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Background and Objectives: The Accreditation Council for Graduate Medical
Education added POCUS (point-of-care ultrasound) education to family medicine
program requirements in 2023. This study examined the association between
institutional resources dedicated to POCUS education and outcomes of POCUS
curricula.

Methods: A Council of Academic Family Medicine Educational Research Alliance
(CERA) survey was administered to US family medicine residency program
directors (PDs) from April to May 2025. The survey assessed POCUS faculty
resources, protected time, ultrasound equipment, curriculum scope, resident
assessment, PD satisfaction, and resident engagement. Associations were
evaluated using y* tests and multinomial multivariable logistic regression.

Results: Of 726 eligible residency programs, 321 (44.2%) responded. Overall,
89% of programs offered POCUS education, although only 18.3% of PDs were
satisfied with their curriculum. Programs with two or more POCUS faculty
were significantly more likely to provide comprehensive curricula incorporating
bedside scanning, image review, and competency assessment. Protected time for
the POCUS champion was independently associated with higher PD satisfaction,
with programs providing more than 2 hours per week demonstrating 9.3-fold
greater odds of satisfaction than those with no protected time (OR 9.32, 95% CI
2.92-29.76). Access to four or more ultrasound machines was also independently
associated with greater PD satisfaction (OR 3.37, 95% CI 1.54—7.36).

Conclusions: Although POCUS education is widely implemented in family
medicine residencies, institutional resources remain highly variable. Dedicated
POCUS leadership, protected faculty time, adequate faculty, and sufficient
ultrasound equipment were associated with more comprehensive curricula and
greater PD satisfaction, providing targets for resource allocation as national
POCUS competency standards are implemented.

Point-of-care ultrasound (POCUS) has
become an  increasingly  valuable
diagnostic tool in outpatient medi-
cine.””? Studies have reported several
benefits, including changes in clinical
management, reduced resource utiliza-
tion, increased diagnostic confidence,
and improved patient satisfaction.*”’
Recognizing these substantial benefits,
the major organizations responsible for

family medicine training, certification,
and education have reached consensus on
the importance of POCUS. The Accred-
itation Council for Graduate Medical
Education reinforced its role in res-
idency education in 2023 by intro-
ducing a dedicated POCUS program
requirement stating, “Residents should
have experience in using point-of-care
ultrasound in clinical care.”® Likewise,
the American Board of Family Medicine
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(ABFM) has announced that POCUS competency will become
a requirement for board eligibility.” This institutional
commitment has been mirrored by family medicine residency
programs nationwide, where POCUS curricula have expanded
dramatically from just 2.2% of programs in 2014-53% in
2019."" Together, these developments demonstrate broad
agreement among accrediting bodies, certifying organiza-
tions, and residency programs that POCUS is an essen-
tial component of contemporary family medicine training
and practice.

Despite growing recognition of POCUS as an essential
component of family medicine, significant barriers continue
to limit its implementation in residency training. Common
challenges include limited faculty expertise, insufficient
protected time for POCUS educators, inadequate access to
ultrasound equipment, and financial constraints.”*® High-
quality POCUS education requires dedicated faculty leadership,
faculty development, supervised clinical scanning, image
review, assessments, and access to ultrasound technology."” "
As expectations for POCUS competency continue to rise, many
residency programs struggle to secure the resources needed to
develop and sustain comprehensive POCUS curricula.'**

The objective of this Council of Academic Family Medicine
Educational Research Alliance (CERA) survey was to examine
the relationship between institutional resources dedicated to
POCUS education and the implementation of POCUS curricula
in US family medicine residency programs. By identifying
the resources associated with more robust curricula, this
study aimed to inform and reshape the understanding of the
institutional support necessary to build and sustain successful
POCUS programs.

The survey was part of a larger omnibus study of US
department of family medicine program directors (PDs)
conducted from April 22, 2025, to May 23, 2025, with recurrent
standardized demographic questions. The methodology of
the CERA residency PD survey has been described previ-
ously in detail.”” The American Academy of Family Physicians
Institutional Review Board approved the CERA survey. The
CERA steering committee evaluated questions for consistency
with the overall subproject aim, readability, and existing
evidence of reliability and validity. Pretesting to evaluate for
clarity, readability, and feasibility of response was conducted
with family medicine educators who were not included in the
sampling frame.

The survey content was collaboratively developed by a
multi-institutional cohort of POCUS leaders across the United
States who are all members of the Society of Teachers
of Family Medicine POCUS Task Force, a group working
with support from the ABFM Foundation to define national
curricular standards for POCUS. Questions were created in
light of recurring challenges reported with POCUS program
implementation warranting further investigation.””’ These
topics were iteratively reviewed and refined by the study

committee in collaboration with an assigned CERA mentor
(J.H.) to ensure their relevance, clarity, and methodological
rigor. The questions assessed the resources programs allocate
toward POCUS, including the number of POCUS faculty, the
full-time equivalents (FTEs) dedicated to POCUS education
at-large (across all faculty), the training level of the family
medicine residency POCUS faculty champion or lead, FTE
dedicated to the POCUS champion or lead for POCUS education,
money spent on additional third-party ultrasound education,
and the number of ultrasound machines at the program. Of
note, given the variable definition of POCUS champion or lead
in the community, we excluded providing a definition and
allowed interpretation by the PD. Curricular impacts surveyed
were the degree of longitudinal POCUS curriculum offered, the
degree of evaluation of POCUS assessments, the satisfaction of
the PD regarding their POCUS education, and the percentage of
residents who seek additional POCUS education outside of the
core family medicine residency curriculum.

The survey was distributed to 799 residency PDs. After
excluding 73 who did not meet eligibility criteria (programs
had to have at least three complete residency classes), the final
sample consisted of 726 directors. Of these, 321 completed
surveys, yielding a response rate of 44.2%.

All data were summarized with descriptive frequencies,
means, and standard deviation. We calculated the inferential
comparisons with t tests and analysis of variance statistics.
We analyzed the ordinal or categorical responses with x> or
Fisher exact as appropriate. We did not calculate a priori power
analysis, meaning that all nonsignificant differences cannot
be verified as truly nonsignificant. We ran two multino-
mial logistic regression models, adjusting for all variables
significant in univariate analyses. The first predicted bivariate
PD satisfaction (satisfied vs dissatisfied), the second predicted
neutral versus dissatisfied as the bivariate outcome.

A total of 321 PDs completed some parts of the survey
and 312 completed both demographic descriptors and PD
satisfaction with their current POCUS curriculum. Appen-
dix 1 contains the complete survey and a summary of
participant responses. Of all respondents, 88.5% offer at
least some POCUS education in their residency program
(Table 1). Of the responding PDs, 58.3% were from com-
munity-based, university-affiliated programs; 25.4% from
community-based or military programs; and 16.3% from
university-based programs. Overall, 41.7% had less than 19
residents, 43.3% had 19 to 31 residents, and 15.1% had 32 or
more residents in the program as of July 2022. Nearly half
(43.4%) of the PDs had been in their current role for less than 3
years, and 17.3% for more than 10 years. PD gender was 58.3%/
41.7% female/male, with the majority White (76.5%) and
not underrepresented in medicine (87.1%). The demographics
summary is presented in Table 1.
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How satisfied are you with the point-of-care ultrasound education at your family Total
medicine residency program?
Very dissatisfied/ Satisfied/ extremely Neutral n (%)
dissatisfied satisfied n (%)
n (%) n (%)
Residency program
University-based 22 (44.0) 16 (36.4) 12 (27.3) 50 (16.3)
Community/university 97 (54.2) 30 (16.8) 52 (29.1) 179 (58.3)
Community/military? 37 (47.4) 11 (14.1) 30 (38.5) 78 (25.4)
Total 156 (50.8) 57 (18.6) 94 (30.6) 307
Location of residency
East region® 52 (48.1) 20 (18.5) 36 (33.3) 108 (34.6)
Middle region® 69 (52.7) 25 (19.1) 37 (28.2) 131 (42.0)
West region® 38 (52.1) 12 (16.4) 23 (31.5) 73 (23.4)
Total 159 (51.0) 57 (18.3) 96 (30.7) 312
Size of the residency programs’ community
Less than 75K 53 (60.2) 13 (14.8) 22 (25.0) 88 (28.4)
75,000-499,999 66 (49-3) 27 (10.1) 41 (30.6) 134 (43-2)
500,000+ 39 (44.3) 16 (18.2) 33 (37.5) 88 (28.4)
Total 158 (51.0) 56 (18.1) 96 (30.9) 310
Total number of residents in the program in July 2022
<19 73 (56.1) 17 (13.1) 40(30.8) 130 (41.7)
19-31 68 (50.4) 25 (18.5) 42 (31.1) 135 (43.3)
>31 18 (38.3) 15 (31.9) 14 (29.8) 47 (15.1)
Total 159 (51.0) 57 (18.3) 96 (30.8) 312
Medical certification
MD 126 (51.6) 46 (18.9) 72 (29.5) 244, (78.7)
DO 32 (48.5) 11 (16.7) 23 (34.8) 66 (21.3)
Total 158 (51.0) 57 (18.4) 95 (30.6) 310
Time in current program director role
0-3years 79 (58.5) 26 (19-3) 30 (22.2) 135 (43-3)
3.5-9 years 58 (45.0) 22 (17.1) 43 (33-3) 123 (39-4)
10 + years 22 (40.7) 9 (16.7) 23 (42.6) 54 (17.3)
Total 159 (51.0) 57 (18.2) 96 (30.8) 312
Program director gender
Female/woman 96 (53.3) 28 (15.6) 56 (31.1) 180 (58.3)
Male/man 62 (48.1) 29 (22.5) 38 (29.5) 129 (41.7)
Total 158 (51.1) 57 (18.4) 94 (30.4) 309
Program director race/ethnicity
White 114 (50.0) 45 (19.7) 69 (30.3) 228 (76.5)
Nonwhite® 38 (54.3) 12 (17.1) 20 (28.6) 70 (23.5)
Total 152 (51.0) 57 (19.1) 89 (29.9) 298
Underrepresented in medicine
No 135 (50.0) 52 (19.3) 83 (30.7) 270 (87.1)
Yes 22 (55.0) 5 (12.5) 13 (32.5) 40 (12.9)
Total 157 (50.6) 57 (18.4) 96 (31.0) 310
Number of ultrasound machines
0-3 108 (60.0) 15 (8.3) 58 (32.0) 181 (58.0)
4+ 51(38.9) 42 (32.1) 38 (29.0) 131 (42.0)
(Continued)
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Respondent Characteristics by Satisfaction With POCUS Education in the Family Medicine Residency Program (Continued)

How satisfied are you with the point-of-care ultrasound education at your family Total
medicine residency program?
Very dissatisfied/ Satisfied/ extremely Neutral n (%)
dissatisfied satisfied n (%)
n (%) n (%)

Total 159 (51.0) 57 (18.3) 96 (30.8) 312

Note: Grey box statistical significances, Bonferroni corrected for multiple comparisons with P values at least <.01.
*New England, Mid-Atlantic, South Atlantic: NH, MA, VT, RI, CT, NY, PA, NJ, PR, FL, GA, SC, NC, VA, DC, WV, DE, MD
"East South Central, East North Central, West South Central, West North Central: KY, TN, MS, AL, WI, MI, OH, IN, IL, OK, AR, LA, TX, ND, MN, SD, IA, NE,

KS, MO
‘Mountain, Pacific: MT, ID, WY, NV, UT, AZ, CO, NM, WA, OR, CA, AK, HI
dCombined community-based residencies and military residencies

*Nonwhite includes American Indian/Alaska Native/Indigenous (n=1), Asian (n=25), Black/African American (n=14), Hispanic/Latinx/of Spanish origin
(n=15), Middle Eastern North African (n=2), multirace (n=13), not disclosed (n=13).

Abbreviation: POCUS, point-of-care ultrasound

POCUS Faculty Resources

This study surveyed the following regarding the POCUS
champion and faculty of family medicine residency programs
(Table 2): the number of POCUS faculty, total protected time
for all POCUS faculty, protected time for the POCUS champion
or lead, and the educational training of the POCUS cham-
pion or lead. No formal definitions were provided for the
roles of POCUS champion/lead or POCUS faculty. Rather, the
survey allowed PDs to determine, based on their own program
structure and perceptions, which faculty members fulfilled the
role of a POCUS champion/lead versus any POCUS faculty.

Overall, 19.5% of programs had no POCUS faculty, and
22.8% of programs did not have a designated POCUS champion
or lead. Of those programs with no POCUS champion or
lead, 57.1% also lacked POCUS faculty, while the remain-
der all reported having at least one POCUS faculty member
despite not identifying a designated POCUS champion or lead
(Appendix 2A).

Protected time allocated to the POCUS champion/lead
varied significantly by residency program type. Allocation of
¢4 or more hours per week of protected time for the POCUS
champion/lead was significantly more common in univer-
sity-based programs (30.0%) than in community-based
university-affiliated programs (11.5%, P<0.01) and com-
munity-based military programs (9.0%, P<0.01). However,
community-based university-affiliated programs were more
likely to provide 2 hours per week of protected time for
the POCUS champion/lead than to provide no protected time
(52.3% vs 36.2%, P<0.01). Protected time allocated to POCUS
faculty did not differ significantly across residency program
types, with 40.1% of POCUS faculty receiving no protected
time. The number of POCUS faculty compared to program-
protected time is presented in Appendix 2B. Of the programs
with only one POCUS faculty, a statistically greater portion of
the programs had some protected time (>0.05 FTE) compared
to those with none (61.5% vs 38.5%, P<0.01).

Among POCUS champions/leads, the most common
training pathway was independent study (29.0%), followed by
third-party educational programs (23.3%), residency training

(11.5%), hospital-based fellowship programs (7.0%), and
institution-sponsored fellowships (4.8%).

POCUS Equipment and Educational Resources

Table 3 describes residency program characteristics by
ultrasound machine availability and annual financial
investment in POCUS education. Overall, most programs
(55.0%) had access to one to two ultrasound machines, and
57.9% reported some annual POCUS-related expenditures.
Among programs that allocated funding for POCUS education,
34.4% (62/180) spent up to $2,500 annually, 37.8% (68/180)
spent up to $5,000 annually, and 27.8% (50/180) spent more
than $5,000 annually.

Programs with only one POCUS faculty member (33.9% of
all programs) were significantly more likely to have access to
only one or two ultrasound machines than to have access to
more than two machines (63.2% Vs 34.9%, P<0.01). Likewise,
among programs with one POCUS faculty member, nearly half
(47.2%) reported no annual financial expenditure on POCUS
education, with the remainder fairly evenly distributed across
levels of spending.

POCUS Curriculum Components

The survey assessed the scope of residency POCUS curricula
as no curriculum, third-party online education only, or an
in-house curriculum. In-house curricula were categorized
by increasing comprehensiveness, progressing from didactics
and hands-on workshops to the addition of bedside scanning,
image review, and assessments. Table 4 examines the
associations between POCUS faculty resources and curriculum
scope, resident evaluation methods, and resident interest in
POCUS education beyond the core residency curriculum.
Overall, 16.7% (52/312) of residency programs fully
outsourced their POCUS curriculum to a third-party
educational provider. Among programs offering didactics,
hands-on workshops, and bedside scanning (38.0%), 93.3%
had at least one POCUS faculty member. The addition
of bedside scanning was associated with a significantly
higher proportion of programs having two or more POCUS
faculty compared with programs offering only didactics and
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hands-on workshops (58.8% vs 38.3%, P<0.01). As curricula
expanded from bedside scanning to include image review and
assessment, the proportion of programs with two or more
POCUS faculty increased further (38.3% bedside scanning,
58.8% image review, and 65.0% assessment).

Offering POCUS assessment varied by both the number
of POCUS faculty and the protected time allocated to them.
Even with at least one POCUS faculty member, 67.2% of
programs that did provide assessment had limited protected
time, with only 34.5% allocating 0.1 or more FTE for POCUS
education. Likewise, among programs relying on third-party
POCUS curricula, 83.5% had one POCUS faculty member but
also did not provide POCUS assessment (Appendix 2C).

Program Director Satisfaction and Resident Engagement

Overall, 57 (18.3%) of PDs reported being satisfied with
their residency POCUS curriculum, 96 (30.8%) were neutral,
and 159 (51.0%) were dissatisfied. We used a multino-
mial multivariable logistic regression model to examine
factors associated with PD satisfaction with the residency
POCUS curriculum.

PD satisfaction differed by residency program type.
Compared with community-based/military and university-
based programs, PDs from community-based university-
affiliated programs were significantly more likely to report
dissatisfaction than satisfaction with their current POCUS
curriculum (54.2% vs 16.8%, P<0.0001; and 47.4% Vs
14.1%, P<0.0001, respectively). In university-based pro-
grams, satisfaction and dissatisfaction were reported in
similar proportions.

Greater PD satisfaction was associated with protected time
for the POCUS champion/lead and access to a higher number
of ultrasound machines (Table 5). Comparing PD satisfaction
with dissatisfaction, programs providing at least 0.05 FTE of
protected time for the POCUS champion/lead were associated
with 2.8-fold greater odds of PD satisfaction than programs
with no protected time (OR 2.78, 95% CI 1.04-7.37; P =
0.04). Programs providing more than 2 hours per week of
protected time had 9.3-fold greater odds of PD satisfaction
(OR 9.32, 95% CI 2.92-29.76; P = 0.0002). The only other
independent predictor of PD satisfaction was access to four
or more ultrasound machines, which was associated with
3.4-fold greater odds of satisfaction compared with programs
having fewer than four machines (OR 3.37, 95% CI 1.54—7.36;
P = 0.0023).

The number of POCUS faculty and protected time allocated
to the POCUS curriculum were independently associated with
PDs reporting neutral rather than dissatisfied perceptions of
their POCUS curriculum. Compared with programs having no
POCUS faculty, programs with one POCUS faculty member
had 2.54-fold greater odds of neutral satisfaction (aOR 2.54,
95% CI 1.02-6.33; P = 0.0459), while programs with two or
more POCUS faculty had 4.92-fold greater odds of neutral
satisfaction (aOR 4.92, 95% CI 1.93-12.56; P = 0.0009). In
addition, allocating 2 hours per week of protected time for

the POCUS lead was associated with 2.36-fold greater odds of
neutral satisfaction compared with dissatisfaction (aOR 2.36,
95% CI 1.21-4.60; P = 0.0121).

We assessed resident engagement by the percent-
age of residents who pursued POCUS training beyond
the core family medicine residency curriculum, such as
POCUS rotations, electives, tracks, teaching opportunities, or
scholarly activities. We observed no significant association
between protected time for POCUS faculty and the propor-
tion of residents pursuing additional POCUS training beyond
the core residency curriculum. Among programs in which
more than 30% of residents sought additional training, 52.4%
provided 0.1 or more FTE of protected faculty time compared
with 47.6% that provided none (P>0.05).

This study both updates previous POCUS curricular prevalence
surveys and represents the first national-level assessment
of resources supporting POCUS education in US family
medicine residency programs. Representing an increase
compared with prior national surveys, POCUS education is
now offered by nearly 90% of US family medicine resi-
dency programs, reflecting the growing integration of POCUS
into residency education. Despite this progress, most PDs
reported dissatisfaction with their current POCUS curriculum.
Our findings suggest that this dissatisfaction is driven less
by whether a curriculum exists and more by the resources
available to support it.

Several institutional resources were consistently
associated with more comprehensive curricula and greater
PD satisfaction, including the presence of a dedicated POCUS
champion, the number of POCUS faculty, protected faculty
time, and access to ultrasound equipment. Nearly one-quar-
ter of programs lacked a designated POCUS champion, more
than 10% had neither a champion nor POCUS faculty, and
£40% of POCUS faculty received no protected time. Although
community-based university-affiliated programs were more
likely to provide some protected time for POCUS champions,
this alone did not translate into higher PD satisfaction,
suggesting that protected time must be paired with sufficient
faculty, equipment, and institutional support.

An important finding of this study is the distinction
between a POCUS champion/lead and POCUS faculty. Although
the survey intentionally allowed PDs to define these roles
within their own institutional context, the results suggest
that these roles represent different educational functions.
Protected time for the POCUS champion, not just the
presence of POCUS faculty, was more strongly associated
with comprehensive curricula and PD satisfaction. The term
“POCUS champion” has crept into educational culture, and we
believe that it is defined as dedicated educational leader-
ship responsible for curriculum development, implementa-
tion, and program oversight versus general POCUS faculty
who provide educational components without an overall
program structure.
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Outcomes Parameter Adjusted odds ratio 95% Wald CI P value
Type of residency program you direct (ref: university-based)
Community-based, university-
affiliated 0.62 0.240-1.602 3234
Community-based, nonaffiliated and
military 0.91 0.288-2.900 .8784
Number of residents in the program (ref:<19)
19-31 1.22 0.521-2.861 .6468
Satisfied vs dissatisfied >31 135 0.428-4.299 -6052
Time in PD role (ref: 0—3 years)
More than 3 years 1.16 0.551-2.426 .7012
Protected time for POCUS lead (ref: No POCUS champion/lead)
2 hours/week 2.78 1.045-7.368 .0405
>2 hours/week 9.32 2.919-29.756 .0002
Number of ultrasound machines (ref: 0-3)
4=5+ 3.37 1.543-7.359 .0023
Type of residency program you direct (ref: university-based)
Community-based, university-
affiliated 1.05 0.445-2.489 .9083
Community-based, nonaffiliated and
military 2.11 0.805-5.527 1289
Number of residents in the program (ref:<19)
19-31 0.88 0.473-1.652 7001
>31 1.25 0.481-3.264 6449
Time in PD role (ref: 0—3 years)
Neutral vs dissatisfied More than 3 years 2,22 1.241-3.981 .0072
Number of total faculty (ref: 0)
1 2.54 1.017-6.328 .0459
2+ 4.92 1.929-12.557 .0009
Protected time for POCUS lead (ref: No POCUS champion/lead)
2 hours/week 2.36 1.206-4.599 .0121
>2 hours/week 2.68 0.946-7.561 .0634
Number of ultrasound machines (ref: 0-3)
L—5+ 0.849 0.456-1.579 .605

Note: Multinomial logistic regression compares satisfied vs dissatisfied vs neutral responses, adjusting for all the significant univariate comparisons.

Bold indicates a significant adjusted odds ratio.

Abbreviations: CI, confidence interval; PD, program director; POCUS, point-of-care ultrasound

Our findings also highlight opportunities to strengthen
competency assessment. Programs with more POCUS faculty
and greater protected time were more likely to incorporate
resident evaluation, whereas many programs with limited
faculty resources either did not assess competency or relied on
minimal evaluation methods. Because competency assess-
ment is essential to competency-based medical education,
expanding faculty capacity may be necessary to ensure that
residents achieve meaningful POCUS proficiency.

As curricula became more comprehensive (from didactics
and workshops to bedside scanning, image review, and
competency assessment), the need for faculty resources
increased substantially. While a single POCUS faculty member
appeared sufficient to support introductory didactic and
hands-on instruction, programs offering longitudinal bedside
scanning and structured assessment typically required two or

more faculty members. The robust associations of protec-
ted time for the faculty champion or lead with satisfaction
and curricular outcomes suggest that 0.1 FTE may rep-
resent a practical minimum to effectively support teach-
ing, image review, quality assurance, faculty development,
and oversight of ultrasound technology. Resident enthu-
siasm for POCUS was encouraging, with many residents
pursuing additional educational opportunities beyond the
core curriculum. However, greater participation in these
extracurricular activities was observed primarily in programs
providing at least 0.1 FTE of protected faculty time. As
national competency expectations continue to evolve and
residency curricula become more comprehensive, the need for
supplemental extracurricular training may diminish.

Our findings demonstrate that ultrasound equipment
remains an important component of successful POCUS
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implementation. Access to four or more ultrasound machines
was independently associated with greater PD satisfac-
tion, supporting the importance of investing in ultrasound
technology alongside faculty development. As handheld
ultrasound devices become increasingly affordable and
incorporate features such as asynchronous image review,
expanding access to these technologies may reduce important
barriers to resident education while facilitating curricular
components, including image review and quality assurance,
that remain underdeveloped in many programs.

This study had important limitations. The 44.2% response
rate and reliance on PD responses may have introduced
response and reporting bias. Additionally, PD satisfaction is
a subjective measure that may not fully reflect curriculum
quality or resident competency. Future studies should evaluate
objective educational outcomes, such as resident POCUS
competency, to better define the relationships among faculty
resources, protected time, curricular design, and educational
effectiveness. The CERA survey format also limited the study
to 10 specific questions, preventing a more comprehensive
assessment of factors such as faculty training, resident
competency, and institutional barriers to POCUS implemen-
tation. However, given the extent of the CERA survey, the
question limitation likely reduced survey fatigue and helped
boost survey response rate.”"*

Overall, family medicine residency programs demonstrate
substantial variability in POCUS educational resources
and curriculum implementation. This study emphasized
the important contributions of protected faculty time
and technology investments in creating successful POCUS
curricula. As the ABFM introduces national POCUS compe-
tency requirements,’ standardized educational expectations
may help promote more consistent resource allocation and
ensure that residents achieve competency by graduation. This
study also provided one of the first descriptions of financial
investment in third-party POCUS education among family
medicine residency programs. More than 40% of programs
relying on outsourced curricula had already developed internal
POCUS faculty, suggesting that many programs may be
transitioning toward internally led education. Future studies
should determine whether continued faculty development
reduces reliance on third-party educational resources while
improving educational quality and long-term program
sustainability. Future family medicine POCUS curricular
studies should work toward longer-term outcome measure-
ment—including measured and sustained resident compe-
tency, greater real clinical utilization, enhanced patient
satisfaction, and better clinical outcomes in family medicine.
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