
8 au 10 Avril 2015 
 

ECAU 2014 – 2015 
Nîmes 

ECAU 
L’échographie par les Médecins Urgentistes 

Dr Xavier BOBBIA 

ECAU 2014 – 2015 

n engl j med 370;12 nejm.org march 20, 2014

PERSPECTIVE

1083

know how many women, fearing 
that they had caused harm to 
their fetus, underwent elective 
abortions; anecdotal reports sug-
gest that some did.

The decades-long history of 
doxylamine–pyridoxine empha-
sizes the importance of making 
clinical decisions on the basis of 
scientific evidence. The FDA’s 
approval of Diclegis was based 
on efficacy and safety data from 
a randomized, placebo-controlled 
clinical trial and also took into 
account the extensive data de-
scribed above showing that com-
bined treatment with doxylamine 
succinate and pyridoxine hydro-
chloride is not teratogenic. These 
data reveal a favorable risk–bene-

fit profile for Diclegis in the treat-
ment of nausea and vomiting of 
pregnancy that has been refrac-
tory to nonpharmacologic treat-
ment. Although combined doxyl-
amine–pyridoxine treatment is 
already the single most studied 
pharmacologic therapy for use in 
pregnancy, the FDA will continue 
to carefully monitor postmarket-
ing data related to Diclegis use. 
The Diclegis story reminds us 
that reliance on evidence-based 
practices, with the use of multi-
ple streams of data, is the most 
appropriate way to evaluate drug 
safety.

Disclosure forms provided by the authors 
are available with the full text of this article 
at NEJM.org.

From the Office of New Drugs, Center for 
Drug Evaluation and Research, Food and 
Drug Administration, Silver Spring, MD.
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Doxylamine–Pyridoxine Therapy for Use in Pregnancy

Point-of-Care Ultrasound in Medical Education — Stop Listening 
and Look
Scott D. Solomon, M.D., and Fidencio Saldana, M.D.

I  n 1816, the French physi- 
cian René-Théophile-Hyacinthe 

Laennec, inspired by children 
communicating by tapping a pin 
on one end of a long piece of 
wood and listening at the other 
end, rolled a “quire” of paper 
into a cylinder to listen to the 
heart of a sick young woman, 
instead of placing his ear directly 
on her bare chest. This impro-
vised tool designed to protect a 
patient’s modesty evolved into the 
wooden instrument that eventu-
ally became the modern stetho-
scope. Nearly 200 years later, 
the stethoscope is unique among 
medical devices in that it is used 
by virtually every type of physician 
and, with the exception of elec-
tronic versions offering amplifica-
tion and filtering, has changed 
minimally in style and technol-

ogy. A fixture around the necks 
of physicians and medical stu-
dents, it endures as an icon of 
our profession.

Yet during the past 50 years, 
diagnostic ultrasonography has 
replaced auscultation as the pri-
mary method of evaluating the 
mechanics of the heart and peer-
ing into the abdomen, vascula-
ture, and uterus without expos-
ing patients or fetuses to ionizing 
radiation. In cardiovascular medi-
cine, echocardiography is the most 
used and cost-effective imaging 
method, despite the development 
of many other powerful new tech-
nologies. Ultrasound machines 
were once uniformly bulky, cart-
like devices that were rolled awk-
wardly around hospital wards 
and into cramped patient rooms, 
but they have shrunk drastically 

with the advent of faster micro-
processors and improvements in 
miniaturization. Now, fully func-
tional ultrasound machines are 
available in the form of laptop 
computers, and devices with 
slightly reduced functionality that 
are not much bigger than a 
smartphone fit in clinicians’ pock-
ets or palms (see photo).1 More-
over, as these devices become less 
expensive — they’re currently 
priced under $10,000 — they’re 
becoming more accessible to phy-
sicians and specialists beyond 
radiologists and cardiologists.

Despite some protectionist at-
tempts to restrict the use of new 
imaging technologies to profes-
sionals with comprehensive train-
ing, the broadening use of these 
devices has served to demystify 
and universalize ultrasonography. 
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ÉCHO-DAY URGENCE 
ÉTUDE MULTICENTRIQUE SUR LA PRATIQUE 

ÉCHOGRAPHIQUE EN MÉDECINE D’URGENCE 
 

50 CENTRES 
 

TOUTES LES ÉCHOGRAPHIES CLINIQUES D’URGENCE 
1 JOUR DONNÉ 
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Type d’échographie Impact 

Diagnostique 
Impact 

thérapeutique 
Impact 

orientation 

Recherche AAA 80% 0% 100% 

Echographie de 
compression veineuse 

88% 23% 88% 

DTC 50% 50% 50% 

ETT 89% 44% 93% 

FAST 80% 9% 81% 

Pleuro-pulmonaire 96% 48% 80% 
Voies biliaires 75% 35% 90% 

Voies urinaires 88% 55% 79% 

TOTAL 82% 37% 84% 
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Moyenne   137.8 s [123.0–162.6] 

 
Cardiaque    90.3 s [62.6–118.0] 

Abdominal   157.1 s [111.9–202.3] 

AAA    170.1 s [117.5–222.7] 

Pelvienne transpariétale       89.8  s [40.3–139.1] 
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Connaître ses limites 

Diagnostiquer un épanchement péricardique important
Reconnaitre une dilatation majeure du ventricule droit

Mesure du diamètre de la veine cave inférieure
Reconnaitre une anomalie sévère de contractilité ventriculaire gauche

Détection de dysfonction valvulaire sévère
Evaluation de la réponse au remplissage
Mesure du débit cardiaque et de la PAPs

Détection d’un cœur pulmonaire aigu
Evaluation quantitative de la fonction 

systolique ventriculaire gauche (FEVG) 

Diagnostic
de l’ensemble

des cardiopathies

Evaluation
hémodynamique 

complète

Savoir se fixer des limites 
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