
No other imaging modality has the ability to diagnose certain
critical traumatic conditions as quickly or as accurately as a bed-
side ultrasound examination. Trauma surgeons in Europe, Canada,
and Japan have been utilizing diagnostic ultrasound as a routine
part of their evaluation of the injured patient for more than 20
years.1,2 More recently, emer-
gency physicians and trauma
surgeons in the United States
have adopted bedside ultrasound
as an important adjunct to their
clinical evaluation.3 Widespread
adoption of bedside diagnostic
ultrasound raises issues of train-
ing and credentialing, as well as
the reliance that should be
placed on bedside ultrasound
exams and their ability to obviate
the need for other diagnostic
tests, such as diagnostic peri-
toneal lavage or computed
tomography (CT) scanning.

The Focused Assessment with Sonography in Trauma (FAST)
is a bedside ultrasound examination used primarily by emer-
gency physicians and trauma surgeons to identify free intraperi-
toneal, intrathoracic, or pericardial fluid.4 This article will
describe the sonographic acoustic windows and technique of the

FAST examination. Understanding the sensitivity and specificity
of this imaging modality for various conditions and age groups is
necessary for the safe incorporation and integration of diagnos-
tic ultrasound in a trauma evaluation algorithm.

—The Editor
In general, emergency physi-

cians and surgeons performing
bedside ultrasound exams on
trauma patients are looking for
abnormal collections of fluid.
Since fluid has an unmistakable
appearance on ultrasound, it is
not surprising the literature con-
sistently has shown a high
specificity when free fluid is
identified.5,6 However, the fail-
ure to see free fluid on the ultra-
sound exam does not conclu-
sively rule out an injury.7 While
ultrasound has been shown to
be highly sensitive in the detec-

tion of intrathoracic fluid, it will pick up free intraperitoneal fluid
only about 80% of the time when fluid or other evidence of
injuries is demonstrated by other means.8 Moreover, ultrasound
should not be expected to identify retroperitoneal injuries or intes-
tinal perforations with minimal associated bleeding.7
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An important segment of the FAST exam is examining the
heart for pericardial fluid. Long before emergency physicians and
surgeons began performing FAST exams, ultrasound was consid-
ered the preferred gold standard imaging modality when hemo-
pericardium was suspected. Emergency physicians and surgeons

trained to perform FAST exams have demonstrated a sensitivity
of 100% and specificity of 97% in looking for hemopericardium.9

The advantage of having this imaging modality readily available
for use by the clinician evaluating the trauma patient is the short-
ened time to diagnosis and subsequent treatment. Plummer
demonstrated a decreased time from presentation to treatment of
hemopericardium from a baseline mean of 42.4 minutes to 15.5
minutes in patients presenting to an urban trauma center with pen-
etrating thoracic injuries when emergency physicians and sur-
geons routinely performed a focused ultrasound exam of the
heart.10 Moreover, properly trained physicians armed with ultra-
sound capability will examine more low-risk patients than their
colleagues who do not possess this skill, since the cost and incon-
venience of obtaining the study are reduced significantly by elimi-
nating the need to call in a technician. Lowering the barrier to
studying patients with thoracic trauma undoubtedly improves
diagnostic accuracy, since the classic triad of distended neck
veins, muffled heart tones, and hypotension is seen in only 40%
of patients with hemopericardium.9

Physicians performing ultrasound examinations on children
have long noticed the relative ease in visualizing the anatomy in
the pediatric population. Children tend to have less fat, making
it easier to clearly image intra-abdominal solid organs.11 Addi-
tionally, performing a bedside ultrasound exam rarely requires
the sedation that may be needed, at times, to perform a CT scan.
However, the literature has shown a lack of sensitivity for ultra-
sound in detecting intra-abdominal injuries in the pediatric pop-
ulation. While the specificity remains high if free fluid is identi-
fied on a FAST exam, the literature reports sensitivities as low
as 30% in this population.12,14 Physicians utilizing bedside ultra-
sound in evaluating pediatric trauma must be cognizant of this
lack of sensitivity in developing evaluation algorithms. 

Diagnostic ultrasound particularly can be helpful in the evalu-
ation of the pregnant trauma patient.13 While it lacks the sensitiv-
ity of CT scanning, the lack of ionizing radiation may seem like
an attractive trade-off to both the clinician and patient. Addition-
ally, the ultrasound exam readily may demonstrate the presence
of fetal cardiac activity or movement.15 However, bedside ultra-
sonography by emergency physicians and surgeons should not be
used to evaluate the placenta or to rule out uterine rupture.

Finally, emergency physicians and surgeons initiating the use
of FAST exams in their trauma algorithm should be aware of the
learning curve before dispositioning patients based on their ultra-
sound examinations and interpretations. The novice sonologist
undoubtedly will not match the sensitivities and specificities
quoted in this article.1 The wise clinician will take a formal
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Table 1. Clinical Indications for the FAST Exam

• Blunt abdominal trauma (BAT)
• Penetrating thoracic/abdominal trauma
• Unexplained hypotension in the trauma patient
• Evaluation of the pregnant trauma patient

Table 2. FAST Windows

• Subxiphoid (cardiac window) “subcostal”
Optional: Parasternal long axis

• Right upper quadrant (Morison’s pouch)
• Left upper quadrant (splenorenal view)
• Suprapubic window



course, including hands-on training, and then perform a signifi-
cant number of “learning” studies, comparing their findings to a
gold standard imaging procedure.16 Only after the clinician’s
ultrasound exams have a high concordance with the concurrent
gold standard exam should the bedside exam be utilized in clini-
cal decision-making. In our experience of training residents and
attending emergency physicians and surgeons, the learning curve
is highly variable.

Trauma Ultrasound Imaging Technique
The FAST exam is a rapid ultrasound examination utilizing

four sonographic windows in an effort to identify the presence or
absence of free fluid in three anatomical areas (pericardium,
pleural, and peritoneum) of the body. The purpose of this sono-
graphic examination in the acutely traumatized patient is to rap-
idly identify a patient’s most life-threatening injuries.20 There are
several advantages to utilizing ultrasound compared to other tra-
ditional imaging modalities in the initial evaluation of the trauma
patient. The examination can be performed very rapidly; it can be
accomplished at the patient’s bedside; it is safe in pregnant
patients; serial examinations can be entertained to detect ongoing
bleeding; and the true costs are relatively inexpensive.21 Ultra-
sound, however, never will completely replace the need for other
imaging studies in selected trauma patients. It has a limited role
in evaluating specific solid organ injuries, diaphragmatic tears, or
retroperitoneal injuries. Although we firmly believe that all
acutely injured trauma patients with injuries sustained to the tho-
raco-abdominal region have indications for a FAST scan, the
specific clinical indications for a FAST scan in the trauma patient
are outlined in Table 1.

Transducers
There is no single best transducer for imaging the trauma

patient. The majority of sonologists evaluating trauma patients
are using a microconvex transducer. In the trauma setting, a sin-

gle microconvex probe is fast, easy, and inexpensive. The main
advantage of the microconvex is that the footprint of the trans-
ducer can fit very easily between the ribs when evaluating the
upper quadrants and the heart. An alternative approach is a larger
convex probe to evaluate the upper quadrants and the suprapubic
window, and a phased array transducer or microconvex to inter-
rogate the heart. Although the larger convex probe will have
superior image resolution in the abdominal component of the
FAST examination, the large size of its footprint limits its use in
evaluating the heart.

Sonographic Windows
The FAST exam makes use of four sonographic windows

(see Table 2) in which the sonologist rapidly can evaluate the
acutely injured trauma patient. We recommend that every
sonologist adhere to a methodical, systematic approach when
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Figure 1. Subcostal Image of Traumatic
Hemopericardium

Figure 2. Subcostal Image of Hypovolemic
Heart

This image shows hypovolemia. The right and left ventricles are
collapsed.

Figure 3. Subcostal Image of Dilated 
and Hypodynamic Heart
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performing this or any other ultrasound examination. By
repeatedly performing the examination in the same sequence,
and obtaining all the necessary information for each window,
one can significantly reduce operator error. This section will
review the four windows of the FAST exam, including an
optional cardiac window: the parasternal long axis. Each of the
four FAST sonographic windows described in detail below will
review the following:

• Transducer Positioning. The location on the surface of
the patient’s body where the ultrasound probe typically is posi-
tioned to obtain a window to the organs of interest is described.
Most trauma patients arrive via emergency medical services
(EMS) on a gurney in a supine position. Often, cervical spine
precautions are taken, and the patient arrives with a cervical
collar and backboard. In an ideal scanning situation, a sonolo-
gist likely would reposition the patient to obtain the best possi-
ble window. This frequently is not possible in the acutely
injured trauma patient. Therefore, the FAST windows summa-
rized below will be described and illustrated assuming a supine
position. 

• Sonographic Landmarks. In each FAST window that is
obtained, the sonographic information for the anatomical area
of interest should be identified and documented in each
image.

• Schematic Diagrams. To identify anatomical landmarks
and pathological conditions within each FAST window, line art
drawings are provided that correspond to the images obtained
from each of these four windows.

• Interpretation of Pathological Findings. Each of the FAST
windows includes post processing text annotation and symbols to
illustrate abnormal findings. 

• Common Pitfalls. Each of the FAST windows described
addresses specific pitfalls common to the novice sonologist inter-

rogating the trauma patient. Knowledge of these particular pit-
falls points out the importance of sonographic landmarks and
defining organ boundaries.

Fast Window No. 1: Subxiphoid (Subcostal) View 
of the Heart

In the subxiphoid view, the transducer is placed in the epigas-
tric region of the patient’s body. The probe is positioned under
the xiphoid process of the sternum and directed toward the left
shoulder. The sonographic landmarks of the subxyphoid window
are the liver, the heart and its four chambers, and the surrounding
pericardium.

Pathological Findings. Hemopericardium. Sonographically,
blood within the pericardial space will appear anechoic between
the hyperechoic pericardium and the epicardium of the heart.
(See Figure 1.)
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Figure 4. Hemopericardium

Fluid accumulation in the pericardial space visualized from the
parasternal long axis view of the heart. Anterior to the right ven-
tricle*, posterior to the left atrium, and anterior to the descending
aorta (Dao)**.

Figure 5. Schematic Diagram of Morison’s
Pouch

Morison’s
pouch

Figure 6. Hemoperitoneum

A coronal image of the right upper quadrant reveals free fluid
(FF) in Morison’s pouch.

Pericardial fluid *
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Gross Wall Motion Abnormality. The overall contractility of
the heart vs a normal subject. Although still images will not illus-
trate the gross wall motion abnormality, the overall chamber
sizes are compared with normal-sized chambers. A hyperdynam-
ic and contracted heart often will parallel hypovolemia. (See Fig-
ure 2.) A hypodynamic and dilated heart (see Figure 3) may
reveal a cardiac precursor to the traumatic event. This finding
drastically may change management (fluid volume) of the trau-
matic hypotensive patient.

Pitfalls. Transducer Surface Position. The novice sonologist
commonly will direct the probe perpendicular to the surface
(aiming at the patient’s mid-back) rather than toward the patient’s
left shoulder. To visualize the heart from the subxyphoid posi-
tion, the probe will assume a nearly horizontal plane. By posi-
tioning the transducer cord within the palm of one’s hand, it is
easier to get to a horizontal position. If the common grasp of the
probe positions the cord between the extensor surface of thumb
and index finger, the heel of one’s hand may interfere with plac-
ing the probe in a horizontal plane.

Heart Borders. Another common pitfall is having the depth or
range of the ultrasound system set too shallow. This leaves only a
portion of the heart visualized. As with any ultrasound applica-
tion, the organ of interest needs to have its borders defined. It is
better to have the default setting of the depth or range set too far
(with the organ of interest visualized in near field) than too shal-
low (with the organ of interest cut off in far field). 

Fast Window No. 1 (Optional): Parasternal View 
of the Heart

In the optional parasternal view, the transducer is placed in
the 4th or 5th intercostal space just left of the sternum. The
probe is positioned perpendicular to the chest with the indicator
directed toward the right shoulder. The sonographic landmarks
of the parasternal window are the right and left ventricles of the
heart, the left atrium, the aortic outflow tract, and the surround-
ing pericardium. 

Pathological Findings. Hemopericardium. Sonographically,
blood within the pericardial space will appear anechoic between the
hyperechoic pericardium and the epicardium of the heart. This typi-
cally is best visualized inferior to the left ventricle. (See Figure 4.)

Pitfalls. Transducer Surface Position. The parasternal view
can be difficult to obtain in a supine patient. Closely spaced ribs
and lung interposed between the transducer and the heart chal-
lenge the sonologist. If the clinical situation permits, elevating
the head of the bed and rolling the patient on his left side can aid
in obtaining a better window. A phased array transducer (small
footprint, electronically fired and steered), if available, can make
tight spaces much easier to maneuver. 

Image Interpretation. Occasionally, a large pleural effusion
can mimic a pericardial effusion from a parasternal long axis
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Figure 8. Hemothorax

A coronal plane of the right upper quadrant reveals a large ane-
choic region (FF) superior to the diaphragm.

Figure 9. Rib Artifact

The two centimeter vertically oriented hypoechoic region (shad-
ow) originates from one of the ribs.

Figure 7. Large Hemoperitoneum

A coronal image of Morison’s pouch reveals a large intraperi-
toneal fluid collection.*

*

Rib

L

FF



approach. The key landmark is the descending aorta. (See Figure
4.) Fluid anterior to the descending aorta is in the pericardial
space. Fluid posterior to the descending aorta is in the pleural
space. As with any abnormality found on ultrasound, documenta-
tion in another plane strengthens the diagnosis. 

Fast Window No. 2: Right Upper Quadrant 
(Morison’s Pouch)

In the right upper quadrant view, the transducer is placed more
or less between the 11th and 12th ribs in the mid-axillary line with
the indicator of the probe directed toward the right axilla, slicing
the body into a coronal plane. Depending upon the patient’s anato-
my or body habitus, the probe might be positioned slightly more
cephalad, caudal, anterior, or posterior to obtain the best window
of Morison’s pouch. The sonographic landmarks of the right upper
quadrant window are the liver, kidney, and diaphragm. (See the
comparison view of schematic diagram, Figure 5.)

Pathological Findings. Hemoperitoneum. Blood within the
abdominal cavity is sonographically apparent as an anechoic (jet
black) region between the liver and right kidney. (See Figures 6
and 7.)

Hemothorax. Blood within the chest cavity is sonographically
apparent as an anechoic (jet black) region superior to the
diaphragm. (See Figure 8.)

Pitfalls. Transducer Surface Position. Although a coronal
plane is described above for the right upper quadrant view, ribs
(see Figure 9) and gas commonly frustrate the novice sonologist.
By rotating the probe so it lies parallel to the ribs within the
intercostal space, nuisance shadow artifacts from the ribs can be
excluded. Also, by utilizing the liver as an acoustic window, we
can minimize the amount of attenuation (progressive weakening)
the sound beam encounters in its round trip from the probe.

Fast Window No. 3: Left Upper Quadrant
(Splenorenal View)

In the left upper quadrant view, the transducer is placed
between the 10th and 11th ribs in the posterior-axillary line with

the indicator of the probe directed toward the left axilla, slicing the
body into a coronal plane. The sonographic landmarks of the left
upper quadrant window are the spleen, kidney, and diaphragm.
(See the comparison view of schematic diagram, Figure 10.)

Pathological Findings. Hemoperitoneum. Blood within the
abdominal cavity is sonographically apparent as an anechoic (jet
black) region adjacent to the spleen either subdiaphragmatic or
within the splenorenal recess. (See Figure 11). Occasionally, it
can be isolated just inferior to the kidney in the paracolic gutter.

Hemothorax. Blood within the chest cavity is sonographically
apparent as an anechoic (jet black) region superior to the
diaphragm. 

Pitfalls. Transducer Surface Position. In general, the inexperi-
enced sonographer typically positions the probe at a level similar
to that with which he had success in the right upper quadrant
(11th intercostal space in mid-axillary line). Unfortunately, this
frequently leads to poor image acquisition due to the location of
the splenic flexor of the transverse colon and the stomach. When
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Figure 12. Schematic Image of Female
Pelvis—Sagittal View

Figure 11. HemoperitoneumFigure 10. Schematic Drawing of Left Upper
Quadrant
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examining the left upper quadrant, the probe typically needs to
be positioned more cephalad and posterior than the right upper
quadrant window.

Fast Window No. 4: Pelvic (Suprapubic View)
In the suprapubic view, the transducer is placed just superior

to the pubic bone and tilted slightly caudal to visualize the true
pelvis. The pelvis commonly is interrogated in both a longitudi-
nal and transverse plane. Our initial choice is to start with a lon-
gitudinal approach and then move to a transverse plane. In the
longitudinal view, the indicator of the probe directed toward the
patient’s navel, slicing the body in a midline sagittal plane. To
better understand the anatomy of the captured still image, imag-
ine a frozen section of the patient’s body sliced in half from the
nose through the perineum, and the right side of the body
removed. If the remaining left side was visualized through a tri-
angular frame over the pelvis, the left side of the screen would be
toward the patient’s head and the right side toward her feet. The
sonographic landmarks for the longitudinal suprapubic window
of the pelvis are the bladder, uterus (or prostate), and rectum.
(See comparison view of longitudinal suprapubic schematic dia-
gram, Figure 12.) In the transverse view of the pelvis, the indica-
tor is directed toward the patient’s right iliac crest, slicing the
body into an axial plane. When viewing the image on the moni-
tor, the left side of the screen represents the patient’s right side of
the body, and the right side of the screen represents the patient’s
left side (similar to CAT scans). The sonographic landmarks of
the pelvis through a transverse window are the bladder and
uterus or prostate. (See the comparison view of schematic dia-
gram, Figure 13.)

Pathological Findings. Hemoperitoneum. Blood within the
pelvic cavity is sonographically apparent as anechoic (black)
region between the rectum and uterus or prostate. (See Figure 14.)
In the female patient, fluid also can be visualized between the
uterus and bladder (anterior cul-de-sac). (See Figure 15.) Bowel

commonly is found floating in fluid superior and posterior to the
bladder. (See Figure 16.)

Pitfalls. Transducer Surface Position. The most common pit-
fall in the pelvic view is placing the transducer too superior to the
pubic symphysis and not angling it inferiorly into the pelvis. If
the bladder is full, it also will provide a better sonographic win-
dow into the pelvis. 

Discussion
Utilization of bedside ultrasound by emergency physicians and

trauma surgeons has the potential to improve patient outcomes at
a lower cost. However, used inappropriately, it could paradoxical-
ly delay diagnosis if the unwary practitioner puts false reliance on
a study that inherently lacks sensitivity or fails to show pathology
because of the inexperience of the physician sonographer. Physi-
cians utilizing bedside sonography must use it as one of several
tools available in the evaluation of the trauma patient. Ultrasound
examination of the heart and chest is highly sensitive in detecting
pericardial fluid or hemothorax. Ultrasound examination of the
abdomen is only about 80% sensitive in detecting free intraperi-
toneal fluid, and worthless in the search for intestinal perforations.
However, sensitivities quoted in the literature are unlikely to be
achieved by the novice sonographer. Consequently, the following
approach is recommended for physicians wishing to add diagnos-
tic ultrasound to their armamentarium:

1. Take a formal course designed for physicians initiating the
use of bedside ultrasound in their emergency medicine practice.
Such a course should cover basics of ultrasound, including some
principles of physics and “knobology” (enough to assist in
understanding the picture generated and how to improve it).

2. Perform bedside ultrasound on trauma patients as a part of
the routine examination. However, during this “training phase,”
no disposition decisions should be based on the ultrasound exam.
Rather, the novice sonographer should maintain a log in which
he compares his findings on ultrasound with a concurrent gold
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standard study, such as CT scan or diagnostic laparotomy. 
3. When the new sonographer has enough experience with the

ultrasound machine such that she can perform a FAST exam in
fewer than five minutes, and has a high concordance with con-
current studies, she is ready to incorporate this imaging modality
into her trauma evaluation protocols.

The following protocols are recommended for the FAST
examination:

1. All multi-trauma patients should receive a FAST examina-
tion as part of the initial assessment, if their vital signs permit.
The FAST examination should not be performed on unstable
patients with clinical indications requiring operative interventions.

2. Patients with positive findings on the FAST examination
should have appropriate treatment or follow-up exams. For
instance, a patient with penetrating trauma whose FAST exami-
nation shows a large pericardial fluid collection should be taken
to the operating room for exploration and a pericardial window.
Patients with blunt trauma and stable vital signs may undergo an
abdominal CT after peritoneal fluid is demonstrated on the FAST
examination. This will allow further delineation of the injury,
which is helpful in determining the need for surgery.

3. Patients with stable vital signs and negative FAST studies
should have further diagnostic studies based on other clinical cri-
teria, such as mechanism of injury, past medical history, and
findings on serial physical exams.

Finally, no discussion of ultrasound by a non-radiologist can
ignore the politics of this situation. A jaded view would be that
radiologists are the chief opposition to the use of ultrasound by
emergency physicians and trauma surgeons because of the eco-
nomic threat this paradigm shift poses. However, we are con-
vinced the radiologists’ motive in voicing concerns is quality
based. Emergency physicians and trauma surgeons who present a

thoughtful plan for training and quality assurance are likely to
find support from the administration, physician colleagues, and
frequently the radiologist. The scope of the questions answered
by the surgeon performing a FAST examination should be limit-
ed and dichotomous: “Is there pericardial fluid present? Is there
free peritoneal fluid?” The savvy emergency physician or trauma
surgeon will answer these questions only when the findings are
clear. Patients whose exams are technically difficult or who have
unclear findings will have their FAST examinations ignored with
further testing performed in the radiology suite as clinically indi-
cated. Taking this conservative approach will minimize any clini-
cal errors while allowing many patients to benefit from the expe-
dited care catalyzed by the performance of bedside ultrasound by
the treating physician.
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Physician CME Questions
Effective with this issue, Emergency Medicine Reports is

changing its testing procedure. You will no longer need to return a
Scantron answer sheet to earn credit for the activity. Please
review the text, answer the following questions, check your
answers against the key on the following page, and then review
the materials again regarding any questions answered incorrectly.
To receive credit for this activity, you must return the CME evalu-
ation that will be supplied twice per year (in June and Decem-
ber). For further information, refer to the “CME Instructions.”

This testing procedure has proven to be an effective learning
tool for adults. If you have any questions about the new testing
method, please contact Customer Service at 1-800-688-2421. 

21. The acronym FAST stands for:

A. Focused Abdominal Survey in Trauma.

B. Focused Abdominal Sonography in Trauma. 

C. Fast Accurate Surgery in Trauma.

D. Focused Assessment with Sonography in Trauma.

22. When performing the FAST examination, the standard number of

windows that provide the most information about the patient is:

A. 3.

B. 4.

C. 5.

D. 6.

23. What does the FAST examination primarily look for?

A. Hyperechoic areas

B. Anechoic areas

C. Hemoechoic areas

D. Hypoechoic areas

E. Isoechoic areas

24. All multi-trauma patients should receive a FAST exam as part of the

initial assessment if their vital signs permit.

A. True

B. False

25. What is the primary purpose of sonographic examination of the

abdomen in trauma?

A. To identify and classify specific organ injury

B. To obviate the need for a CT scan

C. To detect free peritoneal fluid

D. To detect abdominal aortic aneurysms

26. The primary ultrasound trauma windows include the:

A. cardiac, LLQ, RLQ, and Morison’s pouch.

B. LUQ, cardiac, RUQ, and suprapubic.

C. LUQ, RUQ, cardiac, and stomach.

D. RUQ, cardiac, anterior cul-de-sac, and LLQ.

January 27, 2003/Emergency Medicine Reports 29

CME Instructions

Physicians participate in this continuing medical education
program by reading the article, using the provided references
for further research, and studying the questions at the end of the
article. Participants should select what they believe to be the
correct answers, then refer to the list of correct answers to eval-
uate their knowledge. To clarify confusion surrounding any
questions answered incorrectly, please consult the source mate-
rial. After completing this activity, you must complete the eval-
uation form that will be provided at the end of the semester and
return it in the reply envelope provided to receive a certificate of
completion. When your evaluation is received, a certificate will
be mailed to you.



27. The suprapubic view included in the FAST examination is best 

performed:

A. when the bladder is empty.

B. from the right lower quadrant.

C. when the bladder is distended.

D. from the left lower quadrant.

28. What is the main advantage to utilizing ultrasound compared to other

traditional imaging modalities in the initial evaluation of the trauma

patient?

A. Ultrasound is more sensitive than CT scan.

B. Serial examinations can be obtained.

C. Ultrasound can be performed rapidly at the bedside.

D. Ultrasound images can be transferred via the Internet.

29. Ultrasound has a limited role in evaluating:

A. specific solid organ injuries.

B. retroperitoneal injuries.

C. diaphragmatic tears.

D. All of the above

30. Pericardial fluid is best seen:

A. from a lateral chest x-ray.

B. from a subcostal ultrasound window.

C. from a PA chest x-ray.

D. from a suprasternal ultrasound window.

CME Answers
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discussed;

• apply state-of-the-art therapeutic techniques (including the 
implications of pharmaceutical therapy discussed) to 
patients with the particular medical problems discussed; 

• understand the differential diagnosis of the entity 
discussed; 

• understand both likely and rare complications that may 
occur;

• and provide patients with any necessary discharge instructions.
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Dear Subscriber:

As you know, the American Board of Emergency Medicine (ABEM) recently has changed its requirements
for board recertification to include a self-assessment program and test based on selected reference arti-
cles. We know that you value Emergency Medicine Reports as a resource for keeping up with the latest
advances in emergency medicine as well as for earning continuing medical education credits. We are
aware of the new ABEM requirements and are working diligently to make sure that Emergency Medicine
Reports covers the required topics in advance of each year’s self-assessment exam. We'll publish articles
on the required topics in time to meet the submission deadlines to be considered for the self-assessment
exam reference lists. For example, topics required for the exam in 2005 will be covered in Emergency
Medicine Reports in 2003. Although we are not involved in creating the reference list, we will do everything
we can to help you prepare for the board’s self-assessment tests.

Our commitment to helping you meet your recertification requirements makes your subscription to
Emergency Medicine Reports even more valuable. We will continue to bring you all of the great information
and resources you have come to expect. These include the latest emergency medicine information every
two weeks; Rapid Reference Cards in every issue; access to EMRonline for electronic versions of the
newsletter, archived issues, and numerous other resources; and useful supplements such as Trauma
Reports and Emergency Medicine Specialty Reports. Emergency Medicine Reports also will continue to
provide you with up to 60 hours of Category 1 AMA credit, up to 60 hours of ACEP credit, up to 60 hours of
AAFP credit, and up to 52 hours of Category 2B AOA credit each semester. Plus, the free supplements
mentioned above offer valuable specialty and trauma credits.

While Emergency Medicine Reports plays no role in the certification requirements for emergency medicine
physicians or the self-assessment program instituted by ABEM, we will make every effort to ensure that the
premier newsletter for emergency physicians continues to meet your changing needs. 

Sincerely,

Brenda L. Mooney
Vice President and Group Publisher
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Clinical Indications for FAST Exam

• Blunt abdominal trauma (BAT)
• Penetrating thoracic/abdominal trauma
• Unexplained hypotension in the trauma patient
• Evaluation of the pregnant trauma patient
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This image shows hypovolemia. The right and left ventricles are
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A coronal image of Morison’s pouch reveals a large intraperi-
toneal fluid collection.*
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A coronal plane of the right upper quadrant reveals a large ane-
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Fluid accumulation in the pericardial space visualized from the
parasternal long axis view of the heart. Anterior to the right ven-
tricle*, posterior to the left atrium, and anterior to the descend-
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