADING

We use the American Association for the Surgery of Trauma (AAST) classification system, the most widely
accepted injury grading scale, to grade hepatic injuries (EE table 1) [3,12]. Another hepatic injury grading
system has been proposed by the World Society of Emergency Surgery that reflects both the hemodynamic
status of the patient as well as the AAST anatomic grade of the injury [13,14].

The imaging criteria of the AAST grades of hepatic injury are as follows:

+ Grade I - Subcapsular hematoma <10 percent surface area. Parenchymal laceration <1 cm in depth
([=]image 1).

* Grade II - Subcapsular hematoma 10 to 50 percent surface area (] image 2); intraparenchymal
hematoma <10 cm in diameter ([&]image 3). Laceration: 1 to 3 cm parenchymal depth and <10 cm in
length ([B]image 4).

+ Grade I1I - Subcapsular hematoma 50 percent of surface area; ruptured subcapsular or parenchymal
hematoma. Intraparenchymal hematoma >10 cm. Laceration >3 cm in depth ([ image 5). Any injury in

* IMERMEMEAY R AP R E MR AR E?

4 . . .
& upTobate low blood pressure after trauma
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SUMMARY AND RECOMMENDATIONS,

INTRODUCTION

CLASSIFICATION OF HEMORRHAGE

INITIAL ASSESSMENT AND INTERVENTIONS

INITIAL MANAGEMENT OF HEMORRHAGE

Control of compressible or extremity bleeding

Hemorrhage from pelvic fracture
Control of non-compressible bleeding
Early determination of disposition

RESUSCITATION AND TRANSFUSION
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INTRODUCTION

In the setting of trauma, loss of circulating blood volume from hemarrhage is the most common cause of
shock. Inadequate oxygenation, mechanical obstruction (eg, cardiac tamponade, tension pneumothorax),
neurologic dysfunction (eg, high-spinal cord injury), and cardiac dysfunction represent other potential causes
or contributing factors [1]. Hemorrhagic shock is a common and frequently treatable cause of death in
injured patients and is second only to traumatic brain injury as the leading cause of death from trauma [2,3].

This topic will review the initial management of hemorrhagic shock in the adult trauma patient. General
management of the adult trauma patient, of Iated hemorrhage, and

L
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Sinus tachycardia: Evaluation and management
St 7 ot s o

.evaluation in sinus ia is g if the sinus is due to a physiologic insult such as infection, pulmonary embolus, or blood loss. Patients with AR e
sinus tachycardia who have hypotension ... - 4

Elactracardiogram (€6G) showing sinus
Differential diagnosis sty Lachycardia ot o of 130 basts/ min A i
Treat the underlying cause Mty .
Summary and recommendations AU ¢

¥ % p | :
Overview of the acute management of tachyarrhythmias
_possible to determine whether the rhythm is sinus tachycardia . If the rhythm is not sinus tachycardia, or if there is any doubt that the rhythm is sinus tachycardia, Sinus tachycardia Electrocardiogram (ECG) showing Sinus tachycardia with ST Algorithm for the evaluation of
Crgent conversion to sinus rhythm s recommended sinus tachycardia at a rate of 150 segment changes due to fever in narrow QRS complex tachycardias

9 V! - beats/min an 11-month-old child with in unstable patients

Sinus tachycardia

Brugada syndrome
Summary and recommendations
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Showing results for conscious change

Diagnosis of delirium and confusional states

.apart from their benavioral change. Thus, delirium may be the only finding suggesting acute iliness in older demented patients. Caregivers must be educated that sudden
changes in mental functioning are not ...

Disturbance of consciousness
Summary and recommendations
Bedside tests of attention

EE Causes of delirium and confusion

S and coma in adults

This reflex is usually suppressed (and therefore not tested) in conscious patients.... concentrations for specific drugs; CT, allowing for quick assessment of intracranial
structural changes, is usually the test of choice for the initial evaluation of a coma patient. Except for focal brainstem ..

Prognosis

Eye movements
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Showing results for pelvic adhesion

Postoperative peritoneal adhesions in adults and their prevention

adhesions, and 3.8 percent required operation . Infertility - Infertility in women can result from pelvic adhesions, which can alter pelvic anatomy and interfere with ovurm
capture and transport, or from tubal

Indications for adhesiolysis
Incidence and burden

Summary and recommendations

Chronic pelvic pain in adult females: Evaluation

sacral Tarlov cysts, cauda equina syndrome, pelvic varicosities entrapping sacral nerve roots, or pelvic at the site of symp have been imp
of CPP . The role of these entities in

Poorly understood causes

Summary and recommendations

iosis: Surgical of pelvic pain

£ or urinary or for of Extensive pelvic adhesions are difficult to diagnose with imaging, although the
sliding sign” at time of imaging may be

Hysterectomy
Adhesiolysis

Summary and recommendations
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Showing results for laparoscopic adhesiolysis
Search instead: laparoscopic adhesionoysis

Single incision laparoscopic Laparoscopic myomectomy: Intial aparoscopic access in a Placement of laparoscopic Laparoscopic myomectomy: Laparoscopic hysterectomy:
surgery inasion P Placement of adhesion barrier Closing vaginal cuff

Postoperative peritoneal adhesions in adults and their prevention

.11 and 16 percent, respectively, in control subjects. Laparoscopic adhesiolysis as a therapy for chronic pain is controversial. Adhesiolysis for reducing chronic pain has
been studied in two small trials ...

Lessening chronic pain

Liquid barriers (instillates)

Summary and recommendations

of the paroscopi
transverse colon inguinal hernia repair laparoscopic devices

assisted omplete
with

indirect inguinal hernia in an organoaxial volvulus
infant
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Hysteroscopy: Instruments and procedure

..hysteroscopy to a 3.7 mm rigid or 3.6 mm flexible hysteroscope . Both groups received topical cervical anesthesia. Compared with flexible hysteroscopes, use of a rigid
hysteroscope was associated with significantly .

Rigid versus flexible
optics

Summary and recommendations

Uterine fibroids (leiomyomas): Hysteroscopic myomectomy and other transcervical procedures

.procedure. Hypotonic solutions (ie, glycine) are used when a resectoscope with monopolar electrical wire loop technique is employed. Bipolar resectoscopes are used
with isotonic fluids. Tissue extraction (morcellation)

Instrumentation
Procedure

Summary and recommendations
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SUMMARY AND RECOMMENDATIONS.
oeruTy €orton: Alana Chalrabart, WD ature evew current hrough Mar 2025,
I INTRODUCTION o “This topic last updated: Mar 25, 2025.

HISTOPATHOLOGY.
PATHOGENESIS

INTRODUCTION
PREVALENCE

of the most of in a patients (& cable 1). Unlike polyps of other etiologies
(eg. colon), the vast majority of endometrial polyps are neither malignant nor premalignant. However, an increased risk of malignancy occurs in selected patients (g, bleeding, postmenopausal,
hereditary cancer syndrorme, tamoxifen use).

RISK FACTORS AND PREVENTION
NATURAL HISTORY

Continued growth o regression The path diagnosis, and nt of

d here. General principles of of p: (See "Abnormal uterine
ik of malignancy bleeding in nonpregnant reproductive-age patients: Terminology, evaluation, and approach to diagnosis” and "Approach to the patient with postmenopausal uterine bleeding")
Coeristing hyperplasia

CLINICAL PRESENTATION HISTOPATHOLOGY

DIAGNOSTIC EVALUATION
Endometrial polyps are localized hyperplastic overgrowths of endometrial glands and stroma around a vascular core that form a sessile or pedunculated projection from the surface of the

istoryand physicl examinaion endometrium (EJpicture 1) 1,21, Smooth muscle is somefimes present.

Pelvc imaging

Role of endometrial sampling Single or multiple polyps may occur and range in diameter from a 31, Polyp: p anywhere in cavity.

DIAGNOSIS

9 UpToDate®

uterus Polyps
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Graphics (8)

Causes of abnormal genital tract
bleeding in females

Pictures

Endometrial polyp: Histology

Endometrial polyps

Indications for endometrial polyp
removal in pre-and
postmenopausal patients

Risk factors for endometrial
cancer

Hysteroscopic view of
endometrial nolvos

Endocervical polyp
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INTRODUCTION
RATIONALE FOR TREATMENT What's New
MEDICAL NUTRITIONAL THERAPY Oral antihyperglycemics are less effective than insulin in pregnancy (February 2025)
Overview Insulin is the preferred medication for gestational diabetes mellitus (GDM) because of its well-established safety and efficacy. In a recent randomi...
Meal plan Read more v

Gestaionalweight gain
freRase INTRODUCTION

‘GLUCOSE MONITORING
Treatment of gestational diabetes mellitus (GDM) can improve pregnancy outcome. Many patients can achieve target glucose levels with nutritional therapy and moderate exercise alone, but up

Itermittent home blood giucose moniorin
? 9 030 percent will require pharmacotherapy [1]. Even patients with mildly elevated glucose levels who do not meet standard criteria for GDM may have more favorable pregnancy outcomes if

+ Canthe frequency of home blood glucose

et treated since the relationship between glucose levels and adverse pregnancy out has exists across the spectrum of increasing glucose levels [2-9.

monitoring be reduced?
Continuous glucose monitoring Glucose management in patients with GDM is reviewed here. Screening, diagnosis, and obstetric management are discussed separately. (See “Gestational diabetes mellitus: Screening, diagnosis,
Glucose target and prevention” and "Gestational diabetes melltus: Obstetric issues and management")
Glycated hemoglobin

MONITORING FOR KETONURIA RATIONALE FOR TREATMENT

+ Prevention of future diabetes - Patients should be informed that breastfeeding may decrease their long-term risk of developing type 2 diabetes. (See "Gestational diabetes mellitus:
Obstetric issues and management”, section on 'Breastfeeding'.)

Lifestyle interventions are beneficial for reducing the incidence of type 2 diabetes in persons with prediabetes [149] and these interventions (diet and exercise, achieving a normal body
mass index, avoiding smoking and excessive alcohol intake) also appear to be beneficial in patients with a history of GDM, whether or not they meet criteria for prediabetes [150]. The
annual incidence of diabetes may be reduced by 30 to 50 percent or more compared with no intervention [151,152].

Pharmacotherapy (eg, metformin, pioglitazone) may also have a role in preventing future type 2 diabetes. In a multicenter randomized trial, both intensive lifestyle and metformin therapy
reduced the incidence of future diabetes by approximately 50 percent compared with placebo in patients with a history of GDM; metformin was much more effective than lifestyle
intervention in parous patients with previous GDM [151]. This topic is discussed in detail separately. (See "Prevention of type 2 diabetes mellitus".)

Follow-up laboratory testing - Long-term follow-up is essential. Reassessment of glycemic status should be undertaken at a minimum of every three years (eg, every one to three years)
[24]. More frequent assessment may be important in patients who may become pregnant again, since early detection of diabetes is important to preconception and early prenatal care.
More frequent screening (every one or two years) may also be indicated in patients with other risk factors for diabetes, such as family history of diabetes, obesity, and need for
pharmacotherapy during pregnancy.

The best means of follow-up testing has not been defined. The two-hour 75 g oral GTT is the more sensitive test for diagnosis of diabetes and impaired glucose tolerance in most
populations, but the fasting plasma glucose is more convenient, speci and reproducible, and less costly. A1Cis convenient and the preferred test for patients who have not fasted
overnight. (See "Screening for type 2 diabetes mellitus and prediabetes”, section on 'Screening tests'.)

. ion of future i ular disease - Given increasing evidence of an association between GDM and future CVD [153], even in the absence of progression to type 2 diabetes, it is
reasonable to discuss healthy lifestyle behaviors (eg, heart-healthy diet, maintenance of a healthy weight, tobacco avoidance, and physical activity) with all patients who have had GDM
[1541 (Sea "Overview of nrimarv nreventinn of cardiovascilar disease in adulrs” |
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Preeclampsia: Clinical features and diagnosis

...severity of preeclampsia in the first pregnancy strongly impacts the risk of developing pr«
second trimester: preeclampsia occurs ...

Typical presentation

Summary and recommendations

ES piagnostic criteria for preeclampsia

ES piagnostic criteria for preeclampsia with severe features

Preeclampsia: Antepartum management and timing of delivery

..versus late-onset preeclampsia . Data on predicting preeclampsia in twin pregnancies ar
of preeclampsia are available separately ...

Preterm pregnancies: Expectant management
Monitoring blood pressure and treatment of hypertension

Summary and recommendations

Diagnostic criteria for preeclampsia

Systolic blood pressure 2140 mmHg and/or diastolic blood pressure =90
mmHg on at least 2 occasions at least 4 hours apart after 20 weeks of
i i patient AND the new onset of 1 or

inapr nor
more of the following*:

= Proteinuria 20.3 g in a 24-hour urine specimen or protein/creatinine ratio 20.3 (30
mg/mmol) in a random urine specimen or dipstick 22+ if a quantitative measurement is
unavailable

= Platelet count <100,000/microL.

= Serum creatinine >1.1 mg/dL (97.2 micromol/L) or doubling of the creatinine
concentration in the absence of other kidney disease

= Liver transaminases at least twice the upper limit of the normal concentrations for the
local laboratory

= Pulmonary edema

= New-onset and persistent headache not accounted for by alternative diagnoses and not
responding to usual doses of analgesics

= Visual symptoms (eg, blurred vision, flashing lights or sparks, scotomata)

Preeclampsia is considered superimposed when it occurs in a patient with chronic
hypertension. Superimposed preeclampsia Is characterized by worsening or resistant
hypertension (especially acutely), the new onset of proteinuria or a sudden increase in
proteinuria, and/or significant new end-organ dysfunction in a patient with chronic
hypertension. It typically occurs after 20 weeks of gestation or postpartum.

Definitions/diagnostic criteria for preeclampsia are generally similar worldwide except the
International Society for the Study of Hypertension in Pregnancy (ISSHP) definition also
includes signs of uteroplacental dysfunction (eg, fetal growth restriction, abnormal angiogenic
markers, abnormal umbilical artery Doppler, abruption, fetal demise). The ISSHP also considers
a platelet count <150,000/microl rather than <100,000/microL consistent with preeclampsia.

* If systolic blood pressure is 2160 mmHg and/or diastolic blood pressure is 2110 mmHg,
confirmation within minutes is sufficient.

9 Response to analgesia does not exclude the possibility of preeclampsia.

COG) Practice Bullet
2020; 135:€237.

Society for the Study of Hyps

DR, et

Pregnancy classification, diagnosis & management recommendations for international pra
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INTRODUCTION

Placenta previa refers to the presence of placental tissue that extends over the internal cervical os. The abnormal placental location can result in severe antepartum, intrapartum, and/or

postpartum uterine bleeding. Other sequelae include the need for cesarean birth and a high risk for preterm birth.

The management of pregnancies complicated by placenta previa is best addressed in terms of the patient's clinical setting:
« Asymptomatic
« Active antepartum bleeding

« Stable after one or more episodes of active antepartum bleeding
« Postpartum hemorrhage

This topic will discuss the management of these patients. The epidemiology, clinical features, diagnosis, morbidity, and mortality of plarenta nravia are roviewan conararely (Sea "Plaranta nravia:

Epidemiology, clinical features, diagnosis, morbidity and mortality".) UpToDate”
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Whatis placenta previa?

What are the symptoms of placenta previa?
Is there a test for placenta previa?

Howis placenta previa treated?

s there anything I can do on my own?
When should  call the doctor?

When will  give birth?

More on this topic

[l GRAPHICS

Figures

- Pregnancy terms
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Patient education: Bleeding in late pregnancy
(The Basics)

patient education: C-section (cesarean birth)
(Beyond the Basics)

Patient education: Cesarean birth (The Basics)
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Select Language

Written by the doctors and editors at UpToDate

Please read the Disclaimer at the end of this page.

What

placenta previa?
Placenta previa is a condition that happens during pregnancy when the placenta covers the opening of the cervix. Normally, the placenta is not near the cervix (4 figure 1).
Placenta previa can cause severe bleeding from the vagina.
Placenta previa is more likely in people who had:
« Ac-section in an earlier pregnancy - A c-section is surgery to get the baby out. Itis also called a "cesarean birth."
* Placenta previa in a previous pregnancy
Other things that can make placenta previa more likely are:

« smoking
« Giving birth several times before
« Being pregnant with more than 1 baby at a time

What are the symptoms of placenta previa?

Most people leak blood from the vagina. In some, the uterus also tightens. Doctors call this "contractions.” The belly can feel hard during contractions.
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Acetaminophen (paracetamol): Drug information D08 A R
Food Interactions

Rate of absorption may be decreased when given with food. Management: Administer without regard to food.

= Pregnancy Considerations

Acetaminophen crosses the placenta (Naga Rani 1989; Nitsche 2017; Towers 2018).

Based on epidemiological data, an increased risk of major congenital malformations has not been observed following maternal use of acetaminophen during pregnancy. The use of
acetaminophen in recommended doses during pregnancy has not been associated with an increased risk of miscarriage or still birth; however, an increase in fetal death or spontaneous abortion
may be seen following maternal overdose if treatment is delayed (Li 2003; Rebordosa 2009; Riggs 1989). A possible association between prenatal constriction of the ductus arteriosus following
maternal use during the third trimester has been investigated. Based on available data, an increased risk is not likely associated with short-term use of acetaminophen at recommended doses
(Allegaert 2019; Dathe 2019; Hauben 2021; Hutson 2021). Additional adverse events such as wheezing and asthma in early childhood, adverse effects on male reproductive development, and
adverse neurodevelopmental effects such as attention-deficit/hyperactivity disorder (ADHD) or autism spectrum disorder following in utero acetaminophen exposure have been evaluated in
multiple studies; outcome data are inconclusive due to study limitations (variety of evaluation methods and/or indications for acetaminophen use, recall bias, etc), and causal associations have
not been established (Kwok 2022; Lourido-Cebreiro 2017; Patel 2022; Scialli 2010; Singh 2021; SMFM 2017; Sznajder 2022; Tadokoro-Cuccaro 2022).

Maternal fever is associated with adverse fetal outcomes, including neural tube defects, oral clefts, and congenital heart defects. Treatment of maternal fever with an antipyretic may reduce these
risks (Dreier 2014).

Due to pregnancy-induced physiologic changes, some pharmacokinetic properties of acetaminophen may be altered. Dose adjustments are not recommended (Brookhuis 2021; Kulo 2014).

Acetaminophen is the preferred initial treatment for acute migraine headache in pregnant patients (ACOG 2022). Acetaminophen is considered appropriate for the treatment of pain and fever in
pregnancy (SMFM 2017) and is recommended for the treatment of fever in pregnant patients diagnosed with influenza (ACOG 2018). Acetaminophen may be used as part of a multimodal
approach to pain relief following cesarean delivery (ACOG 2019).

Acetaminophen is recommended to be used at the lowest effective dose for the shortest duration of time to effectively treat the mother and protect the health of the fetus (Kilcoyne 2017).

Breastfeeding Considerations

Acetaminophen is present in breast milk.
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Clinical Criteria

Trial of labor after cesarean (TOLAC) for use at entry to prenatal care

Medical Equations

Conventional (gravimetric, imperial, US) unit to SI unit conversions: Chemistry and endocrine tests

Estimated 24-hour urine protein excretion in pregnancy (from spot urine protein to creatinine ratio) (conventional and SI units)
Estimated Date of Delivery (EDD)

Estimated date of delivery (EDD) (Patient education)

Gestational age from estimated date of delivery (EDD)

Nuchal translucency (NT) percentile for measured crown-rump length (CRL)

SI unit to conventional (gravimetric, imperial, US) unit conversions: Chemistry and endocrine tests
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SUMMARY AND RECOMMENDATIONS
INTRODUCTION

DEFINITIONS

CAUSES

OVERVIEW OF EVALUATION
Setting
Pace

Approach

INITIAL EVALUATION
History

* Fever history

+ Associated complaints

+ Exposures

* Ethnic or genetic background
Examination

Initial diagnostic testing

+ Basic tests for all patients

+ Additional targeted tests

Drug Intera

v

D Q8 <4

n infants and children: Pathophysiology and management
+ (See “Fever in children with chemotherapy-induced neutropenia®.)
TEMPERATURE MEASUREMENT

Site and method of measurement — The most common sites of temperature measurement in clinical practice are the rectum, mouth, and axilla; in addition, parents and caregivers may
measure the tympanic forehead

I artery). Each of these sites has its own range of normal values 1]

* Rectal thermometry - Rectal thermometry is generally considered the reference standard for measurement of core body temperature [2], but there is a lag between changes in core body
temperature and temperature in the rectal vault [3]. Rectal thermometry is usually performed in infants and young children if the result has clinical implications. The majority of studies
establishing the risk of serious infections in febrile infants and young children have relied on rectal Rectal

in patients with neutropenia.

Oral thermometry - Oral thermometry generally is preferred in children who are old enough to cooperate. Oral temperature is typically 0.6°C (1.0°F) lower than rectal temperature becaus¢
mouth breathing, which is particularly important in patients with tachypnea. Oral temperatures also may be affected by recent ingestion of hot or cold liquids [1,4].

Opinions differ about the best site of temperature measurement for young children who cannot cooperate with oral thermometry. The Bright Futures Guidelines for Health Supervision
suggest rectal thermormetry for children younger than four years of age [5]. In contrast, the National Institute for Health and Care Excellence recommends electronic axillary thermometry fi
children younger than four weeks, and axillary (electronic or chemical dot) or infrared tympanic membrane (TM) thermometry for children four weeks to five years of age because these
methods are quicker, easler to use, and better accepted by children and their caregivers [6]

~ Axillary temperature e
may be measured in neutropenic patients who are unable to use an oral thermometer.

ty lower than rectal t ture, but the absolute too widely for a standard conversion [7). Axillary temperature

Contact and noncontact infrared thermometry - Infrared TM thermometers measure the amount of heat produced by the TM. Temperature readings are close to core temperature,
although the infrared TM reflective devices commonly used in homes, hospitals, and offices are less accurate than TM thermistors used In research and by anesthesiologists [3,8-121. Individ
studies comparing TM and rectal temperatures in children have had Although g infrared TM
with
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Feveris acommon presenting complaint in children. Most febrile illnesses either resolve before a diagnosis can be made or develop distinguishing characteristics that lead to a diagnosis. Fever of

unknown origin (FUO) refers to a prolonged febrile illness without an established etiology despite thorough evaluation.

An approach to the evaluation of FUO in children will be reviewed here. Causes of FUO in children, fever without a source, and fever in specific pediatric populations are discussed separately:

« (See "Fever of unknown origin in children: Etiology")

* (See "Fever without a source in children 3 to 36 months of age: Evaluation and management".

« (See “The febrile infant (29 to 90 days of age): Outpatient evaluation” and “The febrile infant (29 to 90 days of age): Management")
« (See “Fever in children with chemotherapy-induced neutropenia®.)

« (See "Management of children with non-chemotherapy-induced neutropenia and fever")

DEFINITIONS

A consensus definition for FUO in children is lacking [1]. For clinical purposes, we define FUO in children as fever >38.3°C (101°F) at least once per day for =8 days with no apparent diagnosis after

Examples of identifiable sources of fever:
Bacterial infection
= Acute suppurative otitis media*

= Osteomyelitis
Recognizable viral infection
= Croup
« Bronchiolitis
« Influenza

Temperature >39°C (1022°F) in a
previously healthy, well-appearing child without
an identified source on physical examination

—L—

Duration 25 days

v

Duration <5 days

In addition to evaluation for occult infection,
refer to UpToDate content on typical
Kawasaki disease (25 days or longer) and
fever of unknown origin (duration 27 days)

= COVID-19 infection

= Herpetic stomatitis

= Hand, foot, and mouth disease
Kawasaki disease (ie, 3 or more of the following:
fever for 25 days, bilateral bulbar conjunctival
injection, oral mucous membrane changes,

Obtain:
- PCTY
= CBC with differential
= Obtain sample for blood culture, but do not send
unless indicated by PCT, WBC, or ANC resuits®
= Urine for dip and/or urinalysis in children at

ges,
rash, or cervical lymphadenopathy)

v

One or more of the following?
« Urine dip with +LE or nitrites
= Unspun urine WBC >10/mm?
= Spun urine WBC >5/hpf
= +Urine Gram stain

— L

Yes No or not obtained
v v
- specimen for wac 2
= Start empiric antibiotic therapy for UTIS
Yes No

Obtain chest radiograph One or more of the following®?
= PCT>05 ng/mL.
= WBC 215,000/microl

= ANC 210,000/microL.

T
Infitrate Infiltrate Yes No
present absent

v

Occult pneumonia

= Send blood culture
= Give empiric antibiotic treatment
for Streptococcus pneumoniae

) v

No treatment pending urine
culture results if obtained

child I-appearing with good oral intake,
with no social barriers, and has assured follow-up within 24 to 48 hours?

Yes

Discharge to caregiver
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An overview of asthma management in children and adults

..4to 11 for infants and teddlers ). Several quick and validated questionnaires, like the Asthma Control Test for children and adults, provide standardized methods for
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Summary and recommendations

simplified approach to initial asthma therapy
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Asthma in children younger than 12 years: Overview of initiating therapy and monitoring control
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INTRODUCTION
Kawasaki disease (KD, previously called mucocutaneous lymph niode syndrome) is one of the most common forms of systemic vasculitis in children [11. KD also occurs, rarely, in adults.

Itis typically 2 self-imited condition, with fever and manifestations of acute inflammation lasting for an average of 12 days without therapy (2],

The most common complication of KD is the development of coronary artery (CA) aneurysms, which can lead to and mortality. L devastating
complications include depressed myocardial contractility and heart failure, myocardial infarction, arrhythmias, and peripheral arterial occlusion. (See "Cardiovascular sequelae of Kawasaki
disease: Clinical features and evaluation)

The dinical KD

this topic review. etiology, treatment, and complications of KD, including cardiac sequelae, and unique features
ininfants and adults are reviewed separately. (See "Kawasaki disease: Pathogenesis, epidemiology, and etiology” and "Kawasaki disease: Initial treatment and prognosis" and "Cardiovascular
sequelae of Kawasaki disease: Clinical features and evaluation".)

CLINICAL MANIFESTATIONS

‘The dlinical manifestations of Kawasaki disease (KD) are often not present at the same time, and for most features, there is no typical order of appearance. Thus, repeated histories and physical

B 0. 8-
I v——
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INTRODUCTION
Kawasaki disease (KD), lymph , is one of the most common vasculitides of childhood [1]. It is typically a self-limited condition with fever and
manifestations of acute inflammation lasting for an average of 12 days withou therapy. However, KD may artery (C/ These,
intur, can e coronary occlusion and carda schemia and rsult nsgniicant morbidty o even mortalty. (e “Cadlovascuar sequelaeof Kawasakidseasc: Clnica eatures and
evaluation")

The frequency of CA aneurysm development and associated morbidity and mortality have dramatically decreased as a result of treatment with intravenous immune globulin (IVIG). This therapy is
effective for preventing CA abnormalities, but the benefits in children who have already developed C/ Thus, timely treatment are critical
to achieve the optimal clinical outcome. The initial treatment of KD is discussed in this topic review. The clinical manitestatons, diagnosis, cardiovascular sequelae, and treatment of refractory KD

Type ofintravenous
Adverse effects

 kapirn
ficacy and dose:
Adverse efects

Additional therapy for patients a hgh isk for
G resistance

Glucocortcoids

Rate ¥r 3% ¥ A

[=}
TopicFeedback

(See "Refractory Kawasaki disease” and "Kawasaki disease: Clinical features and diagnosis” and "Cardiovascular sequelae of Kawasaki disease: Clinical features and
evaluation)

IDENTIFICATION OF PATIENTS AT HIGH RISK FOR IVIG RESISTANCE

Once the diagnosis of KD has been made (s algorithm 1), the next step is to determine the risk of intravenous immune globulin (IVIG) resistance since it is associated with  higher risk of
coronary artery (CA) abnormalities (% algorithm 2). Patients who do not respond to IVIG treatment may benefit from more aggressive inital therapy for KD.

The first retrospective study to look at risk factors for refractury KD used the database of the 2003 to 2004 nationwide survey of KD in Japan [2]. Of the 15,940 patients with KD, 20 percent did not
respond to initial IVIG therapy. These igher risk for CA [OR] 10.38, 95% C1 6.98-15.45) and giant CA aneurysms (OR 54.06, 95% C1 12.84-
227.65) compared with responders. One of the risk factors identified was initial treatment at or before the fifth dav of iliness (OR 1.89, 95% C1 1.66-2.15). However, a review of data from the 1997

?

Evaluation of suspected Kawasaki disease

Child* with a fever for 25 days"
without an alternative explanation

]

How many clinical diagnostic
criteria® are met?

oor1 20r3 >4
clinical criteria clinical criteria
and a strong clinical
suspicion of KD

v

Suspected incomplete KD

clinical criteria¥

Is the child <6 months old®
With a fever >7 days?

Consistent with KD
Assess CRP/ESR

r—‘—|

Start treatment and obtain
baseline echocardiogram

Yes No CRP <3.0 mg/dL CRP 23.0 mg/dL
and and/or
ESR <40 mm/hour ESR 240 mm/hour
Assess for supplemental
laboratory criteria® and
obtain echocardiogram
<3 supplemental 23 supplemental
laboratory criteria and laboratory criteria or
negative echocardiogram positive echocardiogram¥
Possible KD KD unlikely Incomplete KD
Obtain baseline Perform serial clinical and laboratory re-evaluation if Start treatment?
echocardiogram fever persists and obtain echocardiogram¥ if typical
periungual desquamation develops even
if fever has resolved
r 1
Positive Negative
echocardiogram¥ echocardiogram
Incomplete KD Suspected incomplete KD
Start treatment¥ Assess for supplemental laboratory criteria® in addition to
CRP/ESR and monitor closely including serial echocardiograms
until KD is diagnosed and treatment started or until patient is
afebrile and otherwise well for 48 hours
AT e < e o o s o e KD K dlsease; R i i el
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 cimcl dagnossc cter or
L Stes it ompncl iecion wihouk exdate
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EVALUATION

Initial rapid assessment
History

Physical examination

* General examination

* Evaluation of burn injury

Diagnostic studies

MANAGEMENT

Initial management decisions
Fluid resuscitation

« Estimating fluid requirements
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« Monitoring fluid status

Pain control

« m @ Helpv & v CME 3235 | Sig

UpToDate Pathways  Rx Transitions for Mental Heal

Moderate and severe thermal burns in children: Emergency management
0 08 <A

AuTHOR: Mark D Joffe, MD Al topics are updated labl
SECTION eDITOR: Richard G Bachur, MD
DEPUTY EDITOR: James F Wiley, Il MD, MPH

d our peer review I
Literature review current through: Mar 2025.

“This topic last updated: Jul 14, 2023.
Contributor Disclosures

INTRODUCTION
This topic will review the emergency management of moderate to severe thermal burns in children (Eg table 1).

The care of minor thermal burns, smoke inhalation, chemical burns to the skin and eye, electrical injuries, and ongoing burn management, are discussed separately.

« (See "Treatment of minor thermal burns".)

« (See "Inhalation injury from heat, smoke, or chemical irritants".)

« (See "Topical chemical burns: Initial evaluation and management".)

« (See "Electrical injuries and lightning strikes: Evaluation and management".)
« (See "Overview of the management of the severely burned patient".)

PATHOPHYSIOLOGY
Local injury, systemic response, and metabolic changes combine to determine the severity of a burn injury as follows:
« Burn wound - Significant thermal energy transferred to skin denatures and coagulates protein, resulting in irreversible tissue destruction. Surrounding this zone of coagulation is an at-risk

area of decreased perfusion [1]. Tissue in this zone is salvageable, provided that resuscitative efforts are successful in restoring perfusion. Perfusion is increased at the outer margins of the
burn. Tissue in this zone can recover as long as the patient does not experience prolonged hypoperfusion.

Modified Lund-Browder chart

Numbers refer to the percentage body surface area burn,

UpToDate®
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Clinical Criteria

Apgar score in newborns

Corrected/adjusted age of preterm infants

Newborn hyperbilirubinemia assessment for infants born at 235 weeks gestation
Pediatric ulcerative colitis activity index (PUCAI)

Westley croup severity score (appropriate for use in children <6 years of age)

Medical Equations

Absolute eosinophil count

Assessment of malnutrition in females, 0 to 24 months (WHO)

Assessment of malnutrition in females, 2 to 5 years (WHO)

Assessment of malnutrition in males, 0 to 24 months (WHO)

Assessment of malnutrition in males, 2 to 5 years (WHO)

Basal metabolic rate (BMR) using Schofield equations in children and adolescents
Blood pressure percentiles, 0 to 17 years (2017 standard)

Body mass index (BMI) percentiles and Z-scores, females 2 to 20 years (CDC)

Body mass index (BMI) percentiles and Z-scores, females 2 to 20 years (CDC) (Patient education)

AAE T
=

Body mass index (BMI) percentiles and Z-scores, males 2 to 20 years (CDC) (Patient education)

Body surface area (BSA) (Mosteller, square root method) in children and adults

Conventional (gravimetric, imperial, US) unit to SI unit conversions: Chemistry and endocrine tests

Estimated energy requirement (EER) for females, birth to 18 years (revised 2023)

Estimated energy requirement (EER) for males, birth to 18 years (revised 2023)

Glomerular filtration rate estimate for children by Schwartz formula

Glomerular filtration rate estimation (eGFR) by CKiD U25 equations with creatinine and/or cystatin C in children and adults <25 years old (2021)

Head circumference-for-age percentiles and Z-scores, 0 to 24 months (WHO)
Head circumference-for-age percentiles and Z-scores, 0 to 36 months (CDC)
Height-for-age percentiles and Z-scores, females 2 to 20 years (CDC)
Height-for-age percentiles and Z-scores, males 2 to 20 years (CDC)
Length-for-age percentiles and Z-scores, 0 to 24 months (WHO)

MELD 3.0 score EXCLUDING serum albumin (for patients 12 years and older)
MELD 3.0 score including serum albumin (for patients 12 years and older)
Maintenance fluid calculation for children based on daily fluid requirements
Maintenance fluid calculation for children based on hourly fluid requirements
PELD-Cr score for end-stage liver disease (patients less than 12 years old)

PFT predicted values in children and adults (2022, race-neutral GLI equations)

PFT predicted values in children and adults (2022, race-neutral GLI equations)
Peak expiratory flow prediction in females (5 to <18 years)

Peak expiratory flow prediction in males (5 to <18 years)

Prediction of child's target height (height potential) based on midparental height
SIunit to conventional (gravimetric, imperial, US) unit conversions: Chemistry and endocrine tests
Spot urine albumin-to-creatinine ratio in adults (conventional and SI units)

Spot urine protein-to-creatinine ratio in adults

Spot urine protein-to-creatinine ratio in children (6 months to 18 years of age)
Urine potassium-to-creatinine ratio in adults and children =1 year of age
Weight-for-age percentiles and Z-scores, 0 to 24 months (WHO)

Weight-for-age percentiles and Z-scores, females 2 to 20 years (CDC)
Weight-for-age percentiles and Z-scores, males 2 to 20 years (CDC)

Weight-for-length percentiles and Z-scores, 0 to 24 months (WHO)
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INTRODUCTION
Nasogastric and nasoenteric tubes are flexible double or single-lumen tubes that are passed proximally from the nose distaly into the stomach or small bowel. Enteric tubes that will be remove

within a short period can also be passed through the mouth (orogastric). This topic will review the indications, placement, nasogastric anc
nasoenteric tubes in the adult inpatient.

INDICATIONS

Nasogastric tubes are indicated for the following reasons:

. or using nasogastric tubes is important for the treatment of patients with bowel obstruction or prolonged leus.
Nasogastric decompression improves patient comfort, minimizes or prevents recurrent vomiting, and serves as a means to monitor the progress or resolution of these conditions. (See
“Postoperative ileus" and "Management of small bowel obstruction in aduls”)

. medications - tube may be needed to admin
neurologically impaired.

oral contrast for computed tomograph swallow or who are

+ Enteral nutrition - Nasogastric and nasoenteric tubes are used to deliver enteral nutrition into the stomach (gastric feeding) or into the small ntestine (postpyloric). (See ‘Enteral nutrition’
below)

Nutrition support in cri

ally ill adult patients: Enteral nutrition
D OB <A
INTRODUCTION

Enteral nutrition (EN) support refers to the provision of calories, protein, electrolytes, vitamins, minerals, trace elements, and fluds via an intestinal route. EN is the most common mode of
delivery for nutrition support in » To initate EN, be obtained and

Typical access used,

d their composition, EN i critically il patients are reviewed in this topic. The indications, contraindications, timing,

ROUTE OF DELIVERY
Postpylric

FORMULATIONS.
Choosing a formustion

Standard

Formulatons forspecial circumstances
- Concentrated formula

- Rensl

- predigested
composITION

Carbohydraterfat

procein

other (vitamins, minerals race elements,
fiber)

vt supplements of o praven bensfic

DELIVERY STRATEGY.

and prescrip calories and protein are discussed separately. (See "Nutrition support in criicall il adult patients: Intial evaluation and prescription)

PHASES OF CRITICAL ILLNESS
The phases of critical iliness include the acute (early and late) and chronic phases. Further detals are provided separately. (See "Nutrition support in criticaly il adult patients: Inital evaluation an

prescription”, section on ‘Phases of criical illness’)

INDICATIONS AND CONTRAINDICATIONS

Clinical practice guidelines suggest that EN protocols be designed and implemented in each institution [1,2]. The indicat 1) for EN (se
‘Nutrition support in criically il adult patients: Initial evaluation and prescription”, section on ‘Assess indications and contraindications')

ROUTE OF DELIVERY

In citcally il patients, EN is most commonly delivered Into the stomach (gastric feeding) (see ‘Gastric below). H i select patients it can also be administered into more distal parts of the
y tract (eg, post-pyl 19) (see Post-pyloric'below. Feeding through an enteral tube should not begin untiis proper position has been confirmed radiographicaly
an orogastric or nasogastric tube (& table 2). Oro- or nasogastric tubes are available in two varieties, sump or feeding tubes, the placement of

‘which are discussed separamvy (see "Inpatient placement and management of nasogastric and nasoenteric tubes in adults")

+ SumD fubes - Sum uihes are laraer and stiffer than Thev are aastric bt mav he 0 deliver PN when aastric
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INTRODUCTION

Tleostomy or colostomy creation may be required temporarily or permanently for the management of a variety of pathologic conditions, including congenital anomalies, colon obstruction,
inflammatory bowel disease, intestinal trauma, or gastrointestinal malignancy [11

The anatomic location and type of stoma construction have an impact on management. Loop colostomies tend to be larger and somewhat more difficult to manage than end colostomies. The
type and volume of output (effiuent), and therefore fluid loss, is determined by the location of the stoma relative to the ileocecal valve. Fluid loss is primarily a factor with end or loop ileostomies.

With proper stoma care and attention to nutrition and fluid management, most ostomy patients are able to have full, healthy, active social and professional lives and normal sexual activity. In
many cases, quality of life can be improved, even in the context of a permanent ostomy, with treatment of the underlying disease.

The routine care and management of common issues and complications of stoma creation are reviewed here. The types and indications, and py
discussed separately. (See "Overview of surgical ostomy for fecal diversion” and "Parastomal hernia".)

ciples of ostomy construction and reversal, are

PATIENT EDUCATION

Patient preparation for adaptation to life with a temporary or permanent ostomy begins in the preoperative period, whenever possible. (See “Overview of surgical ostomy for fecal diversion”,
section on Preparation and counseling')
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Clinical staging and general management of pressure-induced skin and soft tissue injury

.replace the term “pressure ulcer"in studies published prior to this classification change or that use "pressure ulcer” generically when the stage is not specified. The

management of pressure-induced .. v
¢ ! Stage 2 Stage 3
Treatinfection = Skin intact. = Blister or other break in dermis = Full-thickness skin loss.
General wound management = Non-blanchable erythema. with partial thickness skin loss. | = With or without infection.
Summary and recommendations = Remains after relief of pressure. | ® With or without infection. = Subcutaneous fat may be visible.

= Subcutaneous fat is not visible. = Undermining and tunneling

Staging of pressure-induced skin and soft tissue injuries may be present.

Characteristics of pressure-induced injury by stage
=] p jury by stag Clinical appearance

Local care of pressure-induced skin and soft tissue injury

.. comparing topical treatments with and without antimicrobial activity . Where differences in wound healing were found, these sometimes favored the comparator
treatment without antimicrobial... The Pressure Ulcer Scale for Healing (PUSH) tool developed by the NPIAP,

Stagel “.b‘:t
Stage Tt
Summary and recommendations -
Properties of topical agents and dressing materials
8 Wound management dressing guide & upTopate® bedsore treatment By @repw &+ [cwe: v
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<ok BEGR B (RN € Stage 4 Unstageable Deep tissue
= Full-thickness skin and tissue loss. pressure injury pressure injury
EEAN q = Exposed or directly palpable = Full-thickness skin and tissue  ® Localized persistent,
fascia, muscle, tendon, ligament, loss. non-blanchable, discolored, but
RREE? cartilage, or bone. = Base of the ulcer is covered by | intact skin or blood-filled blister:
i UpToDate MSSETSARFEINT = With or without infection. slough or eschar. = Potential for deep tissue damage.
EERHEETF? 2
= Often includes undermining
AEREEEE? ‘ There is a newer version of this topic available in English. 2B+ S HRzs o and tunneling.
PRI S 7 AEMAHERNREEY
BRI RN RIRMEILS 7 L 5 = = VA ¥
" These illustrations highlight the characteristics of the stages of pressure-induced
AR ? HHERER? Sl . o =
injuries as defined by the National Pressure Ulcer Advisory Panel. Each panel
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. . demonstrates the clinical appearance of the involved skin as well as the cross
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section of the depth of injury. Most pressure-induced injuries are associated with

& oI BE 0 an underlying bony prominence. There is always the potential for deeper tissue

picures damage than appreciated on clinical examination, as illustrated by the panel

- ERRAEET ? "Deep tissue pressure injury.”
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INTRODUCTION

The term late-life depression includes both aging patients whose depressive disorder presented in earlier life, and patients whose disorder presents for the first time in later life. Depressive illness
in the older population is a common and serious health concern that is associated with impaired functioning, medical comorbidity, excessive use of health care resources, and increased mortality
(including suicide) [1].

Late-life remains u andi
of unrecognized depression [6-8]. The public health cor

treated [2-5]. In the United States, older men, especially older African Americans and Hispanic Americans, are at even greater risk
es of treated dep 1 in late life will increase over time as the population continues to age.

Most mental health treatment for older adults with depression is delivered in the primary care setting. Depression often goes undiagnosed in primary care [9], and is often left untreated, even
when diagnosed [10]. Recognition and of late-life dep! is an important r for the primary care clinician. Either pharmacotherapy or psychotherapy can benefit

elderly depression x @repv & v | cME 32, Sign out |
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INTRODUCTION

Depression is the most common psychiatric disorder in the general population [1] and the most common mental health condition in patients seen in primary care [2-5]. Undiagnosed, depression
is associated with decreased quality of life as well as risks for mortality and other adverse health outcomes. Thus, systematic screening carries the potential for substantial benefit.

This topic will review the rationale for screening for depression, including the evidence for its benefits, harms, and cost-effectiveness. It will also address who to screen, screening instruments,
and implementation of screening into primary care practices.

The epidemiology, risk factors, clinical p

 diagnosis, and of unipolar major depression are discussed elsewhere:

* (See "Major depression in adults: Epidemiolog,

* (See "Depression in adults: Clinical features and diagnosis”.)

« (See "Approach to the adult patient with suspected depression”.)

Diagnostic approach to adult outpatients with a likely depressive disorder
Diagnostic criteria for MDD
Presence of 25 symptoms, including
21 bolded symptom:

mood
Patient with allof the following = Loss of interest or pleasure in
= Clinically signficant depressive symptoms [

No history of mania or hypomania

[] Sopresie dscters
other than MDD

2] oo orsbtypes o o e = Slcp s
e —
v A2
[ . MDD? . for 22 weeks and
{ (refer to inset) T impair function.
‘

v
Does anset of deprassed mood coincide with any of the folowing: Does onset of depressive symptoms occur with either:

= pregnancy
= Starting prescribed medication that can cause deprassion = Chidbirth
= Alcohol or drug intoication or withdrawl

o Yer o,

v
Does onset and remission.
depressive symptams coincide.
it seasonal >

i changes?

Does depressed mood typically
‘occur the wesk before menses
and remit with onset of menzes?

r
Prescribed medication
foh or
drug itoxication or
ithdraveal
ptom onset after

Symg
identiable psychosocial
Ztreszorrl

partner, family

v v
Other specified H 1= stressor death of ‘

i
{

o

This algorithm should be used in conjunction with UpToDate topics on clinical symptoms, evaluation, and diagnosis of
depression. This algorithm outlines the diagnostic approach to the adult with a likely depressive disorder and is intended
to guide the user to the most likely possible diagnosis.

Definitive diagnosis requires a comprehensive evaluation and confirmation via diagnostic interview, particularly since
patients may meet criteria for multiple psychiatric and general medical disorders.

For an overall approach to the patient with suspected depression, refer to UpToDate topics on the approach to the adult
patient with suspected depression.

Orange boxes are depressive disorders other than MDD. Blue boxes are MDD or subtypes of MDD, Refer to UpToDate
topics on clinical features and diagnosis of depression in adults for details.

DSM-5-TR: Diagnostic and Statistical Manual of Mental Disorders, Sth ed, Text Revision; MDD: major depressive
disorder; PHQ-9: 9-item Patient Health Questionnaire; WHO: World Health Organization.

* Individuals who require urgent evaluation include those at imminent risk of self-harm or harming others and those
with life-threatening functional impairment, acute mania, or psychosis. Refer to UpToDate topics on the approach to the
adult patient with suspected depression for details on the assessment of features that require urgent evaluation.

9 To assess for clinical symptoms of depression, clinicians can use structured instruments (eg, PHQ-9) and/or direct
questioning about symptoms. We typically use diagnostic criteria from the DSM-5-TR or the WHO's International
Classification of Diseases. Refer to UpToDate topics on the clinical features and diagnosis of depression in adults for
detals.

A Individuals with an acute psychosocial stressor who meet diagnostic criteria for MDD have that diagnosis, not
adjustment disorder.

© Coincidental onset of depressive symptoms with the medical condition or medication is necessary, but not sufficient,
to establish this diagnosis. Clinicians should additionally use clinical judgement to determine if the timing and types of
depressive symptoms suggest that the new-onset medical condition, new medication, or alcohol or drug use is causing
the depressive symptoms.

§ After establishing the diagnosis of MDD, clinicians should evaluate for depression subtypes that may affect prognosis
and/or treatment (eg, anxious, catatonic, mixed, and psychotic). Refer to UpToDate topics on the clinical features and
diagnosis of depression in adults for details.
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