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Over the past decade, hospitalists have begun to
use point-of-care ultrasound (POCUS) to answer

focused diagnostic questions at the bedside. As ultra-
sound machines have become more compact and af-
fordable, access to this technology has increased. As
POCUS becomes more commonly used, many hospital-
ists are wondering whether they should learn how to
use this technology. Here, we present a few reasons
why more hospitalists are picking up POCUS.

DON'T MISS THE OBVIOUS
Adding POCUS is a simple way to improve the ac-

curacy of the bedside evaluation. Using POCUS makes
it much easier to detect important abnormalities. Tap-
pable pleural or pericardial effusions, large deep ve-
nous thrombi, and severe cardiac dysfunction are some
of the abnormalities that can be rapidly detected with
POCUS.

Consider a patient with a history of chronic ob-
structive pulmonary disease (COPD) and heart failure
who presents with shortness of breath. Because of diag-
nostic uncertainty, these patients often receive treatment
for both acute COPD exacerbation and decompensated
heart failure. However, pulmonary edema from heart fail-
ure and bronchoconstriction from COPD manifest very
differently on lung ultrasound (Figure), and hospitalists
can quickly make this distinction at the bedside with
POCUS. Lung ultrasound has been shown to offer similar
or even better diagnostic accuracy than chest radio-
graphs for pleural effusion, pulmonary edema, pneumo-
nia, and pneumothorax (1–3). Further advantages include
avoidance of ionizing radiation from x-rays or computed
tomography scans, as well as immediate availability of re-
sults. Not only is POCUS more sensitive than a chest ra-
diograph for diagnosis of pleural effusion, it can both
identify pleural fluid that is more likely to be exudative
and detect loculations—which has important therapeutic
implications.

POCUS can accurately detect lower extremity
deep venous thrombosis (DVT). A meta-analysis dem-
onstrated that POCUS, performed by emergency med-
icine physicians after brief training, had a pooled sen-
sitivity and specificity exceeding 95%. Compare this
with the traditional physical examination, where a dif-
ference in calf size greater than 2 cm is the most accu-
rate finding of DVT, with sensitivity and specificity of
only 63% and 70%, respectively. Every day, hospitalists
weigh the risks and benefits of starting anticoagulation
empirically versus waiting several hours for a radiology-
performed lower extremity DVT study. With POCUS,
hospitalists can avoid missing a large, obvious DVT and
make a better-informed decision at the bedside about
starting anticoagulation.

LESS TESTING, FEWER DELAYS
We hypothesize that increased diagnostic accuracy

at the bedside leads to less testing, fewer delays in
initiating appropriate management, and reduced harm
from inappropriate treatments. It stands to reason that
these benefits would translate into downstream effects
of decreased length of stay, resource utilization, and
health care costs. Emerging evidence supports this ar-
gument. For instance, a randomized controlled trial re-
cently found that lung ultrasound-guided diuresis by
internists in patients admitted with heart failure was as-

Figure. Ultrasound images of the lung showing A-lines
and B-lines.

Top. Acute exacerbation of chronic obstructive pulmonary disease
with bronchoconstriction is seen as a series of horizontal white lines,
called “A-lines.” Bottom. Acute cardiogenic pulmonary edema is seen
as several vertical, laser-like white lines, called “B-lines,” which ema-
nate from the pleural line.
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sociated with a shorter length of stay (4). In another
study, critical care physicians demonstrated that POCUS
decreased use of computed tomography in the inten-
sive care unit (5). We anticipate that future studies will
continue to find benefits of POCUS in a variety of clini-
cal settings.

BETTER PATIENT EXPERIENCE?
The effect of POCUS on patient experience has not

been well-studied. However, it draws hospitalists back
to the bedside, providing patients more time with their
physicians. It also stimulates additional communication
between physicians and patients. When physicians ex-
plain diseases to their patients using real-time ultra-
sound images, patients seem to understand their con-
dition better and the patient–provider relationship is
strengthened.

IS IT TIME FOR HOSPITAL MEDICINE TO FULLY

EMBRACE POCUS?
For invasive bedside procedures, including thora-

centesis, paracentesis, and central venous catheteriza-
tion, POCUS has become the standard of care. Thus,
many hospitalists have already embarked on the POCUS
journey. Now, it is time for hospitalists to embrace this
technology as the diagnostic standard for certain con-
ditions, particularly those that are common or potentially
lethal. As experience with POCUS grows and the technol-
ogy becomes more widely available, we expect it to be-
come a routine part of the bedside examination.

Fortunately, POCUS is relatively easy to learn. Most
medical students and internal medicine residents al-
ready receive some tutoring in this area. There are a
variety of training courses and educational resources
available for hospitalists who want to learn its use or
further enhance their skills. In fact, the Society of Hos-
pital Medicine now offers a certificate training course in
POCUS.

In conclusion, we believe that use of ultrasound by
hospitalists will continue to modernize the bedside evalu-
ation and streamline the diagnostic process. We encour-

age residency training programs to teach POCUS, prac-
ticing hospitalists to incorporate it into daily practice, and
hospitals and hospital medicine programs to provide
easy access to the necessary technology.
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