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* Thorax & mollet = RAS
* PA=156/87 mm Hg

» FC = 80/min

* Sp02 = 96%

e FR =20/min au repos
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* Mofif fréquent de demande de
soins d'urgence.
* Prise en charge difficile :
v Difficulté d’analyse du
symptome
v Absence de parallélisme
entre intensité de la douleur
et gravité de la pathologie
v Extréme variété des étiologies
INfra et extrathoraciques.

Ray P, Riou B. Démarche diagnostique devant une douleur thoracique. Méd Thérap 2000;6(6):466-73.
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(en %)
Accident 88,7
Douleur 42,9
Géne 15,3
Fiévre 8,6
Malaise 9,2
Saignements 79
Vomissements | diarrhées 4,8
Angoisse 4,7
Agression 2,5
Autre motif 2,1
Sang dans les selles ou les urines 1,3
Ne sait pas 0,1

Dominique BAUBEAU, Valérie CARRASCO. Motifs et
trajectoires de recours aux urgences hospitalieres. DREES.

Etudes et résultats N° 215, janvier 2003



Pathologies pleuropulmonaires
Trachéobronchites
Pneumothorax

Pleurésie

Pneumonie

Embolie pulmonaire

Pathologies musculosquelettiques
Douleur chondro-costale
/ona

Syndrome du défilé cervico-thoracique

Fracture ou lyse costale
Syndrome de Pancoast-Tobias
Néoplasie

Pathologies cardiovasculaires
Angor

Infarctus

HTAP

Dissection aortique

Péricardite

Valvulopathie aortique

Prolapsus mitral

Cardiomyopathie hypertrophique

Pathologies digestives
RGO

Spasme cesophagien
UGD

Cholécystite
Pancréatite

Douleurs psychogenes

Ray P, Riou B. Démarche diagnostique devant une douleur thoracique. Méd Thérap 2000;6(6):466-73.



Eliminer une origine
cardiaque (ischémie) et
toute autre pathologie
pouvant metitre en jeu
le pronostic vital
des patient.e.s




Clinical Syndrome ‘ Findings

Emergency

Lo resis, tachypnea, tachycardia, hypoten-
bckles, S3, MR murmur.?; examination
ormal in uncomplicated cases

T

- : Y e dia + dyspnea—>90% of patients; pain

T2 - 5 - 2 e
‘*: . biration”

ive tissue disorders (eg, Marfan syn-
extremity pulse differential (30% of
type A>B)®

bain, abrupt onset + pulse differential +
A - - = L SN mediastinum on CXR >80% probabil-
1"1 “ il _J [| - Cliguez sur Outils pour section®
L ‘

\/ convertir les fichiers au for y of syncope >10%¢, AR 40%-75%

wl il Europeanjourﬂa| % poE 0

subcutaneous emphysema, pneumo-
10% patients), unilateral decreased or
breath sounds

2021 AHA/A( Internal Medicine

Table 1 Causes of esop

murmur, tardus or

Su""'ﬁ"“:{‘::’}:; : Abrupt Severe Chest Pain and Vomiting: Remember to Think of a Ruptured ' ctermum. rapid
ng et al. 002 sed left ventricular
Port et al. [53] (2003) in jugular venous
okiatged gy O Oesophagus (Boerhaave Syndrome) jugul

Gupta et Kaman [50] (2004 G ’ s o : : o s .
Braghetto et al. [52] (2009 Deeba Alit, Arnaud Detroz?, Yilmaz Gorur?, Lionel Bosquée?, Benoit Cardos®, Carla Cobanoiu®, Noel Lorenzo Villalba®

increased in supine

ure, S3

Erdogan et al. [48] (2007) 3
Eroglu et al. [32] (2009) '
Griffiths et al. [23] (2009)

erness, Murphy sign
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Linden et al. [56] (2009)
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Abbas et al. [31] (2009) A o % L
Vallbohmer et al. [46] (20( - —

| may be pleuritic,
i regional dullness to

6 (+4)

breath sounds

Overall (mean (SD))

ration, unilateral ab-

bss of costochondral joints

Circulation.

Herpes zoster Pain in dermatomal distribution, triggered by
touch; characteristic rash (unilateral and derma-

tomal distribution)
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4.1. Patients With Acute Chest Pain and
Suspected ACS (Not Including STEMI)

Recommendations for Patients With Acute Chest Pain and Suspected
ACS (Not Including STEMI)

Circulation
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Referenced studies that support the recommendations are
summarized in

1. In patients presenting with acute chest pain
and suspected ACS, clinical decision pathways
(CDPs) should categorize patients into low-,
intermediate-, and high-risk strata to facilitate
disposition and subsequent diagnostic
evaluation.''*

Testing

. In the evaluation of patients presenting with
acute chest pain and suspected ACS for
whom serial troponins are indicated to exclude A
myocardial injury, recommended time intervals Q | \u.
after the initial troponin sample collection (time | | Rl
zero) for repeat measurements are: 1 to 3 1

hours for high-sensitivity troponin and 3 to 6 il
hours for conventional troponin assays.'>"7 B eraihe Testing Not
3. To standardize the detection and differentiation | FeiSion-Making Routinely

Needed in Low-

of myocardial injury in patients presenting Risk Patients

with acute chest pain and suspected ACS5,
institutions should implement a CDP that
includes a protocol for troponin sampling based
on their particular assay.'®'®




EURDPEAN JOURNAL OF

Circulation Emergency &
— Medicine EUSEM

e e Management of chest pain in the French emergency healthcare system: the
o EEREEEE prospective observational EPIDOULTHO study
Charpentier, Sandrine; Beaune, Sebastien; oly, Luc Marie; Khoury, Abdo; Duchateau, Francois-Xavier; Briot,
Raphael; Renaud, Bertrand; Ageron, Frangois-Xavier Less
European Journal of Emergency Medicine. 25(6):404-410, December 2018, ASSISTAMT ne
Table 3 Final hospital diagnoses i
S SAMU
patients MICU patients ED patients [Ws
(n=537) (n=187) (n=615)
_ Unknown 98 (19) 56 (30) 119 (19)
i NSTEM
. L D Iﬂbé' Aortic dissection
\ /,' Myocarditis or/and
— pericarditis
Pulmonary embolism ’
Pneumonia 27 (B) - a4 (5.6)
Pneumothorax - - 8 (1)
Pleurisy - 22 (12) 5 (1)
HYPEI'I:IEI Anxiety 57 (11) 22 (12) 90 (15)
Musculoskeletal 81 (186) a3(2) 160 (27)
Neuropathic 5 (1) 5 (3) 18 (3)
Gastritis 12 (2) 1 (0.5) 20 (3)
Pancreatitis 2 (0.5) 5(3) 1(0.2)
Stable angina 12 (2) 4 (2) 11 (2)
Heart failure 7 (1) 6 (3) 8 (1)
Gastrointestinal 13 (2) - 10 (2)
Other infectious 1(0.2) - 2 (0.3)
disease
Other - - 3(0.5)
Missing data - - 36 (B)
In-hospital mortality 5 (1) 3(2)

0
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Chest pain

Chest Pain
Means More
Than Pain in the
Chest




Chest Pain
Means More
Than Pain in the

Chest

AR

A

High-Sensitivity
Troponins
Preferred

41, Patients With Acute Chest Pain and
Suspected ACS (Not Including STEMI)

Acute chest
pain?

History

+
physical examination

Potential
cardiac cause?

Evaluate based on
suspected etiology
using patient centric

algorithms

Evaluate for stable
chest pain
(Section 5)

Evaluate for
noncardiac causes
(Section 4.3)

l

l .

i

l

Acute coronary
syndrome (not
including STEMI)
(Section 4.1)

Acute aortic Pulmonary
syndrome embolism
(Section 4.2.1) (Section 4.2.2)

Acute
myopericarditis
(Section 4.2.3)

Valvular heart
disease
(Section 4.2.4)
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ADAPT 2016 ESC/
HEART Pathway™ EDACS* (mADAPT)* NOTR™ 2020 ESC/hs-cTn"%647 GRACE"*
Target population Suspected ACS Suspected Suspected Suspected Suspected ACS, stable Suspected ACS,
ACS, CP>5 | ACS5 CP>5 ACS, ECG, planned senal tro-
min, planned | min, planned troponin or- ponin
serial tro- obsarvation derad
ponin
Target outcome 1 ED discharge without 1 ED dis- t ED discharge | 1 Low-risk clas- | Early detection of AMI; Early detaction of
increasing missed 30-d or | charge rate rate without in- | sification with- | 30-d MACE AMI
1-y MACE without creasing missed | out ncreasing
NCreasing 30d MACE missed 30-d
missed 30-d MACE
MACE
Patients with pnmary 622 12 15 5-8 8.8 10-17
outcoma in study popu-
lation, %
Troponin cln, hs-cTn hs-cTn cTn, hs-cTn cIn, hs-cTn hs-cTn cIn, hs-cTn
Vanablas used History Age TIMI score 0-1 Age History Age
ECG Sex No ischemic Risk factors EGC} ) g“- 55;
Age Ri=k factors ECG changes Previous AMI s-cTn (0, 1 or 2 h) srdm
: Cardiac arrest
: . Rick factors History Troponin (0, 2 h) | or CAD ECC
Troponin (0, 3 h) Troponin (0, Traponin (0, Cardiac biomarker
EiawcoomarmEy 2 h) 2 h) Killip class

Mz, P B i, Enttmits bt B




chest pain

Use Clinic
Decisior
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= dizziness

Circulation
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pallor of the skin

feeling of fear
panic aftacks

EXCessive Suh?-ﬂﬁﬂg

Identify

|

Noncardiac
&

Structured

o

s

Noncardiac Is In.
Atypical Is Out.

ST+

Structured Risk
Assessment
Should Be Used




Risk thresholds:

Low nsk

HEART score <3
Meg 0, 3-h cTn
Meg 0, 2-h hs-cTn

EDACS
score <16
Meg0,2h
hs-cTn

Mo ischemic
ECGA

TIMI 2core

0 (or<1 for

mADAPT)
MNeg 0, 2-h
clnor
hs-cTn

Mo ischamic
ECG A

Age <50y
< 3 nsk factors

Previous AMI
or CAD

Meg cTn or hs-
cTn (0, 2 h)

Inttial hs-cln s “very low”
and Sx onset >3 h ago
Or

Inttial he-cTn “low”
and 1—or 2-h hscTn A
iz “low"

Chest pain freg,
GRACE <140

Sx <6 h - he-cln
<ULM (0,3 h)

Sx2>6 h - he-cln
<ULN (arrival)

Intermediate nsk

HEART score 4-8

TIMI score 2-4

Inttial hs-cTn 1= between
“low” and “high”
And/Or

1-or 2-h he-cTn A s

betweaen low and
high thrasholds

T hs-cTn=12-52
ng/L or
1-hA =3-5ng/L

HEART score 7-104%4

TIMI score 57

Initial hs-cTn s *high”
Or

1- or 2-h he-cTn A
is high

TO hs-cTn 252 ngfL
Or
A1 h>5ng/L

Performance

1 ED discharges by 21%
(40% versus 18%)

| 30-d objective testing by
1 2% (69% versus 570%)

| length of stay by 12 h
(8.9 versus 21.9 h)

More patients
identified as
low sk ver-
sus ADAPT
(42% varsus
310%)

ADAPT: Mora
discharged =6
h (19% versus
110%)

30-d MACE
sansitivity
=100%
28% eligibla
for ED dis-

charge

AMI sensitivity >98%

62% Ruled out (0.2%
30-d MACE)

25% Obsarva
13% Rule in

AMI sensitivity
>99%

30-d MACE not
studied

AMI sensitivity, %

100

100

100

>09

Circulation
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cTn accuracy: 30-d
MACE sensitivity, %

100

100

100

NA

hs-cTn accuracy: 30-d
MACE sensitivity, %

a2

a9

ED discharge, %

49

28




International Journal of Cardiology 168 (2013) 2153-2158

JAMA Cardiology

Contents lists available at ScienceDirect
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International Journal of Cardiology March 3, 2021

Derivation and Validation of a 4-Level
Clinical Pretest Probability Score for
Suspected Pulmonary Embolism to
Safely Decrease Imaging Testing

Pierme-Marie Roy, MD, PhD'; Emilie Friou, MDY; Boris Germeau, MD3; et 3

journal homepage: www.elsevier.com/locate/ijcard

A prospective validation of the HEART score for chest pain patients at the
emergency department e
B.E. Backus P AJ. Six €, J.C. Kelder 9, M.AR. Bosschaert ¢, E.G. Mast ¢, A. Mosterd f, RE. Veldkamp 2,

AJ. Wardeh ™, R. Tio !, R. Braam /, S.H.J. Monnink ¥, R. van Tooren ¢, T.P. Mast !, F. van den Akker !, _
M,J.M. Cramer ¢, ].M. Poldervaart ™, AW. Hoes ™, P.A. Doevendans * e

¥ Author Affiliations | Article Information

ITable 3. 4-Level Pulmonary Embolism Clinical Probability Score (4PEPS)

Score HEART

Regression
Variable coefficient Points

Histoire

Tres suaCic -0.993 =3

Mloaldrlment suspecte -0.656 1

Légdrement suspecic -0.570 =i
ECG - -0.406 -1

Saomi-diécalage 5T 0.297 il

Trouhles non spécifig \» 0.472 2

BMeowmal 0.608 2
Age 1 071 2

= &% m / 0.504 2

En [ 5 - ili = 0.509 2

) E 3' p a « 0.832 3
J ) ¢ bwer limb edema 1.009 3
Fachurs de risqse i 1.860 51

= ¥ factours de risgue o ] Y

1-2 facteurs de naque an be ruled out <0

Pas de Gcteurs de g B e uicd 0-5
Trm-'“ fD-dimer everl <1.0 LE/mL

Moderate CPP (20%-65%): PE can be 6-12

ot

= 2« la limite supéricu
| &2+ la limiie supéricure de In normale I
< la lomuite supéricure de la nonmale

ruled out if D-dimer level <0.5 pg/mL
or <(age x 0.01) pg/mL

High CPP (>65%): PE cannot be ruled out >13
without imaging testing




Stable chest pain + known CAD*

Circulation

- Evaluate for stable
15 chest pain Chest Pain i
1 A S pain? (Section 5) Acute Chest Pain
ot Evcketin e Ul o Chemt P A Rt of ‘ +
e Intermediate-Risk With Known CAD*
L T p— Nonobstructive Histoly Obstructive
TR CAD = CcAD
e et History | Stable Chest(®50fk+stidokishbwn CAD l‘ physical exaiV3i§2% stenosis) l l
h T
physical examination Nonobstructive Obstructive High-risk CADS
acy of GDMT CAD? I f"g M m
(<50% stenosis) (250% stenosis) IR Sl
+ v |
Intermediate-Risk With No | B
v l I Intermedi ~ones|iz:::to3vith New T-wave | Mndlagn.oftlc | H New arrhythmia
[ DRSS invé['sions =/ A g Factors that Increase
A Eval*are for 11 N pericarditis Stable Chest Pain CCTA actc
Potential | Dow(Tigh |-oo Aot ~ias Persistent-symptems s W&y%ﬂ (2a) Likelihood of CMD: Stress te
cardiac cause! (SectioE%B) ‘ i HJgh-ﬁﬁ? | Diabetes, Stress CMR
\ 4. ° "
* —— frequent angina 1 HyBertension _ Stress echocardiography
™ (FFR(.:gmo!r tzg;ﬂ;o% . Sl . %ﬁf&;ﬁ‘"a T
= 28 trophy
stenosis) (2a)
CAC or exercise ECG OR = e Efnwa" Cfmmnar: ‘(,gﬁf:;
l Y testing in selected cases stress testing | = ] E]orﬁ'l | |
Prior inconclusi (2a) (2) | . [y y - Klgiﬂé::;i]::‘l rea"t
Recent negative test* or mildly abnormal severely abnormal <1y oy | i Discha l l
stresstest s no-interval coronary L/ CAC (2a)
i ' ograshy TTCAT) FFR-CT <0.8 ECG o T Abnormal Normal
Stress testing e ConsideriNOCA j i
i l (2a) lnconclusive OR _ Invasive coronary function testing* 5 X !,@ g Stress PET or stress CMR - functional test functional test
Discharge e moderate-severe is (requires nonobstructive CAD FFR208) Mpdejate-severe ISheifiias must be with MBFR l
(2a) (2|a) @) | Weonclusive || Obﬁ'-‘é\fﬁ/e Hig : (2a)
i _[aF'Rareistant o | Discharge
v Y | — 1|.'| 1 — Stress echocard(igﬁ;aphy with CFVR Option to defer ' g
l No CAD Nonobstructive &JN T A withmily
Y i J CHBL I ucH B Viocle i Wi e
¥ Y tno-stenosis b CAD RO vS GAEgte WREIgbRAcal 2] Wrild ischdnbid ]2 "ONE-EE himiaTbTormel testy o) ads
Noptctiaverendry| | |Incgoclysiuglvicl glGBEISpTAV AR s eas) (B oRuatonassve B yes e calse
I b :
SRS Al S hdrome | ([T~ embolis : s 1 dijease & ect i ici
"':'S e ':1') DT (sedtion 4.21) || (section42.2) || (¥ectio L4 brar R22% rizati Dedizioito
v : EER-CT fc See INO&.F:\ )pathway . ‘
Discharge FFR-CT# De & - No ischemia -
OR treal stress testing R i ; ‘ig +
Consider INOCA stress testing (2a) ) .8 nor e
pathway as (2a) + negatl:e | BFR Disc?narge
an outpatient FFR-CT <0.8 or provoca |v s - )
for frequent moderate-severe ischeria FFR-CT 0.8 srt ey to AR L
or persistent | b e} T ¢ =
moderate-severe ( ]
symptoms Discharge ischemi:a - \/ Y A4
(No ) (ies < [y | y N .
- T ntermediate risf igh ris|
| coTa IS MR Diagnosic criteria  Diagnostic criteria
2a) o CMD for CMD + ischemia — for CMD l
Y
Y A
. Consider _INO(;A pfathway as v | v dgur:::tric Moderate-
Discharge an outpatient for frequent or NO [ E— Low risk for CV events Elevated ok aynce™ agl L s =
ersistent symptoms : eI ey £ i
P ymp v i~ abnormality

Follow-up testing and intensification of GDI
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Performance of TTE at the bedside is
ideal for patients with acute chest pain N
and can be done using point-of-care or
handheld devices in institutions where
such capabilities are available.

L'ETT doit étre idéalement pratiquée au chevet des patients souffrant de
douleurs thoraciques aigués et peut étre réalisée a I'aide d'appareils présents
sur le lieu de lintervention ou d’appareils ultraportables dans les

établissements ou de telles possibilités sont offertes. \




DOULEUR THORACIQUE

A

A

ANAMNESE - EXAMEN
CLINIQUE - ECG

y

SIGNES DE GRAVITE

Ooul

NON

NON

A 4
>
O
A

Ooul

A 4

ETAT DE CHOC
AGITATION

SIGNES NEUROVEGET.

Oul

\ 4

RECOS ILCOR

NON

A 4

DETRESSE
RESPIRATOIRE

Oul

\ 4

NON

\ 4

FEEL

NON

\ 4

SCA

Ooul

TDR /TDC

\ 4

AUSSIES

Oul

Z

o)
vZ

PA ASYM.
SIGNES NEURO

Oul

\ 4

\ 4

TTT Spécifique

NON

A\ 4

TTT spécifique

SCA

\ 4

BLUE

\ 4

Echo cardiovasculaire
focalisée et spécialisée
Autres examens ciblés




DOUL EVOCATRICE
+ ECG SCA ST+
(ou équivalent)

Oul

\ 4

NON

A 4

DOUL EVOCATRICE
+ ECG SCA NST+
ou ATCD coronaires

Oul

TTT Spécifique

\ 4

\ 4

<

o)
vZ

DOUL EVOCATRICE > 20
ou DOUL non coro. avec
ATCD ou FdR,

+ ECG NI

oul

\ 4

TTT Spécifique

4

o
z

A 4

DOUL EVOCATRICE < 20’
+ ATCD ou FdR
ou DOUL non coro.
+ ECG NI

oul

Eliminer autres
urgences cardio
thoraciques

Echo cardio focalisée
et spécialisée
Autres examens ciblés

\ 4

RUSH

Z

o
z

Surveillance ECG,

tropo, etc.

\ 4

\ 4

Auftres

Echo spécialisée




RUSH

US echocardiography transthoracic resting

Doul non coronarienne oul Eliminer autres
persistante > urgences
+ ECG NI thoraciques
1 Autres
Z
o)
<
Sorﬁe Radiologic Procedure Rating* RRL**
Bilan ambulatoire

CTAcoronary arteries with contrast 7

CTAcoronary arteries with contrast with advanced low dose techniques 7

CTAchest (noncoronary) with contrast 7

SPECT MPI*** rest and stress

Tc-89m V/Q scan lung

6
5 >
MRA aorta without and with contrast 5 o]
X-ray rib views 5 s
MRAchest (noncoronary) without and with contrast 5 (0]
MRA aorta without contrast 4 o]
MRA chest (noncoronary) without contrast 4 (0]
> X-ray barium swallow and upper Gl series 4 T3 <
X-raythoracic spine 4 e
Relative Adult Pediatric US abdomen 4 0
Radiation Effective Dose Effective Dose MRI heart with or without stress without and with contrast 3 (0]
Level* Estimate Range | Estimate Range MRA pulmonary arteries without and with contrast 3 0
0 0 mSv 0mSv MRA coronary arteries without contrast 3 (0]
& <0.1 mSv <0.03 mSv MRAcoronary arteries without and with contrast 3 0
T 0.1-1 mSv 0.03-0.3 mSv US echocardiographytransthoracic stress 3 o]
v sl ' 1-10 mSv 0.3-3 mSv US echocardiography transesophagea 2 0]
ol olr vl % 10-30 mSv 3-10 mSv MRI heart with or without sress without contrast 2 0
el sl rrse 30-100 mSv 10-30 mSv MRA pulmonary arteries without contrast 2 [¢]
"RRL assignments for some of the examinations cannot be Coronary angiography with or without ventriculography 1 v
made, because the actual patient doses in these procedures
vary as a function of a number of factors (e.g., region of the *Rating Scale: 1,2,3 Usually not appropriate; 4,5,6 May be appropriate; 7,89 Usudly appropriate
body exposed to ionizing radiation, the imaging guidance *Relative Radiation Level

that is used). The RRLs for these examinations are
designated as NS (notspecified).

e

single photon emission computed tomography myocardia perfusion imaging

Hoffman U, Venkatesh V, White
RD, Woodard PK, Carr JJ, Dorbala
S, Earls JP, Jacobs JE, Mammen
L, Martin ET Ill, Ryan T, White CS,
Expert Panel on Cardiac Imaging.
ACR Appropriateness Criteria®
acute nonspecific chest pain - low
probability of coronary artery
disease. [online publication].
Reston (VA): American College of
Radiology (ACR); 2011. 6 p.
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N’oubliez pas I'échographie clinique d’urgence !






FEEL (Focused Echo Evaluation in Life support)

L'ACR

FEER exam:
Focussed
Echocardiographic
Evaluation in
Résysptaodidn

Obijectifs :
|denftification et
traitement des
causes d'ACR

FEER exam

-Demand for structured process in CPR
-Myocardial wall motion can be evaluated

with a subcostal view during brief pauses of CPR
-has to be trained

-has an impact to differentiate PEA.

It is a good extension
to our standard care interventions in CPR.

Educational training for FEER is essential.
FEER can be learned in an 8-hrs course
and be applied in a time sensitive manner
by previous untrained physicians.

..

Breitkreutz R, Walcher F, Seeger FH. Focused echocardiographic evaluation in
resuscitation management: concept of an advanced life support-conformed
algorithm. Crit Care Med. 2007 May;35(5 Suppl):S150-61.



FEEL (Focused Echo Evaluation in Life support)

L'ACR

Phase Etape FEEL

—

. Pratiquer sans retard une RCP de base et médicalisée selon les recommandations
internationales  (AHA  guidelines), pendant au  moins 35 cycles de
Time dependent Use of compression/ventilation

FEER during CPR

RCP de qualité maximale,

]

. Prévenir I'équipe de RCP : “Je vais réaliser une échographie cardiaque.”

I Emergency Casel préparation,
0 BLS [ information de I'équipe . i ; ;

ALS | FEER? 3. Préparer (ou faire préparer) l'appareil d'échographie et le tester.

302
4 ECG 4. Adapter l'environnement (position du patient et du meédecin. retirer les vetements,

c Defibrillator] “FeeRr7. etc.), se préparer a débuter I'examen
e 5. Demander a I'épuinadaR D dacomnten 10 cacandac feomoancacngr ) et d'effectuer
simultanémen P

6. Ordonner: “Ar

. Poser la sond ant les derniéres

Exécution, COMPressions

repeat

realisation de l'échographie

o0

. Effectuer une i rapidement que

:’E FEER possible. Si v B secondes, faire
} » reprendre la B et/ou réaliser une
Pt E DIAGNOSIS? incidencepara E]

|+ &

= 9. A la 9% ge ' et contréler sa

réalisation.

1
—
\.ﬁ
- 3
3
L= |

10. Communiquer (seulement aprés la reprise des compressions thoraciques) les résultats
Reprise de la RCP, de l'examen a l'équipe (par exemple, "il existe un mouvement de paroi, le ceeur ge
contracte,” "le ceeur est immobile”. "il existe un épanchement péricardique (massif)",
"pas d'information concliante”, "suspicion d'embolie pulmonaire”, "hypovolémie") et
en expliquer les conseéquences ainsi que les procedures de prise en charge.

Information and documents

= z interprétation et conséquences
to physician on admission

Breitkreutz R, Walcher F, Seeger FH. Focused echocardiographic evaluation in
resuscitation management: concept of an advanced life support-conformed
algorithm. Crit Care Med. 2007 May;35(5 Suppl):S150-61.







AUSSIES (Australian Ultrasonographic Simplified Screening In Evaluation of Shock)

Etape 1: échographie pulmonaire

Un poumon sans Glissement
glissement pleural pleural bilatéeral
Profil A : Profil B : Profil A Profil B Mixte ou
PTX? PNP ? bilateral : || bilatéral : || inhomogene :
Signes Traiter Normal (Edeme PNP ?
complementaires Continuer || cardiogenique SDRA ?
Eliminer Dg = : Tt .
et rempliss. Traiter
Continuer
remplissage
S Etape 2
_| Fenétre
—— e ! o
Fendiie | [l

D’apres BOWRA J. Non publié mais largement utilisé par les urgentistes
australiens et basé sur I'ensemble des protocoles existants...



AUSSIES (Australian Ultrasonographic Simplified Screening In Evaluation of Shock)

_@@ﬁﬁﬂ@ﬁﬁﬂ

_| Fenétre

apicale

Etape 2 : VCI

Poumons secs

VCI dilatée Autres Impossible ou
fixe ou VCI fine. A < 50 % non
Limiter/arréter | | Débuter ou continuer [ e e e o
rempliss. rempliss. limiter les pertes
s FEtape3 |




AUSSIES (Australian Ultrasonographic Simplified Screening In Evaluation of Shock)

T—_"r - _ _
Fentires
| pulmonaies

-Fw@m@
sous-costale

e

Etape 3 : échographie cardiaque focalisée

Cavités de taille

Epanchement tatlle 11 Tmpossible ou
VD/VG > 1 panenemen normale ou diminuée P
= pericardique _, non
V(I dilatée VO dilatée V(I collabée ou _ _
A> 50 % contributive
EP Tamponade H}‘ljox‘olglllle / N6 142911
(probable) (probable) Sepsis
L Drainage / . Autre fenétre
Envisager une - Remplissage .
o chercher une T, Changer de sonde
thrombolyse S Veéritier aorte / 3F - ‘
; dissection Ao Passer la main
_| Fenétre
apicale




Détresse repiratoire : BLUE-Protocol

Etape 1 : Examiner les zones
déclives et proclives de tous u e ro

tocol

les champs pulmonaires
[ Gl

issement ]

pulmonaire

W

[ Présent ]

Etape 2 :
Rechercher les

lignes Aet B

\

"

Lignes B [ Lignes A |
Bilatérales Bilatérales

Lignes B Unilatérales
ou consolidation

e —
Test veineux

l TVP + TVP - I

2

[ Absent ]
[ Lignes B [ Lignes A ]

<7

L Pneumopathie W

Vers Algorithme PNX

*
‘ PFI;APS *PLAPS : Postero Lateral Alveolar &/or Pleural Syndrom
oin

[ Consolidation + ]

V
L Pneumopathie W

[ Consolidation - ]

L Asthme/BPCO W

Lichtenstein DA, Meziére GA. Relevance of lung ultrasound in the diagnosis of
acute respiratory failure: the BLUE protocol. Chest. 2008 Jul;134(1):117-25.



Pneumothorax

pulmonaire ?

A4

N\
Point Poumon ? Oui
N
Non /
\/ C:
PAS DE PNEUMOTHORAX
PNEUMOTHORAX <
Pouls Non

pulmonaire ?

W/
' Oui

Volpicelli G. Sonographic diagnosis of pneumothorax. Intensive Care Med. 2011 Feb;37(2):224-32.



RUSH(Rapid Ultrasound in SHock)

Fenétre
parasternale

Fenétres
pulmonaires

Fenétre
sous-costale |

_______ Fenétre
apicale

Etape 1l A. Parasternales(grand et petit axe)
Evaluationde | B. Sous xiphoidienne
la pompe C. Apicale
A. VClgrand axe
Etape 2 B. FAST/ QSD avec incidence pleurale
Evaluationdu | C. FAST/ QSG avec incidence pleurale
réservoir D. FAST / Pelvis
E. PNX/ CEdéme pulmonaire
A. Aorte suprasternale
Simnal B. Aorte ;?a_raster_nale
Srlveomdes | o O cpigastrique
Ry D. Aorte’supra-omblllcale
E. TVPfémorale
F. TVPpoplitée

d‘apres Perera P, Mailhot T, Riley D, Mandavia D. The RUSH exam: Rapid Ultrasound in SHock in

the evaluation of the critically ill. Emerg Med Clin North Am. 2010 Feb;28(1):29-56.




RUSH(Rapid Ultrasound in SHock)

Choc
hypovolémique

Choc
cardiogénique

Choc
obstructif

Choc
"distributif"

Hyperkinésie
cardiaque

Hypokinésie

Hyperkinésie
Ep. péricardique

Hyperkinésie (sepsis
précoce)

Pompe Cavités de petite et cI.|Ifatat|0n. e s , Hypokinésie (sepsis
: cavités cardiaques VD surcharge .
taille : tardif)
Thrombus cardiaque
: VCl distendue :
VCl aplatie : VCl distendue :
. VJI distendues . VCl normale ou aplatie
VIl aplaties . ) VJI distendues . ,
, : e Lighes B (cedeme . (sepsis précoce)
Reservoir | Ep. péritonéal et/ou : Signes de PNX L
pulmonaire) : : Ep. péritonéal et/ou
pleural (perte o (glissement = lignes b =
. Ep. péritonéal et/ou . pleural (exsudat)
liquidienne) pouls pulmonaire = 0)
pleural (transsudat)
AAA
Tuyaux Normaux TVP Normaux

Dissection aortique

d‘apres Perera P, Mailhot T, Riley D, Mandavia D. The RUSH exam: Rapid Ultrasound in SHock in
the evaluation of the critically ill. Emerg Med Clin North Am. 2010 Feb;28(1):29-56.
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