Fulfilling the Potential of Point-of-Care Ultrasound in Hospital Medicine
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he enthusiasm surrounding point-of-care ultrasound

(POCUS) is clear and well founded. POCUS is a pow-

erful tool that produces valuable diagnostic infor-

mation for common and important clinical problems
faced by hospitalists, such as pneumonia, soft-tissue infec-
tions,! and myriad other applications. It can inform the eval-
uation and management of complex clinical problems such
as dyspnea.? Beyond its diagnostic potential, POCUS is well
known to improve common procedures performed by adult
and pediatric hospitalists by improving success rates and de-
creasing complications.

Excitement surrounding this technology continues to grow
among hospitalists, leading to a proliferation of high-quali-
ty educational programs over the last 5 years. Most notable
among these offerings has been the more comprehensive
training available through the Society of Hospital Medicine
(SHM) certificate-based pathway, though many other strong
options exist, including institution-based curricula, such as the
HealthPartners CHAMP program,® and pediatric-focused pro-
grams. Growth in training is also occurring among medical stu-
dents and residents. As of a 2012 survey, the majority (51%) of
US medical schools had begun to weave ultrasound into their
curricula,* and this growth is also occurring in internal medicine
and pediatric residency programs.’

Given the high potential for this technology and the growth
in interest, it is an excellent time to pause and review some of
the challenges faced by practitioners, hospitalist groups, and
educators seeking to optimize POCUS implementation. A de-
liberate approach to POCUS education, the development of
shared standards for high-quality use, and an ongoing dedica-
tion to develop specialty-specific practices will largely deter-
mine how much of this potential is fulfilled.

The largest challenge is likely to be educational. Educat-
ing clinicians to be able to integrate POCUS into practice is
a complex, multistep process requiring not only an adequate
core of didactic training and access to machines, but also the
structured opportunity to develop rudimentary hands-on skills.
Such initial training should be followed by continued practice
and feedback as developing POCUS users progress toward in-
dependent practice. The study by Kumar et al.® reaffirms that
brief didactic lectures and access to machines are necessary,
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but they are clearly insufficient for learners to be able to use
POCUS independently for a wide variety of applications. Their
intervention also contrasts markedly with the 20 hours of di-
dactics and 150 supervised scans recommended by the Ameri-
can College of Emergency Physicians prior to independent use
for a core of six applications.’

Shared standards for education, use, and oversight will be
crucial to fulfilling the potential of POCUS within hospital med-
icine. Our belief is that much can be learned from the thought-
ful approach taken during the development of POCUS as a
mainstream tool in emergency medicine in the early 2000s. In
this approach, emergency physicians determined a sufficient
and achievable standard of training for core POCUS applica-
tions, which was widely adopted. Based on completion of this
training, physicians who were required to complete credential-
ing from their hospitals were widely able to achieve it, without
any need for external certification. Emergency medicine guide-
lines further mandated the documentation of examinations
and the creation of an exam report, features that improve clini-
cal communication and facilitate quality improvement. Quality
assurance processes that reviewed images and clinician inter-
pretations were established as mandatory, which they should
be in hospital medicine. Evidence was produced as to which
exams physicians could do reliably with this focused training
and which they could not. In the context of these thoughtful
constructs, lawsuits have been noted to be exceedingly rare;
and when they do occur, they have typically been for the failure
to use POCUS rather than the converse.®

While many of these precepts deserve replication, others
should also be modified to reflect changes in technology,
medical education, and medical practice over the last 20 years
and to improve upon this base of success. For example, with
POCUS training now appearing in many medical school and
residency curricula, training paradigms for both residents and
attendings will need to accommodate a wider range of in-
coming skills. Emphasis should continue to be shifted toward
competency-based assessments and entrustment and away
from a fixed training time or exam number threshold. Import-
ant financial aspects have also changed. The cost of practical
machines has dropped considerably, and medicine is shifting
away from a fee-for-service model. While it remains appro-
priate that physicians may bill for POCUS examinations, it is
likely that improved diagnosis, improved throughput, and a
reduction in complications will yield greater value and should
be the emphasis of cost/value discussions.” Finally, while hos-
pitals may impose credentialing, this process can also create a
burden not present for most other noninvasive skills and may
deter appropriate use. If this approach is chosen by a hospital,
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requirements should ideally remain modest, and as these skills
become more widespread, POCUS should ultimately be built
into board examinations and core credentialing.’

Thoughtful and concerted effort will be required by hospital-
ist leaders, educational innovators, and professional societies
in developing POCUS to best serve hospitalists and their pa-
tients. This work has already begun. For example, in 2019 SHM
offered a position statement outlining important aspects such
as current evidence-based applications, training pathways,
quality assurance, and program management.’ These recom-
mendations should guide both adult and pediatric hospitalists.
The Alliance for Academic Internal Medicine offered a similar
position statement for resident training."" Interest groups are
growing in numerous professional societies, which will facili-
tate collaboration and promote propagation of best practices.
High-quality educational tools are continuing to be developed
by numerous organizations.

While further development is needed to add the detall,
granularity, and practical tools that educational and practice
leaders need to assure that POCUS achieves its potential in
hospital medicine, the foundation for POCUS use within the
specialty is being thoughtfully constructed. As this process pro-
ceeds, it will be vital to continue to learn from our emergency
medicine colleagues, who have already met similar challenges,
while at the same time be able to develop a modern POCUS
model optimized for hospital medicine workflow, training, and
patient care.
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