ORIENTATION GUIDE

FOR

AIR FORCE MEDICAL OFFICERS

Welcome!  Your decision to join the United States Air Force as a Medical Officer should be a source of great personal pride.  Service to your country, to our current and retired warriors and their families, and to the community of Air Force physicians, will be rewarding and challenging.  You will have the opportunity and obligation to serve both as officer and physician, a circumstance unequalled in the realm of civilian practice.  From this point on, you are interwoven into the fabric of the Air Force, extending back 50 years, and far into the future.  You are an officer first, and will stand shoulder-to-shoulder with other officers: pilots, civil engineers, finance officers, other medical professionals, and many others that you will meet during the course of your military career.  As you deliver care to your fellow Air Force members and their families, you will be struck by the fact that you are treating “us”, and that you are as much a part of “us” as your patients.

Expect to feel overwhelmed by the rules, terminology, acronyms, policies and procedures that you will encounter in your first few weeks of practice.  Rest assured that you will quickly become familiar with your new surroundings.  You will find “military speak” creeping into your conversations as your comfort level increases.  Commissioned Officer Training provides a good introduction to your role as an Air Force officer, and this guide will add to that orientation by specifically addressing some additional military and medical issues.

Air Force Instructions (AFIs) form the backdrop for many of our policies and procedures, and you would do well to acquaint yourself with those most pertinent to your practice, and to your life in the Air Force.  The following instructions should be in your library, for reference and review.  You can find updated versions electronically at http://afpubs.hq.af.mil/orgs.asp?type=pubs.


AFI 44-119:  
Clinical Performance Improvement


AFI 36-2110:  
Assignments


AFI 41-109: 
 Special Pays  


AFI 48-123:
Medical Examinations and Standards

Other instructions that may be of interest at one time or another:  36-2903 (Dress and Appearance of Air Force Personnel), and  36-2107 (Active Duty Service Commitments and Specified Period of Time Contracts).  You will receive additional guidance and instructions from your facility’s Chief of the Medical Staff (SGH) regarding facility-specific operating instructions and clinical quality improvement initiatives.  You will also be assisted by an enthusiastic staff, and an involved and supportive chain of command.

Settling into your new position will bring back memories of the first day at Med School, or the first day at your residency program.  Rest assured that you will be guided through this initial period of discomfort by an enthusiastic staff, an active and involved SGH, and your chain of command.

[Please note that in this manual, consultants, commanders, and staff members will be collectively addressed as possessing masculine gender.  It is well recognized that all Air Force members at all levels can be either male or female.  Utilizing one gender throughout this document is meant only to improve readability and flow, and in no way denigrates the contribution or opportunities afforded to female AF members.]

An additional note:  Imitation is the sincerest form of flattery, and this guide borrows extensively from the outstanding orientation guide provided new dental officers.  That guide credits the combined efforts of Col Alexander Warschaw, Col Nancy Perry, Lt Col Judy Strickland, SSgt Paul Barnhart, and Lt Col Gerry Caron.  Many passages in this guide have been lifted verbatim from their guide, a testament to their wisdom and eloquence.  Additional review and input from myriad SGHs in the Air Force Medical Service refined and validated this work.  Their assistance is gratefully appreciated.
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I.  ORGANIZATIONAL OVERVIEW

a.  The Air Force Medical Service (AFMS)
Physicians are members of the Medical Corps, which is one part of a larger AFMS.  The AFMS is led by the Air Force Surgeon General (AF/SG), a Lieutenant General (3-star) who is responsible for health care delivered to Air Force medical beneficiaries in peace and war.  He works with his counterparts in the Army and Navy, and with the Assistant Secretary of Defense for Health Affairs (ASD[HA]), to develop and implement policies to ensure that high quality health care is available to military members, their families, military retirees, retiree families, and other designated beneficiaries.

The Air Staff is made up of the AF/SG and his support agencies, including the Air Force Medical Operations Agency (AFMOA) and specific programs that support readiness, doctrine, planning, resources, and manning.  The Chief of the Medical Service is the medical corps (MC) consultant to the AF/SG, assisted by a number of specialty area consultants.  The MC chief is also extensively involved in graduate medical education, serving as an advisor to the AF/SG and Air Force Personnel Center on educational issues.

The Air Force is divided up into Major Commands (MAJCOMs), such as Air Mobility Command, Air Combat Command, etc.  Each one has a different mission in supporting the global exercise of American military air power.  These are operational military chains of command.  In the Air Force, individual medical facilities answer to the command dictates of the MAJCOM.   Unlike the Army and the Navy, Air Force medicine is community medicine, responding to the concerns and priorities of the Wing commanders.  The Army and Navy have centralized medical command structures, which answer to the central medical directorate as much or more than to the local command structure.  Each MAJCOM has a medical staff, headed by a Command Surgeon, or MAJCOM/SG.  Staff members address manning, resources, and clinical quality review.  The MAJCOM/SG reports directly to the MAJCOM Commander, but works in close coordination with Air Staff and responds to Air Staff inquiries and taskings.  Each MAJCOM/SG manages manning, resources, and clinical oversight for the medical treatment facilities (MTF) within that command, but the individual medical facility commander takes her or his orders from the Wing commander.

b.  The Objective Medical Group (OMG)
OMG is the term used to describe the personnel structure of an MTF, and mirrors the structure of line (non-medical) Air Force units.  This model has been in place since 1995.  The chief executive officer of the MTF is the Medical Group Commander (MDG/CC).  This individual reports directly to the line Wing Commander and is the focal point in the Wing staff for all medical issues.  The MDG/CC is supported by two or more squadron commanders (Sq/CC).  The number of squadrons in a unit depends on the size and mission of that MTF.  The squadron is the main functional unit in the Air Force, and the Sq/CC maintains the authority (through what are called “G-series orders”) to enforce behavior and performance standards through military non-judicial punishment under the Uniform Code of Military Justice (UCMJ).  The Sq/CC typically organizes his unit into a number of medical flights, depending on manpower and mission.  Flight commanders (Flt/CC) do not serve on G-series orders and cannot administer non-judicial punishment.  They do, however, deliver direction and oversight to those members in their flight.  A Flt/CC may further organize his unit into elements, headed by element chiefs.  You will often hear element chiefs addressed as Clinic Chiefs or as Officer in Charge (OIC) of a clinic.  Command positions are open to members of all Corps, and your commander could be a nurse, MSC, or BSC.

In addition to the various command positions described above, an additional layer of leadership is found in the MTF.  These leaders report formally or informally to the Group Commander.  The Chief of the Medical Staff (SGH) is responsible for quality of care, provider credentialing,  and a wide variety of other patient-care related activities.  He is the corps chief for physicians at the MTF and is responsible for mentorship and career development for the physicians on his staff.  The Chief Nurse (SGN) is the corps chief for the nursing staff, offering leadership and mentorship for nurses and nursing functions.  The Administrator (SGA) is the chief medical services corps officer, serving as advisor for a wide variety of support functions.  The Chief of Flight Medicine (SGP) is responsible for aerospace medicine issues, working in conjunction with the SGH to offer mentorship to staff flight surgeons, and working actively with the Wing on flight medicine issues.
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The typical four squadron structure is outlined, above.  Each squadron consists of flights and clinics/elements, though they are not displayed in the diagram to avoid needless complexity.

c.   Readiness

Your primary mission is military readiness.  You will accomplish this mission by educating AF members about how to prevent illness and injury, and about healthy lifestyles.  You will diagnose and treat illness in peacetime and in war to maintain a ready fighting force, and you might participate directly in deployed medical operations.  Any AF member lost to duty due to illness or injury is not available to “press the fight”, and could result in mission failure.  Sick pilots can’t fly, sick maintainers can’t “keep ‘em flying”, and sick medics can’t treat patients.  You will contribute to the readiness mission whether or not you deploy in support of wartime operations by continually assessing Active Duty members for their ability to perform the duties of their specialties world-wide and filing Physical Profile Change Forms (AF FORM 422’s) promptly if they have an illness or condition that interferes with the ability to deploy world-wide.

In order to support the medical needs of the warfighters, military medics must be trained and physically able to accompany them into harm’s way.  The teams organized for specific medical support missions are called Unit Type Code teams (UTC’s).  Certain physicians are assigned to fill Unit Type Code (UTC) positions.  These are considered “mobility” positions, since members assigned to these positions are subject to deployment in support of readiness taskings.  UTCs are the “building blocks” that make up the deployed medical footprint, and can be combined in ways to tailor the medical response to the wartime scenario… anything from a small aid station to a 250-bed field hospital with CT/subspecialty capabilities.  Certain training is required of members in UTC positions, and UTC members often participate in exercises to hone their wartime readiness.  Two exercises warrant special attention.  A “Phase I” exercise emphasizes the processes required to “get out of town”, and includes mobility line processing, medical screening and clearance, immunizations checks, gear issue, etc.  A “Phase II” exercise emphasizes medical care in the field to deployed forces, simulating care in a distant location to warfighting troops.

Knowledge of the deployed medical response teams is useful.  Here are some terms that will be encountered:


EMEDS: Expeditionary Medical Support


EMEDS Basic:  4 bed holding capacity, no inpatient capacity


EMEDS +10:  10 bed inpatient capacity


EMEDS +25:  25 bed inpatient capacity

SPEARR:  Small Portable Expeditionary Aeromedical Rapid Response; first-responders, small footprint

CCATT:  Critical Care Air Transport Team

d.  Chain of Command

The term “chain of command” refers to the appropriate path for personnel to follow in order to obtain feedback on duty performance, refer comments or suggestions, or pursue complaints.  It is incumbent on each military member to know his chain of command, and to use it when seeking resolution for concerns/complaints.  Your immediate supervisor is the first link in your chain of command, and the chain moves up to his supervisor, and so on.  The chain progresses from least to most experienced, and from junior to senior in rank.  We all ultimately report to our Commander-in-Chief, the President, who reports to the American people.

Problems are best addressed at the lowest possible level in the chain of command.  Bypassing your boss to take your concern to higher levels circumvents the chain of command, and often removes from the discussion the very person that is best able to address the concern.  There are certainly circumstances in which a “bad boss” institutes policies or makes decisions that should be challenged at higher levels in the chain.  Never forget, however, that your boss may squelch one of your “pet projects” or brainstorms simply because it is a bad idea.

e.  Enlisted Support Personnel
Enlisted support is crucial to your success!  Enlisted troops will “show you the ropes” when you arrive in clinic, they will assist you in learning customs and courtesies, and they will offer helpful critique of dress and appearance lapses.  Enlisted career fields are described by alphanumeric “AFSCs”, the same as in officer career fields.  The enlisted AFSCs that you will commonly encounter in the clinic are:  4N0X, 4A0X, and 4F0X (called, “4 foxes”).  4Ns are enlisted technicians that care for patients in the clinics and inpatient wards.  They are commonly equated to “nursing assistants”, but they are much more capable.  They can start intravenous lines, deliver treatments, and suture lacerations (with proper supplemental training).  A few 4N troops undergo advanced training to become Independent Duty Medical Technicians (IDMTs), allowing them to institute simple diagnostic and treatment plans in deployed settings as independent providers, backed-up by physicians at larger health care hubs.  4As are administrative technicians that assist with the flow of patients and manage medical records/filing.  While they are trained in medical terminology, they are not trained in clinical patient care.  4Fs are aerospace medicine technicians.  Their training focuses on the administrative and clinical aspects of the care of rated (flying) personnel.

Within each enlisted AFSC there are “levels” corresponding to that tech’s level of expertise: 3, 5, 7, and 9 level technicians gain expertise via on-the-job training, formal Career Development Course (CDC) training, and through the pursuit of professional military education.  Higher level technicians often hold supervisory positions, and are responsible in large measure for making sure that their troops progress in their training.

A quick review of the enlisted rank structure will assist you, so that you know what to expect from the enlisted members that will be assisting you in the care of your patients.  New enlisted troops may arrive out of their tech school training in the ranks of Airman Basic to Airman First Class, wearing zero to two stripes.  In some circumstances, these troops are just learning their way around (just like you!).  A Senior Airman (three stripes) usually has experience working in the clinic and can be counted on as a “go to” person to get things done.  Staff Sergeants (four stripes) are usually work area supervisors, and Technical Sergeants (five stripes) supervise larger work areas or clinics, and may be identified as clinic NCOICs.  Master Sergeants supervise large clinical areas, and Senior Master Sergeants and Chief Master Sergeants generally have squadron or group-wide responsibilities.

The working relationship between physician and technician is crucial to their development, and to your success. You will have ample opportunity to share your knowledge and experience with your enlisted techs, and you will generally find them to be a very receptive audience.  Many technicians aspire to health care careers as physicians, physician assistants, and nurses.  Their contact with you can greatly influence their enthusiasm and development.  Please take the time to show them pertinent physical findings, and involve them in your discussion of treatment options.  You never know when you might find yourself in their care as a patient in a deployed environment!

The best advice that a new physician can receive is to seek out and talk to the senior enlisted personnel in your work area.  Failure to make full use of their knowledge and expertise will deprive you of a valuable resource, and will make you less effective as a physician.

f.  Medical Expense and Performance Reporting System (MEPRS)
MEPRS is used for two distinct, but interrelated functions:  cost accounting/manpower utilization (expenses), and workload (productivity) measurement.  Your clinic will have someone designated as the MEPRS monitor, and that individual will work closely with you to make sure that you get credit for the work you perform.  Your work will be coded and tracked depending on your clinical activities.  Time spent in direct patient care is coded differently than time spent in field exercises, or in conferences.

MEPRS data is crucial to the decision-making within your facility, and at Air Staff.  The information is used to evaluate the cost and productivity of your clinic, other clinics in the MTF, and clinics in other military facilities.  Decisions about staffing levels and budgetary support are made based on MEPRS data, so under-reporting of this information can result in understaffed, underfunded clinics that are unable to accomplish their mission.  Your assistance in getting the best possible data will greatly benefit your clinic, and the patients that you serve.

Increasing emphasis on coding and coding accuracy is a reality that we must all face.  Coding (via whatever mechanism is used in your facility), documents the diagnosis and intensity of care given to your patient in the course of your medical encounter.  This data is crucial to manning and funding for your facility.  Failure to accurately code your encounters could cause your facility to face manning cuts and funding reductions.  In addition,  if you elect to separate from the military to pursue a civilian practice, prospective employers frequently inquire about the coding skills of the job applicant.

g.  Primary Care Optimization (PCO)/Prevention
PCO is the ongoing process of refining and streamlining the delivery of primary care to your facility’s enrolled population.  This involves proper use of support personnel and space within your MTF in an effort to enhance physician productivity and appropriately direct those tasks better suited to other members of the health care team.  In addition, assignment of patients “by name” to providers enhances continuity of care, and allows that provider to better understand and manage the diseases, conditions, and preventive health concerns of his patient population.  Each member of the PCO team plays a vital role in the total care of the primary care patient, and each is crucial to its success.

Prevention is the most effective intervention available in the maintenance of a fit fighting force.  By reducing or eliminating risk factors for injury and illness, it is possible to avoid the need for future interventions that would have resulted from said injury/illness.  Every physician, regardless of AFSC, is expected to work actively to push prevention and make it a part of our Air Force culture.

h.  Facility Support
The facility exists to support you and your patients.  Your participation in its upkeep will therefore benefit both you and your patients. You should report any broken equipment to your clinic’s NCOIC (Non-Commissioned Officer In Charge) for repair or replacement.   Care in dealing with furnishings, painted surfaces, and clinic equipment will extend the lifespan of those items and allow funding to support clinic upgrades and additional services.  We are all responsible for policing our work areas.  Picking up litter, rather than leaving it lay, will enhance the appearance of the facility and make it a more pleasant place for you to work, and for your patients to receive care.

You are also responsible for ensuring the safety and security of your work area.  If your facility utilizes an identification card or badge, be sure you possess and display this item.  Do not leave your badge laying out where it can be stolen.  Challenge individuals in your work area that do not possess satisfactory identification, and notify Security Forces of unauthorized intrusions.  Terrorism can strike large or small facilities, and your vigilance could prevent a catastrophe that could threaten you and your patients.

i.  Supplies and Equipment
Most clinics have an NCO responsible for supplies and equipment.  You might find that some of the clinic equipment is slightly different from that used in your training, and you should orient yourself to the peculiarities of any unfamiliar equipment.  If there are specific supplies or unique items that you consider necessary to properly care for your patients, please notify your supply NCO.  New equipment requests flow up the chain of command for prioritization and funding.  Be very careful not to order equipment or supplies without utilizing the proper procedures.  You could face significant penalties if you enter into an agreement that obligates the government for a purchase, without authority.

Please report malfunctioning equipment promptly so that it can be removed from service and repaired or replaced.  Attempting to “make do” with malfunctioning equipment could put you and your patient at risk.  Since your supply NCO is personally liable for the equipment within the clinic, please keep track of items you take out of the clinic, and return them promptly when you are finished using them.  Obviously, removing equipment from the clinic for your personal use, or for use in treatment of non-beneficiaries, is prohibited.

Never allow an equipment vendor or salesperson to “volunteer” the use of non-approved equipment in a military clinic!  You could personally find yourself liable for the cost if the equipment gets broken, for the legal liability if a patient has an adverse outcome, or for UCMJ prosecution if someone is hurt!!

j.  Information Systems
You will have access to computer and telephone systems, and will utilize those systems for communication and research related to the needs of your patients.  The use of government information systems is intended for official use only, and ALL activity on information systems equipment is subject to monitoring.  Misuse of information systems, including unauthorized access to another person’s account, utilizing government computer resources for personal gain, downloading of unauthorized or inappropriate material, or security breaches related to your own computer activity can subject you to disciplinary action.  Guidelines for official vs. non-official use are available from your Terminal Area Security Officer (TASO), present either in your clinic, or in your communications/facilities office.

k.  Pharmacy

During your inprocessing, you will complete a signature card at your clinic’s pharmacy.  If you do not already have a Drug Enforcement Agency (DEA) number for prescribing narcotics and other controlled drugs, application for a DEA number will be processed.  You are authorized to prescribe for military health care beneficiaries, and your prescriptions will be honored at the clinic pharmacy, and at local civilian pharmacies.  You may not prescribe medications for non-beneficiaries without specific permission to do so, as such prescribing subjects you to malpractice exposure for which the Air Force does not offer coverage.

Your facility will have a formulary that reflects stocking decisions made at Air Force and local levels.  Your facility’s Pharmacy and Therapeutics Committee, headed by your SGH, is responsible for local decisions regarding which drugs to stock and use.  You are encouraged to become involved within your field of expertise, and to work actively with the Pharmacy and Therapeutics Committee to tailor the formulary to the needs of your patients.  Cost containment, while crucial to our ability to maintain fiscal viability, must be balanced against our patients’ valid medical needs.  Your clinical input is essential as we work to strike the proper balance.

Prescribing drugs for non-therapeutic purposes will subject you to disciplinary and credentials action.  In addition, be very careful when you consider prescribing medications for yourself or for family members.  Prescription of controlled substances to family members is prohibited, and even prescription of non-controlled substances may draw scrutiny.

l.  Infection Control

You should have the opportunity to meet with your Infection Control Officer during your inprocessing briefings.  Your active role in preventing nosocomial infections, in properly forwarding information on communicable diseases, and in appropriate use of broad spectrum antibiotics is crucial to the success of your facility’s infection control plan, and to positive outcomes for your patients.  Physicians are frequently cited for poor hand washing technique and for seeing patients without washing hands in between.  Your staff will observe and emulate your behavior… please set the standard for hand washing.

m.  Public Health/Immunizations
Public Health has a unique role in the military.  It was not until the Russo-Japanese war that fewer soldiers died of diseases of war than from battle wounds.  Public Health made the difference.  Your patients may have been exposed worldwide to diseases rarely seen in the protected U.S. population.  Being alert for and promptly reporting suspicion of the unusual is a part of military community health protection.

As a health care provider, you are subject to exposure risks from a variety of communicable diseases.  When you report for duty, your medical record will be screened, and your vaccination status confirmed.  TB skin testing and HAV/HBV vaccinations will be updated, and an immunizations record will be prepared for you.  The yellow “shot record” that you receive from the immunizations clinic is the source document for your immunizations status.  If you lose that record, it will often be necessary to reaccomplish a number of your immunizations.  Repeating immunizations wastes vaccine and subjects you to needless discomfort. Please make every effort to safeguard your shot record.

The Public Health office is the focal point for accumulating facility-specific data on communicable diseases and tracking of those diseases.  Make sure that you are aware of which diseases require reporting, and that you are diligent in your attention to this detail.  Force protection demands early recognition of biological hazards, and your efforts may produce the vital piece of information to complete the puzzle.

n.  Scope of Care/Privileges
Your scope of care, and therefore the privileges you are granted to practice, are determined by your own training, skills, and experience, and by the capabilities of the facility in terms of space, personnel, training, and equipment. You will request privileges and will be granted those privileges by the facility commander on the basis of your training and demonstrated ability.  The privilege recommendations made by the director of your training program are given serious consideration in the credentialing process.

The Credentials Function at your facility is headed by the SGH, with representation from a variety of staff physicians and the facility credentials monitor.  This body will evaluate your request for privileges, and their recommendation will go to the facility commander for his action.  Your privilege requests will be made based on your training and experience, and are specifically requested on AF Form 1540, Application for Clinical Privileges.  As you request privileges for various conditions and procedures, your request will be made by annotating the numbers 1, 2, 3, or 4 in the appropriate places on the form.  The numbers have the following meaning:


1
Fully qualified for independent practice without supervision.


2
Previous training/experience, but current skills require supervision while performing this procedure/evaluating this diagnosis


3
Unable to perform this procedure/evaluate this diagnosis due to facility limitations


4
No previous training or experience.  Unable to perform this procedure/evaluate this diagnosis

It is very important that you honestly assess your clinical skills and training as you apply for credentials.  Downgrading the status of your credentials as a result of adverse outcomes can have serious implications in future credentials requests.  By the same token, voluntarily asking for supervised privileges when you know that certain skills are rusty is both ethically and medicolegally responsible.

The credentials monitor will verify and review source documents pertaining to your training and licensure.  It is your responsibility to maintain a current, unrestricted state license in the state of your choice.  The credentials monitor will query the National Practitioner Data Bank (NPDB) for entries, and will submit this information to the Credentials Function for review.  The credentials folder prepared as a result of this review is a living document, and should be updated as you gain skills, pursue additional training, or gain facility support for new procedures.  Every healthcare provider in the AFMS must have Basic Life Support (BLS) current certification.  It is a personal responsibility to maintain your state license and any additional certifications your job position requires, such as ACLS or PALS.  “They didn’t remind me it was about to expire” will not suffice as an excuse for a lapsed practice due to failure to maintain certification.

You do not need personal malpractice insurance when practicing within your scope of care in the service of military beneficiaries.  While you are exempt from being personally sued as a result of alleged malpractice, you are subject to credentials review and limitation of privileges if your clinical performance fails to meet the standard of care. These limitations are reportable to the National Practitioners Data Bank (NPDB) and could adversely affect future credentials applications.  Be aware that the Air Force Medical Operations Agency (AFMOA) is the sole reporting agency for this databank, offering you yet another layer of protection against frivolous NPDB action.  If you are permitted to “moonlight”, you must carry your own malpractice insurance.  

o.  Standard of Care
You are held to a standard of care equal to that of peers of equivalent training in your local community, that standard defined as the accepted and correct actions of a provider, taken in order to arrive at a diagnosis or to implement treatment for a given disease, disorder, or patient problem.

Your care to patients will be evaluated through routine peer review actions, through morbidity/mortality conferences, and through collegial interaction with your fellow physicians.  More formal evaluations can be sought after a poor outcome, or if your clinical skills come into question for a variety of other reasons.  It is beyond the scope of this document to outline the details of this process, but AFI 44-119 offers comprehensive guidance on the subject and is worth your review.

Be aware that bad news does not get better with time.  If you have an adverse outcome, or find yourself in a situation that could result in a complaint of substandard care, or if you witness any manner of clinical activity that makes you uncomfortable, be sure that you notify your SGH or quality manager immediately.  Prompt attention from the appropriate level of oversight could save you, and the facility, major headaches.

p.  Standards of Conduct

As an officer in the Air Force, you are held to a higher standard of personal conduct than your peers in the civilian community.  You represent the Air Force, in uniform or out, and your actions reflect positively or negatively on public perception of the Air Force in general. Illegal drugs, intemperate alcohol use, gambling, financial irresponsibility, fraternization, unprofessional conduct, and sexual harassment are behaviors inconsistent with military duty and could subject you to disciplinary action at a variety of levels.  In addition, your credentials can be withdrawn as a result of unprofessional behavior, greatly impacting your ability to practice medicine.

Fraternization is a concern unique to the military.  Simply put, as a military officer you may have to order a subordinate into harm’s way to accomplish the mission.  This obligation has no counterpart in the civilian world.  If you have a personal relationship with a subordinate that distorts your objectivity, your actions may reflect a bias, or may be interpreted by your troops as reflecting a bias .  Since this strikes at the core of the ability of an officer to execute the mission under duress, it is absolutely intolerable for a military officer, and is punished severely.

It is very important to know that those working with you, and for you will carefully observe your behavior.  Your subordinates will emulate your behavior, good or bad, and one “bad apple” can certainly spoil the whole bunch.  In addition, your patients will judge you not only by your medical skills, but also by your military presence and your attention to customs and courtesies.  Failure to project an outstanding military image will erode their confidence in you, and can adversely impact your therapeutic alliance.

Non-medical Air Force personnel frequently cite Air Force medics as being sloppy in their attention to dress and appearance issues, and their practical application of customs/courtesies.  As a result, medics must work harder than their non-medical counterparts to dispel this reputation.  Make every effort to report to work with a fresh shine on your shoes and a crisp, clean uniform.  Snap your salutes and walk tall, going out of your way to project exemplary military bearing.

You will be obliged to participate in recall exercises, mandatory drug screening, cycle ergometry, weigh-ins, and other activities that contribute to unit cohesion and maintenance of good order and discipline.  Approach these activities with a positive outlook, set a good example for those around you, and you will diminish the “hassle factor” of these unique duties.

Adverse actions within the Air Force, aside from the credentials issues detailed above, often begin with a simple verbal counseling from your supervisor.  Persistent failure to meet standards can result in letters of counseling, admonishment, and reprimand.  Establishment of an Unfavorable Information File (UIF) as a result of substandard behavior can adversely affect your promotion opportunity, and can follow you into the civilian community as prospective employers request references.  You are subject to judgment under the Uniform Code of Military Justice, and infractions of this code can carry much higher penalties than similar actions in the civilian community.  Nonjudicial punishment under Article 15, and Court Martial proceedings can result from serious breaches of conduct.

Guided by our Air Force Core Values,  you’ll have nothing to fear from the military justice system:

INTEGRITY FIRST

SERVICE BEFORE SELF

EXCELLENCE IN ALL WE DO
II.  CLINICAL ISSUES

a.  Beneficiaries/Priority of Care

The following individuals are authorized to receive care at an MTF:


- Active Duty military members


- Dependents of Active Duty members


- Military retirees and their dependents

- Civilians, in the event of a life-threatening condition, until they can be stabilized and transferred to a civilian facility


- Other individuals, designated by the Secretary of the Air Force to receive care

Active duty members receive the highest priority of care, since the mission demands their rapid return to duty.  Individuals enrolled in TRICARE Prime are afforded the next highest priority of care.  Other beneficiaries receive care on a “space available” basis.  If excess capacity exists in a clinic, such that all patients of a higher priority have been cared for and there is still capacity to care for additional patients, lower priority patients can receive care.  In the event of a critical clinical presentation, do not take the time to ponder the priority status of the patient… deliver care and sort out the details later.

Your local TRICARE representatives will give you a much more detailed briefing on TRICARE policies/procedures to include information on prescription benefits and referral processes.  

b.  Documentation

The need for accurate, legible, timely documentation is as pressing in the military as it is in the civilian medical community.  Documentation serves as the basis for billing validation, quality review (internal and external), and risk management activities.  Make a habit of dating each entry, and recording the time of the encounter/procedure/activity.  Sign each entry, and use your signature stamp below your signature.  Timely dictation of admission notes, consultations, and discharge summaries results in a much more complete and accurate record that will be much easier to defend if questions are raised in the future.  Dictation of operative reports must occur within 24 hours of the procedure, and should generally be done as soon as the procedure is completed.  The use of abbreviations and acronyms is acceptable as long as you follow the standards established for your MTF.  Your SGH can direct you to the appropriate resources.  The use of non-standard abbreviations can lead to confusion and medical errors.

Documentation of telephone consultations is very valuable, filling in the “missing pieces” of the medical record and offering subsequent care providers the benefit of a true longitudinal picture of a patient’s illness/evaluation.  Again, date, time, and signature are critical elements of this documentation. Telephone orders must be signed within 24 hours (and again, noting the date and time of the signature).

All corrections to the medical record should be dated and initialed.  Draw a single line through text to be corrected and record the changes in such a way that the original documentation can be read, as well as the correction.  Never, NEVER, alter a medical record that is the subject of review.  While it is perfectly acceptable to prepare a memorandum for consideration or inclusion in the record, any alteration of a record immediately raises concerns about the credibility of the physician and the facility.

Entries in the medical record should be made in dark ink (black or dark blue). Certain entries in the Patient Problem List can be made in pencil, such as current medications and acute illnesses, to allow for neat updates in this living document.  Historical information for each of these medications and acute illnesses can be found, in ink, within the record.

You will encounter a wide array of forms used for documentation and the requisition of tests, consultations, and treatments.  Clinic personnel will review these forms with you.

You may be asked to assist in the proper coding of a medical encounter, for workload tracking or billing purposes.  You will receive training in this area if needed.  Please recall that the greatest possible accuracy and detail in the coding of a clinic encounter is required.  Miscoding can result in a loss of workload or revenue, and can result in investigation for billing fraud in the case of third party billings.

c.  Patient Scheduling

Your patient schedule will be prepared by the clinic OIC, or his designee.  Decisions about time, duration, and number of appointments are made locally, based on mission requirements and beneficiary needs.  Individual clinic policies regarding administrative time, post-call schedules, and the scheduling of leave vary from clinic to clinic.  Any issues related to your clinic schedule should be directed to your chain of command.  Likewise, call requirements, inpatient responsibilities, issues relating to crew rest, and additional duties will all be addressed by your supervisor.

d.  Duties Not Including Flying (DNIF)/Personnel Reliability Program (PRP)

Active duty members on flying status may present with injuries or illnesses that prevent them from safely engaging in flying duty.  For physicians without flight medicine training, knowing what conditions require removal from flying duties can be problematic.  AFI 48-123, Medical Examinations and Standards, lists medical standards for flying duty in attachment 7.  Any discussion of a rated officer’s ability to perform his flying duties should necessarily involve that patient’s flight surgeon.  Likewise, the decision to return a flyer to flying status can only be made by a flight surgeon.  The flight surgeon’s office maintains a log of members in DNIF status, and any member placed in DNIF status must be referred to the flight medicine clinic for proper tracking and follow-up.  In addition, the use of most medications results in disqualification from flying duty.  Discuss any planned medication use with a rated officer’s flight surgeon.

Members engaged in certain sensitive career fields (such as nuclear weapons handling) may be entered into the Personnel Reliability Program.  Each facility with assigned PRP members has a PRP monitor to assist in documentation and tracking of the medical care delivered to PRP members.  Any PRP member presenting with an illness that might result in altered mentation or an inability to accomplish their PRP responsibilities must prompt notification through the PRP monitor.  Likewise, any medication given to a PRP member that might adversely affect their mentation, short or long term, warrants notification.  The PRP program is a “zero mistake” program, and there can be NO lapses in documentation or notification as regards PRP members.

e.  The Medical Evaluation Board (MEB)

Active duty members that develop diseases or conditions that are inconsistent with worldwide medical qualification (please see AFI 48-123, attachment 2 for a complete list of standards) are subject to evaluation by an MEB for consideration of medical discharge or duty limitations.  The board is made up of a board president and two or more members, all staff physicians appointed by the MDG/CC.  A Physical Evaluation Board Liaison Officer (PEBLO), who serves as the interface between the MTF and the Air Force Personnel Center (AFPC), coordinates the MEB process.  Local MEB actions are reviewed and adjudicated at AFPC.  A disability-retired servicemember gets a portion of their military pay tax-free for life, as well as protected access to VA and DoD medical facilities.

It is sometimes necessary to pursue urgent medical retirement of a critically ill member, to preserve military benefits in the event of that member’s demise.  Your SGH and/or PEBLO will assist you in this process, and should be brought into the loop at the earliest possible moment after recognition of the possible need for an urgent medical retirement.
III.  PROFESSIONAL DEVELOPMENT
a.  Off-Duty Employment
“Moonlighting” can offer tangible benefits to an Air Force physician:  increased exposure to a broad range of patients, the opportunity to perform procedures that you may not encounter frequently in your military duties, and additional income to supplement your military pay.  If you wish to pursue off-duty employment, you must have your MDG/CCs permission to do so, and it is your responsibility to comply with all applicable policy and regulatory guidance. The specific forms required to document your request and your commander’s decision are available in your orderly room, or from your SGH.  Recall that you are a military officer 24 hours a day, 7 days a week, even when you are “off duty”.  Your obligations to MTF-enrolled patients and military beneficiaries must always come first.  If your MTF responsibilities interfere with your off-duty employment, then the off-duty employment must accommodate the conflict.  If recalled from your off-duty employment location for patient or other mission-related requirements, you must comply without delay.  Failure to do so will put future off-duty employment privileges in jeopardy and could subject you to disciplinary action.

You are responsible for arranging appropriate medical licensure and malpractice insurance for your off-duty employment, and your military DEA number cannot be used in prescribing for non-beneficiaries.  There are also specific limitations on your ability to care for military beneficiaries in a moonlighting setting.  Make sure you are well aware of these restrictions in advance.  In addition, you must update your off-duty employment status annually.  

b.  Additional Duties
You may well be tasked to perform duties in addition to your routine patient care responsibilities:  quality control officer, medical director for a variety of clinic functions, disaster team duties, etc.  These duties allow you interact with fellow medics in a variety of settings, serve vital functions for the MTF, and allow for personal growth.  In addition, excellence in the performance of additional duties is reflected in your Officer Performance Reports (OPR) and can differentiate you from your peers when considered for promotion or clinic leadership roles.  Volunteering for additional duty opportunities will generally allow you more control over these additional tasks, will be viewed positively by your supervisor and chain of command, and will make you less likely to “draw the black bean” and be involuntarily selected for other duties.

c.  Conditional Reserve Status/Regular Officer Status
The overwhelming majority of physicians are reserve officers on Extended Active Duty (EAD) orders.  They are differentiated from traditional reservists by the nature of their EAD orders.  Reserve physicians are obligated to serve the duration of an active duty service commitment (ADSC) incurred by training or pay contract.  A physician’s date of separation (DOS) is therefore determined by that ADSC-incurrent event.  “Retainability” is the term applied to a member’s DOS as it pertains to projected duties or opportunities.  A reserve physician that has served all training commitments is obliged to use pay contracts to obtain enough retainability to qualify for certain assignments or training.  At times, the pay environment may oblige a physician to sign a less lucrative pay contract simply to qualify for a PCS move or training opportunity.

A reserve officer can extend his/her DOS by applying for Conditional Reserve Status (CRS), or by being selected for a Regular Commission (RegAF).  If approved for CRS, and officer’s DOS is updated to a date 20 years beyond the EAD date.  This updated DOS does not extend the officer’s active duty service commitment, and an officer can separate by submitting a request 6 months prior to their requested DOS, as long as all ADSCs have been fulfilled.

A reserve officer may be offered RegAF status after their first competitive promotion board.  If accepted, a regular commission allows a physician to remain in the AF for 28 years as a Lt Col, or 30 years as a Colonel.  The DOS is updated to reflect that new date, and just as with CRS, 6 months notice is required prior to separation. Declining RegAF when offered could permanently exclude you from future RegAF opportunities, so that decision should be made only after careful consideration.

Both CRS and RegAF speak strongly to your desire to serve a full career in the Air Force, making you more competitive when measured against those unwilling to make that commitment.  

d.  Continuing Medical Education (CME)

CME is required for physicians to maintain proficiency and currency in their specialties.  Opportunities to obtain CME exist within your MTF, within the AF/sister services, and within the civilian community.  It is your responsibility to obtain sufficient CME to satisfy your personal educational needs, the requirements of your state licensure authorities, and your MTF’s credentials function.  Recall that you must obtain at least 60 AMA Cat 1 hours every three years in order to satisfy the AF’s credentialing requirements.

Air Force funding of your CME needs is not guaranteed.  You should make every effort to utilize low cost/no cost CME sources whenever possible.  In the event that facility funding is available, your SGH will review the application/selection process with you.  You may also apply for funding through the Air Force Institute of Technology (AFIT).  Again, your SGH will review the application/selection process.

Your facility will generally fund temporary duty (TDY) and fees associated with board certification, either as initial board certification, or as recertification.  If you fail an attempt at board certification, funding for future attempts is your responsibility.

e.  Temporary Duty 
When you leave your base of assignment, you must either be on leave status, or on temporary duty status (TDY).  While TDY you are considered to be “on duty”.  TDY may be in paid status, or “permissive”.  On permissive TDY, you are responsible for all of your own expenses, but you are on duty status, not on leave.  On paid TDY, your travel and lodging is funded up to a set amount, determined by the TDY location.  You may certainly exceed the approved limits for food or lodging, but you will not be reimbursed for any amount beyond that approved.

When away from base, you need to have a copy of either your leave slip/permissive TDY slip, or you should be on TDY orders.  You will need TDY orders to pick up airline tickets and to secure lodging at your TDY location.  Since production of TDY orders can take time, advance planning is crucial to avoid last-minute panic.  It is possible to take leave in conjunction with TDY orders.  The leave dates must be included in your TDY orders.

You will be issued a government credit card for use in travel and lodging payments.  Any charges to your government card must be for official travel only.  Use of the card to purchase souvenirs or items not related to your official travel may subject you to disciplinary action up to and including Court Martial.  Please make very sure that every charge applied to your government credit card is mission-related and well documented.

When you return from TDY, you will prepare a travel voucher, based on your TDY orders.  If you fail to prepare this voucher, you will not be reimbursed for trip expenses.  Be prepared to supply copies of receipts for lodging, registration, ATM advances, parking, rental cars (if authorized), and any other expenses in excess of $75.  Failure to properly document expenses could lead to no reimbursement for those charges, leaving you personally liable.

f.  Residency Training Programs/Graduate Medical Education (GME)

The Air Force sponsors residency training programs in a broad range of medical specialties.  Some programs train at MTFs, others are sponsored in civilian facilities, and still others are combinations of joint services and civilian programs.  The number and type of residencies made available depends on manning projections for each specialty field, based on the number of physicians currently in practice adjusted for estimates of the number entering/leaving the Air Force over time.  Residency training generally obligates a physician to an active duty service commitment (ADSC) based on the duration of training.  

Physicians are not limited to training in a single specialty, and it is not unusual for physicians to seek fellowship training or second residencies.  Generally, a term of service of at least five years is required before you will be allowed to apply for additional residency training.  Fellowship training is not similarly restricted, though certainly time spent “ in the field” makes a candidate more competitive for fellowship training slots.  Make sure you are aware of the training obligation and pay implications of any planned residency training before you apply.

A call for GME applications goes out each summer, with selections made late November/early December for training starts in the following year.

g.  Professional Military Education (PME)

As officers in the Air Force, we are expected to develop a knowledge base that goes beyond our specialty field, encompassing the history, functions, and application of aerospace power in the modern world.  A working knowledge of things military will allow you to speak the same language as your fellow line officers, will enhance your credibility in their eyes, and will enhance your therapeutic alliance with them.  Three levels of PME are available:  Squadron Officer School for captains, Air Command and Staff College (ISS) for majors, and Air War College (SSS) for lieutenant colonels.  

PME is available either in-residence at Maxwell AFB or Washington DC, in local seminar, or as a correspondence course.  The overwhelming majority of physicians pursue training via correspondence.  Very few in-residence training slots are made available to physicians, and designated seminar course times may conflict with on-call and patient care duties.  Course work for ISS and SSS generally takes 12-18 months for correspondence training, and one year for seminar and in-residence training.  Both correspondence and seminar courses are taken against the backdrop of your usual daily duties, so successful completion will certainly test your time management skills.  The return is worth the investment.

Very few physicians elect to pursue SOS training, which is unfortunate since the information is both useful and fascinating.  SOS by correspondence is available to, but not required of, physician officers.  Completion of ISS/SSS will be viewed favorably when you are considered for leadership positions, and for promotion.

h.  Assignments
The overarching goal of the assignment system is to support the mission of the Air Force by placing qualified physicians in locations that will fully utilize their talents.  While every effort is made to accommodate the preferences of the member in the assignment process, the needs of the Air Force must come first.  The assignment system has rules that govern the assignment process, to bring equity and fairness to assignment selection, and some measure of predictability to the member.

Your assignment preferences are expressed through the Preference Worksheet (PW), available on the Air Force Personnel Center (AFPC) web site.  Your preferences are routed through your commander, who is given the opportunity to comment on your choices, given his knowledge of your abilities and mentorship regarding career goals.  You are also welcome to contact your assignments officer at AFPC to discuss assignment possibilities. The name and contact numbers for your assignments officer are available on the AFPC web site.

You can generally expect to remain at a stateside (CONUS) assignment for three years, and at overseas (OCONUS) assignments for one to three years, depending on location.  You may bring your family with you for OCONUS assignments, unless the location is designated to be an unaccompanied tour.  You will also generally be given 60 - 120 days notice between the time you are notified about your assignment, and your report no later than date (RNLTD).  All of the assignment timelines can be modified on a case-by-case basis by means of a waiver, but every effort is made to deliver adequate notice, and maintain stability for the home lives of the member and his family whenever possible.

The assignment system will sometimes test your commitment to our second core value (Service Before Self), since you may be asked to serve in a location or position that is not reflected in your assignment preferences.  An open mind and good attitude will often reveal unexpected rewards from unwanted assignments: personal growth, exposure to cultural and geographic diversity, and a growing appreciation of our nation and the people we defend.

Your SGH is your first, best source of information and mentorship with regard to assignment preferences, policy, and processes.  Be sure to avail yourself of this resource.

i.  Officer Performance Reports (OPRs)/Performance Feedback
Throughout your career you will receive annual performance evaluation by your supervisor.  This evaluation becomes an official part of your permanent record, and is intended to summarize your accomplishments, your impact on your organization and its mission, and your potential for future responsibilities.  It can also highlight areas where you are failing to meet standards in personal or professional conduct.

Your OPR should never be a surprise to you, since you should receive ongoing evaluation and critique of your performance.  One tool used in this review process is the Performance Feedback form.  At least once per rating cycle, your supervisor will prepare and review a Performance Feedback form with you.  The form is used to rate your performance across a variety of personal and professional areas and offer specific feedback on strengths and weaknesses that your supervisor identifies in you.  This session should be an honest and frank dialog in which you learn how you have “stacked up” against your supervisor’s expectations.  While a minimum of one feedback session is required for every officer, your supervisor may elect to pursue sessions more frequently as required.  If you receive an unfavorable feedback review, you should make every effort to improve your performance and seek additional feedback sessions to make sure you are progressing as expected.

Your supervisor will often “rate” (evaluate) a number of officers and enlisted members, and may not have the daily visibility with your work that would allow detailed completion of an OPR without additional input.  You are advised to maintain a personal file of accomplishments to share with your supervisor when it comes time to prepare your OPR.  This sort of input will contribute to a superior product, and will serve you well as your career progresses.

You might find yourself rating other members of your clinic’s staff shortly after you arrive on station.  Physicians often find that their rank places them in positions of responsibility and supervision even though they are relatively “new” to the Air Force.  Unfortunately, physicians have a reputation for writing poor quality OPRs and Enlisted Performance Reports (EPRs), since they are often unfamiliar with what makes for a strong product.  Speak to your SGH and enlisted supervisors for tips and assistance in writing these reports, since they have life-long career implications for the member, and must be accurate and well-written.

j.  Promotions

Promotion consideration is a milestone in your development as an officer.  With promotion come additional pay, rank, and responsibility.

Physicians are considered for promotion at a promotion board, and they are eligible for consideration by that board as long as they have served at least three years in their current rank by the date of the board. Consideration in the promotion zone (IPZ) results in the officer pinning on his rank at the six-year anniversary of his prior promotion or established date of rank.  Majors and Lt Cols can be considered for promotion one and two years below the promotion zone (BPZ), resulting in earlier pin-on of the new rank (a date no earlier than the latest IPZ/APZ pin-on from that board).  Captains, Majors, and Lt Cols can be considered for promotion above the promotion zone (APZ) if they were non-selected for promotion when IPZ.

Promotion from Captain to Major is non-competitive, with a selection rate IPZ of 100% unless an officer receives a specific “do not promote” recommendation from his Senior Rater (the Senior Rater is the first flag officer in the physician’s rating chain).  Captains cannot be considered for promotion BPZ.

Promotion from Major to Lt Col is non-competitive for physicians IPZ and APZ, with a selection rate of 100% unless an officer receives a specific “do not promote” recommendation from his Senior Rater.  Promotion BPZ is authorized, and is a competitive selection process.

Promotion from Lt Col to Col is competitive at all levels, BPZ, IPZ, and APZ.

At all competitive boards, a promotion board of senior officers, reflecting the demographics of the board applicant pool, evaluates the personnel records of eligible officers, and the Promotion Recommendation Form prepared by each officer’s Senior Rater.  Factors generally thought to enhance the likelihood of promotion for a physician include:


Excellence as a physician:  board certification, evidence of clinical excellence


Level of responsibility within the clinic/organization


Demonstrated leadership potential


Excellence in the performance of additional duties


Completion of PME (only a discriminator when comparing physicians of equal clinical excellence)

The promotion board is instructed to use the “whole officer” concept to evaluate the documentation provided and select those physicians for promotion that have demonstrated the potential to lead at higher levels of authority.

One question frequently asked is, “Can I get promoted to Colonel if all I want to do is see patients in the clinic?”  While it is likely that a physician demonstrating excellence in direct patient care can advance to the rank of Lt Col, advancement to Colonel requires not only excellence in direct patient care, but evidence of leadership skills and the effective exercise of those skills. Physicians hoping to keep as close to their clinical roots as possible are encouraged to consider service as SGH at some point in their careers.  Leadership as SGH is an important discriminator for those seeking promotion from a predominantly clinical background.

Once IPZ, an officer twice nonselected for promotion to Major is separated unless offered continuation by the promotion board.  Continuation allows the officer to continue to serve in present rank, and is only considered when continuation serves the needs of the Air Force.  Officers non-selected to Colonel may remain on active duty to a maximum of 28 years (recall that reserve officers can serve no more than 20 years regardless of rank).

The full details of the officer promotion process are outlined in AFI 36-2501.  Because physician promotion processes differ substantially from promotion processes for other corps, a working knowledge of how the process applies to you is crucial in order to avoid confusion and make sure you receive promotion consideration at the appropriate time.  Your SGH will assist you by tracking timelines, and by mentoring you about what you should be doing to enhance your promotability.

k.  Pay Issues

Physicians qualify for a number of special pays, in addition to the base pay received by all Air Force members.  While general questions can be addressed with your SGH, specific pay questions should be referred to the Special Actions office of your MPF, or to the special pays office at AFPC.  The amounts of the individual pays will not be addressed here, because they are subject to change from year to year.

Variable Special Pay (VSP): an amount paid monthly, in addition to your base pay

Board Certification Pay (BCP): an amount paid monthly to board certified physicians

Additional Special Pay (ASP): an annual bonus paid to all physicians not in internship or initial residency training.  The amount of the bonus is the same for all physician specialties.

Incentive Special Pay (ISP): an annual bonus paid to physicians based on their specialty training.

Multiyear Special Pay (MSP): an annual bonus paid to physicians electing to sign multi-year contracts

In every instance, eligibility for special pays requires that a physician possess an unrestricted license to practice medicine, and physician special pays can be denied or withdrawn from physicians failing to meet standards in personal or professional behavior.  ASP and ISP require a physician to sign a contract, obliging one year of service in order to qualify for the special pay.  MSP requires a multi-year contract, depending on the contract duration chosen.  Physicians may not elect to request ASP/ISP contracts for only a portion of a year.  Special pays can be recouped if a physician is unable to fulfill the requirements of his contract.

The most important thing in considering your pay contract is to READ THE CONTRACT.  It is a legally binding document and you will be held to the stipulations you agree to by your signature.

l.  Flight Medicine

Physicians are one of a select group of officers that can serve as rated officers on aeronautical orders (just like pilots, navigators, etc).  Service as a flight surgeon brings you as close to the flying mission as you can get, caring for other rated officers and their families, and flying as a part of your required duties.  Flight surgeon opportunities are open to physicians in all AFSCs, and can be very fulfilling as a single tour, or as a career-long change.  Some elect to pursue additional residency training in flight medicine.  The Residency in Aerospace Medicine (RAM) program will make you an expert in aerospace medicine, and will afford you the opportunity to have enterprise-wide impact on operational medicine issues.
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m.  Career Pyramid

Professional development as a physician can take any of four interrelated paths:

Clinical path:  Serving as a practicing clinic physician, and growing in responsibility and authority as a clinic chief, program director, and chief of the medical staff are available to physicians preferring to pursue a career with emphasis on hands-on patient care.

Academic path:  Research and publication is the focus of this path, allowing you to pursue your research interests via clinical investigations and bench research.

Aerospace path:  Serving as flight surgeon and taking on responsibilities as chief of flight medicine at the facility or MAJCOM level characterize those following the aerospace path.

Administrative path:  Command at the flight, squadron, and group level distinguishes those following the administrative path.  While the hands-on care of patients becomes increasingly difficult as one advances along this path, individual initiative can create patient care opportunities even in the most hectic schedule.

None of the above career paths are mutually exclusive of the others, and all are equally likely to contribute to your growth as an Air Force physician, and to your advancement in rank.  It is not at all unusual for a physician to move from one path to another throughout his Air Force experience, pursuing clinical practice, research, command, and aerospace medicine at different times in a diverse and fulfilling career.

IN CLOSING

This guide is meant to be no more than an introduction to the basic information you will need to flourish as an Air Force physician.  Additional resources include your SGH, your command chain, and those professional Air Force members with whom you will share the mission.  Do not be too shy to ask a question.

As you embark on your Air Force career, realize that you will go places and do things that will make you the envy of your civilian colleagues.  You will be able to enjoy the pride of being a member of the world’s premier fighting force, and you will gain the admiration of civilians for the important work that you do.  Especially since September 11, 2001, many in our Nation who never gave much thought to the value of a strong military have realized that what you do for this country is unique and precious.  You will apply your skills in the healing arts to the direct benefit of your patient, to the Air Force, and to our mission.  You have the chance to form enduring friendships all over the world with people in an out of uniform, both Americans and foreign nationals, and you will meet friends again and again in a variety of assignments.  You stand at the threshold of a grand adventure, and your future awaits!
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Gen


BUILD CLINICAL  DEPTH


SMALL HOSPITAL


MEDIUM/LARGE HOSPITAL


                             MEDICAL CENTER


Adm/Mgmt Pathway


MAJCOM/SG


Research     Appts


Research Director


LRG.  MDG


Flight Surgeon


Aerospace Medicine


(CRS/RegAF)


ACPE/ACHE (PIM I,II,III)


Capstone 


Interagency Institute for Healthcare Exec.


 Board Certification (ACPE/ACHE)






















MAJCOM/SGP or DEP (3-LTR)


                


 AIR STAFF


RAM


SGP/SGH


Pathway


MDG/CC


    


SGH


       SQ/CC


SGH


     SQ/CC


SG/SG-2


FS


Aerospace


Medicine


Executive


Pathway


Academic


Pathway


Clinical Pathway -*C3


Clinical


Instructor


Program


Chair


Dept


Chair


Dep. Dept


Chair


Service


Chief


Clinical Competency


 Primary/Specialty Care Proficiency


*C3 = Credential + Competency + Currency
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Col Col
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Maj Maj
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MEDIUM/LARGE HOSPITAL


         


                   


 MEDICAL CENTER
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MAJCOM/SG


Research


Appts


Research


Director


LRG.


MDG


Flight Surgeon


Aerospace
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(CRS/RegAF)


ACPE/ACHE
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Interagency


Institute for


Healthcare Exec.


 Board


Certification


(ACPE/ACHE)





