RUSH it - Point of Care Ultrasound as a Crucial Diagnostic Tool: Case Report
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* Transported to the OR- Unfortunately, blood loss was extensive and * The RUSH (Rapid Ultrasound for Shock and Hypotension) protocol is a quick and easy More information can be found

although the emergency abdominal aortic aneurysm repair was performed, T | ultrasound protocol that helps to differentiate between the different types of shock in the full article (see QR code) [=]5 -
our patient died of uncontrolled bleeding through the ruptured wall. i and identify the underlying cause [3]. SC#H\I ME

aneurysm with a circumferential thrombus and 3.3X8.2 cm para-
aneurysmal fluid collection.

* Immediately after the CT the patient collapsed at the ED, underwent
resuscitation and emergency thoracotomy with aortic cross clamp.
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