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32-year-old Unresponsive

Gasping respiration
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32-year-old PRIMARY SURVEY 

Pulse and BP – Not Recordable

Monitor showed organized cardiac activity @ 32/min

Rhythm identified as – PEA



Emergency Medicine
Dr. D. Y. Patil Medical College, 
Hospital & Research Center

32-year-old PRIMARY SURVEY 
PEA

CPR started according to standard ACLS protocol 

ROSC achieved after 5 cycles of CPR

Intubated
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32-year-old PRIMARY SURVEY 
PEA

Intubated
Post ROSC- Pulse 170/min  BP      
50/30mmHg

INJ NORADRENALINE 8mg in 50cc NS @ 
20ml/hr

RR – 35/min and SPO2 – 75% on 100%Fio2 at 
5 PEEP

Chest was clear
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32-year-old PRIMARY SURVEY 
PEA

Intubated
Hypoxia, Hypotension
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32-year-old PRIMARY SURVEY 
PEA

Intubated
Hypoxia, Hypotension

Xray normal
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32-year-old PRIMARY SURVEY 
PEA

Intubated
Hypoxia, Hypotension

Xray normal
Sinus Tachy, S1T3
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32-year-old PRIMARY SURVEY 
PEA

Intubated
Hypoxia, Hypotension

Xray normal
Sinus Tachy, S1T3

RA+RV dilated

Mc Connell’s sign +ve
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32-year-old PRIMARY SURVEY 
PEA

Intubated
Hypoxia, Hypotension

Xray normal
Sinus Tachy, S1T3

RA+RV dilated

Mc Connell’s sign +ve

DVT
Metabolic acidosis with respiratory acidosis
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32-year-old

PEA

Intubated
Hypoxia, Hypotension

Xray normal
Sinus Tachy, S1T3

RA+RV dilated

Mc Connell’s sign +ve

Metabolic acidosis with respiratory acidosis

SAMPLE 
Breathlessness and chest heaviness 1 hour ago

Unresponsiveness since 10 min.
Past – smoker and alcoholic 
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32-year-old

PEA

Intubated
Hypoxia, Hypotension

Xray normal
Sinus Tachy, S1T3

RA+RV dilated

Mc Connell’s sign +ve

DVT
Metabolic acidosis with respiratory acidosis
Breathlessness, chest pain, smoker

PE
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 Fibrinolysis with INJ TENECTEPLASE 35mg IV STAT was done.
 INJ CLEXANE 1mg/kg SC was given.
Noradrenaline requirement decreased.
Oxygenation improved.
GCS improved from 3/15 to 10T/15.
Was extubated and shifted to RICU
Discharged successfully.
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 Accounts for 8% to 13% of unexplained cardiac arrests.1,2

 Very high mortality(52%) in patients who are hemodynamically 
unstable.3,4

DISCUSSION
Massive pulmonary embolism
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 It allows for rapid diagnostic assessment that can guide therapy for 
time-sensitive, critically ill patients.

2D ECHO
 Right heart strain (RA/RV dilated,RV>LV)
 Bowing of interventricular septum into the left ventricle.
 Right ventricular systolic dysfunction.
 McConnell’s sign:- The most specific finding at 94% and is defined as 

right ventricular free wall akinesia with sparing of apex.5

 5
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DVT screening 

 When performed by trained ultrasonographers(sensitivity and 
specificity-96%),and by trained emergency physicians 
(sensitivity-96.1%,specificity-96.8%).6
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Age
Obesity
Pregnancy and post partum 
state
Prior VTE
Solid cancers
Hematologic disorders

Thrombophilia
Recent surgery or major 
trauma
Immobility
Bed rest
Smoking
Long distance travel
Estrogen

mmmm

M,
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RISK SRATIFICATION

Clinical gestalt 

Well’s score

Simplified Geneva scoring

PERC criteria
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EVALUATION OF    
SUSPECTED PE
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 Thrombolysis in hemodynamically unstable patients and during 
ongoing arrest can decrease mortality and improve survival in 
case of massive PE.

 The current Advanced Cardiac Life Support and American Heart 
Association guidelines suggest that thrombolytics should be 
considered for cardiac arrest due to presumed PE.7,8
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TAKE HOME MESSAGE

Pulseless electrical activity during cardiac arrest portends a
poor prognosis.

Clinical gestalt should be towards PE in case of
undifferentiated cardiac arrest with pulseless electrical
activity.

POCUS is a very important screening tool to diagnose such
cases, so that early treatment can be initiated.
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