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Infarctus avec élévation de ST

Infarctus ST+ antérieur

Infarctus inférieur

ST+ =1 mm en dérivations inférieures avec miroir franc DI-VL

Infarctus avec élévation de ST

Onde de Pardee dans le territoire septo-apical (antéro-supérieur)
NB. absence de miroir (occlusion [VA moyenne)
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Infarctus du ventricule droit

(ST+ inféro-basal avec extension VD)

ST+ inférieur et en V3R-V4R (VD) et V7-V9 (basal)
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Infarctus ST+ avec BBG

(“signes de Sgarbossa modifies par Smith”)

\ Concordance \ Majoration discordance ST/S 2 0,25
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Infarctus ST+ avec BBG Onde T de de Winter

(“signes de Sgarbossa modifies par Smith”)

Dans les dérivations précordiales, segment ST ascendant a partir d’'un point J sous-décalé de 1

'\ Concordance \ Majoration discordance ST/S = 0,25 a3 mm qui se termine en une onde T plut6t ample, positive et symétrique (« hyperacute T-wave
with depressed ST takeoff »).

Les complexes QRS sont habituellement fins ou peu élargis. lls peuvent présenter des signes

| Ih \ ‘\ w \ 0 I \ / de nécrose comme un rabotage des ondes R ou une fragmentation
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Infarctus ST+ avec BBG

(“signes de Sgarbossa modifies par Smith”)

\ Concordance \ Majoration discordance ST/S 2 0,25
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(« syndrome de I'lVA »)

Inversion terminale de T en V2-V3(V4) = ischémie sous-épicardique (type 1)
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Onde T de de Winter

« Dans les dérivations précordiales, segment ST ascendant a partir d’un point J sous-décalé de 1
a 3 mm qui se termine en une onde T plutét ample, positive et symétrique (« hyperacute T-wave
with depressed ST takeoff »).

+ Les complexes QRS sont habituellement fins ou peu élargis. lls peuvent présenter des signes
de nécrose comme un rabotage des ondes R ou une fragmentation




Infarctus ST+ avec BBG

Onde T de de Winter

+ Dans les dérivations précordiales, segment ST ascendant a partir d’'un point J sous-décalé de 1
\ Concordance \ Majoration discordance ST/S = 0,25 a3 mm qui se termine en une onde T plut6t ample, positive et symétrique (« hyperacute T-wave
with depressed ST takeoff »).
+ Les complexes QRS sont habituellement fins ou peu élargis. lls peuvent présenter des signes

(“signes de Sgarbossa modifies par Smith”)
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Sus-decalage subtile de ST

(infarctus territoire lateral)

Inversion terminale de T en V2-V3(V4) = ischémie sous-épicardique (type 1) Occlusion coronaire aigué de la 1ére diagonale
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(« syndrome de I'IVA »)
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ESC 2018 « l'amplitude des QRS affecte I'amplitude des anomalies du segment ST ».
MMMM&N - When considering deviations of the ST segment, one should bear in mind total QRS amplitude

Calb1a because this variable also affects the amplitude of ST-segment abnormalities.
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Logistics of prehospital care @ESC

European Society
of Cardiology

Recommendations Class | Level

It is recommended that the prehospital management of STEMI
patients is based on regional networks designed to deliver
reperfusion therapy expeditiously and effectively, with efforts made
to make primary PCl available to as many patients as possible.

It is recommended that primary PCl-capable centres deliver a 24/7
service and are able to perform primary PCl without delay.

It is recommended that patients transferred to a PCl-capable centre
for primary PCl bypass the emergency department and CCU/ICCU
and are transferred directly to the catheterization laboratory.

It is recommended that ambulance teams are trained and equipped
to identify STEMI (with use of ECG recorders and telemetry as
necessary) and administer initial therapy, including fibrinolysis when
applicable.

www.escardio.org/guidelines 2017 ESC Guidelines for the Managemantof AMESTEMI (European Heart Journal 2017 - d0i:10.1093/aurh eartjfahxG95)



Prehospital diagnosis and triage of ST-elevation
myocardial infarction by paramedics without
advanced care training

Warren J. Cantor, MD, " Paul Hoogeveen, MD, ¢ Andrew Robert, ¢ Karen Elliott,® Lorne E. Goldman, MD,*
Erica Sanderson, ¢ Sylvain Plante, MD, * Manu Prabhakar, MD, * and Steven Miner, MD* Ontario, Canada

e 4h d'entralnement a 1a lecture d'ECG 12 dérivations Tobie i Treoment i

Time (min) Median

Time interval (25th-75th percentile)
e N=134 suspicions de ST+ par paramedics “de premier niveau” (PCP) Al pafents (N=134)
. Symptom onset to first medical contac 71(32-196
o n=121(90%) ST+ retenus par cardiologues S S s 6((5~10) :
. otal EMS time at scene 3-
o n=106 (79%) coronarographies anormales et e oy Bl
o n=1 complication pendant le transport (flutter mal toléré) e T 15075
catheterization laboratory
Patients who underwent urgent PCl (n = 104)
Arrival c't ccfheierizcﬁon laboratory 31 (25-40)

PO, PSP (8

First medical contact to 1st inflation 91(81-115)




Real-time paramedic compared with blinded physician
identification of ST-segment elevation myocardial
infarction: results of an observational study™

James A. Feldman MD**, Kathryn Brinsfield MD*¢, Sheilah Bernard MD",
Daniel White EMT-P, Thomas Maciejko EMT-P*

Abstract The aim of the study were to determine if paramedics can accurately identify ST-segment
elevation myocardial infarction (STEMI) on prehospital 12-lead (PHTL) electrocardiogram and to
compare paramedic with blinded physician identification of STEMI. Paramedics identificd definite
STEMI, or possible acute myocardial infarction but not definite, and nondiagnostic. Two blinded readers
(cardiologist and emergency physician) independently categorized each PHTL. A third reviewer
assigned final diagnoses and determined whether the PHTL met STEMI criteria. One hundred sixty-six
PHTL were acquired over an 8-month period. Fifieen were excluded from analysis. Sixty-two percent of
the patients (94/151) were male, mean age was 61.1 years (+14.8 SD, range 20-92 years), and 81% had
chest pain. Twenty-five patients (16.6%; 95% confidence interval [CI], 11%-23.5%) had confirmed
STEMI and 16 (10.6%) had confirmed non-STEMI acute myocandlal ml‘arcuon Pammedlc sensmvny
wasOSO(‘)S%(‘I 064-006) spccnl'uly as bp : =

reviewers (0. 94 0.93, 0.95). Highly trainct=pers =
can identify patients with STEMI as accurately as blinded physncnan reviewers.
© 2005 Elsevier Inc. All rights reserved.

Table 3 Estimates (95% Cl) Table 4 Interobserver
Paramedic EM MD Cardiology MD m%ﬁ

Sensitivity 0.80 (0.64-0.96) 0.80 (0.64-0.96) 0.92 (0.81-1.00) Reader McNemar] P kappa |} 95% C
Specificity 0.97 (0.94-1.00) 0.96 (0.93-0.99) 0.96 (0.93-0.99) EM-cardiology 1.0 32(NS) 079 | (0.67092)
positive predictive value 0.83 (0.68-0.98) 0.80 (0.64-0.96) 0.82 (0.68-0.96) . <
Negative predictive value 0.96 (0.93-0.99) 0.96 (0.93-0.99) 0.98 (0.96-1.00) Paramedic- 114 28 (NS) 067 | (0.52-0.83)
Overall accuracy 0.94 (0.90-0.98) 0.93 (0.89-0.97) 0.95 (0.92-0.99) cardiology
Likekbood fatio Paramedic-EM  0.09 76 (NS) 073 ) (0.58-0.88)

Positive 25.2 (9.4-67.4) 20.16 23.18 = =

Negative 0.21 0.21 0.08 EM indicates emergency medicine.
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Prehospital tele-electrocardiographic
triage improves the management of
acute coronary syndrome in rural
populations: A systematic review
and meta-analysis

Gilbert Lazarus' ®, HL Kirchner? and Bambang B Sis
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Figure 2. Forest plot depicting the mean difference of door-to-balloon time between prehospital telecardiology and usual care. Data

were presented in mean difference and 95% confidence interval using a random-effects model.
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Test for overall effect: Z=2.30 (P = 0.02)
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Figure 4. Forest plot depicting comparison between prehospital telecardiology and usual care on (a) in-hospital mortality rates and
(b) long-term mortality rates. Data are presented as odds ratios and 95% confidence intervals using a random-effects model.



@ Quality of Electrocardiograms
Obtained in Flight by Airline
Flight Attendants

BACKGROUND: Handling cases of chest pain aboard commercial flights is challenging for crewmembers,
onboard medical volunteers, and ground-based doctors providing remote advice. Obtaining an
electrocardiogram (ECG) in-flight could help in dictating the management of such cases. The ability to diagnose
or rule out ST-segment elevation myocardial infarction (STEMI) would have clinical and prognostic implications.
The feasibility of obtaining good quality ECG tracings by flight attendants in flight is not known.

METHODS: A series of 200 consecutive ECG tracings transmitted to a ground-based medical support provider
were independently reviewed by four observers who ranked the ECG tracings according to a quality score (QS)
criteria, as well as trying to identify or rule-out cases of STEMI.

RESULTS{ECG quality was considered good enough to extract useful information in 170 of 200 tracings (85%). ]
Seven cases of STEMI were identified. A STEMI was confidently ruled out in 104 cases. Additional abnormalities
of variable clinical importance were also detected.

DISCUSSION: ECGs are essential in the prehospital management of chest pain cases. ECGs obtained in flight by
airline flight attendants were mostly of diagnostic quality, allowing confirmation or ruling out of STEMI, as well as
detecting arrhythmias of clinical significance in case management.




Physician Accuracy in Interpreting Potential ST-Segment Elevation

Myocardial Infarction Electrocardiograms

James M. McCabe, MD; Ehrin ). Armstrong, MSc, MD; Ivy Ku, MD; Ameya Kulkarni, MD; Kurt S. Hoffmayer, PharmD, MD;
Prashant D. Bhave, MD; Stephen W. Waldo, MD; Priscilla Hsue, MD; John C. Stein, MD; Gregory M. Marcus, MSc, MD;
Scott Kinlay, MBBS, PhD; Peter Ganz, MD

Table 3. Direct Comparisons of Participants’ ECG Interpretation Accuracy for All ECGs (36) and Limited to ECGs Just From Those
With Culprit Lesions on Angiography (24)

Al ECGs True STEMI ECGs Only
or | s | pvsue o’ | o | P veie
By experience
Per 5 years experience® 1.06 1.02t0 1.10 0.01 1.05 0.6110 1.78 0.87
Resident Ref o - Ref - -
Fellow 1.26 1.02 to 1.57 0.03 1.07 0.84 to 1.38 0.56
Attending 1.45 11910 1.77 <0.01 1.42 1.06 to 1.89 0.02
} By specialty \
Non-cardiologists Ref — — Ref — —
General cardiologists 0.97 07910 1.2 0.8 0.91 07210 1.14 0.42
Interventional cardiologists 1.24 0.93 to 1.67 015 1.2 0.88 o 1.62 0.25
Attending emergency physicians Ref — — Ref —_— —
Attending general cardiologists 0.91 0.67 to 1.23 0.53 0.77 0.50 to 1.20 0.25
k Atiending interventional cardiologists 1.06 0.73 to 1.53 0.77 0.91 0.57 to 1.45 0.69 J

Cl indicates confidence interval, ECG, electrocardiogram, OR, odds ratio; STEMI, ST-segment elevation myocardial infarction.
*Experience since medical school graduation.
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Modes of patient presentation, components of ischaemic time ESC

and flowchart for reperfusion strategy selection Bt Sty
of Cardiology
I Total ischaemic time |
| Patient delay ||I_FMW System delay I
Cmmn

— BB MG EMS
& H Primar ’ o
<10 Y <90"  Reperfusion
<120 min —  PCl — P ;
/ | » strategy (Wire crossing)
STEMI
diagnosis _,ﬁ'\ Time
to PCI?
I ; Fibrinolysis <}’ Reperfusion
@ Eawy— — (Lytic bolus)

EMC: strategy

Non-PCl centre

Primary  <go’ .
<10’ ‘J\/\ Reperfusion
— PCl — s :
% strategy (Wire crossing)

STEMI
FMC: PCl centre diagnosis
I Patient delay ‘l System delay I
I Total ischaemic time |
&

www.escardio.org/guidelines 2017 ESC Guidelines forthe Managementof AMFSTEMI (European Heart Journal 2017 - doi:10.1093 feurh eartjfehx095)
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|  Symptomonset |
¥y
_— First medical contact - NSTE-ACS diagnosis t
| PCI center ——vE | EMS or Non-PCI center |
YES YES
; *: Immediate |transfer to PCI center —
YES I Fllﬂi I: Same day transfer { High l
1
ves [ Low |
1 YES
2
Immediate invasive Early Invasive [ Selective
(<2h) (<24h) X Invasive ]
High risk Low risk
+ Established NSTEMI diagnosis Lack of any of the very high
+ Dynamic new or presumably new or high risk characteristics
contiguous ST/T-segment
changes (symptomatic or silent)
+ Resuscitated cardiac arrest
without ST-segment elevation or
cardiogenic shock
« GRACE risk score >140
:
)
o

Figure 9 Selection of non-ST-segment elevation acute coronary syndrome treatment strategy and timing according to initial risk stratification. EMS =
emergency medical services; GRACE = Global Registry of Acute Coronary Events; Ml = myocardial infarction; NSTE-ACS = non-ST-segment elevation

acute coronary syndrome; NSTEMI = non-ST-segment elevation myocardial infarction; PCI = percutaneous coronary intervention Listen to the audio guide
of this figure ontne.






Logistics of prehospital care (continued) @ESC

European Society
of Cardiology

Recommendations Class | Level

It is recommended that all hospitals and EMS participating in the care
of patients with STEMI record and audit delay times and work to
achieve and maintain quality targets.

It is recommended that EMS transfer STEMI patients to a PCl-capable
centre, by-passing non-PCl centres.

Itis recommended that EMS, emergency departments, and CCU/
ICCU have a written updated STEMI management protocol, preferably

shared within geographic networks.

It is recommended that patients presenting to a non-PCl-capable

hospital and awaiting transportation for primary or rescue PCl are
attended in an appropriately monitored area (e.g. the emergency
department, CCU/ICCU, intermediate care unit).

www.escardio.org/guidelines 2017 ESC Guidelines for the Managementof AMESTEMI (European Heart Journal 2017 - d0i:10.1093 feurh eartj/ahx(G95)
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Reperfusion strategies in the infarct-related artery
according to time from symptoms onset

@ESC

European Society
of Cardiology

Symptoms
onset
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www.escardio.org/guidelines 2017 ESC Guidelines forthe Managementof AMFSTEMI (European Heart Journal 2017 - doi:10.1093 feurh eartjfehx095)



Reperfusion therapy (continued) @ESC

European Society
of Cardiology

Recommendations Class | Level

In the absence of ST-segment elevation, a primary PCl strategy is

indicated in patients with suspected ongoing ischaemic symptoms

suggestive of myocardial infarction and at least one of the following

criteria present:

- haemodynamic instability or cardiogenic shock,

- recurrent or ongoing chest pain refractory to medical treatment,

- life-threatening arrhythmias or cardiac arrest,

- mechanical complications of myocardial infarction,

- acute heart failure,

- recurrent dynamic ST-segment or T-wave changes, particularly with
intermittent ST-segment elevation.

www.escardio.org/guidelines 2017 ESC Guidelines for the Managemantof AMESTEMI (European Heart Journal 2017 - d0i:10.1093/aurh eartjfahxG95)
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Original Article

A physician-staffed ground emergency medical service
does not significantly shorten door-to-balloon time in
patients with STEMI: an observational study in a single
emergency center in Japan

Yuki Yoshioka,' ”“RyotaTeshlma Mina Gamo," Ryuhei Yoneda,' Naoki Matsunaga,’'
Tadaaki Takada,” Yasushi Fukuta, and Koichi Kishi?

Table 2. Comparison of door-to-balloon time (DTBT) and
survival rate among patients with ST-segment elevation
myocardial infarction, grouped by prehospital intervention

RRC EMS TRANS P-
(n =33) (n =20) (n = 68) value
DTBT 51.0(43-57) 61.0(52-68) 59.5(48-72)] 0.130
(min)
Survival 31(93.9) 19(95.0) 66 (97.1) 0.746
rate (%)

EMS, emergency medical service group; RRC, rapid response car
group; TRANS, transported group.

Paramedic versus physician-staffed ambulances
and prehospital delays in the management
of patients with ST-segment elevation
myocardial infarction

Artur Borowicz’, Klaudiusz Nadolny™**, Kamil Bujak®,
Daniel Cie§la®, Mariusz Gasior*, Bartosz Hudzik*®

Abstract

Background: Time delays to reperfusion therapy in ST-segment elevation myocardial infarction
(STEMI) still remain a considerable drawback in many healthcare systems. Emergency medical service
(EMS) has a critical role in the early management of STEMI. Under investigation herein, was whether
the use of physician-staffed ambulances leads to shorter pre-hospital delays in STEMI patients.
Methods: This was an observational and re twe study, ustng data from the registry of the Stle-
stan regional EMS system in Katowice, Poland and the Polish Registry on Acute Coronary Syndromes
(PL-ACS) for a study period of January 1, 2013 to December 31, 2016. The study population (n =

was divided into two groups: group 1 (n = 546 patients) — physician-staffed ambulances and group 2
(n = 171 patients) — paramedic-staffed ambulances.

Results: Responses during the day and night shifts were similar. Paramedic-led ambulances more
often transmitted 12-lead electrocardiogram (ECG) to the percutancous coronary tntervention centers.
All EMS time tntervals were similar in both groups. The type of EMS dispatched to patients (physician-
staffed vs. paramedic/nurse-only staffed ambulance) was adjusted for ECG transmission, sex had
no impact on in-hospital mortality (odds ratio [OR] 1.41; 95% confidence interval [CI] 0.79-1.95;
p = 0.4). However; service time exceeding 42 min was an independent predictor of in-hospital mortal-
ity (OR 4.19; 95% CI 1.27-13.89; p = 0.019). In-hospital mortality rate was higher in the two upper
quartiles of service time in the entire study population.

Conclusions: These findings suggest that both physician-led and paramedic-led ambulances meet the
criteria set out by the Polish and,

of the type of EMS unit di: A physician being present on board did not have a prognostic impact
on outcomes. (Cardiol J 2021; 1: 110-117)




Paramedic-Delivered Fibrinolysis in the Treatment
of ST-Elevation Myocardial Infarction: Comparison
of a Physician-Authorized versus Autonomous
Paramedic Approach

Paul Davis, Graham ). Howie, Bridget Dicker & Nicholas K. Garrett

Pas moins bien

Tame 3. Inappropriate fibrinolysis cases and final diagnoses

Case and final diagnosis N (%)
Pericarditis 3 (333)
Upper respiratory tract infection with nonspecific ST-elevation 1 (11.1)
Cardiomyopathy /apical ballooning synd: ? (22.3)
Costochondritis with early repolarisati 1 (11.1)
Upper respiratory tract infection with previous left ventricular aneurysm 1 (1.1)

i i k i i 1 (11
Total 9 100 |




Paramedic-Delivered Fibrinolysis in the Treatment
of ST-Elevation Myocardial Infarction: Comparison
of a Physician-Authorized versus Autonomous
Paramedic Approach

Paul Davis, Graham ). Howie, Bridget Dicker & Nicholas K. Garrett m
: : Tame 5. Accuracy of autonomous paramedic
Pas moins bien determination of patient eligibility for fibrinolysis (post-
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Paramedic-Delivered Fibrinolysis in the Treatment
of ST-Elevation Myocardial Infarction: Comparison
of a Physician-Authorized versus Autonomous
Paramedic Approach

Paul Davis, Graham ). Howie, Bridget Dicker & Nicholas K. Garrett m
c : Tame 5. Accuracy of autonomous paramedic
Pas moins bien determination of patient eligibility for fibrinolysis (post-

Tame 3. Inappropriate fibrinolysis cases and final diagnoses lmpl tation group, n= 1 16)

Case and final diagnasis N (%)

Pericarditis 3 @33) Accuracy value (%) [95% C1)

Upper respiratory tract infection with nonspecific ST-elevation 1 (11.1)

Cardiomyopathy /apical ballooning synd: 2 223) Sensitivity (96) [89-99]

Costochondritis with early repolarisati 1 (11.1) s

Upper respiratory tract infection with previous left ventricular aneurysm 1 (1.1 wu‘y (92) [79—%]

i ’ bt ’ ; :;;,‘)‘ ) Positive predictive value (PPV) (96) [89-99)
Negative predictive value (NFPV) (92) [79-97]

= N R

C1 - comfidence imerval

Tase 4. Comparison of key treatment time intervals in minutes (median values and interquartile ranges): Pre- versus

post-implementation group
Pre-implementation group (» - 90) Post-implementation group (n — 75)
Treatment time interval Median 95% Q) I0R (Medm [95% C1) 10R p—VaIA
From pain-to-needle (PTN) time* 87 |82, 138] 58 65 [60, 110] 41 0.007
From call-to-needle (CTN) time* 52 49, 62) 30 36 133, 42] 10 <0.001
From EMS contact-to-needle (ETN) time” 37 [34, 45] 30 20 [17, 23] 5 <0.001
From first diagnostic STEMI ECG to needle time* 24 24, 31) 24 16 [14,17) 9 <0.001

EMS - emergency medical services; STEMI - ST-clevation myocardial imfarction; BOG - cke sdiogram; C1 fid inlerval -IQR merquartile range. All

comparisons between groups were made using Mann-Whitacy U tests.
*Excludes cases of inappropriate fibrinolysis (s —9)
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Circulation: Cardiovascular Interventions

ORIGINAL ARTICLE

Incidence, Mortality, and Outcome-Predictors
of Sudden Cardiac Arrest Complicating
Myocardial Infarction Prior to Hospital

Admission Quelles complications ?

Le risque d'OHCA

13,253 out=of=hospital STEMI

= T

12,504 without SCA 749 with SCA
(94.3%) (5.6%)
.| 73 out=of=hospital
‘ death (9.7%)
12,504 patients 676 patients
transferred alive to transferred alive to
hospital hospital
,| 375 patients lost to ,| 7 patients lost to
follow-up follow-up
486 in-hospital .| 199 in-hospital

discharged alive discharged alive
(96.0%) (70.2%)

11,643 patients 470 patients ]
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Quel niveau de “médicalisation” ?

e  Primaires
o ST +, non-ST+ ?
o Patients plus graves ?
o Temporalité restreinte
o  Bypass vers KT

e Transferts
o TIIH?
o ATSU?

e Médicalisation
o D'emblée maximale ?
o  Renfort secondaire ? (UK, Suisse, Japon, US...)



Quand médicaliser ?
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UN SITE AU SERVICE
DES CITOYENS

« Pour un Pacte de Refondation des
Urgences »

Travaux parlementaires Vos sénateurs Europe & International Territoires Connaitre le Sénat

4 avril 2022 Accessibilité | Plan du site | Alertes oK| Re —

Base Questions > 2014 RAPPORT

Lutte contre la désertification médicale et promesse
présidentielle d'un accés facilité pour tous a un service de soins
d'urgences

14 législature

Question écrite n° 10488 de M. Gérard Cornu ’(Eure-et-Loir - UMP)
publiée dans le JO Sénat du 20/02/2014 - page 449

M. Gérard Cornu attire I'attention de Mme la ministre des affaires sociales et de la santé sur I'annonce qu'elle a faite le 11 février DE
2014. Rappelant I'engagement qu'avait pris le candidat Hollande lors de 1'¢lection présidentielle de placer chaque Frangais a moins

: ; 3 : R : s PR 2, THOMAS MESNIER
de trente minutes d'un service de soins urgents, il reléve qu'elle annonce que le Gouvernement veut diminuer de moitié le nombre DEPUTEDE i

de Francais éloignés de plus de trente minutes d'un accés a des soins urgents, de deux millions de personnes en 2012 a « moins d'un

million » fin 2014. Er
11 lui serait reconnaissant de bien vouloir lui préciser les mesures qu'elle envisage de prendre pour atteindre ce résultat. DU PROFESSEUR PIERRE CARLI
Transmise au Ministére des affaires sociales, de la santé et des droits des femmes PRESIDENT DU CONSEIL NATIONAL DE UURGENCE HOSPITALIERE

Avec le concours de Stéphanie FILLON et Hamid SIAHMED,
membres de Minspection générale des affaires sociales

Décembre 2019



3.2.1.1 Placer la régulation médicale au centre des parcours de soins d’urgence mais aussi des
soins non programmeés

Le renforcement de la régulation médicale est plus que jamais d’actualité. Ce filtre pré hospitalier
téléphonique constitue un des moyens de modérer 'accés aux SAU, de réorienter les appelants vers
les parcours de soins non programmé et de les conseiller. Il nécessite le développement de la
permanence des soins ambulatoires téléphonique et son extension H24 qui pour l'instant n’est
accessible que dans certains grands centres urbains. Ce renforcement est a la fois quantitatif pour les
services sous dotés permettant d’améliorer la rapidité de réponse notamment en cas de pics d’appels.
Il est aussi qualitatif en sécurisant les réponses et en identifiant dans les flux des appels ceux qui sont
prioritaires. Des organisations spécifiques (gestions des appels a deux niveaux par exemple)
permettent d’atteindre ces objectifs et de nouvelles technologies sont en cours de développement,
en exploitant notamment I'apport de l'intelligence artificielle. La reconnaissance du renforcement
des compétences des ARM des CRRA-centrel5 s’associe a l'attribution d'une prime spécifique et la
généralisation de leur formation dans les centres de formation d'assistant de régulation médicale
(CFAR).
Rapport Mesnier, 2019



BOARD REGULATION

e Expertises pour les questions relatives a la
régulation médicale aupres de la SFMU

e Développer des liens avec les boards SFMU

Développer la recherche en régulation médicale

e Assurer une veille scientifique avec actualité
réguliere sur les articles a ne pas manquer

- \“ ! , e Favoriser l'interprofessionnalité
. e Enrichir les liens avec les autres sociétés ou
ﬂ a ) représentations professionnelle
al L
Société Francaise de e Chantier 1: réaliser un état des lieux de la
Médecine d’Urgence régulation médicale en France

e (Chantier 2 : assurer une veille scientifique

e Chantier 3 : développer la recherche en
régulation médicale

e (Chantier 4 : valoriser 1'expertise du board



Le vrai mot de la fin ?

e la régulation est indispensable et centrale

e Un haut niveau de soins (adaptés) doit étre 1a regle
o Pas de dégradation systémique

e Chaque décision est adaptée a toutes les contraintes
o territoires et accessibilité

e Pas de dogmatisme “tout blanc vs. tout noir”

e La stratégie globale doit étre cohérente santé / secours







Les mardis scientifiques de la BSPP
12 avril 2022
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Dr Matthieu HEIDET, MD PhD
SAMU 94 & Urgences Mondor, Créteil
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