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Ganglions Nerf
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Cellulite
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Cellulite
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TABLE 2. Diognosfic Accuracy of Clinical
Examintion

Sensivy 6% (95% C1= 6%, 9%%)
Speccty 0% (95% Cl= 5%, 62%)
Postive predicfive volue 81% (95% C1= T0% 90%)
Negotive predicive value TT% (9% Cl= 62%, 86%)

TABLE 3. Diagnostic Accuracy of Clinical
Examination Plus Uresonography

Sensfivdy 98% (95% C1= 98%, 100%)
Specticty 88% (95% C1=T6% 96%)
Posiive precictive value 95% (95% 1= B4%, 97%)
Negative prediciive vale 7% (66% C1=68% 100%)
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Fracture osseuse
OS LONG +++ Il
Radio et US sont complémentaire +++
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Fracture osseuse Fracture occulte

Pedlatr Emerg Care. 2011 Nov,27(11):1027-32. do. 10.1097/PEC.000136318235e228

Bedside ultrasound diagnosis of nonangulated distal forearm fractures in the pediatric emergency department.
Chaar-Alvarez FM, Warkentine F, Cress K, Herr S, Paul Rl
Palmer Children's Hospital, Orlando, FL, USA.

Abstract
OBJECTIVES: Ultrasound (US) may be a useful tool for rapidly diagnosing fractures. Our objective was to determine the accuracy of US as
compared with radiographs in the detection of nonangulated distal forearm fractures.

METHODS: Distal forearm US was performed and inferpreted at the bedside by a pediatric emergency medicine physician before radiography in a
prospective sample of children with possible nonangulated distal forearm fractures. A second pediatric emergency medicine physician with extensive
US experience gave a final interpretation of the images. This second reviewer was blinded to both clinical and radiographic findings. The primary
outcome was accuracy in the detection of fracture via the blinded reviewer's US interpretation when compared with the radiologist's clinical
radiography results. Patient-reported FACES pain scores (range, 0-5) associated with both US and radiography were compared.

RESULTS: Of 101 enrolled patients, 46 had a fracture detected by the radiologist. When compared with radiographs, the blinded US interpretation
had an overall accuracy of 94% (95% confidence interval [CI), 88%-99%). Sensitivity and specificity were 96% (95% CI, 85%-99%) and 93% (35% CI,
82%-98%), respectively. Positive predictive value was 92%, and negative predictive value was 96%. Mean FACES pain scores were higher following
radiography than US (1.7 vs 1.2, respectively; P = 0.004).

hq meded .com CONCLUSIONS: For the diagnosis of nonangulated distal forearm fractures in children, bedside US holds promise as a diagnostic modality,
particularly with appropriate training. Ultrasound is at least no more painful that traditional radiographs. Pediatric emergency medicine physicians
should consider becoming proficient in this application.

Fracture occulte Fracture crane enfant

Fig. 8b: Ultrasound of freatured humerus. The fracture was Initally CLOSEX Fig. 8a: Ultrasound of freatured humerus, The fracture was Infially CLOSEX
missed on x-ray but was scen on US. Further radiographic Images were missed on xray but was seen on US. Further radiographic images were
d before the fracture could be identified required before the fracture could be Identified




Réduction des fractures

Am J Emerg Med. 2010 Nov;28(3).1002-8. doi: 10,1018/.ajem.2002.05.022. Epub 2010 Mar 26.
Ultrasound-guided reduction of distal radius fractures.

Ang 8H, Lee SW. Lam KY.
Department of Emergency Medicine, Changl General Hospital, Singapore. shiang_hu_ang@cgh.com.sg

Abstract

INTRODUCTION: In our local emergency departments (EDs), manipulation and reduction (M&R) of distal radius fractures are performed by
emergency doctors, with blind manual palpation, using postreduction x-rays to assess adequacy, We sought to study the effectiveness of ultrasound
quidance in the reduction of distal radius fractures in adult patients presenting to a regional ED.

METHODS: This was a before-and-after study. Eligible patients were adults older than 21 years who presented to the ED with distal radius fractures
that required M&R. Sixty-two patients were prospectively enrolled from October 2007 until June 2008, and they underwent ultrasound-guided M&R,
The control group was a retrospective cohort of 102 patients who presented from January fo June 2007. They had M&R done using the blind manual
palpation method, All M&R procedures were performed by doctors within the ED, and supervision was provided by senior emergency physicians.
Ultrasound guidance was performed by the senior emergency physicians.

RESULTS: Baseline characteristics between the ultrasound and control groups were similar. The rate of repeat M&R was reduced in the ultrasound
group (1.6% vs 8.8%; P = .056). The postreduction radiographic indices were similar between the 2 groups, although the ultrasound group had
improved volar titt (mean, 5.93° vs 2.61°; P = .048). An incldental finding of a reduced operative rate was also found between the ultrasound and
control groups (4.9% vs 16.7%; P = .02).

CONCLUSION: Ultrasound guidance is effective and recommended for routine use in the reduction of distal radius fractures.

Luxation épaule

Ann Emerg Med. 2013 Mar 8. pii: S0186-0644(13)00094-2. doi: 10.1016/.annemergmed.2013.01.022. [Epub ahead of print]

Diagnostic Accuracy of Ultrasonographic Examination in the Management of Shoulder Dislocation in the
Emergency Department.

Abbasi S, Molaie H, Hafezimoahadam P, Zare MA, Abbasi M, Rezal M, Fars D,

Emergency Department, Tehran University of Medical Sciences, Tehran, Iran,

Abstract

STUDY OBJECTIVE: E physicians fi { shoulder dislocation in their practice. The objective of this study is to assess the
ic accuracy of in detecting shoulder dislocation and confirming proper reduction in patients presenting to the emergency

department (ED) with possible shoulder di ion. We hypothesize that could be a refiable ive for pre- and p

evaluation of shoulder dislocation.

METHODS: This was a prospective observational study. A convenience sample of patients suspected of having shoulder dislocation was enrolied in
the study. Ultrasonography was performed before and after reduction procedure with a 7.5- to 10-MHz linear transducer. Shoulder dislocation was
confirmed by taking radiographs in 3 routine views as a criterion standard. The i istics of to detect ion in

patients with possible shoulder dislocation and to confirm reduction in patients with definitive dislocation were calculated as the primary endpoints.
RESULTS: Seventy-three patients were enrolled. The ultrasonography did not miss any dislocation. The results of ultrasonography and radiography
were identical and the sensitivity of ultrasonography in detection of shoulder dislocation was 100% (95% confidence interval 93.4% to 100%). The

itivity of ul y for of complete reduction of the shoulder joint reached 100% (95% confidence interval 93.2% to 100%) in
our study as well.

CONCLUSION: We suggest that ultrasonography be performed in all patients who present to the ED with a clinical impression of shoulder dislocation
on admission time. The resuits of this study provide promising preliminary support for the ability of ultrasonography to detect shoulder dislocation.
However, further investigation is necessary to validate the results and assess the ability of ultrasonography in detecting fractures associated with
dislocation.

Réduction de fractures

Am J Disaster Med, 2008 Jul-Aug;3(4)241-7,
Use of ultrasound to assess acute fracture reduction in emergency care settings.

McManus JG, Morton MJ, Crystal CS, McArthur TJ, Helphenstine JS, Masneri DA, Young SE. Mifler MA.
U § Army Institute of Surgical Research, San Antanio, Texas, USA.

Abstract

OBJECTIVE: There is a need to develop tools for the rapid diagnosis and treatment of fractures and intraosseous pathology in remote and austers
Several and ic studies have d d d to be a reliable tool in diagnosing these conditions in both

adult and pediatric patients. The purpose of this pilot study is to assess the ability of the ultrasound to assess in "real-time" the success of fracture

reduction in adult patients in the (ED), in comparison with the accepted standard, plain film radiography, for the purposes of

future application in austere environments.

DESIGN: Case series.

SETTING: at an academic medical center.

PATIENTS/PARTICIPANTS: Convenience sample of five patients presenting to an ED with clinical evidence of fractures (three radial, one phalangeal,
and one metacarpal).

INTERVENTIONS: A Sonosite Titan portable ultrasound system with L38/10-5:38-mm linear array was used to assess
duction and i ions and al ig was with use of fi y and plain

RESULTS: The ultrasound confirmed proper reduction and realignment in all five cases, from an average prereduction angle of alignment of 37.4
degrees to an average postreduction angle of 4.4 degrees. The use of the ultrasound resulted in adequate visualization of the reduction in all cases.
Regional anesthesia or sedation and limited pressure with the probe resulted in no verbalization of pain by any of the subjects.

CONCLUSIONS: In this pilot study, icians de d the use of in place of fraditional radi to either confirm
adequale reduction or assess the need for further manipulation. Our pilot study suggests that ultrasound has a possible future role in fracture
reduction management in both the ED as well as "austere"prehospital locations.

Luxation inhabituelle

J Emerg Med. 2013 Mar 12. pii; S0736-4679{12)01609-5. doi: 10.1016/] jemermed.2012. 11.080. [Epub ahead of print)
Point-of-Care Ul d Facilitates Diagnosing a Posterior Shoulder Dislocation.

Mackenzie DC, Liebmann O.
Department of Emergency Medicine, Warren Alpert Medical School of Brown University, Pravidence, Rhode Istand.

Abstract
BACKGROUND: Posterior shoulder dislocati i ion of the joint, Risk factors include seizure, electric shock, and
underlying instabilities of the shoulder joint.

CASE REPORT: A 27-year-old man with a history of recurrent posterior shoulder dislocati d to the D with sudden
shoulder pain and reduced range of motion about the shoulder after abducting and internally rotating his arm. Radiographs did not show fracture or
dislocation. The treating physician suspected an occult posterior shoulder dislocation, but wanted to avoid performing a computed tomography scan of
the shoulder, as the patient had undergone numerous scans during the ion of similar ints. Instead, a point-of. was

i d, d posterior displ of the humeral head relative to the glenoid rim, confirming the presence of a posterior shoulder
dislocation, The patient received procedural sedation, and the shoulder was reduced with real-time ultrasound visualization. The patient tolerated the
procedure well, and had decreased pain and improved range of motion. He was discharged with a sling, swathe, and orthopedic follow-up.

CONCLUSION: Point-of-care ultrasound of the shoulder may be used to demonstrate posterior shoulder dislocation. This may have particular utifity in
the setting of non-diagnostic radiographs.

Emerg Med J. 2011 Jun;28{6):542. doi: 10.1136/emj,2010.033765. Epub 2010 Jun 26.

The use of bedside ultrasound to diagnose posterior sterno-clavicular dislocation.

Blakeley CJ, Harrison HL, Siow S, Hashemi K.
Emergency Department, Mayday Hospital, Croydon, UK. christopher.blakeley@mayday.nhs.uk




Vérification réduction

A J Emar Med. 2008 Jani27(1):34 656, dol. 10,1018 ajem.2008.05.023,
Bedside ultrasound for verification of shoulder reduction,

Halbero MJ, Sweeney TW, Oviens WB.
Degartment of Emargency Medicing, Malne Medical Canter, Poriand, ME 04102, USA, mhalberg@amalcom

Abstract

Shoulder dislocatons are 8 common complaint i the emergency department. The management o tese injuries is welldescrbed and often involves
procedural sedation. Unfortunately, patints ofen recover from this sedation before radiagraphs can very successful reduction. We descrbe 2
pafents vith glenohumeral dislocations and subsequent reduction immedistly vrified by bedside ulrasound before the palienls'recovery from
proceduralsedafon, Our experience suggests that ulrasound may teduce the need for repeated sedation, expedle care, and reduce costs:
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Rhume de hanche

Ann Emerg Med. 2010 Mar.55(3):284-9. doi: 10.1016/j.annemergmed.2009.06.527. Epub 2009 Aug 20.
Bedside ultrasonography to identify hip effusions in pediatric patients.

Vieira RL, Levy JA.

Division of Emergency Medicine, Department of Medicine, Children's Hospital Beston, Harvard Medical School, 300 Longwood Avenus, Boston, MA 02115, USA
rebecca.vieira@childrens.harvard edu

Abstract
STUDY OBJECTIVE: We determine whether pediatric emergency physicians can use bedside ultrasonography to accurately identify hip effusions in
pediatric patients,

METHODS: This was a ive study conducted in the depariment (ED) of an urban tertiary care freestanding pediatric hospital. A
convenience sample of children younger than 18 years and who required hip ultrasonography as part of their ED evaluation was enrolled. Pediatric

hysicians with focused ul hic training performed bedside on patients ic and hips and
categorized the findings as "effusion” or "no effusion," according to a priori definitions. Physicians rated their confidence for each bedside
ultrasonographic result on a scale of 1 (not confident) to 5 (very confident). Bedside ultrasonographic results were compared with the radiology
department's ultrasonographic results, which were considered the criterion standard. Standard metrics ifivi ificity, and
positive and negative predictive values) were calculated.

RESULTS: Three physicians enrolled patients. Twenty-eight patients were enrolied, and 55 hips were studied. In all hips (both symptomatic and
bedside y had a sensitivity of 80% (95% interval [CI] 51% to 95%), a specificity of 38% (95% CI 85% to
99%), a positive predictive value of 92% (95% C! 62% to 89%), and a negative predictive value of 93% (95% C! 79% to 98%). In the 28 symptomatic
hips, bedside ultrasonography had a sensitivity of 85% (95% C! 54% to 97%), a specificity of 93% (95% Cl 66% to 99%), a positive predictive value of
92% (95% CI 60% to 99%), and negative predictive value of 88% (85% CI 60% to 98%). When physician self-rated confidence was high, the
itivity of bedside y in sy ic hips was 90% (95% Cl 54% to 99%), the specificity was 100% (35% CI 70% to 100%), the
positive predictive value was 100% (95% CI 3% to 100%), and the negative predictive value was 92% (35% CI 62% to 99%).

CONCLUSION: With focused training, pediatric emergency physicians were able to use bedside ultrasonography to identify hip effusions in pediatric
ED patients.




Rhume de hanche

Epanchement intra articulaire

Figure 9. Probe replacement for the anterior window of
the knee. The patella is the bony landmark for imaging
the suprapatellar bursa, which lies just deep to the
quadriceps tendon.

Figure 11. Alongitudinal view of the anterior knee dem-
onstrating an effusion (e) in the suprapatellar bursa
with a synovial polyp (S). The patella (PAT) can be seen.
This side-by-side view of montage extends the field of
view. (Also see Figure 1).

Epanchement intra articulaire

Figure 7. The anterior window of the hip in an oblique,
sagittal plane. The transducer should be placed parallel
to the long axis of the femoral neck.

Figure 8. Bilateral hips with an effusion (e) present in
the right hip adjacent to the femoral head (FH). The
thick hyperechoic, band-like structure overlying the ef-
fusion is the joint capsule. This effusion extends along
the entire length of the capsule.

Epanchement intra articulaire

Figure 12. The anterior tibiotalar recess is approached
in a longitudinal plane along the long axis of the tibia.
The foot should be dorsiflexed.

Figure 13. The anterior window of the ankle with the
probe is longitudinal to the tibia (TIB) at the articula-
tion of the talus and the tibia. Fluid is readily seen in
the anterior tibiotalar recess.




Rappel sur le but de I'EAU

Pertinence clinique et diagnostique
Gain temps et meilleur prise en charge
Facilité de réalisation et d’apprentissage

Intérét médico-économique

Autre lésion : Tendon ?

J Emero Mad. 2008 Oct:35(3).293-5. Epub 2007 Sep 17.
Ultrasound diagnosis of quadriceps tendon rupture.

LaRocco BG, Ziupko G, Sierzenski P.
Dopartmant of Emergency Medicine, Christiana Care Health Services, Newark, Delaware, USA.

Abstract

Quadriceps tendon ruptures are an uncommon knee injury, The di is is often d by a limited ination secondary to edema and
pain, the insensitivity of radiographs, and the unavailability of non-emergent magnetic resonance imaging. A delay in diagnosis and treatment has
been shown to cause significant morbidity, A case report of bilateral quadriceps tendon rupture is presented demonstrating the utility and ease of
bedside ulfrasound to rapidly confirm the diagnosis.

BMJ Cass Rep. 2013 Feb 7:2013. pi: ber2012008189. doi: 10.1136/ber-2012-008189.

Patellar tendon rupture: an ultrasound case report,
Berg K, Peck J, Boulger C, Bahner DP.
Ohio State University, Columbus, Ohio, USA.

Abstract
This article discusses a case in which ultrasound was the primary modality for diagnosis of fraumatic patellar tendon rupture. Traditionally, this
diagnosis has been made using MRI. This case highlights the growing need for emergency medicine physicians to become facile with bedside
i d and its indications as a suppl to traditional loskeletal ination. Normal and pathological patellar tendon examinations with
d in detal. Furth the ad of ult d over the more traditional imaging modalities of x-ray and MRI in cases

where tendon rupture is suspected are discussed,

Autre lésion : Tendon ?

Am J Emerg Med. 2012 Oct;30(8):1617-21. doi: 10.1016/].gjem.2011.11.004. Epub 2012 Jan 12.
Bedside ultrasound evaluation of tendon injuries.

Wu TS, Roque PJ, Green J, Drachman D, Khor KN, Rosenberg M, Simpson C.
Maricopa Medical Center, Department of Emergency Medicine, Phoenix, AZ 85008, USA.

Abstract
OBJECTIVE: The primary purpose of this study was to investigate the overall accuracy of bedside extremity tendon ultrasound performed by

inthe D . We also sought to Investigate whether or not bedside tendon ultrasonography can be used to
expedite the diagnosis and discharge planning in patients with suspected tendon injuries.

METHODS: This was a prospective study conducted at 2 academic level 1 trauma centers. Thirty-four patients were enrolled and underwent a
comprehensive physical examination of the injured extremity, followed by a bedside uftrasound evaluation to look for tendon disruption. Results of the
tendon ultrasound were compared against the findings seen during wound exploration in the emergency department, wound exploration in the
operating room, or results from an extremity magnetic resonance imaging (MRI).

RESULTS: There were 6 finger injuries, 11 hand injuries, 6 arm injuries, 6 forearm injuries, and 5 lower extremity injuries. Of the 34 total patients, 4
patients had partial tendon injuries, 8 suffered from 100% tendon laceration or rupture, and 21 had no tendon injury noted on exploration or MRI,
Bedside ul d had a sensitivity, specificity, and accuracy of 100%, 95%, and 97%, respectively. Physical examination had a sensitivity, speci

and accuracy of 100%, 76%, and 85%, respectively. Average time to bedside ultrasound was 46.3 minutes compared with 138.6 minutes for wound
irrigation and exploration, MR, or surgery consultation.

CONCLUSION: Bedside ultrasound is more sensitive and specific than physical examination for detecting tendon lacerations, and takes less time to
perform than traditional wound exploration techniques or MRI.

Autre lésion : Tendon ?

A sagittal image of the affected left knee the ruptured iceps tendon (T) attached to the superior pole of the patella (P).
Note the loss of linear fibers of the tendon, which is filled in by an effusion (*) anterior to the distal femur (F)

Figure 2

A sagittal image of the unaffected (normal) right knee clearly demonstrates the linear fibers of the quadriceps tendon (T) attached to the
superior pole of the patella (P) and anterior to the distal femur (F)




Autre lésion : Tendon ?

Am J Emerg Med. 2012 May;30(4):634.¢3+4. dol. 10.1016].ajem.2011.01.028. Epub 2011 Mar 15.

Point-of-care ultrasound diagnosis of acute Achilles tendon rupture in the ED.
Adhikari 8, Marx J, Crum T,
Department of Emergency Medicine, Universlty of Arizona Health Sciences Center, Tucson, AZ 85724, USA, stiadhikari@aol.com

Abstract

Patients with acute Achilles tendon Injuries from sport related activities are frequently seen in the emergency department (ED). Missed or delayed
diagnosis of an Achilles tendon rupture can result in significant patient morbidity. However, the diagnosis of an Achilles tendon rupture is not always
clear clinically. Physical examination maneuvers to assess for a tendon injury can be limited by pain and soft tissue swelling. Ultrasound has been
shown to be very sensitive in detecting an Achilles tendon rupture.We report a case of a 39-year-old woman who presented to the ED with severe left
ankle and leg pain. Her physical examination was limited by pain. However, a point-of-care ultrasound examination helped in making a prompt and
accurate diagnosis of acute Achilles tendon rupture, This case demonstrates that point-of-care ultrasound can be a useful diagnostic tool in the
assessment of patients with suspected Achilles tendon rupture, particularly when the physical examination is limited.

J Emarg Mad. 2611 Apr40(4):436-8. doi: 10.1016/} jememmed.2008.03.047. Epub 2008 Fab 6.

Ultrasound diagnosis of traumatic partial triceps tendon tear in the emergency department.

Sisson C, Nagdev A, Tirado A, Murohy M, Suner S.
Department of Emergency Medicine, Warren Alpert Medical School of Brown University, Rhode Isiand Hospital, Providence, Rhode Island, USA.

Autre Iésion : Ligaments

Aucune étude

Quels ligaments ?7?

Est ce que modification thérapeutique ?
Critére d’'urgence ?

Consommateur temps

EAU Tendon

Clinique le plus souvent suffisante, perte
de temps, expérience et sonde de plus
haute fréquence nécessaire

A réserver a des cas particuliers et dans
des mains expertes

Attente d’étude sur la pertinence et non
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Autre lésion : Calcification ?

* 2 Calcifitation Supraspinatus

. "t*~ o T Tendon

& Calcification

- b s

Supraspinatus Tendon

Greater Tubercle
of Humerus

Figure 3 Plain film radiograph of the proximal humerus with
Figure 1 Supraspinatus tendon calcification. supraspinatus tendon calcification.




