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A growing body of literature has raised awareness
of avoidable and unjust demographic differences in
health outcomes in America. Many proposals to
mitigate these differences—these health inequities
—leverage technologic advancements to improve
care, but few highlight the potential benefits of
using point-of-care ultrasonography (POCUS) by
primary care clinicians.1 The expanded capabilities
this technology provides outpatient generalists
allow them to circumvent economic, social, educa-
tional, health care, and environmental conditions
that produce health inequities.

Several recent narrative reviews outline applications
of POCUS that primary care clinicians can incorporate
into their practices to mitigate the factors that produce
health inequities.2–5 The comparable accuracy of
POCUS to gold-standard imaging for conditions such
as rotator cuff tear, deep vein thrombosis, pleural effu-
sion, and pneumonia prevents barriers such as access to
health care, cost, and difficulties obtaining reliable
transportation from delaying the diagnosis and treat-
ment of these conditions.2–5 Indeed, existing research

has suggested that POCUS use by primary care clini-
cians can reduce requirements for formal imaging stud-
ies.6,7 POCUS also enables outpatient generalists to
perform guideline-directed screenings for obstetric
abnormalities and aortic abdominal aneurysm (AAA) as
well as safely perform procedures such as arthrocente-
sis; joint injections; and foreign body removal, obviating
the need for appointments with specialists—that socioe-
conomic factors can make difficult to arrange, arrive at,
and afford.2–5

Admittedly, the narrative reviews advocating for
routine use of POCUS in primary care mostly cite
studies done in emergency departments and spe-
cialty clinics. Reliance on data from these nonpri-
mary care settings raises concern for spectrum bias
due to differences in disease severity between dis-
parate patient populations.8 However, even if out-
patient generalists limit their use of POCUS to
applications shown to have acceptable accuracy in a
primary care setting, the technology still has the
potential to improve health equity substantially.

Two systematic reviews from 2019 identified 8
unique studies assessing the accuracy of POCUS per-
formed by primary care clinicians in a primary care
setting.9,10 The reviews found 2 studies evaluating
primary care clinicians’ performance of cardiac
exams, 1 evaluating the accuracy of lung examination,
1 evaluating the accuracy of vascular examination, 3
evaluating accuracy of examination for AAA, and 1
evaluating primary care clinicians’ ability to perform
multiple POCUS applications—assessing identifica-
tion of AAA, gallstones, ascites, intrauterine preg-
nancy, and gestational age. All studies showed a
favorable comparison of the scans performed by out-
patient generalists in a primary care setting with the
reference standard, results that suggest primary care
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clinicians can successfully integrate several applica-
tions of the technology into their practices.

It seems apparent that if outpatient generalists
accurately conduct guideline-directed screening,
indicated diagnostic imaging, and procedures under
direct visualization in patients who would not oth-
erwise receive such care, then health equity will
improve. Unfortunately, as with most interventions
that address this problem, little data exists to con-
firm this.1 POCUS does, however, more readily
lend itself to study than other proposed technologic
interventions aimed at redressing health inequities,
such as improving the interoperability of digital
platforms. For example, in a patient population
plagued by health inequities, a feasible randomized
or observational trial could compare endpoints such
as time to diagnosis, number of referrals to special-
ists, percentage of formal imaging studies ordered
that reveal clinically significant results, and rates of
guideline-directed screenings in patients receiving
care from clinicians who have integrated POCUS
into their practices and those who have not. Results
that favor the group receiving POCUS-enhanced
care would support the notion that this technology
can mitigate health inequities.

For patients to realize the benefits of POCUS,
clinicians must undergo adequate training with the
technology. Before scanning, clinicians should de-
velop a basic familiarity with the physics of ultra-
sound, knobology, and applications of POCUS.
They can then establish proficiency in a specific
application by satisfactorily performing, interpreting,
and integrating the findings of a minimum number
of scans (typically 25 to 50).11 Recommendations fur-
ther call for a total of 150 to 300 scans (either directly
supervised or evaluated through an image portfolio)
that include a variety of normal and pathologic
findings on patients with a wide range of body
types before considering a trainee competent.11

While short training courses and experiences in
medical school provide excellent foundational
knowledge and familiarity with POCUS, the
comprehensive nature of current recommenda-
tions makes completing an ultrasound curricu-
lum in residency the optimal pathway to achieve
competency.

Unfortunately, widespread integration of POCUS
training into the residency experience of future pri-
mary care clinicians faces many challenges: lack of
faculty with adequate POCUS skill, lack of funding,
lack of consensus on documenting POCUS exams

and receiving reimbursement for them, lack of
ACGME requirements to guide POCUS training
and ensure its quality, and lack of available time
within existing curricula to incorporate it.12,13

Unsurprisingly, only a minority of family medicine
residencies have a formal POCUS curriculum.12,13

However, despite the challenges of implementing a
POCUS curriculum into a residency training pro-
gram, enthusiasm for the technology does seem to be
growing, and—undergirded by a belief in the diag-
nostic and procedural usefulness of POCUS—many
residency programs have plans to implement
POCUS training into the residency experience.12,13

Recognition that POCUS can improve health equity
should garner further support for this
implementation.

POCUS redresses health inequities by enhancing
outpatient generalists’ capacity to screen, diagnose,
and safely perform procedures in patients who may
not otherwise receive such care due to economic,
social, educational, health care, and environmental
barriers. The body of evidence supporting its use in
primary care remains small but promising, and scar-
city of data—especially on health outcomes—plagues
many proposals to improve health equity, not just
POCUS. The potential for POCUS to provide a
means for primary care clinicians to redress health
inequities should bolster an already growing enthusi-
asm for the technology and motivate its study, its
integration into family medicine training programs,
and its uptake by practicing clinicians.

To see this article online, please go to: http://jabfm.org/content/
34/4/853.full.
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