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Welcome to POCUS J
by Amer M. Johri, MD
Queen's University, Department of
Medicine

W

elcome to the first issue of
the world’s first journal dedic
ated solely to pointofcare ultra
sound.
The
Pointofcare
Ultrasound Journal (POCUS J) is
unique in its dedication to show
casing studies performed by any
specialty whether it’s the Emer
gency Department, Critical Care,
Anesthesiology,
Cardiology,
Primary Care or Allied Health. We
envision working with and high
lighting existing resources whether
they are studies published in tradi
tional imaging journals, learning
websites, blogs, or social media
education tools. In this platform,
we offer an opportunity for cases
and studies to be peer evaluated

by expert educators dedicated to
understanding the advantages and
limitations of POCUS.
The
POCUS J will be offered in digital
format on a quarterly basis. We
are interested in not only publish
ing cases that demonstrate the
value of POCUS to the physical
exam and the diagnostic process
but also highlight the limitations.
This technology has disrupted our
traditional approach to patient
assessment, but important ques
tions remain: What is the best way
to teach POCUS? How do we
maintain quality? What are the
indications? We hope to explore
such questions in each issue of
this journal and welcome you to
join the adventure!

trained imaging
scientist,
and
holds a Heart
and
Stroke
Foundation
Clinical Scient
ist
Career
award. He has
published
on
me
thods of teach
ing POCUS, and the limitations of
this technology in the cardiology
realm. He can be followed on twit
ter @amerjohri and has a blog at
www.VascNet.com.

Read online:
pocusjournal.com/article/20160101p2a

Dr. Johri is an Associate Professor
at Queen’s University, Harvard

Case File
Use of POCUS for
assessment of dyspnea in
the Emergency Department
by Jennifer Meloche, MD
Queen's University, Cardiology

A

65 yearold man presented to
the Emergency Department at
Kingston General Hospital with pro
gressive shortness of breath, fa
tigue, dull chest discomfort that
worsened with deep breathing and
exertion. The patient was referred to
cardiology for congestive heart fail
ure and ordered troponin, chest x
ray (CXR), and electrocardiogram
(ECG). The patient had a previous
history of nonST elevation myocar
dial infarction, stable, mild chronic
obstructive
pulmonary
disease
(COPD), and low normal estimated
glomerular filtration rate. A physical
examination determined that the
patient was hemodynamically stable,
revealed an oxygen saturation of
89% on room air, and auscultation
showed normal heart sounds with no
S3 heard. The patient’s jugular ven
ous pressure was difficult to visual
ize, the chest was clear, and there

was mild lower leg edema. CXR and
ECG results returned normal, and
troponin was 0.09. The Differential
included: acute coronary syndrome
(ACS, ischemia), pulmonary embol
ism (PE), pneumonia/COPD exacer
bation.

the initial differential and led to rapid
diagnosis of a pulmonary embolism
and appropriate management.
Visit the online article to view additional
content from this case:
pocusjournal.com/article/20160101p2b

A transthoracic echo (TTE) was
ordered for the morning following
admission, and a bedside echocar
diogram was conducted with a hand
held ultrasound unit (VScan, GE),
revealing a dilated hypokinetic right
ventricle and grossly normal left
ventricular systolic function. The
pointofcare cardiac ultrasound
(POCUS) led to a new Differential:
PE and ACS/right ventricular infarct.
Following the POCUS and confirm
atory limited TTE, the patient was
sent for an urgent computed tomo
graphy (CTPA) to confirm pulmonary
embolism, and was admitted to the
internal medicine unit. An Urgent full
TTE was ordered that evening to
document RV dysfunction Respiro
logy was consulted to consider the
need for thrombolytics.
Conclusion: In this case the applica
tion of POCUS significantly altered

Figure 1. POCUS of
ventricle (subcostal view).
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