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There has been an increase in the routine use of point of care ultrasound (POCUS) in the UK over the
last decade, which has been reflected by its inclusion in the training curriculum of several specialties.
Despite this fact there are still those within medicine who are reluctant to engage with POCUS, remain-
ing sceptical about its benefits. A substantial evidence base exists in support of POCUS use in patient
assessment and management. Though there are accepted challenges in achieving competency, these are
being acknowledged and work undertaken to overcome them. There is growing enthusiasm amongst the
medical workforce for the development of POCUS competencies, and as its use becomes increasingly
normalised those still in doubt may see its value. This review aims to highlight the current state of play
of POCUS within internal medicine, explore the current barriers to accreditation whilst also suggesting
solutions, and discuss the future possible directions for this imaging modality. We conclude that to fa-
cilitate the use of POCUS as a routine part of care within internal medicine, there must be collaboration
between multiple specialties to facilitate high quality training and sustainable safe practice to the benefit
of our patients.
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Introduction

Point of care ultrasound (POCUS) utilises the expanding availability and re-
ducing cost of ultrasound devices to allow immediate bedside imaging assessment
of patients. Within medical practice in the UK it is used primarily to aid diagno-
sis (e.g., pleural effusion vs consolidated lung), or to facilitate a procedure (e.g.,
thoracic intervention, regional anaesthesia). There has been an increase in the rou-
tine use of POCUS in the UK over the last decade, which has been reflected by
its inclusion as a mandatory skill in the training curriculum of several specialties
including respiratory and emergency medicine. POCUS has also become best prac-
tice to facilitate procedural interventions—namely, central line insertion and chest
drain insertion.

Despite this, there is no dedicated training process for internal medicine (IM)
POCUS within the UK—the closest to this is the Focused Acute Medicine Ul-
trasound (FAMUS) programme developed within the specialty of acute internal
medicine (AIM). The core components of this POCUS programme were driven pri-
marily by survey data from AIM clinicians outlining what skills they would most

British Journal of Hospital Medicine | 2025 | https://doi.org/10.12968/hmed.2024.0909


https://www.magonlinelibrary.com/journal/hmed
https://www.magonlinelibrary.com/journal/hmed
https://www.magonlinelibrary.com/journal/hmed
https://orcid.org/0009-0001-6756-894X
https://orcid.org/0000-0002-4286-3256
https://www.magonlinelibrary.com/journal/hmed
https://doi.org/10.12968/hmed.2024.0909

REVIEW

Table 1. Core and extended POCUS sKkills within internal medicine.

Core POCUS skills Extended POCUS skills
Diagnostic Procedural Diagnostic Procedural
Pulmonary oedema Pleural intervention Haemodynamic assessment/shock Lumbar puncture
Consolidation Paracentesis Liver and biliary assessment
Pleural effusion Peripheral vascular access Advanced echocardiography
Hydronephrosis Central venous access ~ Optic nerve sheath diameter assessment

Bladder outflow obstruction
Free fluid assessment
Basic echocardiography

POCUS, point of care ultrasound.

value (Smallwood et al, 2015), and includes respiratory failure ultrasound, imaging
of the renal tract and assessment of free fluid, and the identification of deep vein
thrombosis (Smallwood et al, 2017). As well as this, guidance for pleural and as-
citic procedures and peripheral vascular access are included (see Table 1). In 2022
the curriculum for higher specialty training in AIM was updated to address the per-
ceived importance of this evolving discipline by mandating the inclusion of these
core POCUS competencies. Prior to the 2022 curriculum, POCUS had been avail-
able within AIM training as an optional skill only. It does not currently feature at
all in either the internal medicine stage 1 or 2, or Foundation training programmes
within the UK. Regardless of this fact some Medical Schools in the UK have chosen
to incorporate POCUS into their undergraduate teaching (McCormick et al, 2023),
following the trend in the USA (Martin et al, 2023).

There have been anticipated challenges to introducing the POCUS element
of the curriculum, which have been demonstrated in other specialties previously
(Aggarwal et al, 2023; Reid et al, 2018). Alongside these expected hurdles there
remains a lack of enthusiasm from some to engage with POCUS implementation
and training, particularly if they have limited experience or education in this modal-
ity. In order to try to overcome this reluctance, it is important that any benefits of
POCUS are demonstrated objectively and with clarity. Is it possible to show to
not only the broader medical community, but also those with doubt within internal
medicine that POCUS is worth the bother?

This article aims to outline the current evidence concerning POCUS integration
within internal medicine as both a core skill, and also what the future directions of
POCUS education in IM may look like. We aim to outline some of the challenges to
delivering this education and offer potential solutions. It is hoped this will provide
some foundation to help implement IM POCUS education more widely across the
UK.

What POCUS Currently Offers for Acute and
Internal Medicine

In order to warrant attention within acute and internal medicine, it should be
shown that POCUS offers benefits in the timely diagnosis, treatment and manage-
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ment of acutely unwell patients, since the majority of UK internal medicine practice
happens within the inpatient rather than stable outpatient setting. The primary out-
come within the literature, therefore, should be acceptable diagnostic accuracy of
POCUS versus traditional diagnostic modalities. In this regard, the evidence base
has grown and there is consensus on the sensitivity and specificity of POCUS as
a diagnostic tool in many scenarios (Rice et al, 2021). Questions around whether
POCUS changes management, influences outcomes or reduces length of stay or
costs are often asked, but are not appropriate benchmarks to place on a diagnostic
test; these are instead appropriate questions for a management intervention. There
are also much harder to assess concepts around ‘confidence’ in diagnosis and man-
agement, for both the operating physician and the patient, that have attracted atten-
tion in the literature.

Procedural

Both central and peripheral venous access facilitated by ultrasound exemplify
the reward demonstrated by POCUS in practical procedures—that it makes a task
easier and safer to do when you can see what you are doing. In 2002, central ve-
nous access was the first ultrasound guided skill to have a National Institute for
Health and Care Excellence (NICE) guidance recommending its use (NICE Tech-
nology appraisal guidance 49), based on analysis of randomised controlled trials
that showed that its routine use in comparison to a ‘landmark’ technique decreased
rates of failure and complications. As such, it is now accepted best practice, and
the ability to perform ultrasound guided central venous access is included in the
internal medicine training curriculum in the UK as a minimum skill demonstrable
in the skills lab.

In a similar vein, the demonstration of increased success and improved safety
led to the National Patient Safety Agency publication which was instrumental in
mandating ultrasound guidance for intercostal drain insertion. This 2008 document
demonstrated the benefits of ultrasound use in pleural procedures, with the risks of
the ‘blind’ technique (including failure, insufficient sampling and trauma) summa-
rized in a subsequent British Medical Journal (BMJ) article (Lamont et al, 2009).
More recently the British Thoracic Society have published their recommendations
on the use of pleural ultrasound for intercostal drain insertion, as well as the defini-
tion of training standards in lung ultrasound for specialists in respiratory medicine
(Roberts et al, 2023).

Thoracic Ultrasound

Beyond the pleura the use of lung ultrasound is valuable in the diagnosis of
the breathless patient, one of the most common presentations to internal medicine.
When studies look to compare POCUS to both clinical examination and chest X-ray,
ultrasound is consistently more sensitive and specific at detecting consolidation, ef-
fusion and interstitial fluid (Lichtenstein et al, 2004). It has also been demonstrated
to reduce time to diagnosis and reduce misdiagnosis (Ben-Baruch Golan et al, 2020).
The ‘BLUE’ protocol (Bedside Lung Ultrasound in Emergency) has been adopted
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as a useful strategy for systematically identifying the most likely cause of respira-
tory failure (Lichtenstein and Meziere, 2008), and forms the basis of the approach
in both FAMUS and Focused Ultrasound in Intensive Care (FUSIC) lung modules.

During the coronavirus disease 2019 (COVID-19) pandemic, and before wide-
spread rapid testing was available, the increased use of lung ultrasound (LUS)
demonstrated the value of a rapid diagnostic tool in the hands of medical doctors
(Cogliati et al, 2021). It also aided decision making around probability of clinical
deterioration, to the extent that the World Health Organization (WHO) included its
use in their recommendations (WHO, 2020). This raises the possibility of standard-
ised approaches of POCUS having prognostication benefits in certain disease states,
particularly respiratory infections. The use of bedside ultrasound also helped with
the logistical challenges during this time when the need to reduce exposure to other
clinicians was paramount.

Example pathologies are shown in Fig. 1.

Focused Echocardiography

Point of care echocardiography is probably the POCUS skill with the greatest
evidence base in support of its use, and it has been adopted with enthusiasm across
critical care and emergency medicine during the last decade; perhaps less so within
internal medicine so far. It involves rapid focused interrogation to produce a qualita-
tive assessment of cardiac structure and function that can support clinical diagnosis.
There are several accreditations that cover the acquisition of a limited dataset that
comprises basic echo, including British Society of Echocardiography (BSE) ‘level
one’ and the FUSIC heart module. Focused echo can aid the assessment of medi-
cal patients with presenting conditions for which there is a cardiac differential, and
point of care echo demonstrates benefits including more rapid diagnosis and risk
stratification compared to traditional examination techniques (Hothi et al, 2014);
it also has value in time critical procedures such as emergency pericardiocentesis.
In cases of undifferentiated shock that required critical care admission, a national
audit study recently showed that the use of point of care echo changed treatment
in 54% of cases (Flower et al, 2024). It also has a role in cardiac arrest, where
the presence of sonographic cardiac activity has been shown to correlate with an
increased chance of return of spontaneous circulation, and so may contribute to
decision making around termination of resuscitation attempts (Blyth et al, 2012).

Renal Tract

The incidence of acute kidney injury (AKI) is common in hospital patients.
Its presence indicates an increased risk of developing chronic kidney disease, as
well as being a reliable indicator of increased in-hospital mortality and morbidity
(Hoste et al, 2018). POCUS can be used in the assessment of the renal tract to
examine for hydronephrosis and/or bladder distension, with excellent sensitivity
and specificity (Nepal et al, 2020). It is, therefore, an incredibly useful tool to
detect early the significant number of AKI cases due to renal tract obstruction and
expedite appropriate management. Examples of pathologies are shown in Fig. 2.
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Fig. 1. Example of lung pathologies. (A) Normal lung with regular horizontal A lines (") in-
dicating air below the pleural line. (B) Vertical ring down artefacts, called B lines (*), indicating
pulmonary oedema in this case. (C) Complex pleural effusion with septations (>) in this case caused
by empyema. (D) Large simple anechoic effusion (A) with spleen to the right and collapsed lung to
the left.

Deep Vein Thrombosis Assessment

Most ambulatory care services will have established deep vein thrombosis
(DVT) assessment and treatment pathways which are reliant on the availability of
ultrasound. The use of POCUS in this cohort means assessing for the presence of
proximal lower limb DVT using a three-point compression technique. When com-
pared to the ‘gold standard’ of a vascular ultrasound technician, this technique has
been shown to be highly sensitive and specific in the detection of above knee DVT,
with similar rates of diagnostic accuracy (Fischer et al, 2019). Importantly these
studies have shown that the time to diagnosis is greatly reduced with the use of
POCUS, as might be expected. It is important to note that there is not yet sufficient
evidence to use POCUS to routinely exclude DVT and it remains a ‘rule-in’ test
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Fig. 2. Example renal pathologies. (A) Normal right kidney (K) with liver (L). (B) Gross hy-
dronephrosis with thinning of kidney parenchyma (K) and visible dilated ureter (U). (C) Renal stone
(S) seen as bright white line and dense black acoustic shadow cast below. (D) Polycystic kidney
(K) with multiple small black cysts with Liver (L).

only, but it can certainly relieve the pressure on urgent radiology services in the
correct circumstances. An example of a DVT is shown in Fig. 3.

Other Uses

Finally, an increasing proportion of presentations with abdominal pathology
tend to undergo a management pathway that takes them through the computed to-
mography (CT) scanner, but POCUS can provide useful assessment that may offer
an alternative. For example, it allows for the early recognition of intrabdominal free
fluid that would be missed by clinical examination. In the USA, the use of POCUS
is recommended to reduce the rate of complications and increase the success rate
from paracentesis (Mercaldi and Lanes, 2013), although this is not yet the case in
the UK. In those presenting with suspected renal colic, POCUS as a first line in-
vestigation is associated with similar outcomes to CT and departmental ultrasound
(Smith-Bindman et al, 2014).
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Fig. 3. DVT example. Example of a normal saphenofemoral junction (left) and a proximal DVT

extending into the saphenous vein (right) visible as grey-white echos within the vessel lumen. GSV,
great saphenous vein; CFV, common femoral vein; CFA, common femoral artery; DVT, deep vein
thrombosis.

Beyond the Core Skills—What More Can POCUS
Offer?

There are a multitude of additional POCUS skills that are not a part of FAMUS
or FUSIC heart curricula that can be of potential use to IM physicians. These are
both diagnostic and procedural, and are summarized in Table | above.

Lumbar punctures are one of the more common procedures performed in medicine.
Most doctors who undergo Foundation or Core training in the UK will have compe-
tencies in the performance of lumbar punctures. Historically, palpation of surface
landmarks has been used to identify the appropriate interspinous space for needle in-
sertion, but POCUS can be used to help identify these spaces with greater accuracy
and may be especially helpful in some patient groups such as the elderly or obese
who are often a more challenging population (Mofidi et al, 2013). Ultrasound guid-
ance is associated with decreased failure rate, decreased procedure duration and
lower pain scores for patients (Millington et al, 2018) and should surely become
part of internal medicine training in due course.

As lung ultrasound is quick and relatively easy to learn, it has been included
in several different protocols to assess components beyond the respiratory system.
For example, findings on LUS correlate with the Left Ventricular End Diastolic
Pressure (LVEDP), which is useful in the assessment of cardiac function and in-
creased retrograde pulmonary congestion (Garcia et al, 2023). The Fluid adminis-
tration limited by lung sonography (FALLS) protocol uses lung ultrasound to aid
haemodynamic assessment (Lichtenstein, 2013)—the presence of artefact within
the lungs indicates either a patient who would not benefit from fluid resuscitation,
or its development during treatment can be used to assess when one should stop
administering fluid.

Beyond this there is potential that multiorgan assessment protocols could help
to answer more complex lines of questioning about a patient’s clinical state and tra-
jectory, providing answers to ‘can I observe a beneficial change when I intervene?’,
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or ‘what does this predict for their clinical course?’. For example, the process of
venous excess ultrasound (VExUS) scoring uses a defined ultrasound protocol to
evaluate the inferior vena cava (IVC) and the severity of venous congestion in three
organs—the liver, kidney and gut. This was validated initially in post operative car-
diac patients to identify those at risk of acute kidney injury due to venous conges-
tion (Beaubien-Souligny et al, 2020), but more recently increased VExUS scores in
those with sepsis at the front door have been shown to be associated with increased
odds of 24-hour mortality, intensive care unit (ICU) admission or need for renal
replacement therapy (Prager et al, 2024). It has also been used in the prognosis of
acute decompensated heart failure requiring hospital admission; high scores at ad-
mission predict inpatient mortality, acute kidney injury and a higher re-admission
rate (Landi et al, 2024).

The use of VExUS has also been incorporated into recently developed ad-
vanced POCUS modules such as ‘FUSIC HD’ (Miller et al, 2022), which show
how sequentially scanning accessible organs can help with dynamic assessment.
For example, complete assessment of a patient with an acute kidney injury with
POCUS is more than looking for signs of obstruction, it should also involve look-
ing at the heart, lungs, potential spaces within the abdomen and incorporating the
ultrasonic signs of venous congestion. The ‘pumps, pipes and leaks’ approach facil-
itates comprehensive POCUS assessment of these organs as an adjunct to clinical
examination, and offers the possibility of observing real-time haemodynamic con-
sequences of interventions when performed serially (Batool et al, 2023). However,
it remains unclear how best to apply this to benefit patients within internal medicine
(when often the disease severity is lower than in critical care), and this is an area
that requires further study. The vast majority of evidence in support of VExUS is
derived from critical care populations, and it is important to reflect the different pa-
tient populations typically seen in internal medicine may offer alternative outcomes
when these advanced techniques are used.

There has also been interest in the evaluation of the optic nerve sheath diameter
as a proxy for papilloedema, and therefore valuable in the assessment of intracra-
nial pressure. This has potential advantages in IM where a diagnosis of idiopathic
intracranial hypertension is suspected, and may be particularly valuable where fun-
doscopy is difficult or not tolerated. However, the studies vary widely in the ap-
proach used for measurement of the sheath diameter, and comparison with the ‘gold
standard’ assessment is also variable (Aletreby et al, 2022), so this is also an area
that requires further evaluation before widespread adoption.

More than Just a Diagnostic Tool?

There are other considerations beyond diagnostic accuracy when it comes to
POCUS, and these include the patient’s experience of their care. A 2015 study
looked at whether POCUS causes patients pain (Laursen et al, 2015) and found the
reported discomfort to be ‘very low’ overall, and all but one of nearly 300 patients
were prepared to undergo a further examination if required during a future care
episode. Another study documented a “POCUS positive care effect”, describing a
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benefit to the patient of this additional time with their care provider, the potential
for further active listening, as well as the opportunity to look at the images at the
same time thus including them in the process (Balmuth et al, 2024). Some even de-
scribe feeling as though they are being taken more seriously and found that POCUS
increased their confidence in the physician’s assessment (Andersen et al, 2021).

Barriers to Ultrasound Accreditation

Regardless of the evidence for the benefits of POCUS, it is undeniable that
developing skills in its use requires dedicated time, expense and effort. A lack of
equipment, lack of supervision and lack of protected time for scanning account for
a large proportion of the documented reasons why those trying to gain accredita-
tion may run into difficulty (Reid et al, 2018). When examining the progress of the
FAMUS accreditation in the 2 years following its launch, only approximately 20%
of those who had attended a course had managed to successfully gain full accredita-
tion (Russell et al, 2021), suggesting these barriers are indeed preventing clinicians
turning their initial enthusiasm into competence. Interestingly, these same barriers
recur in the literature regardless of the specialty interrogating them (Tan et al, 2024)
suggesting that these struggles are common, and not restricted to individual special-
ties trying to develop their training programmes. They also provide clear targets
for improvement.

The lack of available trainers is a challenge faced across all UK specialties
trying to deliver ultrasound competencies to their trainees, including in respiratory
medicine (Sivakumar et al, 2017). There is both a lack of personnel to deliver this
training, and perhaps more importantly little ring-fenced money to support it. This
means much is being done reliant on the goodwill of a relatively small number of
trainers, which makes embedding sustainable training pathways difficult.

Potential Solutions

There are approaches to try to tackle these issues. In 2021 around 80% of Acute
Medical Units in the UK had access to dedicated ultrasound equipment (Aggarwal
et al, 2023), up from 58% in 2019 (Knight et al, 2020). Some of these devices now
use alternate technology to the traditional piezoelectric crystals, and their ability
to harness the connectivity of smartphones to upload images to cloud based stor-
age for assessment means that they also offer opportunities in remote supervision
(Baribeau et al, 2020). The acknowledgement of a lack of available trainers has
meant that alternatives to face-to-face learning, such as remote review of scans,
have been developed to facilitate accreditation via a ‘distance learning’ approach.
This may enable an individual trainer to support training for multiple clinicians in
different sites. The use of online learning resources such as videos and instructional
e-modules also offers further options, and has been shown to be as effective as in
person instruction in POCUS (Moses et al, 2020). These strategies can also help to
challenge the issues around rotational training, and the frequent departmental and
geographical changes that resident doctors undergo. The optimum mix of face to
face and distance supervision has not yet been established and remains an important
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question to answer to ensure high quality training across the UK even in areas with
relatively few trainers.

The next stages of progression may include another growth area in medical
technology—Artificial Intelligence (Al). The application of Al could be valuable
in assisting training through optimising images, recognising pathology and even
generating reports (Huang et al, 2024). In theory, this should provide support in edu-
cation and accreditation, as well as in furthering successful and appropriate POCUS
use.

Another approach adopted by some medical teams involves a ‘group learn-
ing’ approach of weekly ‘ultrarounds’, when multiple patients are scanned and dis-
cussed together (Onen et al, 2022). This may help to embed POCUS as part of
normal practice alongside developing the trainees’ skills under direct supervision
with immediate feedback. There is evidence which supports peer-to-peer teaching
as being as beneficial as faculty-led methods (Rong et al, 2022).

One of the most robust solutions to many of these issues, but also one that is
unlikely in the current climate, is to support this training with adequate funding to
allow trainees and trainers the time and resource required. As a core part of the AIM
training programme, it is hoped that the resource to train in POCUS competencies
in AIM will be centrally funded, but it has been shown previously in respiratory
medicine that this does not always follow (Sivakumar et al, 2017). Whilst there
is no current mandate for POCUS training within internal medicine it is unlikely
that significant financial resource will be available to support wider rollout of IM
POCUS competencies. However, in the future if it were integrated as a mandatory
part of the curriculum that would hopefully lead to financial support to help deliver
the training.

So, Is POCUS Worth the Bother?

There is a variety of evidence as outlined here that there are benefits in di-
agnostic and procedural accuracy that POCUS brings to the specialty of internal
medicine, and a clear enthusiasm from Resident Doctors to learn these skills. A
recent statement from the Academy of Medical Royal Colleges Resident Doctors’
committee highlighted ‘focused echocardiography and ultrasound’ as an important
technology needing a national strategy to allow equitable access for postgraduate
training (Akhtar, 2024). A survey of UK based AIM trainees and senior clinicians
found a significant majority felt POCUS should be a core part of their specialty
training (Smallwood et al, 2015), although no such data exists for the wider in-
ternal medicine cohort. Within acute internal medicine, it is hoped the integra-
tion of POCUS into the curriculum will harness this enthusiasm and serve to im-
prove recruitment and retention into the specialty—particularly relevant at a time
of widespread disenchantment amongst the resident doctor workforce.

Where the evidence remains inadequate, and would perhaps help to inform the
opinions of those who remain unconvinced by the benefits of POCUS, is assessing
how POCUS impacts the wider workflow within internal medicine. Where POCUS
is integrated routinely into daily practice, is there an effect on the efficiency of the
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wider system? Does it lead to more or less downstream radiology requests? Does
it have an effect on patient flow, or on the length of stay of patients with certain
conditions, or possibly their outcomes? Is it cost effective to have senior clinicians
performing this as part of their routine clinical work? Many of these questions form
a common part of the discourse when discussing the role POCUS has within clinical
practice, and for all of them, there is no current adequate data. These are important
areas for future study, and while it is necessary to stress that as a diagnostic test,
POCUS should not be expected to improve length of stay, mortality or flow per se,
its effects on these parameters are nonetheless important to understand.

Another aspect that is important to address when considering the POCUS edu-
cational community, as with many other established faculties within healthcare, is
the importance of diversity and representation. Typically, women and ethnic mi-
norities have made up a minority of leadership positions within POCUS education
and training groups, both in the UK and abroad (Dessie et al, 2022). We know that
visibility and availability of diverse mentors and role models go a long way to en-
sure shared success in education; this will help to depart from the ‘boys with their
toys’ attitude that may seem harmless but could reasonably undermine the strategy
for furthering POCUS education across all medical specialties.

When considering the merits of whether it is of value to embed POCUS into
internal medicine, it is important to appreciate that in order to succeed, collabo-
ration is needed across specialties including radiology, intensive care, emergency,
cardiology, acute and respiratory medicine, alongside internal medicine. There are
already great examples of cross specialty working to achieve these goals—during
the COVID-19 pandemic, the Society for Acute Medicine (SAM) and the Intensive
Care Society (ICS) rapidly developed the CORONA (COre ultRasOund of covid
in iNtensive care and Acute medicine) service evaluations in both Acute Medical
Units (AMUs) and ICU (Parulekar et al, 2023; Knight et al, 2022). These studies
highlighted how lung and cardiac ultrasound in both specialties deployed rapidly
at the outset of the pandemic could inform practice and guide prognosis in this
rapidly changing environment. Alongside this, SAM, the Royal College of Radiol-
ogists and British Medical Ultrasound Society have published a joint statement of
support for POCUS training (Rubin et al, 2019), in order to help foster relationships
between these involved organisations. Further work to integrate internal medicine
educational bodies into the conversations will be beneficial.

The final concern frequently raised when considering the role of POCUS is that
mistakes or missed pathologies may leave clinicians open to litigation. There is no
evidence to support this assertion; in fact, available data from the USA suggest the
majority of lawsuits involving POCUS occur because it was not undertaken when it
could have been, rather than because it was undertaken to an unacceptable standard
(Russ et al, 2022).

Conclusion

The evidence to support the integration of POCUS as part of the assessment
and management of acutely unwell patients is now extensive. The integration of
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core POCUS skills as a mandatory part of the AIM curriculum could provide a
framework for more widespread adoption across internal medicine in general. To
facilitate this there remains a need for all specialties to continue to work together to
deliver the training and governance; there are barriers to being able to deliver this
at scale, but also increasingly available solutions. Where gaps in the evidence exist
(for example the impact on the patient journey through the system, or on departmen-
tal radiology services) there is a need for further study to maximize the potential
benefits. Perhaps rather than asking ‘should we bother’, we should instead be ask-
ing ‘why would we not bother?’.

e The increasing evidence in support of POCUS in medicine over the last
decade has driven its inclusion as a mandatory skill in the training curric-
ula of multiple specialties.

e There is an established evidence base that supports the use of certain
POCUS modalities in assisting patient assessment, as well as improving
the safety of some practical procedures.

e Although there are well documented barriers to achieving competencies
in POCUS, there are attempts to address these aided by recent advances
in technology and practice.

e [t is important to harness the enthusiasm and appetite for POCUS educa-
tion and training amongst the medical workforce.

e A national strategy that facilitates POCUS as a routine part of care will
need cross specialty collaboration to address concerns around governance,
infrastructure, training and implementation.
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