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The Value of Tangential Relationships 
 
We last talked about SoUSAFFS being 
a family, which is our core competency. 
SoUSAFFS helped me cultivate rela-
tionships that led me to where I am 
today and where I will go in the future. 
I want to disabuse the romantic notion 
that each relationship is deep, meaning-
ful, and/or lifelong. I do, however, want 
to promote the intrinsic value of tangen-
tial relationships. 

Consider your career arc. Many individ-
uals’ career arcs will intersect with your 
career arc over time. Precious few will 
parallel your career, but many more will 
just touch at a single point in time. 
What is remarkable is how these 
tangential relationships profoundly 
change the vector of your career arc. 

I reflect on how profoundly tangential relationships have changed my 
career/life’s arc. As an undergrad, I worked as an orderly in the emer-
gency room at Kosciusko Community Hospital in Warsaw, IN. Sever-
al physicians wrote letters of recommendation on my behalf to medi-
cal schools. I’ve retained no long-term relationships with any of them, 
but they profoundly changed my life. Col Hadley “Iguana” Reed, my 
AMP-Daddy, admonished our AMP class to understand our roles as 
physician-leaders. He reminded us that we, especially as flight sur-
geons, are obliged to “seize the mantle of leadership (i.e., command), 
otherwise, don’t complain about your circumstance.” At the time, I 
decided that if I stuck around the USAF, I would consider it. His 
admonition carried with me for over a decade until I was eligible for 
command. 

Over time, you have the same ability to influence an individual’s 
career/life arc. You may not even fully realize at the time just how 
profound that limited interaction was. That’s the value of tangential 
relationships and that’s the value of SoUSAFFS. You’ll get many 
tangential relationships through SoUSAFFS, but the number of tan-
gential relationships grow exponentially when you attend annual 
AsMA Scientific Meetings. 

For the 2021 AsMA Scientific Meeting in Denver, I cajoled a few Air 
Force medics to attend for the sole purpose of establishing connec-
tions within the Human Space Flight Support community. They had 
no prior relationship with any constituent society like SoUSAFFS (a 
physician and a nurse). Those newly cultivated relationships, many 
certainly tangential, are changing career arcs. 

All of these relationships, whether profound or tangential, provide 
value to you and your peers. So recruit your neighbors into the Society 
of USAF Flight Surgeons, even if you don’t know them so well … it 
could change their lives. I look forward to seeing you at the May 2022 
AsMA Scientific Meeting in Reno (https://www.asma.org/scientific-
meetings/asma-annual-scientific-meeting/schedule). —Doogie 
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Our vision: FlightLines is the written forum for the Society of 

United States Air Force Flight Surgeons. We help facilitate top-to-
bottom, bottom-to-top, and horizontal dialogue within the Flight 
Surgeon community. 

Our mission: We provide a vehicle to pass the vector and tools to 
Flight Surgeons so they can do their jobs effectively and efficiently as 
current and future leaders within Team Aerospace. 

Executive Editor Lt Col Mark Dudley 

Technical Editor Sandy Kawano  

Mark “Frozone” Dudley, Lt Col, USAF, MC, SFS 
RAM ‘22  

Need to Update Your Membership? 
To update your society membership or contact information, please 
visit www.sousaffs.org, login, and select “Edit Profile.” Your dues 
can be paid by PayPal. For any questions or concerns regarding 
your membership, please contact Col Stefanie “Phantom” Nance at 
membership@sousaffs.org. 

Happy New Year and greetings from San Antonio, SoUSAFFS! We 
have overcome 2021 and are now battling 2022. I am optimistic we 
will soon be back to business as usual. However, what is or what was 
“business as usual”? Did operations truly slow down or did we find 
new ways to get the job done? Did we move away from answering the 
LAF call? Did we accept mediocrity? I would say not, but I would say 
that we have learned the value of who we are, what we bring to the 
force, and ways to get the job done.   
 
Aerospace and operational medicine, a branch of preventive medicine, 
is a cornerstone toward ensuring we are fit to fight, ready, and capable 
of answering our nation’s call. We are about preventing ailments, ill-
ness, and disease that would render us incapable of meeting the chal-
lenges of defending our nation and all we hold dear. I say, stick out 
your chest and be proud, but walk in humbleness; we can always gain 
understanding and perspective from all those who wear the uniform 
up and down the chain.   
 
I challenge us all to take the lessons we learned on how to do preven-
tive and operational medicine during the 2019 COVID pandemic, as 
we have more work to do. I am also inclined to remember this scrip-
ture: “What has been will be again, what has been done will be done 
again; there is nothing new under the sun,” Ecclesiastes 1:9. In other 
words, be innovative, but look and see what is currently available and 
has been done before. Ask and question what has been proven to be 
successful and what has failed and why was it successful and why did 
it fail. Take those shortcomings or successes of programs, standards, 
or operations and engineer them for the mission’s advantage—make it 
better and make it of more value. 
 
We hope this issue makes you ponder, take action, and join the ranks 
of SoUSAFFS, if you haven’t already done so, where all flight sur-
geons should be members. Also, as you read the columns, consider all 
of the possibilities of aerospace medicine, the need for adaptable and 
trusted agents for the line, and the importance of providing sound 
evidence-based preventive medicine to sustain the force both now and 
beyond. Should you have content you would like to share or discuss, 
please email me at drmdudley@gmail.com.  

Flight Surgeons, have you joined SoUSAFFS yet? The Society of 
Air Force Flight Surgeons is a constituent organization of AsMA that 
more specifically supports the needs of AF Flight Docs, with a focus 
on education, mentoring, and networking. We are reaching out to our 
cadre of young physicians to make our organization one that is 
essential to be a part of. Not only will SoUSAFFS membership 
afford you invaluable networking opportunities, but it will also make 
you eligible for retreats/trips to other bases to experience other 
missions/airframes and bond with your fellow Flight Docs! We want 
to grow our organization, and we can’t do that without bright ideas 
from excited young docs! Join us today at www.sousaffs.org. 

For more information, please contact Col Stefanie Nance at 
membership@sousaffs.org. 

Help Us Grow! 
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What’s Special About Flight Medicine? 
 

John J. “Balls” Cotton, Col, USAF, MC, CFS 
Air Force Aerospace Medicine Consultant 

 
Every flight surgeon has their own story about how they crossed over into flight medicine. While it is true that many paths are similar, each 
person’s journey is unique in some way. For me, it started when I was a Family Medicine (FM) doctor working in the Bitburg emergency room and 
was sent on my first deployment to Al Udeid at the beginning of Operation Iraqi Freedom in 2003 (I realize that some of our younger flight 
surgeons may have been in elementary school at the time, but such is the passage of time). While there, I was awed by the impressive combat air 
force arrayed there – F-16s, F-15Es, F-117s, Navy F-14s, Australian F-18s, and British Tornado GR4s, as well as KC-135s, C-130s, and Army UH-
1s. I got to see these aircraft in action and witness the flying operations up close. It was then that I knew that I wanted to directly support the 
mission. 

Once in flight medicine I was hooked because performing diverse tasks and competencies resonated with why I chose Family Medicine. What’s 
more, I was caring for a patient population—flyers and their families—who were motivated to get better. And of course, there was the flying and 
the operational experience; all told, I deployed to Iraq and participated in 10 TDYs as a SME in one tour. 

That’s not why I’m writing this, though. While it is true that flight medicine offers a unique personal experience, flight medicine also offers unique 
career experiences. There is such a variety of assignment and mission opportunities that there surely is something for everyone. I will try to provide 
some insight into some of these. 

Residency Training 

Certain training fits well in certain settings. Emergency Medicine (EM)-trained flight surgeons are highly coveted in AFSOC and rescue squadrons, 
to name a few. Sports Medicine training is highly sought after in just about any flying unit but are particularly so in data masked, special warfare 
training, and special tactics units. 

FM-trained flight surgeons are versatile and do particularly well in remote or autonomous assignments: CONUS – Birmingham, Hancock Field, or 
Syracuse; OCONUS – Papa, Cyprus, Souda Bay, and Riyadh. Geilenkirchen is an excellent option for keeping skills current, as well. 

If you are trained (or wish to train) in Occupational Medicine, then every AFMC base, as well as Ft Meade, provides opportunities to broaden this 
experience. 

Operation Deep Freeze is a special mission in PACAF that is typically open for EM- and FM-trained flight surgeons. Having been to the South Pole 
myself, I can tell you that it is a once-in-a-lifetime opportunity. 

Interests 

If you want to teach, then you can be an AMP instructor. As you gain more experience or training, you can also lecture at one of the USAFSAM 
symposia (like AOMED, Occupational Medicine, or Global Medicine). After that, there are Assistant and Program Director positions for 
Operational GME (OGME) and the Residency in Aerospace Medicine (RAM) program, as well as Uniformed Services University faculty spots. 

If you are interested in informatics, then you can be the BOMC division chief at USAFSAM, with other positions potentially available in AFMRA 
or with DHA. 

The high-altitude mission at Beale is unique, as is the Human Space Flight Support mission of Detachment 3 at Patrick SFB.  

If you speak another language and would like to participate in global health engagements (GHEs), then you should consider becoming an 
International Health Specialist. There are dedicated positions in PACAF, USAFE, and AFSOUTH, but you can also participate in some of their 
missions. I have had the good fortune of contributing to GHEs in Romania, Vietnam, and Australia. 

There are contingency response units at Ramstein and Andersen that are on-call to set up bases in remote or denied areas. These tours are for 
readiness-minded flight surgeons. 

The Theater Validating Flight Surgeon positions at Hickam, Ramstein, and Scott, standards (SGPA) positions at nearly every MAJCOM, and the 
Aeromedical Waiver Division down in San Antonio offer an immersion in aerospace medicine standards and application. 

And then there are the “RAMdom” jobs like exchange tours with the RAF Centre for Aerospace Medicine, the RAAF in Edinburgh, Australia, and 
the Navy’s ACS at Pensacola. 

In short, there is something for just about anyone in flight medicine, which is what makes it so appealing. Be advised, though, that some of these 
positions have a selection process, and timing is everything. Some slots, like the NASA Liaison position, are only one-deep, and the incumbent 
usually stays there for 4 years. If you are out of phase with an assignment opening, you could consider a remote OCONUS tour for 1 year (Kunsan 
or Incirlik) to synchronize with the next time it comes available. You should also be communicating your goals/desires to your SGP, the 
Assignment Officer, or the Consultant, and you should keep an eye on Talent Marketplace. 

While I have listed certain residencies, that is not to say that GMOs cannot do anything. That is not the case. However, many of these special jobs 
and locations do have specific training and/or experience requirements, which is why it is imperative for you to get into a residency as soon as you 
can. 

As special as flight medicine is, these other unique experiences make it even more special. It is fascinating how many aspects of the mission we are 
involved in. 

Flight Surgeon Consultant’s Corner 
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MAJCOM Perspectives 
Air Mobility Command (AMC) – The Silent Hero 

 
Derrick B. Willsey, Col, USAF, MC, FS 

Chief, Aerospace and Operational Medicine Division 
Scott AFB, IL 

 
 
AMC is the silent hero who projects power and compassion for DoD. It accomplishes this by moving millions of pounds of cargo, aviation fuel, 
and personnel. AMC operates 10 installations from coast to coast within the United States and several overseas operating locations. Twelve differ-
ent aircraft in our inventory are instrumental for aerial refueling, cargo and personnel airlift, and aeromedical evacuation (AE). AMC has the flexi-
bility to adapt missions depending on the situation, not just the airframe. 

 
AMC has year-round scheduled missions to every continent, including Antarctica. There are, of course, last-minute critical missions. One of these 
missions employed multiple crews and aircraft on New Year’s Eve to deploy an Army Airborne Division for potential military response in less than 
24 hours. In August 2021, this occurred again when AMC executed Rapid Global Mobility and enabled Global Reach by delivering Army per-
sonnel to project our nation’s military power. 

 
The Personnel Reliability Assurance Program (PRAP) is critical to the AMC mission. PRAP ensures the nuclear weapons program’s safety, secu-
rity, control, and effectiveness with a zero-error tolerance. Several AMC bases serve vital missions under the PRAP umbrella. For example, there is 
one AMC unit within the entire DoD that is specifically designated for the single Prime Nuclear Airlift Force mission. Additionally, AMC provides 
the aerial refueling capability that ensures Global Strike forces have the geographic reach to complete their strategic missions.  

   
A unique mission capability provided by AMC is AE. The AMC Surgeon General’s (AMC/SG) office has direct oversight over the development, 
implementation, and evaluation of clinical training for AE, Critical Care Air Transport Teams (CCATTs), and En Route Patient Staging System 
(ERPSS) teams. The AMC En Route Care Division works closely with AMC/A3 in the operational employment of AE assets. In conjunction with 
USTRANSCOM and the Joint Patient Movement Requirements Cell, patient movement anywhere in the world is coordinated at Scott AFB. AE 
missions can range from routine to emergent patient movements—often accomplished in less than 24 hours. They can entail transitioning an air-
craft from a routine training mission to delivering a specialized medical team from halfway across the country to save a critical patient’s life. A spe-
cialized capability within AE, the CCATTs include highly specialized medical personnel who can turn an aircraft into a mobile intensive care unit 
and manage high-acuity patients in flight. With these developments, the survivability of sick or injured patients has increased exponentially—to a 
current wartime casualty survival rate of 97%. The ERPSS is another aspect of AE. An ERPSS is set up to care for patients and expedite their AE. 
Depending on the requirements, its capacity can be as small as 10 beds or as large as 250. It is typically located at an airfield and can be set up near 
the flight line for quicker patient transport to the aircraft. Once at the ERPSS location, patient holding times can range from a few hours to 72 hours 
before evacuation.  
 
Additionally, AMC has oversight of the negatively pressurized conex (NPC), primarily used for the movement of infectious patients. There are two 
versions of the NPC. The regular NPC can transport 22 patients or 8 litter and 7 ambulatory patients and can only be transported in a C-17 due to its 
size. The NPC Lite can transport 13 ambulatory patients or 2 litter and 5 ambulatory patients and is certified for the C-130 and C-17.  
 
The AMC/SG office is also the functional advisor to base-level medical squadrons and the Base Operational Medicine Clinic. AMC processes over 
3,000 aeromedical and deployment waivers each year. These waivers are typically completed in 24 hours or less. The various missions within 
AMC provide multiple unique opportunities for direct SG coordination in shaping the future of the command. 
 
Adding to its far-reaching impact, AMC has provided invaluable humanitarian assistance through countless support missions over the years. AMC 
responds to hurricanes, tsunamis, earthquakes, and fires by transporting supplies and personnel to affected areas, as well as evacuating people and 
patients. For the past 10 years, AMC has delivered firefighting equipment to Guatemala to increase the country’s ability to fight fires. In 2020, 
Travis AFB alone airlifted 50,000 tons of cargo to various destinations worldwide in support of humanitarian efforts. In August 2021, AMC show-
cased its global mobility mission in support of Operation Allies Refuge. Executing 24-hour operations over a 17-day period, AMC moved over 
124,000 passengers out of Afghanistan during the largest non-combatant evacuation operation in U.S. history. Only months later, Travis AFB sent 
a C-5 to Joint Base Pearl Harbor-Hickam loaded with 38,000 pounds of palletized water and supplies due to a critical potable water shortage. 
Lastly, as this article was written in December, it would be remiss not to mention Operation CHRISTMAS DROP. Operation CHRISTMAS DROP 
has occurred for the past 70 years and delivers food, tools, and clothing to more than 55 remote islands in the Southeastern Pacific.  
 
AMC is always ready to answer the call when assistance is needed anywhere in the world. When an AMC aircraft lands, it brings beans, bandages 
and, most importantly, hope.  
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The PACAF Perspective 
 

Rob “Frag” Craig-Gray, Col, USAF, MC, CFS 
 RAM #0921 Omega RAM 2011 

 

Continued on page 6 

As always, it’s great when one is asked to share his or her perspec-
tives and experiences with the fellow members of the aerospace and 
operational medicine communities; thus, I was honored and equally 
excited when the editors at SoUSAFFS asked me to share some of my 
thoughts on PACAF. So please sit back and relax as I attempt to give 
you some PACAF 101 to the uninitiated and maybe an update to those 
who have spent time here in the distant past. 
 
Although often considered part of the contiguous United States, 
PACAF is an OCONUS assignment, with most of its headquarters 
functions located here at Joint Base Pearl Harbor-Hickam, HI, in the 
HST time zone. PACAF represents the air component for the U.S. 
Indo-Pacific Command (INDOPACOM), also formally known as 
PACOM, and represents one of six geographic combatant commands 
defined by the Department of Defense’s Unified Command Plan and 
one of 11 service combatant components available to the commander 
of INDOPACOM. INDOPACOM represents the largest and oldest 
unified combatant command whose force projection and strategic mis-
sions cover more than 100,000,000 mi2 (260,000,000 km2), or roughly 
52% of the Earth’s surface, stretching from the west coast of the 
United States to the eastern border of Pakistan and from the Arctic to 
the Antarctic. As such, INDOPACOM encompasses 14 time zones, 36 
countries, and 3,200 different languages, and as the air component, 
PACAF encompasses one of the largest within the USAF.  Its airmen 
serve across nine medical treatment facilities in Alaska, Hawaii, 
Guam, U.S. Forces Korea, and Japan as well as other partner and host 
nations such as Australia, New Zealand, and various territories and 
federations across the Pacific. Along with the Army, Navy, Marine 
Corps, and Special Operations, PACAF is just one member conduct-
ing military operations in this theater, and jointness is the name of the 
game here. PACAF units often interact and serve with one’s service 
brethren, representing one of the unique opportunities that exists in 
this theater.   

 
 
 

PACAF’s origins are forged over four long, brutal, and difficult years 
where U.S. servicemen and women struggled to defeat the Japanese 
across the wide Pacific theater of operations during World War II. 
Many of the places where U.S. forces are now stationed pay homage to 
their sacrifice. PACAF’s area of responsibility (AOR) is home to some 
of the most beautiful and historic sites in the world, and you may not 
be aware or surprised, but PACAF airmen have access to many of the 
same activities as at other bases across the United States and elsewhere 
plus surfing, scuba diving, and sightseeing. 
 
So, what does PACAF do? Planes fly and need fixing, and supporting 
those operations are airmen, civilians, contractors, and their families. 
Their unselfish support is vital to PACAF’s role in providing global 
airlift and both tactical and strategic air power projection from multi-
ple bases across the AOR. Some additional activities include support 
to various multinational exercises and operations ranging from the 
support of U.S. Global Strike Command sorties to Guam and other 
places across the Pacific to Red Flag Operations in Alaska at our 
Eielson and Joint Base Elmendorf-Richardson bases. Transpacific 
patient movement for regulated aeromedical movement is governed 
and managed by our partners at TPMRC-WEST also stationed here at 
Hickam AFB, HI. TPMRC-WEST maneuvers the aeromedical and 
logistical piece for routine or emergent peacetime movement of 
patients to higher echelons of care, or in contingency operations, the 
movement of casualties through Role 2 and medical treatment facilities 
back to CONUS. The Pacific Theater Validating Flight Surgeon 
ensures patients are adequately disposed and appropriate for transport 
in an AOR with aeromedical evacuation missions sometimes lasting 
over 15 hours over water. Other national and strategic interests include 
assistance and activities from virtual knowledge exchanges to humani-
tarian assistance operations in countries such as Vietnam and 
Singapore or the Philippines, or educational exchanges on high-
altitude medicine and operations in India in the Himalayas, or opera-
tional education on artic support near the North Pole.   
 

A U.S. Navy World War II harbor control tower stands tall at Joint 
Base Pearl Harbor-Hickam, HI. (Courtesy photo by U.S. Air Force Col 
Robert Craig-Gray) 

Historic hangars are still in use today on Joint Base Pearl Harbor-
Hickam, HI. (Courtesy photo by U.S. Air Force Col Robert Craig-Gray) 
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 From Korea where medics keep them “fit to fight tonight” to Alaska, 
which keeps an “eye on the Artic,” our medics here in the Pacific stand 
ready to support these forces both in peace and, should the need arise, 
in time of conflict against any adversary or enemy of the United States 
or our allies. 
 
 
 

Given the nature of the customer set and workdays, you can literally 
work ALL day/night covering down here. Emails from counterparts 
across the world that arrive in your box with early morning timestamps 
from you or replies to them are not uncommon as well as late night 
calls! Whether fielding calls for Korea regarding COVID-19 HPCON 
protocols or emails from Luke AFB on F-35s TDY to participate in 
exercises in Japan, or virtual calls on aeromedical patient staging from 
Singapore for infectious/contiguous patients with an airborne respira-
tory virus, or education and instruction to Philippine Air Force person-
nel on decompression sickness and aerospace physiology and aero-
medical evacuation, PACAF has it all. Additionally, PACAF has 
established emerging strategic health engagements with coalition part-
ners throughout the AOR to include multiple joint exercises and virtual 
physical knowledge exchanges to foster interoperability among Indo-
Pacific partners. 
 

Recent changes in the U.S. national defense strategy have recognized 
that after years of focus on counterterrorism operations, the age of 
strategic competition has returned. In August 2020, Air Force Chief of 
Staff Gen Charles Q. Brown, Jr. challenged the Air Force to 
“accelerate change or lose.” As the previous PACAF commander, Gen 
Brown noted that “China and Russia have done things to accelerate 

Aircrew from the 535th Airlift Squadron prepare for a mission at 
Joint Base Pearl Harbor-Hickam, HI. (Courtesy photo by U.S. Air 
Force Col Robert Craig-Gray) 

Aircrew from the 65th Airlift Squadron prepare for a local training flight at 
Joint Base Pearl Harbor-Hickam, HI. (Courtesy photo by U.S. Air Force 
Col Robert Craig-Gray) 

A U.S. Air Force B-1B Lancer prepares to be refueled over 
the Pacific Ocean in support of Pacific Air Forces missions. 
(Photo provided by U.S. Air Force Col Todd Huhn) 

A C-17 flies outside the Hawaiian Islands from Joint Base Pearl Harbor-
Hickam, HI. (Courtesy photo by U.S. Air Force Col Robert Craig-Gray) 

Continued on page 7 
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Notice 
Call for Content 

 

What makes FlightLines great is that it connects us with the rapid 
changes and variety of expertise that exist in USAF flight medicine. 
Send us news that affects us all, teach us about your area of expertise, 
and share with us your “There I was…” stories from the field. (Include 
your pictures!) 
 
Submission guidelines: 500-3000 words 
Pictures: 300 dpi or better in .tif or .jpg 
 
Send your articles, news, suggestions, or comments to: 
 
 mark.dudley.3@us.af.mil  
 
Moving, need your FlightLines sent to another 
email addresss? For FlightLines distribution/email 
update, please contact the Executive Editor, 
mark.dudley.3@us.af.mil.  

and/or move to impact our advantage. And so, our advantage is erod-
ing, so that is why I say accelerate change or lose.” China and Russia 
maintain a presence in the Pacific and seek new areas of influence 
daily. Numerous areas of U.S. strategic interest from international 
routes of navigation as well as possible future flash points all lie 
within the geographic area of PACAF and the INDOPACOM theater 
of operations. Future efforts at deployed combat operations by B-1/B-
2/B-52 or F-22 and F-35 combined ops are all part of the 
modernization efforts being planned, tested, and exercised daily in the 
effort by the Air Force and its sister services to employ deployed and 
distributed combat if needed/required to defend allies and friendly 
nations within PACAF.   
 
While all of this may seem like a tall order and task, there are plenty of 
things to do within PACAF, and the effort truly requires not only all 
hands on deck but the best, brightest, and most inventive airmen that 
the Air Force and, in particular, the Air Force Medical Service, has 
available to solve some of old but new and evolving problems. I have 
seen PACAF medics deeply involved in aerospace and operational 
medicine during my 2.5 years stationed here in the Pacific. Opportuni-
ties abound for airmen here to do some amazing things and provide 
care in some of the most diverse cultures on the planet if they wish, 
and those considering an assignment here should not overlook it. 
 
So, come on and join us … “the water is fine,” and in some places it is 
even crystal clear and blue like on the hotel brochure, and you may 
even find time to enjoy it from time to time!  
 
The pictures below show the aeromedical staging teams and patient 
movement training exercise demonstrating movement of isolated/
infected casualties with Royal Australian Air Force medical personnel 
during Cope North 2021 at Andersen Air Force Base, Guam. 
(Courtesy photos Royal Australian Air Force) 
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Hello SoUSAFFS! This is part 1 of my Commanding at a Space Force Base article. Disclaimer: These are my own personal thoughts and per-
spectives and are not hard and fast facts from the DoD, although I did have our very own SoUSAFFS president, Col “Doogie” Clydesdale (USSF/
SG2), fact-check this article.  
 
Just over 2 years old, the United States Space Force (USSF) is the newest Service. USSF is responsible for organizing, training, and equipping 
Guardians to conduct global space operations that enhance the way our joint and coalition forces fight, while also offering decision makers military 
options to achieve national objectives. USSF is organizationally different than the Air Force, flattening the organization structure to three echelons 
of command. At the top is the headquarters at the Pentagon. Next are three field commands: Space Operations Command (SPoC), Space Systems 
Command (SSC), and Space Training and Readiness Command (STARCOM). SPoC is responsible for organizing, training, equipping, and present-
ing USSF forces to the staff and commander responsible for executing this mission. More specifically, their mission is to generate, present, and sus-
tain combat-ready intelligence, cyber, space, and combat support forces and serve as the USSF Service Component to USSPACECOM. SSC is 
responsible for developing, acquiring, fielding, and sustaining lethal resilient space capabilities to enhance joint lethality to protect the nation and its 
allied partners. STARCOM exists to prepare combat-ready USSF forces to fight and win in a contested, degraded, and operationally limited envi-
ronment through the deliberate development, education, and training of space professionals; development of space warfighting doctrine, tactics, 
techniques, and procedures; and the test and evaluation of USSF capabilities.  
 
Below the field commands are the deltas and/or garrisons. Garrisons (and some deltas) are the supporting element, while the majority of other deltas 
(traditional operational units) are supported. At SSC’s Patrick SFB, the old 45th Space Wing transitioned to Space Launch Delta 45 and the wing 
commander became a delta commander. Whereas SpOC’s Peterson SFB, the old 21st Space Wing, transitioned to the Peterson-Schriever Garrison 
and the wing commander became a garrison commander responsible for supporting operational deltas through traditional Base Operational Support. 
Below the delta/garrison level are the squadrons.  
 
I am still an Airman as are my medics. We support the USSF and Guardians. I am the only group commander at Patrick SFB. The prior Operations 
Group and Mission Support Group commanders transitioned to vice commanders of Operations and Mission Support positions, respectively. The 
medical squadron commanders still report to me, but I have to ensure advocacy for them as they don’t direct report to the delta commander like 
their peers across the base. This transition also changes how officers across the installation are stratified; more details will finalize going forward, 
but something to be cognizant of if you start reading Space Force Base evaluations.    
 
Gen Raymond, the Chief of Space Operations, wants the USSF to be lean, agile, and digitally focused, harnessing technology and data synthesis to 
maximize the space mission. The Guardian culture is centrally focused around motivated, innovative individuals who are empowered to obtain and 
embrace the best technology from civilian industry to further their mission. While this is awesome for the Space Force, it does present some chal-
lenges at the MTF being on a completely separate server network (MEDCOI instead of AFNET.) I have a mail.mil email, a spaceforce email, and a 
us.af.mil email. I can’t send anything encrypted on my spaceforce account. I cannot access the delta’s SharePoint drives. It is often difficulty to 
simply communicate with the delta, let alone work on information integration because of the network differences. However, we continue to work on 
creative solutions, have made some headway, and I’m extremely excited to see the USSF proactively pursue “work smarter not harder.”    
 
Individuals in the USSF wear blue name tapes and colored patches on their OCPs and are called Guardians. Most Space Force bases probably have 
more Airmen than Guardians, as the Airmen are responsible for mission support while the Guardians are performing space operations. Given the 
USSF’s configuration and operational focus, the Airmen supporting the USSF are “cared for” by Air Force Materiel Command in terms of 
personnel/A1 actions, logistics, base operating support, civilian personnel management, IT support, etc. This relationship, defined in a P-plan, refers 
to AFMC as the “servicing MAJCOM.” Col Kelly Dorenkott is currently the USSF Surgeon General, but the SG functional responsibilities are 
slowly transitioning to Col Vito Smyth, the AFMC/SG, over the next year.   
 
On the medical care side of the USSF house, there is a push to focus on holistic health for Guardians. Once the plan is finalized, Guardians will 
complete a holistic health assessment that will replace the USAF physical fitness test, incorporate the existing PHAQ, and expand health care to 
focus on overall health. Focused on lifestyle and performance medicine principles, Guardians will get annual education on sleep, nutrition, exercise, 
and how those elements combine to maximize the mental needs of space operators and drive resiliency. USSF is considering biometric devices to 
track exercise and other fitness activities. An embedded Guardian Resiliency Team, similar to a POTFF team for Special Ops comprised of special-
ists (PT, strength/conditioning, mental health, etc.), will help coordinate the health assessments in combination with Warrior Operational Medicine 
PCM cells. More to come, but a very exciting construct, as the preventive medicine physician in me would much rather focus on prevention than 
treatment.  
 
Medical care overall for Guardians will remain in the Air Force medics’ wheelhouse. In other words, no medics will be Guardians at this time. 
However, I could see space medics having an AFSC in the Air or Space Force in the future. If you are interested in space medicine specifically, 
there are some cool jobs in the Patrick area I’d love to tell you about. If you have any questions about the Space Force, let me know 
(tracy.k.bozung.mil@mail.mil). Find your passion and follow it; I have and I am loving the ride.  

United States Space Force: 
“The New Kid on the Block” 

 
Tracy “TICTAC” Bozung, Col, USAF, MC, SFS 

 Commander, 45 MDG 
Patrick SFB, FL 
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AeroMed Standards Update: 
The Straight Line to RTFS Decisions 

 
Micah Schmidt, Col, USAF, MC, FS 

AFMS Chief, Medical Standards Program 
AFMRA, Falls Church, VA 

 
 

 
 

Aeromedical Ops & Medical Standards 

I remember my grandfather teaching me how to steer a tractor when plowing a field. He told me the story on many occasions about how if he 
watched the ground right in front of the tractor, or the rows next to him, he could never plow a straight furrow. But if he focused on a single target 
at the far end of the field, he would always plow a straight line across the field, no matter what bumps he drove over.  
 
Like many of you have done, I have spent a lot of time reading about COVID over the last 2 years. I have read hundreds of medical articles and 
scanned abstracts of many more. Oddly enough, the single article that I find myself thinking of most often in the last year has nothing to do with 
COVID. It is a medical history article by Dr. Joel Howell from 1985 about a World War I condition called soldier’s heart. By the end of World War 
I, this condition was the cause of 9% of military medical retirements for the UK. Howell’s article is not so much about the condition itself but about 
how a changing understanding of disease over time interacts with changes in society and policy. Definitions of the disease, economics, and politics 
all impacted the medical policy changes around that disease. 
 
As we learn about this novel disease, our understanding of COVID has changed over time. It will continue to change. As both disease understand-
ing and circumstances shift, so will policies also shift. Sometimes all of these factors are shifting so rapidly that it seems we are charting a course 
not just over a rough field, but over stormy seas. Like looking for the fencepost on the far side of the field, I think at times it is helpful to remind 
ourselves of what remains constant. The fixed points for flight medicine in the midst of COVID remain to take care of the aircrew and the 
mission. 
 
The official policy regarding return to flight status (RTFS) post COVID has always remained the same as any other disease. RTFS decisions are 
made by the local flight surgeon once the flight safety risks presented by any condition are resolved. This policy recognizes that medical decisions 
are highly complex. It also recognizes that the local flight surgeon is the best point in the system to have enough information about the pilot and the 
mission to make the timely decision needed for UP and DOWN decisions. The local flight surgeon also should understand the importance of pro-
tecting the pilot and the mission. An algorithmic approach to common conditions may reach the right answer 85% of the time. That still leaves 
many cases where there is good reason to course correct away from the algorithm. In my mind this is like adjusting heading to deal with cross 
winds, or steering uphill to keep the tractor straight.  
 
Before June 2020, the Aeromedical Consult Service (ACS) had already begun work to apply lessons learned from previous SARS outbreaks to the 
aeromedical evaluation of what we now call COVID. By August 2020, as I arrived at AFMRA, we were receiving multiple questions per week 
about how to make the right decision for when to return to flight duty following COVID infection. In response to these questions, and in coopera-
tion with the ACS, we published a COVID RTFS guidance memorandum pointing to the clinical recommendations of the ACS. The intent of this 
memo was to enforce the policy that flight surgeons should evaluate and clear aircrew for return to duty following any illness or injury, while point-
ing to appropriate clinical resources to help them make intelligent decisions for this new disease.  
 
The September 2020 guidance memo was issued at a point when many local flight surgeons were reporting difficulty making RTFS decisions based 
on lack of experience with the disease. Some saw the memo as policy and felt handcuffed. Some people called me as the listed POC to talk through 
operational limitations at their base. Whether you appreciated or despised the memo, please let me emphasize that the authority to return an aviator 
to flight status after COVID has always remained at the local level.  

 
The ACS evaluation guidance was later incorporated into DoD-wide guidance via the DHA DoD COVID-19 Practice Management Guide. The cur-
rent version of this clinical guide is available from health.mil under the reference center tab. The USAF and USN return to flight duty algorithms 
were incorporated into guidance regarding clearance for return to maximal exertion. It makes sense that a return to being cleared for running is a 
reasonable component of returning to manned flight duties. This won’t be the only factor in the RTFS decision. As the flight surgeon you will have 
to incorporate a good understanding of the disease process, the mission, and the patient in front of you to make the right decision. Some decisions 
will be easy. Other decisions may be hard. 
 
All of the different combinations of factors may make for what feels like a bumpy ride. The basic rule of the decision remains to take care of the 
aircrew and the mission while making the best use of the resources you have available, including clinical guidelines. If you stick to that rule you 
will be on the straight line to the right decision. 
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In Case You Missed It... 
 

David “BANJO” Navel, Lt Col, USAF, MC, FS 
Chief of Aerospace Medicine, Hurlburt Field, FL  

 
 
COVID-19 Studies 
 
COVID-19 studies have been pouring in with critical topics like efficacy and effectiveness. Those aside, there have been a couple of lingering ques-
tions. First, a small study looking at humoral responses to the BNTI62b2 mRNA vaccine showed that a 16-week interval between initial dosing 
may even work better than the originally studied 3-4 weeks,1 which is a relief to those of us who had staggered distributions as the vaccines arrived. 
Second, on a less reassuring note, researchers in Belgium looked at postmortem tissue for the causes of anosmia in 85 patients and found that the 
nerves themselves were perfectly uninfected. Sustentacular cells, supportive cells that were thought to do very little with olfaction itself, were 
instead targeted by the virus.2 With this finding, we now seem further from understanding smell even if we are closer to unpacking COVID-19-
related anosmia. 
 
Things to Possibly Avoid 
 
Two recent studies have shown a lack of efficacy for platelet-rich plasma, one for 100 Dutch patients with ankle arthritis3 and another among 288 
Australians with bad knees.4 These are two more valid reasons we should fear the initials PRP, although many more trials are in the works.  
 
New Guidelines and Recommendations 
 
The American College of Physicians (ACP) published two guidelines on diverticulitis, one for diagnosis and management5 and one for colonos-
copies and preventive measures afterward.6 Like the 2021 American Gastroenterology Association (AGA) Guideline,7 the ACP advises selective 
use of antibiotics in mild cases. Unlike the AGA, the ACP reserves colonoscopy after initial episodes only for complicated cases. The AGA pub-
lished a “Clinical Care Pathway” for nonalcoholic fatty liver disease,8 which includes excellent decision trees for primary care providers. Less easy 
to follow is the new American Urological Association guidance for the management of benign prostatic hyperplasia, as the medication decision tree 
after step one, alpha blocker, requires thorough reading.9 
 
There are also new Surviving Sepsis Guidelines. Changes from 2016 include downgrading the 30 mL/kg initial bolus from a recommendation to a 
suggestion, and then suggesting that the fluid used be a balanced solution instead of normal saline, a common practice based on weak evidence. The 
panel also advocates using peripheral vasopressors while waiting for central venous access and steroids if vasopressor use is still required to main-
tain pressures after 4 hours.10 
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“People do not decide their futures, they decide their habits and their habits decide their futures.” 
– F.M. Alexander, Author 

 
Introduction 
 
Aviators are a unique population of individuals who often thrive in environments with high operational tempo and a mission-centric culture. How-
ever, the combination of occupational and life stressors can put aviators at risk over time of developing chronic health conditions, including chronic 
pain, hypertension, elevated body mass index, and type 2 diabetes. In addition, chronic stress associated with intense operations, training, and 
deployment cycles can lead to high allostatic load. Allostatic load was first described in 1994 by Schulkin et al. as “the price the body pays for con-
taining the effects of arousing stimuli and the expectation of negative consequences.”1 This has also been termed operator syndrome, where high 
allostatic load leads to a constellation of interrelated suboptimal health patterns and functional impairments.2 These can include sleep disturbances, 
substance abuse, endocrine dysfunction, headaches, stress reactivity, and marital, family, and community dysfunction.2 Aviators are at risk of devel-
oping the same types of health conditions, which can be largely prevented, treated and, in many cases, reversed through lifestyle medicine (LM). 
This article will review LM, or lifestyle & performance medicine (L&PM), as it is referred to in the U.S. Air Force (USAF) and Department of 
Defense (DoD). It will introduce the six pillars of LM, review a case study in LM, and provide a strategic review of expanding efforts across the 
DoD to integrate LM across the spectrum of healthcare delivery. As described in AFI 48-101, “Personnel are the most important and valuable 
resource for the Air Force.”3 By focusing on L&PM, we ensure Airmen and Guardians in aviation are well positioned to optimize their target per-
formance and prevent lifelong adverse health outcomes. 
 
Background 
 
Devolving health trends and increased chronic disease burdens have been common trends throughout the civilian sector and DoD for several dec-
ades.4 In the United States, total healthcare spending in 2019 was estimated to be $3.6 trillion, which accounts for 16.8% of the national gross 
domestic product.5 Yet, 86% of all healthcare dollars are spent on chronic diseases, many of which are preventable through lifestyle choices.4 
Americans who have five or more chronic conditions make up 12% of the population, although they account for 41% of the total healthcare spend-
ing.4  Service members are also impacted by risky health behaviors including tobacco use, excessive alcohol consumption, poor nutrition, and lack 
of physical activity.6 Diagnoses of overweight and obesity in active duty service members rose 73% between 2011-2018, and individuals with these 
diagnoses are less likely to be medically ready to deploy.6 Obesity also predisposes individuals to serious diseases such as type 2 diabetes, high 
blood pressure, coronary heart disease, and multiple types of mental illness.7 The DoD spends $1.5 billion annually on obesity-related healthcare 
costs for current and former service members and their families.8 According to the Centers for Disease Control and Prevention data from 2020, 
more than 33% of Americans (over 88 million people) are pre-diabetic, and over 10% of Americans have diabetes.9 As of June 2021, there are over 
1.3 million service members and nearly 800,000 Guard/Reserve members within the DoD.10 Health data trending would suggest that nearly 720,000 
uniformed service members currently have prediabetes, but only 16% of them know they have it.10 The incidence of diabetes in the U.S. military is 
known to be similar to that of the civilian population (1.6 vs. 1.9 cases per 1,000 person-years) despite fitness standards.11  
 
In addition to contributing to common chronic diseases, unhealthy lifestyle factors increase the risk of many forms of cancer and all-cause mortali-
ty.12,13 Yet, prevention and reversal of lifestyle-related disease are underemphasized in primary care. Patients often express frustration regarding 
what changes to make and the expected outcomes. Physicians, and other healthcare professionals, also struggle with patient expectation manage-
ment, noncompliance, and a medical system that focuses largely on disease management rather than realizing and sustaining health maintenance. 
LM focuses on addressing the root causes of diseases. LM educates and empowers patients to make meaningful changes in their daily habits that 
have a significant impact on lifelong health. 
  
Lifestyle Medicine 
 
LM utilizes six pillars of wellness, which are first-line interventions to prevent and reverse many chronic diseases as well as to optimize human per-
formance. These focus areas are evidence based and include predominantly whole food/plant-based nutrition, engaging in routine physical activity, 
obtaining restorative sleep, managing stress, maintaining social support, and mitigating risky substance use. LM includes expanding fields of study 
such as the gut microbiome, epigenetics, and the impact of lifestyle changes on telomere length and aging.  
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Specialists in LM consistently utilize therapeutic lifestyle interventions as the foundation to their conventional healthcare practice. LM specialists 
contribute to the field of lifestyle medicine through multiple avenues, which include direct patient care, research, training, education, performance 
improvement, and population health. They also participate in lifestyle medicine forums and academic associations that seek to improve and advance 
the practice of LM. 
 
Lifestyle Medicine Certification 
 
Certification in LM is possible for most healthcare providers, but the pathways are slightly different depending on baseline education and training. 
The American Board of Lifestyle Medicine (ABLM) certifies physicians in LM. Allied healthcare professionals are certified by the American 
College of Lifestyle Medicine. The International Board of Lifestyle Medicine certifies physicians and allied healthcare providers who train and 
practice outside of the United States.  These pathways include continuing medical education specific to the six pillars of wellness accomplished 
through a combination of in-person and virtual training.  
 
Physicians also complete a case study. Recertification is required every 10 years, and maintenance of certification pathways is available. The 
ABLM is currently in the process of becoming formally recognized by the American Board of Medical Specialties, and despite this standard pro-
cess, most of the education and training in LM provides category 1 AMA certified medical education. Expertise in LM supports the Defense Health 
Agency’s Quadruple Aim, which drives critical initiatives focused on better care, encouraging healthy behaviors, improving medical force readi-
ness, and lowering costs. 
  
Case Study 
 
Here is an overview of one patient’s encounter with an LM-trained physician and the significant impact it had on his health. This patient has pro-
vided consent and permission to share medical information/health history. Maj LJ is a 35-year-old black male flyer who voluntarily elected to par-
ticipate in an L&PM consultation in an effort to improve his health, evaluate his current health status, and improve his energy. During this L&PM 
session, LJ was identified by his primary care/L&PM provider as having type 2 diabetes (hemoglobin A1C 6.9% after repeat testing), hypercho-
lesteremia (LDL: 223 mg/dL), hypertension (stage I), impaired fasting insulin, an unhealthy body mass index (BMI) (28.6) with excess central adi-
posity, chronic fatigue, low energy, brain fog, poor sleep habits, and suffering performance at work. As a result of these underlying health issues, LJ 
was medically disqualified, grounded from flying duties, required a health waiver and a medical profile, and was forced to forego his upcoming 
deployment. He was provided with the options for how he could approach his current medical diagnoses: through strategic lifestyle changes or 
pharmaceutical management. He elected a trial of strategic lifestyle changes. During this process, LJ accomplished the following baseline LM 
metrics, which included a combination of screening items that encompass the six pillars: 
 
 BMI 
 Body fat composition 
 Blood pressure 
 Total natural fiber intake (fruit/vegetable/whole grain portions daily) 
 Sugar-sweetened beverage intake and frequency 
 Caffeine, alcohol, and tobacco (intake/frequency) 
 Stress scale and modification assessment 
 Physical activity  
 Sleep quality assessment 
 Cognitive wellness 
 Quality of life assessment 
 Occupational performance and satisfaction assessment 
 Deployment readiness assessment 
 
He received counseling in the six pillars of LM and set his own personal SMART goals: lose weight, drop LDL cholesterol, and improve hemo-
globin A1C and fasting blood glucose. Perhaps, most important, he chose to have an open mind when approaching L&PM. Maj LJ received stand-
ard diabetic screenings as well as education in whole food/plant-based nutrition. For his first L&PM intervention, he decided to commit to a simple 
nutritional change in his lifestyle that involved starting with a 7-day whole food/plant-based challenge. He was closely followed by his physician, 
who utilized the stages of change model, motivational interviewing, and health coaching techniques to provide support, build confidence, and set 
accountability.  
 
After a 3-month intervention, his hemoglobin A1C dropped from 6.9% to 6.3%, his fasting blood glucose dropped 10 points, and his LDL dropped 
from 223 to 138. His BMI also decreased from 28.6 to 26.7, and he lost 35 pounds. LJ was amazed and became fully committed to maintaining this 
healthy lifestyle. Three years later, LJ has kept his hemoglobin A1C trending downward, and his diabetes remains in remission through sustainable 
lifestyle choices. He successfully controls his medical diagnoses without medication, is fully deployable, and serves on active duty. Most impor-
tantly, LJ has showcased and modeled his own health victories for his children and family members, who have subsequently changed their own 
lifestyle habits.  
 
Maj LJ reported that it was the simple act of a medical professional giving him the option regarding how he could address his own health that 
ignited his drive to take matters into his own hands. He reports being about 80-90% plant based as is his family, and his health is progressing in a 
favorable trajectory. LJ’s story is not an anomaly or a one-off health victory in flight medicine. Since 2017, hundreds of similar health successes 
have been documented within that operational medical readiness L&PM clinic. 

 

Continued on page 13 
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USAF Lifestyle & Performance Medicine Working Group  
 
The USAF Lifestyle & Performance Medicine Working Group (L&PM WG) was chartered in 2019 to align and expand the L&PM initiative across 
the Air Force Medical Service. It has grown from the original 10 core members to include a coalition of the interested that has more than 175 joint 
service and civilian members. The L&PM WG focuses on seven lines of effort: research, education, key leader engagement, grass-roots initiatives, 
clinical implementation, policy and advocacy, and building a culture of health. Recent lifestyle medicine publications include original research on 
BMI in active duty military14 and the association between health-related behaviors and the odds of hospitalization for COVID-19.15  
 
USAF L&PM WG Highlights: 
  
 Incorporated lifestyle medicine into 19 DoD clinical sites (CONUS and OCONUS)  
 Participated in 50 healthcare education events including the CHAMP TFF Summit and the Romanian Society of LM Inaugural Congress 

reaching over 2,000 personnel  
 Implemented the multi-year LM residency curriculum training at five DoD Accreditation Council for Graduate Medical Education residencies 
 Over 100 LM-certified military-affiliated healthcare professionals since 2017 
 Published nine evidence-based articles on L&PM 
 Established five L&PM medical subspecialty champion representatives  
 Received approval for USAF LM special experience identifier designation for physicians and other medical professionals (available 30 April 

2022) 
 

Conclusions 
 
Lifestyle medicine focuses on prevention, treatment, and reversal of lifestyle-related disease. Through implementing the LM model of care delivery, 
patients become their own agent of change with guidance from LM-trained healthcare professionals. LM-certified professionals offer medical 
expertise along with strategic recommendations and encouragement throughout the process. There is a growing body of medical literature that sup-
ports LM and many case studies that demonstrate its potential to improve the health of patients. The USAF L&PM WG is a multi-disciplinary com-
munity of medical professionals dedicated to incorporating L&PM into military medicine. With successful integration of L&PM, the DoD will 
appreciate a significant decrease in chronic disease risk, burden, and comorbidity sequelae, as well as minimized profile metrics for optimal readi-
ness, deployability, and lethality. Flight surgeons and other healthcare professions who participate in the care of aviators are uniquely positioned to 
provide root-cause analysis of human performance shortfalls and apply clinical skills in L&PM. The practice of L&PM provides healthcare profes-
sionals with the skills to help facilitate the prevention and reversal of today’s health threats in an effort to optimize the wellbeing of tomorrow’s 
aviators.  
 
Are you interested in learning more?  
Reach out to the USAF L&PM WG at: LifestylePerformanceMed@gmail.com.  
Fill out the survey to connect with our community! 
Learn more about the American College of Lifestyle Medicine 
www.lifestylemedicine.org/military and  www.lifestylemedicine.org  
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Continued on page 15 

What’s up, docs? (Pause while you recover from belly laugh.) We 
hope you had an outstanding holiday season and came back ready to 
learn more about the operational career path. Last quarter, we looked 
at entry positions at the base of the pyramid. Assuming you come to 
flight medicine as a captain or major, you can expect an assignment or 
two here. Please don’t get overly comfortable. Once you’ve built that 
foundation, we need you to level up. In particular, we need you to 
serve as SGP. This is important for your professional development 
and the good of the enterprise. There’s so much at this level that we 
need to break it up into multiple parts. The jobs we’ll cover in this 
issue are so different, you’d think you need a different AFSC to hold 
them! We’ll cover SGP at a small base, Theater Validating Flight 
Surgeon, and NASA Astronaut Support. 
 

Base-Level SGP 
 
Let’s begin with what we believe is the most important job in all of 
aerospace medicine: base level SGP. This is where you move from the 
flyer’s advocate to the local expert on all things aerospace medicine. 
With time, it looks like the entire base is your patient. You look at 
populations more than individuals. You have a ton of responsibility in 
running the programs, and little to no authority over the folks who do 
the work. The coin of your realm is influence. Having obvious exper-
tise, communication skills, and empathy will serve you well. Please 
don’t ever ask your line colleagues where they went to medical school 
upon hearing exasperating questions or opinions, either in public or 

Mentoring/Leadership Development 

Medical Corps integrated ops career path (from Air Force Medical Corps 
Overview, AF Medical Corps Office, Office of the Surgeon General, Jan 2021). 

The Operational Career Path—Level Two, Part One  
 

Eric “De-Mo” Chumbley, Col, USAF, MC, SFS 
Chief, Division of Aerospace Medicine, HQ AFSOC 

Hurlburt Field, FL 
 

Steven T. Fosmire, Maj, USAF, MC, FS 
Chief of Aerospace Medicine, 14 MDG 

Columbus AFB, MS 
 

private. Just tell them what you know and gently correct misconcep-
tions. Further, it’s your responsibility to build the next generation of 
flight surgeons as their mentor. Come to the job with a positive atti-
tude, humility, readiness to work, and as much emotional intelligence 
as you can muster. Some more unsolicited opinion: No flight surgeon 
can be well-rounded until serving in this job. Here’s what some of 
your colleagues have to say: 
 
 Which job are you describing? SGP. 
 How long were you in this job? Cannon AFB, NM – 3 years. Ali 

Al Salem AB, Kuwait – 1 year. Sheppard AFB, TX – 2.5 years, 
and counting! 

 What was your path to get this job? B-1 SME Flight Surgeon x 2 
years at Ellsworth AFB; Flight Surgeon/Flight Commander at Al 
Udeid, Qatar x ~1 year; RAM. 

 What best prepared you? RAM, deployment experience. 
 What are/were your top three priorities?   

 Readiness  
 Processes/Programs   
 Community: Enabling mission partner success, allowing for 

airmen to experience personal growth, and allowing airmen 
to find enjoyment. 

 What is/was your biggest challenge?  
 Constant struggle for manning, and even more challenging is 

getting and keeping manning with proper experience/skill 
levels. Doing more with less is not ok and is not doing more; 
it is breaking people down.  

 Computer/IT support is garbage – we have systems so 
“secure” they do not work and any ability to work more 
efficiently is often entirely discarded in this realm.  

 What is/was your favorite part? Advanced Air Advisor combat 
deployment supporting Tier 1 USSOCOM teams outside the wire 
and flying combat missions across the entire AOR. 

 If you have completed this job, what next jobs did it set you up to 
hold? AFSOC SGP/SGPA? 6 SOS CAA? 

 
 Which job are you describing? SGP. 
 How long were you in this job? So far 2.5 years. 
 What was your path to get this job? Flight Med to RAM to SGP. 
 What best prepared you? Operational flight medicine experience. 

RAM was less of a factor. SGPearls was also helpful. 
 What are/were your top three priorities? Mentor/building the 

flight docs; Establishing close communication with line 
leadership; Ensuring OH/PH programs are functioning. 
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 What is/was your biggest challenge? Internally – Protecting time 
for providers to get their METLS accomplished. Externally – 
IMR stats for the base. 

 What is/was your favorite part? Mentoring young flight docs and 
helping them navigate their career choices. 

 If you have completed this job, what next jobs did it set you up to 
hold? Still engaged. Not sure what’s next. Looking to go into 
either TRANSCOM or MAJCOM SGP/SGPA position. 

 
Theater Validating Flight Surgeon 
 
Get ready for a 180-degree turn from base-level flight surgeon: the 
Theater Validating Flight Surgeon (TVFS). Expect you’ll need some 
sharp patient skills, but you’ll probably not spend a lot of time in the 
normal base-level flight medicine meetings. Somebody has to ensure 
patients are medically able to endure aeromedical evacuation, be the 
on-call attending while the patients are in the system, and in general 
act as a massive troubleshooter. Tag, you’re it. If you’ve never done 
this job and don’t know much about it, these responses might steer 
you in a path you would never have otherwise considered. The last 
entry is from De-Mo’s boss, AFSOC/SG. He went on to command 
two MDGs before his current job. TVFS is anything but a dead end! 
 
 Which job are you describing? TVFS @ TRANSCOM Patient 

Movement Requirements Center – West (TPMRC-W). 
 How long have you been in/were you in this job? 2 years of a 3-

year assignment. 
 What was your path to get this job? I completed a family 

medicine residency and did one tour in the Family Health clinic. I 
then did AMP and transitioned to flight medicine. Had 
experience as a SME and MDG flight doc, SGP at both small and 
large MTFs, and worked at the MAJCOM level prior to selection 
as TVFS. 

 What best prepared you? Having a clinical residency is essential. 
We move newborns, kids, adults, critical patients, mental health 
patients, etc. We need to be able to communicate and consult 
with sending physicians, specialists, and CCATT providers every 
day. The TVFS also acts as the attending physician for patients in 
the AE system, handling calls from AE crews and ERPSS staff 
when a patient’s clinical status changes and physician orders are 
needed. 

 What are/were your top three priorities?  
 Knowing applicable patient movement guidance (DAFIs, 

DoDIs, AFTTPs, TRICARE Manual, USTCIs). 
 Risk mitigation when weighing clinical status of patient vs. 

expeditious movement. 
 Judiciously managing high demand assets (CCATTs, AE 

crews, etc.) in a resource-constrained environment 
(competing line requirements for mobility aircraft, etc.) for 
the DoD’s largest AOR. 

 What is/was your biggest challenge? In two words … expectation 
management. A large portion of my time is spent educating our 
patient movement partners (component surgeons, MTF leader-
ship, case managers, sending providers, specialists, etc.) on how 
the AE system operates. Most people don’t understand the 
TPMRC role. We validate their requests and establish require-
ments (medical attendants, CCATT/NICU teams, cabin altitude 
restrictions, stops and remain overnight limits, etc.), but do not 
actually execute the movement (find aircraft, task front end and 
AE crews, etc.).  

 What is/was your favorite part? No two days are the same, and 
each and every patient movement request brings its own unique 
clinical and administrative challenges. Bottom line, facilitating 
the movement of our ill/injured service members, their family 
members, retirees, and all eligible beneficiaries to definitive care 
provides the most satisfaction. 

 If you have completed this job, what next jobs did it set you up to 
hold? This is a clinical/operational COCOM job, with daily 
exposure to the joint environment and operational plans and JCS 
exercises ... definitely opens your eyes to the greater USAF and 
DoD mission. It sets flight docs up to be a well-informed SGP or 
key member at the MAJCOM/COCOM staff level. 

 
 Which job are you describing? TVFS – TPMRC-E (East) in 

Ramstein. 
 How long were you in this job? I have been at TPMRC-E since 

July 2019. I am scheduled to PCS summer 2023. There are three 
validating flight surgeon slots at Ramstein. One is the chief’s 
spot and is an O6/RAM billet. The other two are O4/O5 spots. 

 What was your path to get this job? The TVFS must be a 
residency-trained flight surgeon. My career path: Family med 
residency--> Family med Kadena --> Flight med Luke--> 
TPMRC-E. 

 What best prepared you? The requirements of a residency-trained 
flight doc are valid. We often are discussing complicated cases 
with multiple different specialties. Being comfortable discussing 
these cases is important. Any prior AE experience would be 
beneficial. Deployments will often expose a flight doc to the 
patient movement system. This will help the TVFS have a 
sympathetic ear if he knows what it’s like being a provider trying 
to move a patient. 

 What are/were your top three priorities?  
 Patient safety – Doing the right thing for our patients, which 

sometimes means not moving them.  
 Appropriate use of resources – We can move patients 

directly from Iraq to Texas if needed. Thankfully that is 
very seldom needed. Sometimes commercial air is the 
quickest option. 

 Educating people on the patient movement process.  
 What is/was your biggest challenge? Patient movement is a 

unique job, and the logistics of moving patients are often poorly 
understood. Eligibility is crucial. We often receive requests to 
move patients who don’t meet eligibility requirements.  

 What is/was your favorite part? Something new every day. From 
U.S. military members and their families to Afghan refugees and 
Saudi royalty. We move all types of patients.  

 If you have completed this job, what next jobs did it set you up to 
hold? As a TVFS you interact regularly with senior leaders from 
all branches of the military. It has the potential of opening a lot of 
doors across the DoD. That being said, the last two TVFS went 
on to complete clinical fellowships.  

 
 Which job are you describing? TVFS at TPMRC-E at Ramstein. 
 How long were you in this job? I was blessed to be at TPMRC-E 

from 2010-2013. 
 What was your path to get this job? Not traditionally! I was the 

SGH at Peterson AFB and I was looking for an operational 
challenge. My mentors and the assignments officer pointed me in 
the direction of validating flight surgeon. 

 What best prepared you? My time as a pediatrician overseas and 
SGH at Peterson exposed me to the global patient movement 
system, AE as a medical attendant, risk communication, and high 
reliability. I had a steep learning curve and had great teachers. 

 What are/were your top three priorities?  
 Always do the right thing for the patient.  
 Never miss an opportunity to strengthen relationships with 

supported commanders. 
 Understand the capabilities and perspectives of each team in 

our joint system. 

Continued on page 16 
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SoUSAFFS Website 

Colby C. Uptegraft, Maj, USAF, MC, FS 
Solution Owner, Forms Management 

Defense Health Agency, Falls Church, VA  
 
SoUSAFFS continues to advance, with enhancements on the website 
as one example. Other than a shiny, modern feel and MANY backend 
improvements, the new platform also includes a few new features that 
our members will [hopefully] find useful: 
 
 Flight Surgeon Forum: Accessible only to SoUSAFFS 

members, this page allows any member to post or reply to 
questions and topics from other members. Users may also follow 
individual posts or topic areas. We hope this forum enables 
connections between both junior and senior flight surgeons 
across the Aerospace Medicine community. Have a question? 
Post it to the Flight Surgeon Forum! 

 Announcements: Any time SoUSAFFS posts an announcement, 
all subscribed members will immediately receive an email [make 
sure to add info@sousaffs.org to your “safe senders” list]. 

 Sign in with Google: No more forgotten SoUSAFFS passwords! 
Sign in and link your SoUSAFFS website account with Google. 

 Mobile Responsiveness: Website content automatically adjusts 
to your device’s screen resolution. 

 File Archive: Find old issues of FlightLines and Board of 
Governors meeting minutes here. Again, this page is only 
accessible to SoUSAFFS members. 

 Order Merchandise Online: Order SoUSAFFS patches and 
guides through the website. Invoices are automatically sent to 
our merchandise chair for fulfillment. For now, though, please 
email info@sousaffs.org directly if you’re shipping to an APO, 
FPO, or DPO address. 

 
Please visit sousaffs.org to see and explore the new website yourself. 
If you have any suggestions on additional content or how the website 
can be improved, please don’t hesitate to email us at 
info@sousaffs.org.  
 

 What is/was your biggest challenge? Getting “invited to the 
table” during planning for exercises and other operations. It took 
time to build trust with supported commanders and develop 
effective patient movement support plans.  

 What is/was your favorite part? My favorite part was trauma 
rounds at LRMC (Landstuhl Regional Medical Center). I met and 
evaluated almost half of the casualties coming through LRMC 
and enjoyed every single interaction. 

 If you have completed this job, what next jobs did it set you up to 
hold? I went to squadron command next. It was good to get back 
to the MTF (but I still miss my time at TPRMC-E). 

 
NASA Astronaut Support 
 
Who’s ready to put more Americans back into space, using American 
launch vehicles, from American soil? Who’s ready to return to the 
moon? To Mars? Light that candle! 
 
 Which job are you describing? DoD Aerospace Medicine Liaison 

to NASA. 
 How long were you in this job? Currently 3 going on 4 years; this 

tour is somewhat flexible depending on the needs of the USAF 
and NASA. 

 What was your path to get this job? I was 12 years enlisted 
orthopedic technician prior to med school; Medical Emergency 
Response Manager for FE Warren/City of Cheyenne; squadron 
SME; occupational medicine residency; FOMC flight CC; then 
this position. 

 What best prepared you? Prior background in musculoskeletal; 
understanding ops tempo from several deployments; research 
with NASA during my residency; 10+ years of working in the 
USAF with several different levels of leadership including 
civilian leaders. The ideal candidate is able to bring a strong 
clinical background with understanding of applying medical 
standards and making recommendations for recertification, and/
or expert medical opinion for new hardware design or standards. 

 What are/were your top three priorities? Crew health is always 
the top priority for all flight surgeons at Johnson Space Center. 
The ability to remain flexible and answer any calls, texts, emails, 
or concerns from your assigned astronauts is paramount. The 
other priorities are becoming console/mission certified and 
supporting various programs based on your knowledge/
background in medicine. 

 What is/was your biggest challenge? Since this is a one-deep 
position in a new specialty, there is quite the learning curve to 
build your knowledge gap of space medicine and its nuances. 
This position will be asked almost immediately for expert 
opinion with regard to space medicine and human performance, 
so understanding what is unique to space physiology is 
paramount, and until you have a good foundation, you will need 
to build strong peer relationships among fellow surgeons onsite 
to assist with your input. 

 What is/was your favorite part? All of it! Seriously, this position 
has no blemishes from my perspective. For anyone interested in 
space, engineering design, pushing boundaries, this is ideal. You 
will be directly working with astronauts to support all phases of 
flight, working complex on-orbit problems with the ISS program, 
consulting on future hardware designs from a medical 
perspective, and flying NASA T-38s or USCG dolphin 
helicopters. There are also trips to the Cape for Space-X launch/
splashdown, Russia/Kazakhstan for Soyuz launch/landings, and 
soon the southwest for Boeing operations. 

 If you have completed this job, what next jobs did it set you up to 
hold? I haven’t completed this job yet, and unsure where the fit 
would be best utilized in the USAF; however, if there is a role for 
USSF/USAF space medicine expert opinion for standards 
development or operational input for future of space medicine, 
that would be the greatest utility. Developing a space medicine 
knowledge base for future USSF/USAF flight surgeons should 
not be overlooked, as it is significantly different than traditional 
aerospace medicine. 

 
Next up: Squadron Commander, ACS Division Chief, and MAJCOM 
SGPA. See you next quarter! 
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United States Space Force: 
“The New Kid on the Block” 

 
Tracy “TICTAC” Bozung, Col, USAF, MC, SFS 

 Commander, 45 MDG 
Patrick SFB, FL 

 

Hello SoUSAFFS! Happy 2022! Thank you for allowing me the opportunity to share my experience as the 45th Medical Group Commander at 
Patrick Space Force Base. In this article I’ll talk command; in the previous article, I shared my perspective on Space Force. Get your 5-point 
restraints buckled and let’s launch! 
 
A bit of personal history to set the stage. My dad is a 30-year veteran of the Air Force, so I bleed blue. The profession of arms, the moving every 
few years, the extended “family” chosen by location rather than blood are essentially building blocks of my character. My dad had the good fortune 
of being a squadron commander twice and loved it. I was set on following in his footsteps. I spent the first 13 years of my Air Force career learning 
medicine. First, family medicine residency at Andrews AFB followed by 5 years as a new staff attending and then medical director for the family 
health clinic at Davis-Monthan AFB MTF. During that time, I was frustrated by policies and decisions above me. In my mind, the only way to fix 
the problems I saw in family medicine was to get high enough in the rank structure; the only way I saw that happening was to join the operational 
side of the house. Fortunately, I stumbled into an opportunity to get my wings, so I went “to the dark side,” starting my flight surgeon career at the 
Pentagon Flight Med Clinic. It was a firehose to begin, caring for all the services flyers, and grasping the breadth of the various service missions. It 
finally clicked for me: the front-line clinical knowledge of my family medicine experience combined with my new operational mindset could shape 
the future. I could marry the ground truth of providing medicine to the individual with the larger needs of the Air and Space Forces missions and, 
subsequently, mold the climate to maximize the performance of both the medics and Airmen & Guardians. 
 
I loved the operational side so much I went back for residency #2, starting with my Masters in Public Health, and then completed the Residency in 
Aerospace Medicine. Then it was off to follow my dad’s path; I matched to Moody AFB for my first squadron command. Triple hatted as the SGP, 
23d AMDS Commander, and PHEO (Public Health Emergency Officer), I could drive the programs and support the people simultaneously. After 
Moody it was off to Ramstein in the same set of jobs but at a more complicated location. As the PHEO when COVID struck, I was on speed dial 
with the Wing Commander. Who knew my MPH would be so instrumental in my ability to synthesize the data, see the population-based needs, and 
drive the operational mission within a pandemic? Despite the workload, I knew my team of medics were in their element and loving it; I was just 
fortunate enough to be their leader and help guide the way.   
 
As physicians, we should be leaders. James Hunter in his book The Servant defines leadership as “the skill of influencing people to work enthusias-
tically toward goals identified as being for the common good.” Physicians attempt to influence our patients toward the common goal of good health. 
We are often also seen as leaders of clinical teams, dedicated to improving the environment of care and mentoring those around us. As flight sur-
geons, we are custom built to influence the operational units we support because of our unique interaction with their members. We understand the 
medical concerns that affect their lives AND understand how that impacts the larger mission. However, the operational unit we care for doesn’t 
need to be a flying unit; it could be a medical squadron or a group. Will you stand up, take the guidon, embrace the responsibility, and utter the 
words “I assume command” to care for your fellow medics?   
 
I did, and I love it! That is my job as a group commander. I am an O6-size set of scissors, cutting the bureaucratic red tape that is preventing my 
team from doing its mission. I am an umbrella, blocking my staff from the rain of the inconsequential nonsense that eats up valuable time. Like-
wise, I bear the brunt of the thunderstorm that erupts from an unexpected negative outcome from the decisions or risks I chose to accept. Finally, 
I’m a pedestal, lifting the MDG high and saying to others, “look at my incredible team; you wish you were part of this family!” Leadership means 
you have the opportunity to create a culture of excellence, take care of the staff, and hold them accountable. It means you can push toward improve-
ment and provide the best medical care possible. Fulfilling these objectives is exceptionally fulfilling, both personally and professionally.   
 
The operational commanders I have worked with want a physician advising them; they view physicians as respected, competent professionals. 
While we won’t be combatant commanders, we have a sacred duty to advise those “line” leaders to ensure the Airmen and Guardians are fit to fight. 
Our flight surgeon wings give us a critical perspective; we craft an aeromedical enterprise to maximize the health and performance of the warriors 
because we intimately understand their mission and what it takes to protect them, occupationally and industrially. If we don’t step up, take owner-
ship of the issues and LEAD, then we don’t have the right to complain about the policies or decisions we didn’t make. You can either sit at the table 
or get eaten at the table. Is command a lot of work? Yes, without a doubt. They don’t give you a raise when you take the guidon, but the joy of 
making a difference is payment enough for me.   
 
If you have any questions about being a commander or about the Space Force, let me know (tracy.k.bozung.mil@mail.mil). Find your passion and 
follow it; I have and I am loving the ride.  
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Continued on page 19 

Meet the New RAMs! 
 

David “Dirty” Miller, Col, USAF, MC, CFS 
 RAM Program Director 

 

The rumors are true … the United States Air Force School of Aerospace Medicine Residency in Aerospace Medicine (USAFSAM RAM) is alive 
and well! We have now completely converted over to our fully ACGME-compliant residency. This is a 2-year residency that includes completion 
of the Master of Public Health (MPH) degree within those 2 years. It is a busy residency, as we are also required to maintain a minimum of 16 
weeks of clinic in each of those years (we schedule for approximately 18 weeks of clinic, just in case). Highlights of the residency include our fly-
ing training program, which affords exceptional RAM student pilots the opportunity to solo, and our aerospace medicine certificate program at 
Wright State University, which sets you up for success on your initial board certification examination as a specialist in aerospace medicine. We also 
have great access to “senior” (secret code for “old”) RAMs in positions of higher responsibility who can tell you the real “down and dirty” secrets 
to success as a RAM. (Spoiler alert: it involves being an honest, reliable, hardworking expert in your field.)   
 
We have 6 RAMs on track to graduate this summer, 10 RAMs currently working on their MPH while churning through rotations, and the Tri-
Service Board just selected 9 applicants to start summer ‘22! There is a great focus and energy in the USAFSAM RAM; if you are thinking about 
applying this year, now is a good time to reach out to current RAMs and get their honest thoughts. (Spoiler alert: it is hard work, and occasionally 
frustrating, but this is a really exciting time to be here with an awesome team atmosphere.) 
 
 

RAM ‘22 

Resident  Prior Specialty  MPH or MOH  Call Sign 
Col Michael Rhode (Space RAM)  Cytopathology, Molecular Pathology  University of Texas Medical Branch Galveston  TBD 

Col (s) Mark B. Dudley  Family Medicine  University of South Carolina/Wright State University  Frozone 
Col (s) Ian “David” Gregory  Family Medicine  USUHS  PANS 
Col (s) Jeff N. Harris  Emergency Medicine  University of Utah  Hedo 
Lt Col Jeff L. Kinard  Family Medicine  Wright State University  Woody 
Maj Caleb S. James  GMO  Wright State University  RICK 

RAM ‘23 

Resident  Prior Specialty  MPH or MOH  Call Sign 
Col Steve Nordeen  Family Medicine  Wright State University  NORDO 

Lt Col Maryrose Chuidian  Family Medicine  Wright State University  Boom 

Lt Col Matthew Hoyt  Family Medicine  Wright State University  Shakespeare 
Lt Col Bashir El-Khoury (Space RAM)  Nephrology  University of Texas Medical Branch Galveston  TBD 

Lt Col Phillip Strawbridge  Family Medicine  Harvard University  Sandman 
Maj Brian Hanshaw (Space RAM)  Family Medicine  University of Texas Medical Branch Galveston  Stitch 
Maj Catherine Blasser  Internal Medicine  Wright State University  TBD 

Maj W. Taylor Timberlake  GMO  Wright State University  Jedi 
Capt Micah Rejcek  Family Medicine  Wright State University  Doppler 
Capt Robert Wright  GMO  University of Georgia/Wright State University  TBD 

Capt Isaac Yourison  Family Medicine  Wright State University  TBD 
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RAM ‘24 

Resident  Prior Specialty  MPH or MOH (Pending)  Call Sign 

Lt Col Noel Colls  Family Medicine  TBD  Tums 

Lt Col Shana Hirchert  Family Medicine  Wright State University  TBD 

Lt Col Kjersti Koskinen  Family Medicine  Wright State University  TBD 

Lt Col Monica Pierce Wysong  Family Medicine  TBD  TBD 

Lt Col William Smith  GMO  Wright State University  TBD 

Maj Alexander Haley  GMO  Wright State University  Evil 

Maj Preston Moore  Family Medicine  Wright State University  TBD 

Maj Dane Newell  Family Medicine  TBD  TBD 

Maj Clifford Nolt  Family Medicine  Wright State University  Nastee 


