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Introduction

Emergency department targeted ultrasound (EDTU) is a
proven aid in the evaluation and treatment of emergency
patients with a variety of medical and traumatic conditions.

Immediate access to bedside EDTU enhances patient care
and safety by expediting the management of critical illness
and by avoiding transfer of potentially unstable patients out-
side the emergency department for diagnostic testing.1–8

Emergency departments should strive to have EDTU im-
mediately available, 24 hours per day, 7 days per week.

CAEP supports the following principles:
• EDTU is a focused, limited, bedside diagnostic tool.

EDTU can also be used as a guide for certain inva-
sive procedures.

• Applications for EDTU include, but are not limited
to cardiac arrest,8–10 pericardial effusion,8,11–14 thora-
coabdominal trauma,2,15–18 ectopic pregnancy,3,5–7,19–21

abdominal aortic aneursym,22,23 undifferentiated
shock,24,25 and guidance for venous access.26

• In emergency departments with EDTU capability,
ultrasound machines should be immediately avail-
able in the emergency department and possess ap-
propriate functionality and quality for EDTU.

• EDTU training should be incorporated into emer-
gency medicine residency programs of the Royal
College of Physicians and Surgeons of Canada and
the College of Family Physicians of Canada.

• EDTU training for emergency physicians already in
practice is strongly encouraged.

• Training guidelines should be developed using both
available evidence17,18,27–30 and the experience of
EDTU experts.

• EDTU training should focus on both cognitive (indi-
cation and interpretation) and psychomotor skills.

• Physicians entering an EDTU training path should

possess a sound foundation of knowledge and skill
in the provision of emergency medical care.

• EDTU research is strongly encouraged.
• A strong quality improvement program is integral to

the safe practice of EDTU, and should be incorpo-
rated into the overall emergency department quality
improvement program.31

• EDTU findings should be documented in writing.
• Routine image capture is unnecessary for docu-

mentation, although image capture may be used
for quality improvement.

• Documentation should only include findings rele-
vant to the specific indication for the scan.

• Scans that are indeterminate should be so docu-
mented and should not be used in clinical deci-
sion-making.

• Continuing medical education in EDTU is strongly
encouraged.31

• It is preferable that at least one local leader super-
vise the development and maintenance of the EDTU
program at their institution.31
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