COMMENTARY

Beyond the Stethoscope: Point-of-Care Ultrasound
(POCUS) as the New Norm in Family Medicine
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Point-of-care ultrasound (POCUS) has seen growing integration into family medicine over the past decade,
to the point that POCUS competency is now moving toward inclusion in board eligibility. In parallel, excite-
ment and interest around POCUS are growing at the medical student and residency levels. With its wide
array of practical applications in the outpatient setting, POCUS invites us to imagine what family medicine
could look like if ultrasound truly became “the new stethoscope” and a routine part of care. This commen-
tary highlights how POCUS can be used accurately and efficiently for abdominal aortic aneurysm (AAA)
screening, avoid unnecessary emergency department visits by ruling out deep vein thrombosis (DVT), and
change management of soft tissue infections by detecting abscesses. Together, these examples illustrate
how POCUS can enhance care in the family medicine clinic. (J Am Board Fam Med 2025;38:962-966.)
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“If 've heard it once, I've heard it a hundred times. I've
beard it from critics and admirers, from radiologists and
Non radiologists, from individuals 1 respect and from
those I do not respect. And what they say is: ‘Ultrasound
is the stethoscope of the future.””

— Roy A. Filly, MD, 1988 Radiology’

While there were early adopters in family medi-
cine, point-of-care ultrasound (POCUS) did not hit
mainstream family medicine until about 30 years af-
ter that quote, when it gained attention in the family
medicine joulrnals.z’3 Notably, even before that, in
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2014, more than half of US medical schools had al-
ready integrated POCUS into their curricula.*
Several years later in 2024 the Accreditation Council
for Graduate Medical Education made POCUS a
requirement for family medicine residency training.’
Looking ahead, the American Board of Family
Medicine intends to incorporate POCUS as part of
the family medicine blueprint by 2027.

With widespread recognition of the importance
of POCUS and rapid growth of POCUS among our
learners, it is only a matter of time untl it becomes
part of the standard of care in family medicine and
truly becomes our next stethoscope. What would
care in the family medicine clinic look like if
POCUS was the standard of practice? Could it sup-
port more patient-centered care while reducing
health care costs? Might it enable clinicians to arrive
at a diagnosis sooner and influence treatment deci-
sions in real time at the bedside? This article will
review 3 potential applications of POCUS in family
medicine and discuss their impact on patient care.

Case 1: Increase Access - The Abdominal
Aortic Aneurysm (AAA) Screening

A 68-year-old male with a bistory of smoking presented
to bis primary care provider (PCP) for a Medicare
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Figure 1. Normal distal abdominal aorta measurement in short and long axis. Photo Credit: Ryan Paulus, DO.

Annual Wellness visit. In addition to addressing bis
bealth questionnaire, advance care planning, medication
refills, labs, and vaccines, a review of his care gaps
revealed a need for an AAA screening. Prior notes docu-
mented expired radiologic ultrasound orders despite
repeated contact attempts. The patient stated that he of-
ten missed calls, bad difficulties driving, and had confu-
sion about new locations. The PCP counseled on the US
Preventive Services Tuask Force (USPSTF) recommen-
dations, the risk of rupture increased with aneurysm
size, and the life-saving benefits of early intervention.

Management without POCUS

The patient agreed to try again this year to get the
screening, however, be warned it would depend on his
daughter’s work schedule. The physician reordered the
study and hoped for a different conversation next year.

Management with POCUS

His PCP offered an in-office point-of-care screening at
bis follow-up visit. At checkout, the front desk staff saw
the note for AAA screen and reminded him to fast in the
morning. When the patient and his daughter presented
at bis follow-up, the nurse prepared the examination room
with the ultrasound machine, gel, and towels. After a dis-
cussion about bis lab results and blood pressure (BP) con-
trol, the PCP transitioned to the ultrasound. While the
patient and daughter watched the scan, the PCP discussed
the relationship between smoking and cardiovascular dis-
ease and the benefits of early identification. The patient’s
aorta measured less than 3 cm throughout, and the images

were documented in the patients electronic bealth record
(see figure 1 for mormal view of distal aorta).

The case highlights how POCUS can expand in-
office capabilities and patient-centered screenings in
real time. Despite the USPTF recommendations,
the Society of Vascular Surgery cites screening rates
for male smokers are 21.2%.% Factors that correlate
with lower screening rates include living outside of a
metropolitan area and race.”® Barriers to attending
radiology performed AAA screening exams included
inconvenient timings or location of screening, lack
of awareness of AAA, and primary languages other
than English.” Other studies have found that patients
do not remember receiving the invitation or simply
forget about the appointment.’® Notably, the most
consistent predictor of completing screening was
havinga PCP.?

Available data confirms that primary care physi-
cians can accurately perform POCUS for AAA screen-
ing. A meta-analysis of 11 studies showed that non-
radiologists had a sensitivity of 98% and specificity of
99% for detecting AAA when compared with radiol-
ogist diagnosis.'""'* Another study indicated that non-
radiologist physicians, including family physicians,
achieved sensitivity and specificity rates comparable
to those of radiologists."" Studies have found that
completing an aorta ultrasound in Primary Care can
take on average 4 to 5 minutes.''* Compared with
radiology performed aorta ultrasound, POCUS is
unanimously preferred by patients and is more cost-
effective, typically costing about half as much."?
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Case 2: Reduce Emergency Department (ED)

Visits - The Swollen Lower Extremity

A 44-year-old female with a history of obesity presented
to the clinic on a Friday afternoon with a 2-day bistory
of left leg swelling, localized primarily to the calf. She
initially attributed the swelling to a recent work-related
road trip, during which she drove up to 6 hours without
breaks. Despite attempting rest and leg elevation, her
symiptoms persisted. She reported no associated pain, red-
ness, or systemic symptoms. She was not taking any med-
ications and had no prior history of thromboembolic
disease. Physical examination revealed nonpitting edema
of the left lower extremity, most prominent in the calf,
without erythema, and pain with passive dorsiflexion.
The right leg appeared normal. Given the localized, uni-
lateral swelling and relevant visk factors, deep vein
thrombosis (DV'T) was bigh on the differential.

Management without POCUS

Due to the late hour and lack of access to same-day diag-
nostic ultrasound, the patient was referred to the emer-
gency department. She spent several bours in the waiting
room, was diagnosed with a DV'T, and discharged with
a prescription for anticoagulant at midnight. No phar-
macy was open in her small town at that bour, and she
worried about filling ber medications the next day.

Management with POCUS

Instead of sending the patient to the ED, a POCUS exami-
nation was performed in dinic. Compression ultrasonogra-
phy of the left lower extremity revealed a noncompressible
left popliteal vein, confirming the diagnosis of a popliteal
DVT (figure 2). The patient was given education on a
DVT and was given a prescription for an anticoagulant.
She picked up the prescription at the pharmacy and started
therapy the same day.

This case highlights the utility of POCUS to arrive
at a timely diagnosis, which avoided unnecessary
emergency department referral, reduced health care
costs, and minimized disruption to the patient’s perso-
nal and professional responsibilities. POCUS is an
accurate and rapid tool to diagnose DVT. A system-
atic review of over 2500 scans demonstrated that
POCUS has a sensitivity of 90% and specificity of
95% in diagnosing DV'T" while in contrast, a meta-
analysis showed radiology performed whole leg DVT
ultrasound has a sensitivity of 94% and specificity of
97%.'>'¢ Nevertheless, a common concern when per-
forming POCUS for DVT is if the family physician
has the skills to perform the scan or may missa DVT.

Figure 2. Blood clot in the popliteal vein. Point-of-
care ultrasound (POCUS) uses compression ultra-
sound to visualize complete collapse of the vein (sig-
naling no clot), but sometimes, if the clot is old
enough you can see a hyperechoic clot. Photo Credit:
Ben Clements, MD.

| Hyperechoic
= . Clot

A large multicenter study of over 1100 patients com-
pared general practitioners and experts in vascular
ultrasound, finding good agreement in accuracy
between the 2 groups.!” In this study, with limited
training over 2 months, general practitioners had a
sensitivity of 90% and specificity of 97 % in diagnosing
DVT."” Despite the high accuracy, performing a 3-
point compression ultrasound has been shown to take

less than 7 minutes on average.'®

Case 3: Quicker Diagnosis — The Soft Tissue
Infection

A 10-year-old male presented to the resident clinic with
5 days of progressively enlarging rash on his right leg.
The patient reported that an insect may have bitten him.
He denied fever, chills, drainage, or systemic symptonss.
On examination, the patient was well appearing and the
right anterior thigh had a 2.5 cm erythematous area
with tenderness, warmth, and slight induration, but no
fluctuance.

Management without POCUS

The resident was more suspicious of cellulitis since no
fluctuance was appreciated on examination. She proposed
treatment with antibiotics and follow-up 48 to 72 bours
later. At follow-up, the area of erythema had not
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improved. The resident was concerned about failed out-
patient antibiotics and recommended the family to pres-
ent to the emergency department for admission for IV
antibiotics.

Management with POCUS

The resident recalled that soft tissue POCUS can change

management 10 to 20% of the time in the setting of
infection.""** She also recalled that performing a soft
tissue POCUS scan does not take much time, and thus
requested to perform POCUS with attending supervi-

sion.*' The POCUS examination revealed a 1.5 cm fluid
collection with positive swirl sign and surrounding subcu-

taneous cobblestoning. The fluid collection did not track
elsewhere in both the long and short axis. Incision and
drainage (I&D) of the abscess was performed at the bedside
with purulent fluid expressed. Repeat POCUS evaluation

of the area revealed the abscess was appropriately drained.

The resident checked in with the family 72 hours later and
they reported significant improvement of the rash and
were very satisfied with the care provided.

This is another case highlighting how POCUS
supplements the clinical assessment and can lead to
changes in management at the bedside. In the acute
case of soft tissue infection, POCUS can differenti-
ate between cellulitis, abscess, and lymphadenitis,
which can guide procedural management on the
decision to perform an I&D. On ultrasound, cob-
blestoning of subcutaneous tissue without fluid
collection is consistent with cellulitis. Figure 3 rep-
resents an image of what an abscess would look
like with mixed echogenicity within the abscess
and posterior acoustic enhancement due to an ab-
scess being filled with fluid.

Several meta-analyses and systematic reviews
have shown POCUS has a sensitivity of 94 to 97%
and specificity of 80 to 85% for diagnosing
abscesses.'”?%?* Performing a soft tissue POCUS
scan can take less than 5 minutes.”! Specifically, in
pediatric patients, POCUS can change manage-
ment in 20% of cases, which is critical when decid-
ing to perform an I&D in this population.?
POCUS may also alter the approach and technique
for I&D.*!

Summary

These are all scenarios we have or will encounter in
the primary care clinic. In those moments, having
an additional diagnostic tool can help clinicians
arrive at a diagnosis more efficiently. POCUS will

Figure 3. Soft tissue abscess with mixed echogenicity
within the abscess and posterior acoustic enhance-
ment due to an abscess being filled with fluid. Photo
Credit: Ben Clements, MD.

Abscess
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never replace the physical examination, however,
these cases illustrate how POCUS can enhance care
by augmenting the examination and provide imme-
diate bedside diagnostic information to support
rapid clinical decisions. As demonstrated, POCUS
can help eliminate barriers related to transportation
or time for completing recommended screenings,
reduce ED referrals and associated costs, support
real-time bedside management, and decrease the
time to diagnosis.

Importantly, these cases represent only a fraction
of POCUS’s potential in the outpatient setting.
Imagine being able to screen for heart failure dur-
ing the office visit, use a handheld tool to assist with
volume assessment, identify gallstones in a patient
with Right Upper Quadrant (RUQ) pain, use a tool
at the bedside to evaluate lungs with greater diag-
nostic accuracy than a chest radiograph, and
enhancing your bedside examination of tendon
injuries, joint effusions, ligament tears, small frac-
tures, and foreign bodies.”*

It is only a matter of time untl ultrasound
becomes part of the standard of care in family med-
icine. Filly finished his 1988 editorial by describing
ultrasound as, “used by many, understood by few.”!
Thirty-seven years later, we have a better under-
standing of ultrasound, but as a specialty, we need
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to continue to develop and understand POCUS
training pathways, practice guidelines, and research
its effectiveness in the continuity setting before it
becomes the standard of care.
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