Abdomen : examen normal
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Objectifs

Conférence de consensus ACCP / SRLF

préparation - installation du
patient

choix de materiel et de sonde

les coupes a realiser

énumeérer les organes
abdominaux explorables en
échographie

orientation et reperage
échoanatomique

Mayo PH, Chest 2009

Table 3—Technical (Image Acquisition) and Cognitive
(Image Interpretation) Elements Required for
Competence in Abdominal Ultrasonography

Assessment for intraperitoneal fluid

Identification of a relatively echo-free space surrounded by typical
anatomic boundarie ydominal wall, diaphragm, liver,

kidney, bladder, bowel, uterus, spinal

column, aorta,

Identification of abdominal wall, diaphragm, liver, gallbladder,
spleen, kidney, bladder, bowel, uterus, spinal column, aorta, IVC

Identification of characteristic dynamic findings of intraperitoneal
fluid, such as diaphragmatic motion, floating bowel, bowel
peristalsis, dynamic fluid motion, and respirophasic shape
change, compressibility

Characterization of fluid: anechoic; echogenicity (using liver/spleen
as reference); homogeneous or heterogeneous; presence of
strands/debris/septations

Qualitative assessment of intraperitoneal fluid volume

Recognition of specific limitations of ultrasonography to identify
intraperitoneal fluid such as inadequate image quality due to
technical limitations, hemoperitoneum, echo-dense purulent

Assessment of the urinary tract

Bladder: identification of bladder, identification of urinary catheter,
identification of abnormal bladder contents

Differentiation of distended bladder from ascites

(Jualitative assessment of intravesicular volume, identification of
overdistention

Kidneys: identification of both kidneys, identification of presence
or absence of hydronephrosis, measurement of kidney in
longitudinal axis

Assessment of the aorta

Identification of abdominal aorta

Identification of abdominal aortic aneurysm




: ion idéale...

5 dorsal +/- 35 — 45°

, réeponse oui / non / nsp
Si NS

Pour chague organe = balayage complet

Compte rendu : differencier aspect écho / interprétation



Sonde abdo

Sonde cardio + preset abdo

Sondes lineaires : pour geste invasif




Les principales coupes

Axiales et*ongitudinales :

A = médiane R o
B = para mediane interne
C = para mediane

D = para médiane externe
E = laterale
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Rotation de 35— 45° = paralléle au rebord costal droit VP
Veine porte : thrombus, sens du flux o
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S en détresse respi

80 patients :
5 : non vide mais pas de SG a poser
14 : indic a SG

13 SG : 200-1100 ml

1 crush : inhalation

Echo moy 2 min

Koenig ICM 2011



Aire = Longueur X largeur
Seuil: 3,5a4cm2?

Desgranges, Ann Rea 2020
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coupe épigastrique

i . 130 Eligible

L patients
Sonde gastrique

— g q No excluded
= patient
' Ultrasound exam
S = in prehospital
B2 ; None

£ % \ inconclusive
( —

3 116 positive
- ultrasound

. . - Control x-ra Control x-ra
Patients intubés inhospital inhospital
Echo maxi 1 min

SE : 98%, Sp : 100%
VPP : 100%, VPN : 86% _ _ |
18 et 16 Fr >> 14 Fr 2 Gastric 12 Gastric 116 0 Gastric

Tube Tube Gastric Tube
correct misplaced Tube misplaced
lacement correct

Chenaitia Resuscitation 2012



=cho moy 23 min (11-53min)...
RP 180 min (113-240)

Vigneau ICM 2005
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