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Background and Objectives: Multiple organizations and accrediting bodies
support or require teaching of point-of-care ultrasound (POCUS) in US family
medicine residency programs. To date, no evidence-based approach has been
used to determine which of the numerous POCUS applications should be required
components of curricula. A task force of expert POCUS educators sponsored by
the American Board of Family Medicine Foundation and the Society of Teachers
of Family Medicine was formed to conduct research and draft guidelines
addressing these gaps.

Methods: We conducted a traditional three-round Delphi study with a national
group of 25 expert panelists, all POCUS educators at US family medicine
residency programs. Panelists were diverse in geographic location, practice
setting, and scope of practice. A systematic literature search identified 243
potentially relevant clinical applications of POCUS. Surveys were administered
to the panel with anchored Likert scale questions. Rounds were iterative and
anonymous, with 80% agreement required for consensus. Clinical applications
that did not meet consensus after three rounds were excluded.

Results: Three Delphi rounds were completed with a 100% response rate for
each. Among the applications, 54 met positive consensus for inclusion, 41 met
consensus for exclusion, and the remaining 162 were excluded for lack of
consensus.

Conclusions: US family medicine residency programs should prioritize these 54
consensus applications when structuring POCUS curricular implementation plans
with a goal of facilitating graduating residents’ competency in these clinical
applications.

Point-of-care ultrasound (POCUS) has
been a long-standing component of
education and practice in certain US
medical specialties, such as obstet-
rics/gynecology and emergency medicine.
Inclusion in family medicine training and
practice is more recent but has been
growing rapidly. As of 2015, only 2.2%
of family medicine residencies reported
having a POCUS curriculum," but by

2020, 15% reported an established POCUS
curriculum, with another 38% actively
working on establishing one.” A 2021
survey of department chairs reported
that 81% of family medicine depart-
ments had at least one POCUS-trained
faculty.’ In concert with this growth of
interest and training, various accredit-
ing bodies and professional organiza-
tions now encourage or require POCUS
education in family medicine training.
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In 2023, the Accreditation Council for Graduate Medical
Education added POCUS education as a requirement for family
medicine residency programs“; and in 2024, the American
Board of Family Medicine (ABFM) announced a plan to require
POCUS for board eligibility beginning in 2027.°

When surveyed, most family medicine residents and
faculty agree that POCUS is an important part of primary
care practice®; however, implementation into routine clinical
practice remains limited and faces many barriers. A Medicare
claims-based study (2012-2017) reported less than 10%
of primary care physicians billing for any POCUS’—consis-
tent with a 2021 study of US family medicine department
chairs, of whom only 6% reported infrastructure for billing.?
Even more recent residency graduates rarely use POCUS in
practice; the 2024 ABFM National Graduate Survey found that
only 25% of graduates 3 years postresidency reported using
POCUS in practice.® Barriers to implementation include lack of
defined scope of practice, credentialing or liability concerns,
need for more trained faculty, lack of quality assurance
programs, and challenges recouping or justifying the costs
of initial investments.’

One key factor underlying the discrepancy between
interest in POCUS and its incorporation into practice is the
lack of consensus on what to prioritize in training. The
first iteration of family medicine curriculum guidelines was
published by the American Academy of Family Physicians
(AAFP) in 2016 and updated in 2021.” The guidelines are highly
comprehensive, and rather than prioritizing among the many
applications listed, they recommend tailoring to the needs of
each program. The need remains for family medicine to define
its core educational focus for ultrasound. Other specialties
with more mature POCUS implementation, such as emergency
medicine, benefit from clear, nationally sponsored guidelines
on scope and privileging.™

Recognizing this need, a Family Medicine POCUS Task
Force was formed in 2024 to work on finding consensus for
POCUS standards in family medicine education and compe-
tency-based assessment. Among the task force’s objectives
was the development of an evidence-based consensus on
which of the many POCUS applications US family medicine
residency graduates should be competent in by the end of
residency training.

In considering research strategies to inform a recommen-
dation statement, the task force acknowledged that consensus
would be best guided by empirical, real-world evidence—
for example, studies identifying which POCUS applications
most influence clinical decision-making, most meaningfully
improve patient-oriented outcomes, or are most commonly
performed across primary care settings by clinicians with
established training and resources. Although such studies
are emerging, a gap remains in family medicine—focused
literature. In the absence of a sufficient empirical evi-
dence base to define which POCUS applications should be
taught to all family physicians—and recognizing the many

POCUS experts already embedded within US family medi-
cine residency programs—the task force selected a rigorous,
traditional Delphi design, an established method for achieving
expert consensus.

Delphi Quality Standards

The study was structured in accordance with the Conducting
and REporting DElphi Studies (CREDES) criteria for rigorous
conduct and reporting.” Voting rounds and consensus criteria
were decided a priori. A quality reporting checklist, modeled
after the CREDES criteria, is provided in Supplemental Table 1.

Panel Selection and Expertise

To recruit panelists, an informational post was published to
the Society of Teachers of Family Medicine POCUS Collabora-
tive and the AAFP POCUS Member Interest Group, inviting
individuals to submit a curriculum vitae and a statement of
interest. A key initial group of family medicine POCUS leaders,
selected by the project’s principal investigator (R.P.), also
nominated panelists for review. The scope of family medicine
practice is broad, and residency training programs vary in
educational emphasis. Accordingly, in addition to POCUS
expertise, panelists were intentionally selected to represent
a range of practice locations, employer types, primary clinical
focus, practice scope, gender, and rurality. Through this
process, 12 family physicians were selected to serve on the
core POCUS task force. To ensure diversity and strengthen the
Delphi process with a larger group of experts, 13 additional
voting panelists (POCUS education experts) were selected.
These members were chosen from applications submitted to
the task force and were selected partly to fill perspective gaps
(practice settings, scopes, or geographic locations absent from
the core task force). All panelists were required to have POCUS
expertise, to dedicate at least 0.3 full-time equivalent (FTE)
to direct patient care, to teach POCUS at a US family medicine
residency program, and to be free of significant conflicts
of interest. The final group of 25 voting panelists broadly
reflected the diversity and scope of practice within the family
medicine discipline (as detailed in Table 1).

Literature Review, Item Drafting, and Survey Creation

A University of North Carolina (UNC) medical librarian
conducted a literature review of relevant POCUS applica-
tion studies (Supplemental Figure 1), and then study leads
(R.P., N.L.) filtered key studies of primary care relevant
application compendia. The final list of starting resour-
ces from the search included application compendia from
other specialties (internal medicine, emergency medicine),
curricular guidelines and texts from emergency medicine
and family medicine, and other comparable Delphi studies
from internal medicine and family medicine.”*'**° These
articles and resources, as well as some already known to
the task force (eg, the AAFP POCUS curriculum guidelines”
and relevant textbooks), were used to draft POCUS clinical
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Delphi Panelist Demographics, N=25
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Years since graduating residency

Average POCUS scans performed weekly in clinical care

otos 9 otos 7
6 to 10 1 6 to 10 8
11to 15 4 11to 15 5
16 to 20 16 to 20 3
Gender 21to 25 1
Male 15 >25 1
Female 10 Average self-reported hours teaching POCUS weekly
Race/ethnicity otos 8
White 13 6 to 10 8
Asian 10 11to 15 3
Hispanic or Latino 2 >15 6
Other 1 Source(s) of POCUS education among panelists (multiple allowed)
Geographic region Independent study 16
South 11 Formal short courses 14
West 7 In-person POCUS fellowship 10
Midwest 5 ;Jelggzgtclsr,ld training integrated into 9
Northeast 2 Virtual POCUS fellowship 1
Years using POCUS in clinical care Residency program size
otos 13 0to15 2
6 to 10 6 16 to 30 9
11to 15 31to 45 8
16 to 20 1 >45 6
Majority of direct patient care time is spent Principal employer
Outpatient care 17 Academic health center/faculty practice 15
Inpatient care 3 Hosp?tal/health—system owned medical 5
practice
Urgent care N Federal}y qualified health center or 3
look-alike

Emergency department 1 Federal 2
Sports medicine 1 Where direct clinical care is provided (rurality)
Obstetrical care 1 gﬁgggg{iotgg)(urban population of>20,000 2
All patient care areas included in scope of practice I;:(l:;gcountles in metro areas of>250,000 10
Outpatient care 2/ Large rural (population of 5000 to 20,000) 5
Inpatient care 19 .

: Small rural (population<5,000) 3
Obstetrical care 11
Urgent care 10 :;:)f;lts)sessed POCUS proficiency as per EM milestone definitions (1-5, 5 =
Emergency department 8 Level 2 2
Nursing home 5 Level 4 1
Home-based care 1 Level 5 22

Abbreviations: EM, emergency medicine; POCUS, point-of-care ultrasound

application items for inclusion in the study. To produce an
inclusive list, each core task force member drafted applica-
tion items for one organ system, including all applications
from the provided resources and, if necessary, additional
applications based on their expert knowledge. Subsequently,
they peer-reviewed application items for two additional organ
systems using the provided text of the key resources and
expert knowledge. Nonpanelist research team members (P.S.,

S.B.), as well as a group of UNC family medicine resident
physicians, peer-reviewed all items for clarity and drafted
additional items based on a review of the provided resources.
Writers and reviewers were instructed not to exclude items
from the initial list based on individual judgments. Surveys
were built in Qualtrics (Qualtrics LLC). They were iteratively
piloted internally by research team members and externally by
resident physicians at UNC family medicine to assess time to
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completion, technical function, writing clarity, and readability
prior to dissemination to panelists.

Panel Demographics

Each panelist completed an institutional review board-
approved consent form and demographics survey prior
to Delphi round one. Questions on practice patterns and
employer characteristics were developed to align with
standard definitions from ABFM.® The results are shown in
Table 1. Panelists were 60% male and 40% female, prac-
ticed in 18 states, and were 50% White, 38% Asian, and
8% Hispanic. Eighty percent had fewer than 10 years of
practice after residency, with most (44%) between 6 and
10 years. The clinician scope of practice, residency program
size, and employer type were diverse. Ninety-six percent
practiced at least some outpatient care, with 68% reporting
that outpatient care was the primary setting for the majority of
their patient care time. Although all panelists were selec-
ted for their ultrasound expertise, no universally accepted,
valid external measure of such competence exists. For this
reason, panelists were asked to self-report their ultrasound
competence in alignment with levels defined by a multi-
organizational emergency medicine milestone revision task
force,” with most panelists identifying as experts. All panelists
were current family medicine residency POCUS educators, and
80% had presented on POCUS at national meetings. Practice

rurality definitions were collapsed from those provided by the
US Department of Agriculture Economic Research Service.”
Thirty-two percent of panelists reported practicing at least a
portion of their time in a rural area. Notably, most partici-
pants reported receiving their POCUS education outside of
core residency training; 44% (11/25) had completed a formal
POCUS fellowship.

Voting Framework and Principles

We developed a modified version of the framework described
in a similar IM POCUS Delphi study by Ma et al.® to guide
panelists’ voting (Figure 1). These principles were commu-
nicated to panelists before round one, in writing and via
a prerecorded presentation, and were included at the top
of each Qualtrics survey round. Participants were invited to
ask clarifying questions before round one. For procedural
applications, panelists were instructed to vote on the premise
that consensus would imply that the procedure should be
taught in US family medicine residency programs and, when
taught, that it should be performed with ultrasound guidance.
Ultrasound guidance for procedures varies, and the specific
procedural technique (eg, static vs dynamic) was not specified.

Voting and Definitions of Consensus

Three Delphi rounds were conducted between February and
July 2025. In each round, items were rated on a traditional

Framework for Delphi Panelist Voting

learned in a competency-based manner).

Applications selected should be evidence-based, high-yield, and educationally feasible (i.e.

both the cognitive and technical components of the application can be reasonably taught and

Applications selected should pose minimal risks to patients.

practice.

Applications should be widely applicable to the various settings in which family physicians

POCUS.

Existing resource limitations for POCUS education in FM training should not impact voting,

rather selecting for a reality where all FM residencies have the resources needed to integrate

Voting framework created as a modification of that in reference 16.

Abbreviation: POCUS, point-of-care ultrasound
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5-point anchored Likert scale (fully disagree-1; partially
disagree-2; neutral-3; partially agree-4; fully agree-5).
Panelists were asked to rate their agreement with the
statement “It is important for a graduating family medi-
cine resident to obtain and interpret ultrasound findings
consistent with . . .?” followed by the various applications in
that organ system. Open-ended feedback was solicited in each
round through two questions: one addressing any issues with
item clarity or wording, and another identifying any POCUS
applications that were missing and should be included in the
next round.

A review of consensus thresholds across Delphi studies
found a median of 75%.” For rigor and in recognition of
the various challenges to ultrasound implementation, 80%
was chosen a priori as the definition of consensus for either
exclusion or inclusion (at least 20 of 25 panelists). Based
on the detailed principles described by Fitch et al.,** we
defined consensus as agreement without significant dissent.
Definitions of positive consensus, negative consensus, lack
of consensus, and minority dissent are provided in Table 2.
Items meeting positive or negative consensus were removed
from future rounds of voting. Items that did not meet these
consensus criteria in round one were advanced to round two
for voting. Items not meeting consensus in round two were
advanced to round three for voting. We decided in advance
that consensus would not be forced after round three and that
any applications still lacking consensus at that stage would be
excluded by default. Doing so prioritized fewer applications for
a national core list of exams but doesn’t imply the irrelevance
of these exams. Each of these applications lacking consensus is
provided in full in Supplemental Table 2.

Feedback Between Rounds and Mitigation of Bias

Methodological choices in the study design emphasized
safeguards to minimize bias introduced by panelists or
research team members. First, no discussion rounds were
conducted. Traditional Delphi studies are iterative and
anonymous, allowing group consensus to emerge without the
loudest voice in the room having undue influence.”” Having
no discussion prevents a particularly passionate or persua-
sive panelist from steering the group’s trajectory. Between
rounds, each panelist received a written summary of the prior

Definitions of Consensus
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round’s results, including items that met positive consensus,
negative consensus, and those that lacked consensus. They
also received the quantitative scores for each item from the
prior round and an explicit list of applications that had been
reworded or added in response to panelist feedback.

Second, consensus criteria were defined a priori,
preventing post hoc threshold adjustment based on emerging
results. Third, item generation and survey instruments
underwent external peer review, and nonvoting contribu-
tors participated in item development and pilot testing.
Fourth, all individual-level data were managed by a nonvoting
research coordinator (S.B.), with only de-identified, aggregate
summaries shared between rounds to maintain anonym-
ity. Finally, any modifications to item wording between
rounds were adjudicated by nonvoting senior investiga-
tors (P.S., S.Z.). Nonvoting research team members (S.B.,
P.S., S.Z.) independently reviewed the fidelity of the data
collected, the data displayed, and the integrity of the final
manuscript. Collectively, these measures were designed
to preserve methodological rigor and minimize the poten-
tial for investigator bias in accordance with established
Delphi guidance.

The study protocol was submitted to the University of
North Carolina at Chapel Hill Institutional Review Board and
was determined to be exempt from full review as nonhuman
subjects research (IRB Number 24-2360).

The flow of ultrasound applications meeting consensus across
rounds is summarized in Figure 2. After round one, 50
of 243 items met positive consensus, three met negative
consensus, and 190 did not reach consensus. After reviewing
panelist feedback, 18 items were added for round two, and
four items were revised. After round two, four additional
items met positive consensus, and 21 additional items met
negative consensus. Round three produced no further positive
consensus items but yielded 17 additional negative consen-
sus items. In total, after three rounds of voting, 54 total
applications met positive consensus. A total of 203 items were
excluded for either negative (n = 41) or lack of consensus (n =
162). The final list of applications meeting positive consensus
is organized by organ system, average Likert score, and Delphi

Application knee effusion)

An individual point-of-care ultrasound application included for voting (eg, diagnosis of

Consensus

Group agreement on an application—either for inclusion or exclusion

Significant minority dissent

A notable level of disagreement, defined as two or more panelists voting in opposition on an
item that would otherwise meet the criteria for group consensus

At least 80% of panelists (more than 20) voting 1 (“completely disagree”) or 2 (“partially

Negative consensus (exclusion)

disagree”), without significant minority dissent, which was defined as two or more

panelists voting 5 (‘“completely agree”)

Agreement was defined as at least 80% of panelists (more than 20) voting 5 (“strongly

Positive consensus (inclusion)

agree”) or 4 (“agree”), without significant minority dissent, which was defined as two or

more panelists voting 1 (“completely disagree”)

Lack of consensus (consider in next round)

Meeting neither positive nor negative consensus

LeFevre et al.
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Flow Diagram of Voting Rounds and Consensus

Initial Items
n=49
Round 1
n=49
! v v
Positive Consensus Lack of Consensus Negative Consensus
n=42 n=7 n=0
Added Due to Feedback
n=3
Round 2
n=10
v v v
Positive Consensus Lack of Consensus Negative Consensus
n=3 n=7 n=0
v
Round 3
n=7
I
v v v
Positive Consensus Lack of Consensus Negative Consensus
n=0 n=7 n=0
Excluded by Default Total Negative Conensus
n=7 n=0
[ I

A 4

A

Total Inclusion
n=45

n=7

Total Exclusion

round in Table 3. The final list of applications with negative
consensus is organized by organ system, average Likert score,
and round, and is provided as Supplemental Table 3. For
reference, the full list of items excluded for lack of consensus
after three rounds is provided in Supplemental Table 2.

This study presents the first evidence-based consensus
approach to determining which POCUS applications should
be taught in US family medicine residency programs.
We identified 54 POCUS applications that met consensus
criteria for all residents to learn before completing training.
These included four pulmonary, six cardiac, nine obstetric
or gynecologic, four vascular, six procedural, seven soft
tissue-related, eight musculoskeletal, four abdominal or
biliary, five urinary, and one ocular application.

Our findings align closely with previous US internal
medicine and European primary care studies that utilized
expert panels and Delphi methods to find consensus and

prioritize high-yield, generalist-relevant POCUS exams for
curriculum development.*®*” Both our study and the recent
European Delphi study included primary care physicians using
POCUS who practiced primarily in outpatient settings—an
important feature of this study, given the ultimate prac-
tice location of most US family medicine graduates; 77%-
81% of family medicine residency graduates practice in an
outpatient continuity clinic setting.*® In contrast, the internal
medicine study included 50% (7/14) POCUS experts who
did not practice outpatient medicine.”® Our Delphi consen-
sus results on family medicine POCUS applications closely
mirror those of the European study, providing a meas-
ure of external validity. Notably, of 40 consensus applica-
tions in the European study, our consensus list included
30.”7 Our final POCUS applications also closely align with
the results of other previous international primary care
POCUS Delphi studies.”®* Our consensus list includes more
musculoskeletal and obstetric applications, reflecting the
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Applications Meeting Consensus for Inclusion in Family Medicine Residency Graduation Requirements
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Body system Application Round one Round two Round three Average likert Round it was
positive positive positive score in included
consensus consensus consensus included round
count count count
Pulmonary
Pleural effusion 25 N/A N/A 4.92 Round 1
Pneumonia 24 N/A N/A 4.68 Round 1
Pulmonary edema 24 N/A N/A 4.76 Round 1
Pneumothorax 23 N/A N/A 4.28 Round 1
Cardiac
ﬂ 0 Dilated cardiomyopathy 16 20 N/A 3.76 Round 2
Right ventricular strain 19 21 N/A 3.96 Round 2
ﬁ Pericardial effusion 25 N/A N/A 4.92 Round 1
Heart failure with 25 N/A N/A 4.88 Round 1
reduced ejection fraction
Left ventricular 21 N/A N/A 4 Round 1
hypertrophy
Cardiac tamponade 20 N/A N/A 4.2 Round 1
Obstetric and gynecologic
@) Uterine position (ie, 19 20 N/A 3.96 Round 2
m anteverted, retroverted)
Intrauterine pregnancy 25 N/A N/A 4.88 Round 1
identification
Fetal position and 25 N/A N/A 4.48 Round 1
presentation
Fetal heart rate 25 N/A N/A 4.76 Round 1
Intrauterine device 24 N/A N/A A Round 1
Amniotic fluid 23 N/A N/A 4.36 Round 1
measurement
Pregnancy dating by 23 N/A N/A YA Round 1
crown rump length
Placental location 21 N/A N/A 412 Round 1
Multiple gestation 21 N/A N/A 4.16 Round 1
Soft tissue
Cellulitis 25 N/A N/A 4.92 Round 1
Abscess 25 N/A N/A 4.92 Round 1
Foreign body 25 N/A N/A 4.68 Round 1
Lipoma 25 N/A N/A 4.56 Round 1
Cyst (epidermal inclusion 25 N/A N/A 4.48 Round 1
cyst)
Edema 24 N/A N/A 4.52 Round 1
Soft tissue mass 22 N/A N/A 4.2 Round 1
Vascular
\/ Lower extremity 23 N/A N/A 4.64, Round 1
proximal DVT
Inferior vena cava N/A 24 N/A 424 Round 2

diameter (central venous
pressure elevation)

(Continued)
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Applications Meeting Consensus for Inclusion in Family Medicine Residency Graduation Requirements (Continued)

Body system Application Round one Round two Round three Average likert Round it was
positive positive positive score in included
consensus consensus consensus included round
count count count
Inferior vena cava 25 N/A N/A 4.68 Round 1

collapsibility (central
venous pressure

elevation)
Abdominal aortic 25 N/A N/A 4.8 Round 1
aneurysm
Procedural
Abscess drainage 24 N/A N/A 4.76 Round 1
ﬁ Foreign body removal 23 N/A N/A 4.36 Round 1
Soft tissue mass removal 22 N/A N/A 4.32 Round 1
Knee jo_int injection/ 22 N/A N/A L.l Round 1
aspiration
Intrauterine device 21 N/A N/A 424 Round 1
placement
Paracentesis 21 N/A N/A 424, Round 1
Musculoskeletal
Knee effusion 25 N/A N/A 4.68 Round 1
Baker’s cyst 25 N/A N/A 4.52 Round 1
Ganglion cyst 23 N/A N/A 4.2 Round 1
Shoulder effusion 21 N/A N/A 3.96 Round 1
Carpal tunnel syndrome 21 N/A N/A 4.08 Round 1
Hematoma 20 N/A N/A 3.96 Round 1
Fracture 20 N/A N/A 4 Round 1
Achilles tear 20 N/A N/A 412 Round 1
Abdominal or biliary
Gallbladder sludge 23 23 N/A £4.08 Round 2
Free fluid in the 25 N/A N/A 4.84, Round 1
abdomen
Cholelithiasis 24 N/A N/A 4.8 Round 1
Cholecystitis 22 N/A N/A YAAA Round 1
Renal or bladder
Hydronephrosis 25 N/A N/A 4.76 Round 1
& “D Bladder volume 24 N/A N/A 4.8 Round 1
Simple renal cyst 23 N/A N/A WA Round 1
Foreign body (Foley 23 N/A N/A 4.32 Round 1
catheter) in bladder
Nephrolithiasis 20 N/A N/A 3.88 Round 1
Ocular
@ Retinal detachment 20 N/A N/A 4 Round 1

N/A indicates that item was not in the round for voting because of having met consensus or being added in a later round.
Abbreviation: DVT, deep vein thrombosis

comprehensive nature of the family medicine discipline and medicine POCUS applications include six ultrasound-assisted/
its training requirements. In addition, the finalized family guided procedures, which were absent from the European
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study. Compared with the internal medicine study,* we did
not reach consensus on some common procedural applica-
tions, such as thoracentesis, peripheral IV, lumbar puncture,
and central venous catheterization, which may be more
relevant in the more hospital-centric internal medicine
discipline. Our results heavily emphasize procedures per-
formed in the outpatient clinic setting. Overall, similarities
with prior studies support external validity across primary
care disciplines, while differences underscore the unique
contribution of this study: development of the first US family
medicine-specific prioritization framework reflecting the
specialty’s outpatient continuity focus, broader procedural
scope, and comprehensive training expectations.

Our study had several strengths: the comprehensiveness
of the initial list of exams, the expertise and diversity of
the panelists, rigorous adherence to quality guidelines for
Delphi studies, a 100% response rate, and external validity
demonstrated by comparison with other similar studies in
the field. Limitations of this study were largely related to
the level of evidence derived from the Delphi method itself.
Given the breadth of family medicine and the number of
family medicine residency programs, we could not possibly
represent all settings or points of view. Despite our attempt
to include the range of geographic and practice settings in our
task force, complete representativeness is never possible in a
Delphi panel.

Standardization of curricula across family medicine
residencies is not a challenge unique to POCUS. Individual
programs with varied settings and focuses are likely to view
the list (and the list of excluded items) and see applica-
tions that feel more or less relevant. However, the formation
of the task force was intentional to include a breadth of
program types, practice settings, and geographic variation.
As mentioned previously, the Delphi method was chosen
because of the lack of empirical, real-world evidence to
guide recommendations. These studies should be prioritized
in future research and used to revise family medicine POCUS
curricular guidelines.

Using the results of this Delphi study, the task force
recommends that curricular development and implementa-
tion efforts in the family medicine discipline center around
the future goal of each family medicine resident gaining
competency in each of these applications prior to gradua-
tion. As previously stated, numerous active barriers exist to
POCUS implementation, and the task force does not claim
that this list represents a realistic current state or advise
that accrediting bodies move toward requiring each of these
exams immediately. In fact, our voting framework instructed
panelists to ignore current resource constraints. To realize this
goal, POCUS infrastructure and faculty expertise in US family
medicine residency programs will need to mature signifi-
cantly. A separately published paper using the nominal group
method tiers these applications by implementation priority.**

Family Medicine, Volume 0, Issue 0 (2026): 1-11

The totality of these two studies should help guide accrediting
and regulatory organizations as the discipline weighs future
steps amid competing educational priorities.
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