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@ Check for

. pneumothorax
. tamponade
. hypovolemia

Pneumothorax: thoracostomy or needle
exsufflation

Tamponade: thoracotomy or percutaneous drainage

Hypovolemia: fluid loading

@ Check for
. hypoxia
. hypo- hyperkalaemia
. pulmonary embolism

. hypothermia
. intoxication

@ Check for
. ECPR eligibility

Out-of-hospital cardiac arrest: prehospital physician’s role
during CPR should be clarified
SFMU Cardiac Arrest Board*

Hypoxia: ETI or SGA

Hypokalaemia: potassium 2 g + magnesium 2 g
over 15 minutes

Hyperkalaemia: 10 ml calcium chlorure 10% (or
30 ml calcium gluconate 10%) + insuline 10 UI and
dextrose 25 g + 50 ml bicarbonates 8.4%

Pulmonary embolism: alteplase 0.6 mg.kg! over
15 min + unfractionated heparin 80 ULkg", see (3)

Hypothermia < 30°C: 1 mg adrenaline, 3 shocks
maximum, see

Intoxication: antidote by toxic agent if available,

see 3)

Consider: no- and low-flow duration, electrical
rhythm, ETCO2, signs of life during CPR
Contact ECPR team
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EUROPEAN
@'B RESUSCITATION 2025

COUNCIL

POGUS may help identify treatable causes of cardiac arrest
such as cardiac tamponade and tension pneumothorax.






I\ Cochrane Chest ultrasonography versus supine chest radiography for
C% Library diagnosis of pneumothorax in trauma patients in the emergency
Cochrane atabase o Systematic Reviews department (Review)

sensihblité Snecificite
ECMU 91% 99%

Auscultation 70% 99%

SCIENTIEIC  Thediagnosticaccuracy of lung

auscultation in adult patients with
REPORTS acute pulmonary pathologies: a

meta-analysis

natureresearch
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Thoracostomie au 4¢ espace intercostal > exsufflation a I'aiguille @'%

PREH( )f\l'.l ITAL
X

DISASTER Sufficient Catheter Length for Pneumothorax
Needle Decompression: A Meta-Analysis

Brian M. Clemency, DO;! Christopher T. Tanski, MD, MSEd;* Michael Rosenberg, EMT-P;?
Paul R. May, MA;' Joseph D. Consiglio, PhD;* Heather A. Lindstrom, PhD*

2015

Author Year Mean SD

Givens ML et al. 2004 » 424 1.51
Harcke HT et al. 2007 - 5.36 1.19
Zengerink | et al. 2008 —— 3.50 1.04
Stevens RL et al. 2009 " 4.30 1.45
SanchezlLDetal. 2011 - 4.58 1.25
McLean AR et al. 2011 —ea— 217 0.73
Yamagiwa Tetal. 2012 —— 3.06 1.02
Inaba K et al. 2012 ® 4.56 1.43
Akoglu H et al. 2013 = 4.01 1.44
Schroeder Eetal. 2013 B 4.08 1.39
Carter TE et al. 2013 - 4.60 2.07
Powers WF et al. 2014 L ] 6.25 1.90
Chang SJ et al. 2014 - 4.51 1.47
Summary e 4.19 1.37

2 RS 6 8 10

Clemency © 2015 Prehospital and Disaster Medicine
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Drainage echoguide a l'aiguille
apical, latero-sternal gauche ou sous xiphoidien

+ remplissage IV

Needle S
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Initial nonshockable

initial shockable

rhythm rhythm
4.0%
Hist f .
thromi)sozrrgboolism Age <50 years History of cancer
¢ 22.2% 5.7% 5.5%
Age <50 years

44.4%

!

Absence of heart
disease

4.5%
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Dilatation modérée Dilatation majeure

STDVD/STDVG < 0,6 0,6 <STDVD/STDVG < 1 STDVD/STDVG > 1

Dans I'arréet cardiaque
VDNG=1
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RESULTATS ACE
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RESULTATS ACE

16% RACS

Pas de mouvements

48% RACS

Mouvements




RESULTATS ACE

=14 (2%]

Tamponnade cardiaque:n=95
Hypovolemie:n=4
Emholie puimonaire:n=14
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Do not use POGUS for assessing contractility of the
myocardium as a sole indicator for terminating GPR.
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Femoral artery Doppler ultrasound is more ﬂ

accurate than manual palpation for pulse detection ° e
in cardiac arrest RESUSCITATION

2022

Allison L. Cohen®®, Timmy Li®", Lance B. Becker®"°, Casey Owens ", Neha Singh°,
Allen Gold°, Mathew J. Nelson®", Daniel Jafari®", Ghania Haddad"”, Alexander V.
Nello®", Daniel M. Rolston®"*, Northwell Health Biostatistics Unit’

Fig 2. Arterial line connection

Pressure bag

S

Pressure transducer and
automatic flushing system

54 patients analysés avec
213 prises de pouls

Arterial line
Saline-filled non-compressible tubing




Fig. 1a - Femoral artery Doppler ultrasound waveforms with chest compressions and no Doppler ultrasound blood
flow visible at a pulse check.




Fig. 1c - Femoral artery Doppler ultrasound waveform visible with high blood flow (peak systolic velocity of 28.6 cm/
s) at a pulse check.
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b] C H E ST® CRITICAL CARE - Volume 168, Issue 4, Supplement , A1932-A1933, October 2025
~ SOV VMR || TRASOUND VS MANUAL PALPATION FOR PULSE DETECTION DURING
CARDIOPULMONARY RESUSCITATION: A SYSTEMATIC REVIEW

Manual Pulse Palpation vs Ultrasound Detection Time by Study

B Manual palpation
B Ultrasound

(=

Median time to pulse detection (seconds)
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2024

2022 o 2023

CONCLUSIONS: Ultrasound techniques outperform Manual Palpation in pulse
detection during CPR, offering faster detection, greater accuracy, and improved
ROSC identification.



Hemodynamic assessment l

3 . Clinical evaluation: marbling, capillary refil time
Shock .Non invasive arterial pressure No shock
l . Point-of-care-ultrasound
- - - "
Fluid infusion Fluid infusion until ICU admission

Transthoracic echocardiography

1
| ‘

CA that induces low cause of CA
cardiac output

/N l Post IRACS

Free-flow fluid Treatment CA cause: Myocardial function evaluation:
infusion . Exsufflation visual estimation of LVEF
+ . Drainage
Norepinephrine . Fibrinolysis therapy
LVEF > 40% LVEF < 40%
| |

Free-flow fluid infusion (1000 to Stop fluid infusion

2000ml) + early Norepinephrine administration*

+ Norepinephrine + think about mechanical circulatory support

(Activation of network)

*Discuss dobutamineif severe LVEF

Ortuno et al. EurJ Emerg Med 2022

Ealy hemodynamic management following return of spontaneous circulation.






ECHOGRAPHIE ET ARRET CARDIAQUE

Post

RACS

O

Recommandé Oui

O

Oui Recommandé

. . . ) Lo . ) Evaluation hémodynamique
Si expertise suffisante Mais pas le seul indicateur Plus rapide et sensible S
Causes réversibles

Interruption minimale des compressions thoraciques (<10sec)



