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This instruction implements AFPD 44-1, Medical Operations, DoDD 6025.13-R, Clinical
Quality Management Program(CQMP) in the Military Health Services System (MHS), which
incorporated DoDD 6025.14, Department of Defense Participation in the National Practitioner
Data Bank (NPDB), DoDI 6040.37, Confidentiality of Medical Quality Assurance (QA) Records,
DoDI 6025.15 Implementation of Department of Defense Participation in the National
Practitioner Data Bank; DoDI 6025.16, Portability of State Licensure for Health Care
Professionals; DoDI 6025.17, Department of Defense (DoD) Patient Safety Program (PSP).

It outlines military treatment facility (MTF) roles and responsibilities in the area of clinical
performance improvement (PIl), explains patient safety and risk management (RM) programs,
Pl/accreditation/self-inspection requirements, credentials and privileging processes, and scope of
practice in order to provide optimal healthcare delivery. This instruction applies to all Air Force
Medical Service (AFMS) personnel and where specifically identified within this instruction for
units of the Air Reserve Components (ARC) and Aeromedical Evacuation (AES). The reporting
requirement in paragraphs 2.7 and 2.12 is exempt from licensing in accordance with (IAW)
paragraph 2.11.12 of AFI 33-324, The Information Collections and Reports Management
Program; Controlling Internal, Public, and Interagency Air Force Information Collections. This
instruction directs collecting and maintaining information protected by the Privacy Act of 1974
authorized by Title 10, United States Code (U.S.C.), Section 8013, Secretary of the Air Force.
System of Records Notice FO44 AF SG K, Medical Professional Staffing Records, applies.
Ensure that all records created as a result of processes prescribed in this publication are
maintained in accordance with Air Force Manual (AFMAN) 33-363, Management of Records,
and disposed of in accordance with the Air Force Records Information Management System
(AFRIMS) Records Disposition Schedule (RDS) located at https://www.my.af.mil/gcss-
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af6la/afrims/afrims/. Implementing publications do not need to be forwarded to higher
headquarters for review and coordination before publishing. Refer recommended changes and
questions about this publication to the Office of Primary Responsibility (OPR) using the AF IMT
847, Recommendation for Change of Publication; route AF IMT 847s from the field through the
appropriate functional’s chain of command.

SUMMARY OF CHANGES
This document is substantially revised and must be completely reviewed.

This revision incorporates the revised roles and responsibilities of the Clinical Quality Division
within AFMOA, the interaction with the MAJCOM/SG offices, and the medical facilities. It
reflects the overarching focus and emerging new standards on patient safety and stresses the
importance of seamless integration with performance improvement, quality, and risk
management. The intent is to work toward establishing a culture in which errors are proactively
identified, incidents reported freely, and patient safety is rooted in the daily operations of the
healthcare organization. It also reflects the ongoing changes in credentialing, privileging, scope
of practice, adverse privileging actions, malpractice processing, and overall clinical performance
improvement and risk management activities. It incorporates numerous interim policy memos
regarding the same. It breaks subject matter into specific chapters, defines roles and
responsibilities to include committees and medical staff functions and reintroduces the role of the
Director of Base Medical Services (Chapter 1), and in a dedicated chapter, introduces new
national standards, guidance, and culture related to Patient Safety (Chapter 2). This instruction
provides integral guidance and tools for improving organizational performance (Chapter 3). It
clarifies licensure requirements for all healthcare providers, to include the difference in
requirements depending on contract types. It also explains the waiver of administrative
requirements for physician licensure, the physician assistant waiver of licensure and the waiver
process for the timeline to obtain licensure processes (Chapter 4), introduces the E-application
for privileges and medical staff appointment, identifies credentials that are obtained off-line and
describes provider documents that must be collected and primary source verified, to include
responsibility and management of the documents that become part of the electronic provider
credentials file (Chapter 5). It better defines responsibilities and processes for the privileging
process, introduces the requirements for completion of the E-application and adopts standard
business processes (Chapter 6). It describes in full the allied health professionals’ educational
background, scope of practice, and supervision requirements and supports the independent
collaborative role of the advanced practice nurse (Chapter 7). It establishes and clarifies the
AFMS’ peer review processes and expectations to include using focused professional practice
evaluations and ongoing professional practice evaluations for privileged providers and outlines
the ongoing peer review process for non-privileged staff. The competency assessment folder
guidelines are standardized and outlined for all officer, civilian, contractor and volunteer staff
(Chapter 8), and the DoD standardized business process is adopted for adverse actions which
standardized the adverse action processes for privileged and non-privileging providers and added
an additional step with a peer review panel to validate clinical implications before the
commander proceeds with the proposed adverse action, provides greater discussion of the
definition and management of impaired professionals and clarification of administrative and
clinical adverse actions, outlines AFMS code of conduct and approach to address intimidating
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and disruptive behavior of healthcare professionals (Chapter 9). Provides guidance on the
appropriate management of and the release of quality assurance material and disclosure. Realigns
all risk management processes in one chapter, defines requirements for management of
potentially compensable events, active duty disability and active duty death cases where medical
care provided may have contributed to the outcome, and medical malpractice claims. Defines the
roles and responsibilities in the re-engineered malpractice process (Chapter 10).
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Chapter 1
GENERAL ROLES AND RESPONSIBILITIES
Section 1A—General Roles and Responsibility

1.1. Assistant Secretary of the Air Force (SAF/MR). The Assistant Secretary of the Air Force
for Manpower and Reserve Affairs (SAF/MR) serves as an agent of the Secretary and provides
guidance, direction, and oversight for all matters pertaining to the formulation, review, and
execution of plans, policies, programs, and budgets addressing Medical Quality Management.

1.2. Air Force Surgeon General (HQ USAF/SG). Establishes policy and delegates broad
oversight responsibility for the Quality/Process Improvement, Patient Safety, Risk Management,
Professional Staff Management (Credentialing/Privileging) and Adverse Actions programs in the
Air Force Medical Service (AFMS) to Air Force Medical Operations Agency, Clinical Quality
Management Division (AFMOA/SGHQ).

1.3. Commander, AFMOA. In consultation with  AFMOA/SGHQ ensures patient safety,
accreditation, professional staff management, risk management, and clinical performance
improvement policies and processes are implemented within the MTFs.

1.4, AFMOA/SGHQ:

1.4.1. Provides corporate-level guidance for professional staff management, patient safety,
accreditation, risk management, and clinical performance improvement to ensure compliance
with DoD requirements.

1.4.2. Provides consultative support to the MTFs and MAJCOM/SGs.

1.4.3. Collaborates with AFMOA/SGHM to provide clinical consultation, defining and/or
clarifying standards of care and practice in each consultant’s area of expertise.

1.4.4. Administers the risk management programs to include adverse actions, potentially
compensable events and malpractice claims.

1.4.5. Provides policy guidance, consultation, monitoring and review of Root Cause
Analyses (RCA) and Medical Incident Investigations (MII).

1.4.6. Monitors trends in processes and outcomes of care to include sentinel events (SE);
disseminates information both up and down the chain.

1.4.7. Serves as the AFMS liaison with civilian accreditation organizations.

1.4.8. Provides policy guidance, consultation, program management, monitoring and review
of the Medical Facility Assessment and Compliance Tracking System (MedFACTS) and
Centralized Credentials and Quality Assurance System (CCQAS), and the Patient Safety
Reporting System.

1.5. Medical Inspection Directorate, Air Force Inspection Agency (HQ
AFIA/SG). Evaluates the programs described in this instruction in Air Force military treatment
facilities (MTFs) and units of the Air Reserve Component (ARC).
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1.6. Headquarters, Air Force Recruiting Service (HQ AFRS). (N/A for ARC) Ensures
adherence to criteria for selection, commissioning, and accession of healthcare professionals.

1.7. Medical Service Officer Management Division of Directorate of Assignments (HQ
AFPC/ DPAM). Has functional oversight and management of educational programs for
Medical Corps officers. Coordinates with Air Force Centralized Credentials Verification Office
(AFCCVO) for Primary Source Verification (PSV) of selected documents for deferred medical
officers entering active duty (see paragraph 5.13.).

1.8. Air Force Centralized Credentials Verification Office (AFCCVO). Designated AFMS
agent responsible for PSV of AFMS healthcare providers’ credentials. Refer to Chapter 5,
Section 5A for details.

1.9. Command Surgeon (HQ MAJCOM/SG, ARC HQ MAJCOM/SG). Consults with
AFMOA/CC and AFMOA/SGHQ on patient safety, accreditation, professional staff
management, risk management, and clinical performance improvement policies and processes
implemented within the MTFs, Reserve Medical Units (RMUs) and MDGs.

1.10. Director of Base Medical Services (DBMS). Manages all Air Force medical resources
(except elements of the aecromedical evacuation system, command surgeon’s offices, and similar
activities not engaged in patient care) located on or satellite to, an Air Force base or installation.

1.10.1. All personnel assigned or attached, required to carry out the mission of the base
medical services, without regard to their organizational assignment, are under his or her
professional supervision.

1.10.2. In asingle wing or group base organization, the DBMS is directly responsible to the
wing or group commander.

1.10.3. In a multi-wing organization the DBMS is directly responsible to the commander of
an air division (when authorized) or to the host wing commander.

1.10.4. In the air base wing or group organization, the DBMS is directly responsible to the
base commander. Normally, he or she is the commander of the MTF.

1.10.5. In the temporary absence of the DBMS, this duty is normally performed by the
individual designated as commander.

1.10.6. The DBMS:
1.10.6.1. Supervises and directs the use of base medical resources.

1.10.6.2. In conjunction with the TRICARE contractor arranges cost-effective, high
quality medical services from local civilian sources when needed care is not available
through the military facility or other federal resources.

1.10.6.3. Ensures medical support is adequate to meet requirements placed on tactical
units when personnel of such units are under operational control of the DBMS. Identifies
shortfalls to higher headquarters.

1.10.6.4. Ensures the medical portion of base plans (including war plans, defense plans,
and disaster and survival plans) by local military medical activities is adequate; also, for
working closely with other staff activities and local civilian agencies.
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1.10.6.5. Ensures that the training of medical personnel is carried out to maintain
proficiency.

1.10.6.6. Recommends to the wing or installation commander the scope of medical
services including but not limited to clinic and hospital services, based on manpower,
resources, staff credentialing, and community needs in order to ensure patient safety and
community health.

1.10.6.7. Acts for the wing or installation commander on matters pertaining to the base
medical mission.

1.10.6.8. Advises the wing or installation commander on medical care and services
required according to host-tenant agreements for satellite and tenant Air Force units, and
for negotiating agreements with unit commanders on the degree of active participation in
medical functions of medical elements of the tenant units. Also, the DBMS advises the
commander of medical support requirements for Army and Navy activities.

1.10.6.9. Advises the wing or installation commander on the health of personnel and on
health protection requirements and measures.

1.10.6.10. Assists/coordinates, commensurate with available resources, the training,
support and use of all medical activities located or satellite on the base, including units
and individual medical service members of the Air Force Reserve and Air National
Guard.

1.10.6.11. Establishes liaison with the local health system agency to become familiar
with the civilian community health planning process and the base MTF role within the
health service area.

1.11. Military Treatment Facility Commander (MTF/CC) or Medical Wing Commander
(MDW/ CC) and for the ARC: Reserve Medical Unit Commander (RMU/CC) or Medical
Group Commander (MDG/CC):

1.11.1. In consultation with AFMOA/SGHQ ensures patient safety, accreditation,
professional staff management, risk management, and clinical performance improvement
policies and processes are implemented IAW this instruction.

1.11.2. Is the approval authority (or may designate approval authority during a temporary
absence only) for award of privileges and medical staff appointment, alterations in privileges,
and adverse privileging actions for all assigned providers to include collocated reserve
medical units.

1.11.3. The ARC privileging authority (or AD MTF/CC for collocated reserve units) must
ensure that ARC providers possess current clinical competency in their primary Air Force
Specialty Code (AFSC) before granting or renewing privileges when they do not hold
comparable privileges in a civilian healthcare organization.

1.11.4. Conducts facility strategic planning and establishes the organizational mission and
vision.

1.11.5. Oversees the off-duty employment program IAW Air Force Instruction (AFI) 44-
102, Medical Care Management.
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1.11.6. Ensures MTF Anti-Fraud Program is implemented IAW DoDI 5505.12, Anti-Fraud
Program at Military Treatment Facilities (MTFs).

1.11.6.1. Establishes internal management control program to foster oversight of
contracted healthcare providers and local civilian entities utilized to purchase supplies
and services.

1.11.6.2. Establishes anti-fraud training protocol for assigned personnel.

1.11.6.3. Ensures contracted privileged and non-privileged healthcare providers are
appropriately licensed (see paragraph 4.1.1.) and HHS-1G and TRICARE sanction lists
are reviewed before provider works within the MTF (see paragraph 5.4.6.3).

1.11.7. Ensures program is established for shadowing medical personnel within the MTF as
outlined in paragraph 5.22.

1.12. Chief of the Medical Staff (SGH) or the ARC Designated Senior Physician:

1.12.1. Must be a privileged physician holding an active appointment to the medical staff
and be appointed by the chief executive officer (MTF/CC).

1.12.2. Is the principal executive staff advisor to the MTF/CC concerning matters of
provider regulations, quality and scope of medical care, utilization of professional resources,
and medical policy and planning.

1.12.3. Has oversight of the professional staff management program and professional
practice review, patient safety program, healthcare risk management program and
performance improvement activities.

1.12.4. Collaborates with functional program managers and champions initiatives to reduce
risks and improve patient safety and quality of care.

1.12.5. Acts as the liaison between the members of the medical staff and the executive
leadership.

1.12.6. Chairs the Executive Committee of the Medical Staff (ECOMS), the Credentials
Function and the Medical Staff Function. (See SGH Handbook for more specific guidance.)
In the absence of the SGH, these responsibilities will be delegated to another privileged
physician upon approval of the MTF/CC.

1.12.7. Is authorized to intervene on behalf of the MTF/CC to immediately hold in abeyance
or summarily suspend privileges when a provider’s conduct threatens the health or safety of
any patient, employee, or other individual until the matter is investigated and resolved IAW
the provisions outlined in this instruction.

1.12.8. Is responsible for orienting all medical staff applicants concerning Air Force (AF)
bylaws governing patient care, medical staff responsibilities, professional ethics, continuing
education requirements, privileging, adverse actions, and due process proceedings (see
paragraph 3.3.2.).

1.12.9. May singularly review and award temporary privileges during periods of medical
necessity (i.e., pressing patient care need).
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1.12.10. Is responsible for ensuring the quality of care provided by all privileged providers
and collaborates with other executive leadership to ensure quality of care for the spectrum of
care provided in the facility.

1.12.11. Advises the squadron and MTF/CC when off-duty employment issues arise
involving privileged providers that may negatively affect patient care and/or ability to

accomplish mission requirements.

1.13.
1.14.
1.15.
1.16.
1.17.

Chief Nurse (SGN) --refer to AFI 46, Series -Nursing.

Chief, Aerospace Medicine (SGP) --refer to AFI 48, Series -Aerospace Medicine.
Chief, Dental Services (SGD) --refer to AFI 47, Series -Dental.

MTF Administrator (SGA) --refer to AFI 41, Series -Health Services.

The Medical Staff:

1.17.1. Are healthcare providers privileged to practice in the MTF/RMU/MDG and
appointed to the medical staff by the MTF/CC or for the ARC: MTF/CC, RMU/CC or
MDG/CC.

1.17.2. Will participate in quality, patient safety, professional staff management, and risk
management activities.

1.17.3. Will acknowledge their intent, in writing or by E-signature of the application, at the
time of initial privileging to abide by AF bylaws. (Examples include, but are not limited to
this instruction, Medical Group Instructions and other applicable documents and policies
provided by AFMS.)

1.17.4. Individual members of the Medical Staff are responsible for maintaining the currency
of required training, licenses and documents contained in their provider credentials file
(PCF). They must provide evidence of initial and renewed currency to the MTF Credentials
Manager for inclusion in their electronic PCF.

1.18. Quality/Performance Improvement (Pl) Manager (N/A to ARC):

1.18.1. Designated in writing by the MTF/CC, reports to the SGH. Is responsible for the
organization-wide improvement program and is an active member of and advisor to the MTF
executive team. Functions to improve overall organizational performance by problem
assessment, solution recommendations, implementation and follow-up activities, which could
include but not be limited to, Air Force Smart Ops for the 21* Century (AFSO21) (lean and
Six Sigma principles), Failure Mode and Effects Analysis (FMEASs) and RCAs.

1.18.2. Facilitates and advises the executive leadership in the development and
implementation of organization-wide strategic planning, organizational goals and objectives.
Develops and coordinates written policies and procedures applicable to all aspects of the
Quiality/P1 program.

1.18.3. Directs the PI training and education for MTF staff and organizational leaders. When
improvement teams are formed, provides just-in-time training on PI tools.

1.18.4. Assists the organization in identifying and developing performance indicators and
related measures.
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1.18.5. Guides the organization in effectively collecting and using internal and external
(comparative) data to be used for identifying, developing, implementing and sustaining
performance improvements.

1.18.6. Collaborates with the credentials manager and medical staff to identify and collect
performance-based provider data for ongoing performance improvement initiatives and as
part of the re-privileging process.

1.18.7. Collaborates with patient safety manager, risk manager, and credentials manager to
integrate results of data analysis, outcomes of risk management reviews/analysis, and patient
safety assessments into the performance improvement process for safe, quality healthcare.

1.18.8. Uses or coordinates the use of process analysis tools to display and analyze data, e.g.,
fish-bone, Pareto chart, run chart, control chart, scatter gram, etc.

1.18.9. Coordinates the dissemination of performance improvement information within the
organization, ensuring basic analysis and comparative processes are included.

1.18.10. Reports the results of continuous monitoring activities to the MTF/CC and
executive staff on a routine basis, as determined by the executive staff, for use in making
performance-based decisions about the organization.

1.18.11. Advises the MTF executive leadership on the organization’s compliance with
applicable Federal, State, and DoD healthcare laws/regulations; ethics; state statutes; and AF
instructions. Directs processes to ensure ongoing compliance with accreditation agency
standards and regulatory requirements such as performance quality measurements,
MedFACTS, and other self-inspection and assessment tools. Coordinates with the self-
inspection program manager designated by the MTF/CC.

1.19. Healthcare Risk Manager (RM) (N/A to ARC):
1.19.1. Designated in writing by the MTF/CC reports to the SGH.

1.19.2. Directs all healthcare RM administrative and management activities within the
medical facility. Member of committee that performs and reviews healthcare risk
management functions.

1.19.3. Develops, implements and reports healthcare risk management activities and other
related topics as required locally, to the executive leadership.

1.19.4. Collaborates with the SGH, the patient safety manager and the quality manager on
organizational risk management activities such as SE reporting, RCAs, Mlls, Potentially
Compensable Events (PCEs), quality of care and standard of care reviews aimed at
identifying, analyzing, correcting, and trending deficient patterns and facilities and
environment issues.

1.19.5. Ensures comprehensive management control of real and potential risks for all
employees, patients, visitors, and volunteers.

1.19.6. Implements and evaluates plans to decrease facility and government liability and
financial loss associated with accidents and untoward events.

1.19.7. Directs actions to preserve, protect, and secure evidence and equipment involved in
untoward medical incidents.
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1.19.8. Informs local legal representative or medical law consultant of potential litigation
case and PCEs and takes action to mitigate loss.

1.19.9. Provides frequent consultative information and reports to the executive leadership,
committees, functions, workgroups, and staff on general and specific healthcare risk
management issues and events.

1.19.10. Initiates and ensures timely notification/briefing to the commander and/or the
Executive Committee on events or when trend analysis indicates a potential for major
liability, catastrophic event, or media exposure.

1.19.11. Facilitates MTF adverse clinical action and Healthcare Integrity and Protection
Data Bank (HIPDB) requirements (see Chapter 9, Section H).

1.19.12. Disseminates and manages HQ USAF/SG Notice to Airmen (NOTAM), lessons
learned, advisories, alerts and other formal communications. (See paragraph 10.9.2.).

1.20. Patient Safety Manager:

1.20.1. Designated in writing by the MTF/CC or for ARC: RMU/CC or MDG/CC, reports to
the SGH.

1.20.2. Responsible for event reporting requirements related to patient safety to include
collecting, routing and tracking. Analyzes events and takes appropriate action.

1.20.3. Coordinates the implementation of national patient safety goals.

1.20.4. Coordinates the current DoD Patient Safety Program healthcare team training and
sustainment.

1.20.5. Coordinates and collaborates with the SGH, other appropriate senior leadership, risk
manager, quality manager and other facility functions as necessary.

1.20.6. Facilitates the completion of RCAs and FMEASs; reports significant events or
findings to the AFMOA/SGHQ Patient Safety Branch as required.

1.20.7. Serves as the MTF patient safety advisor/resource and confers with MTF personnel
at all levels to direct patient safety initiatives.

1.20.8. Conducts an annual appraisal of the adequacy of organization-wide patient safety
activities/policies/procedures to ensure program effectiveness and compliance. Uses the
template provided in the current Patient Safety Handbook. Provides appraisal to the MTF
Executive Committee and then forwards to AFMOA/SGHQ Patient Safety Branch.

1.20.9. Responsible for patient safety education and training to include new employee
orientation and annual recurrent training.

1.20.10. Collects, routes and tracks facility events related to patient safety.

1.20.11. Submits monthly MTF event report to DoD Patient Safety Center. The report is
briefed to MTF leadership. Specific reporting instructions are contained in the Patient Safety
Handbook.

1.20.12. Establishes mechanism to inform executive leaders of patient safety activities at
least quarterly, including lessons learned and risk reductions/elimination actions taken as a
result of event analysis.
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1.21. Credentials Manager (CM):
1.21.1. Designated in writing by the MTF/CC, MDG/CC, or RMU/CC reports to the SGH.

1.21.2. Serves as the technical advisor to the MTF/CC (for ARC: RMU/CC or MDG/CC),
credentials function chairperson, squadron commanders, and assigned providers on issues
relative to the credentialing and privileging process. Advises these individuals regarding the
appropriate procedures to function within the guidelines and mandates of AF Instructions
(AFI), DoD directives, civilian accreditation standards, and other mandated regulatory
guidance.

1.21.3. Educates the commander, chief of the medical staff, credentials function members,
squadron commanders, and medical staff on new policies and changes to current directives.

1.21.4. Monitors and maintains standards of compliance with regulatory guidelines,
directives, and mandates associated with the credentialing and privileging process.

1.21.5. Maintains resource information for credentialing and privileging including, but not
limited to, clinical privileges lists, other AF forms, AFI 44-102, AFI 41-117, Medical Service
Officer Education; and this instruction.

1.21.6. Provides administrative support to the MTF (for ARC: RMU or MDG) credentials
function as needed.

1.21.7. Serves as point of contact (POC) for fee-exempt DEA registration and National
Provider Identifier (NPI) Type 1 registration.

1.21.8. Serves as the MTF (for ARC: RMU or MDG) Centralized Credentials and Quality
Assurance System (CCQAS) Database Administrator, authorizing new user status and
training individuals as required.

1.21.9. Establishes and maintains CCQAS electronic records. Ensures the CCQAS
Credentialing Module database is current, maintaining and updating this database 1AW the
CCQAS Users Manual and AF guidance. The MTF CM is responsible for maintaining the
CCQAS records for collocated Reserve units and assigned Individual Mobilization
Augmentees (IMAs) Note: May be tasked by MTF (for ARC: RMU or MDG) leadership to
create and/or maintain CCQAS electronic records for assigned non-privileged RNs, LPNs,
and LVNs.

1.21.10. Initiates the credentialing, privileging and medical staff appointment process.
Reviews the provider’s electronic Provider’s Credentials File (PCF), ensures minimum
documents for routing first E-application are scanned, named IAW the standard naming
convention and uploaded to the provider’s credentials record. Performs data quality review of
the electronic PCF and grants provider access to complete the E-application at the next
privileging opportunity.

1.21.11. Provides guidance to providers during the initial and renewal privileging process.

1.21.12. Tracks completion of focused and on-going professional practice evaluations for
medical staff appointment/privileging processes.

1.21.13. Routinely collaborates with the Pl manager, healthcare risk manager, and medical
staff to assist in collecting on-going performance-based provider data as part of the re-
privileging process.
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1.21.14. Manages and updates documents of evidence relevant to provider education,
experience, licensure/certification, and training in the electronic PCF and ensures accuracy
and currency of the information.

1.21.15. Conducts and/or coordinates with the AFCCVO to perform National Practitioner
Data Bank (NPDB), HIPDB and other applicable queries, and Primary Source Verifications
(PSV) to authenticate the credentials of medical staff members applying for initial privileges
and appointment to the medical staff and annual and biennial renewal of same.

1.21.16. Retains the 6-part PCF previously established prior to implementation of the
electronic PCF for historical purposes and forwards the file to the gaining facility for
permanent change of station as required.

1.21.17. Electronically initiates Interfacility Credentials Transfer Briefs (ICTBs) to gaining
MTF (for ARC: RMU or MDG) within specified time requirements. Prepares off-line ICTB
for humanitarian and deployed missions and for AF staff privileged in DVA facilities using
the Departments’ Data Sharing memorandum of understanding. See Kx C&P toolkit for
additional information.

1.21.18. Works cooperatively with ARC in the following activities:

1.21.18.1. Responsible for credentialing, privileging, and medical staff appointment
process and maintenance of electronic PCFs for collocated reserve units and assigned
IMAS.

1.21.18.2. Provides support to ARC personnel participating in annual tours within the
MTF including, but not limited to, the entire credentialing, privileging, and medical staff
appointment process.

1.21.19. Serves as POC for release of information on a provider’s clinical practice that has
or previously had an affiliation with the MTF.

1.22. MTF Graduate Medical Education (GME) Training Office. (N/A to ARC)

1.22.1. Maintains CCQAS electronic records for providers in training program. Ensures the
CCQAS Credentialing Module database is current, maintaining and updating this database
IAW the CCQAS Users Manual and AF guidance.

1.22.2. Gathers and ensures PSV of required documents (see Table A5.2). Scans, names
IAW the standard naming convention (see Kx Credentialing & Privileging (C&P) Toolkit)
and uploads documents to the provider’s electronic PCF.

1.22.3. Serves as POC for fee-exempt DEA registration and NPI Type 1 registration for
providers in the training program.

1.22.4. Performs data quality review of the electronic PCF and grants provider access to
complete 1% E-application upon the completion of training program. Initiates PCS transfer of
CCQAS records and providers PCF (see paragraph 5.12.).

1.23. MTF Education and Training Office.

1.23.1. May be tasked by MTF leadership to create and/or maintain CCQAS electronic
records for assigned non-privileged RNs/LVNs/LPNs. Ensures the CCQAS Credentialing
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Module database for these individuals is current, maintaining and updating this database
IAW the CCQAS Users Manual and AF guidance.

1.23.2. May be required to gather and ensure PSV of required documents (see Table A5.1.
and A5.4.). May be required to scan, name IAW the standard naming convention (see Kx
C&P Toolkit) and upload documents to the RNs/LVNs/LPNs electronic PCF.

Section 1B—Committees and Functions

1.24. AFMS Policy on the Use of Functions. AFMS policy encourages the use of functions
rather than committees to fulfill the requirements for accreditation. Many committees (which
require a charter and formal minutes) have been changed to functions. Functions only require a
summary report (not minutes) be given to the oversight leadership authority. This gives
healthcare facilities greater latitude in how they manage these important activities by reducing
administrative time in meetings, eliminating voluminous minutes, and encouraging creative cost-
saving methods to achieve the desired purpose.

1.25. Functional Review (Summary) Reports. Summary reports should contain a purpose
statement, be simple, factual, and not include voluminous attachments. They should include only
meaningful information (not just data) for reviewers to use to make informed decisions about
facility operations. They should include quantifiable data that is mostly longitudinal and can give
a good comparison over time. For example, describing the monthly or quarterly medication
events is meaningless unless you use comparative data (historical, benchmarks or industry
standards) and explain the reasons for improvement or the opportunities that need to be
addressed. The summary reports should also address both process and outcome. The reports
should be routed to the oversight authority designated by the MTF. (See Kx Toolkit for
templates.)

1.26. Required Committees:
1.26.1. MTF (for ARC: RMU or MDG) Executive Committee
1.26.2. Executive Committee of the Medical Staff (ECOMS) (N/A to ARC)

1.27. Recommended Functions: Functions will be applicable within the MTF to include
Limited Scope Medical Treatment Facilities (LSMTFs) (for ARC: RMU or MDG)-defined scope
of care, and may be ad hoc or included as an agenda item in an oversight committee as outlined
in paragraph 1.26. The intent is to ensure information is looked at with executive oversight and
review.

1.27.1. Facilities and Environment Function

1.27.2. Pharmacy and Therapeutics/Medication Management
1.27.3. Medical Records Function

1.27.4. Credentials Function

1.27.5. Infection Control Function

1.27.6. Tissue, Blood and Blood Components Function
1.27.7. Operative and Other Invasive Procedures Function
1.27.8. Cancer Function
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1.27.9. Medical Staff Function (Professional Staff)

1.27.10.
1.27.11.
1.27.12.
1.27.13.
1.27.14.
1.27.15.
1.27.16.
1.27.17.

Population Health Workgroup/Function

Ethics Function

Resuscitative Care and/or Special Care Function

Education and Training Function

Performance Improvement/Quality/Healthcare Risk Management Function
Patient Safety Function

Information Management/Data Quality Function

Nurse Executive Function

27
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Chapter 2
PATIENT SAFETY

2.1. Framework for Safer and More Effective Healthcare.

2.1.1. A culture of patient safety is demonstrated by an organizational commitment to
provide safe, high quality patient care via a focus on collaborative teamwork, communication
and effective processes. This commitment must be shared by leadership and staff members at
all levels. Organizations with a culture of patient safety acknowledge that medical errors can
and will occur and strive to identify and reduce risk before it results in harm.

2.1.2. Patient safety proactively and retroactively identifies potential and actual risks to
safety, identifies underlying causes and makes the necessary improvements to reduce risks. It
establishes processes in response to sentinel events and adverse incidents by identifying risks
through a Root Cause Analysis (RCA) and implementing process improvements. Patient
safety, in collaboration with other activities including performance improvement and risk
management, promotes a culture of safety in which errors are identified and reported freely
without retribution. The goal is to reduce variability and vulnerability for error in processes.
Safety is rooted in the daily operations of the healthcare organization where proactive risk
identification, assessment and control are the foundation for safe and effective healthcare.

2.1.3. This systems-based approach to advance a culture of safety, reduce vulnerability, and
promote competent patient-centered care is driven by the leadership at each medical
organization through the endorsement and active support of commanders, medical and
nursing leadership. These concepts are anchored in the organization’s mission, vision,
prioritization plan, guidance and policies. Leadership will:

2.1.3.1. Model the behaviors and beliefs as well as speak the language of patient safety.

2.1.3.2. Advocate for an environment of non-blame and reduction of the fear of
retribution through recognizing and encouraging good catch, near miss, and event
reporting, conducting leadership rounds, and encouraging proactive approaches to
problem solving with the end goal of process improvement.

2.1.3.3. Promote compliance with National Patient Safety Goals (NPSGs) and initiatives
working closely with the Patient Safety Manager (PSM) and goal champions.

2.1.3.4. Focus on prospective and retrospective analysis of events, new and revised
processes and systems to identify areas of high risk, high volume and high costs.

2.1.3.5. Reinforce responses to alerts and NOTAMs through thorough assessment of
impact to the facility.

2.1.3.6. Ensure that the PSM is involved in key activities and provide advisement and
consultation to staff.

2.1.4. Every member of the AFMS strives to create a non-punitive, learning culture by
focusing on improved communication and cooperation, teamwork, systems and processes
rather than blame, and prevention rather than punishment.

2.1.5. Adverse events are avoidable when preventive measures are shared and practiced.
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2.1.6. Patient Safety is essential to all AFMS operations, including Aeromedical Evacuation
and deployed locations.

Figure 2.1. The Components of a Patient Safety Program (N/A to ARC).
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2.2. Regulatory Compliance.

2.2.1. All MTFs regardless of accrediting organization will adhere to The Joint Commission
(TJC) NPSGs including when the goals convert into TJC standards. These goals are designed
to enhance the safety and quality of care provided, highlight problematic areas in healthcare
and describe evidence and expert based consensus on solutions to these problems. The
NPSGs shall be documented in MedFACTS for outpatient MTFs. The Joint Commission’s
approved self-assessment tool, Periodic Performance Review (PPR) will be used by inpatient
MTFs to document compliance with the NPSGs.

2.2.2. All MTFs will utilize each patient’s full name and date of birth as the two standard
identifiers associated with NPSGs. Use these two patient identifiers at a minimum when
providing care, treatment or services. The intent of this goal is to reliably identify the
individual as the person for whom the service or treatment is intended and to match the
service or treatment to that individual. These same two identifiers must be directly associated
with medications, blood products, specimen containers and treatments or procedures.
Standardization of this goal across the AFMS is intrinsic to the delivery of safe, high quality
healthcare and system-wide solutions.

2.2.3. All MTFs will adhere to the NPSG for Universal Protocol (UP). UP applies to all
surgical and non-surgical invasive procedures as determined by the MTF. MTFs will ensure
UP compliance by developing facility specific processes that utilize the UP Surgical
Checklist and incorporate elements of the Non-Operating Room Procedure Verification
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Checklists into established processes. The checklist templates are located in the Patient
Safety Handbook posted on the Kx.

2.2.4. Each inpatient facility should develop and activate a Rapid Response Team (RRT).
This is a patient safety initiative designed to speed the identification of and care to patients
with signs of clinical deterioration or factors suggesting impending deterioration. The facility
should create an operating instruction with procedures for the team to function within. (See
Kx Patient Safety website for suggested template). The team is considered a 24-hour asset
that will respond to calls rapidly.

2.2.4.1. Inpatient facilities will utilize the Modified Early Warning Score (MEWS) as a
component of the RRT activation. The MTF will assign individual responsibilities to
ensure MEWS compliance, and complete the MEWS on all adult inpatients at least every
shift.

2.3. Organizational Sharing and Collaboration.

2.3.1. The PSM will collaborate with other facility functions including Infection Control,
Facilities and Environment, Medical Equipment Repair and Medical Logistics to ensure the
full scope of patient safety issues are identified and acted upon.

2.3.2. When a PCE is identified, the RM will share the event information with the PSM who
will research the event for process related issues. If after research the event meets the criteria
for a RCA as outlined in paragraph 2.6, the PSM will then take the appropriate actions to
initiate a RCA as outlined in the Patient Safety Handbook. If a RCA is not indicated, the
findings and any corrective actions will be shared with the appropriate MTF leadership and
forwarded to AFMOA.

2.3.3. MTFs are encouraged to participate in AF/DoD approved innovations, submit data
and participate in learning forums to share lessons learned. MTFs are encouraged to
collaborate with other MTFs and civilian organizations to share best practices and discuss
patient safety issues for problem solving purposes. MTFs can use benchmarks from other
agencies to enhance the MTF program and reduce or avoid risk. Specific MTF data cannot be
shared with civilian organizations without coordination through AFMS leadership.

2.3.4. MTFs will participate in the Patient Safety Culture Survey, sponsored by the DoD
Patient Safety Program, at periodic intervals. The survey is designed to evaluate the
development of a culture of safety within DoD MTFs. The results of the survey will drive
decision making at the local, AF, and DoD levels. The PSM is responsible for advertising the
survey and encouraging participation, sharing results with leadership and patient safety
champions within the organization, and developing, implementing and evaluating action
plans based on the results.

2.4. Innovations and Lessons Learned.

2.4.1. Lessons learned are developed at AF and DoD levels using information from MTFs,
government and civilian agencies. This information can be communicated through
NOTAMs, alerts, focused reviews and periodic summaries. PSMs will ensure appropriate
dissemination of information, discussion at the local MTF and action planning as required.

2.4.2. PSMs, in conjunction with the MTF executive leadership, provide a safe and open
environment where anyone can share concerns and lessons learned without fear of retribution
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and encourage error reporting to promote a culture of safety. Transparency is a key
ingredient in promoting a non-blame environment and sharing lessons learned.

2.4.3. MTFs have the opportunity to submit patient safety innovations for consideration of
AF and/or DoD patient safety awards. AFMS award specifications are IAW AFI 36-2856,
Medical Service Award. The Office of the Chief Medical Officer (OCMO) at TRICARE
Management Activity (TMA) sponsors the DoD Patient Safety Awards in conjunction with
the annual Military Health System (MHS) Conference. The application is located on the DoD
Patient Safety website.

2.5. Proactive Risk lIdentification. (N/A to ARC) A proactive risk assessment (PRA) is a
systematic, proactive method for evaluating a process to identify where and how it might fail,
and to assess the relative impact of different failures in order to identify the parts of the process
that are most in need of change. Selected teams of cross-functional healthcare professionals may
use a FMEA as their PRA to evaluate processes for possible failures and to prevent them by
correcting the processes proactively rather than reacting after failures have occurred. PRA is
useful in evaluating a new process prior to implementation and in assessing the impact of a
proposed change to an existing process. Every 18 months each MTF will complete and submit to
AFMOA/SGHQ at least one healthcare PRA. Refer to the Patient Safety handbook for specific
requirements. Leadership direction will be sought for topic selection. The method used is IAW
DoD Patient Safety Program guidance. The MTF PSM will facilitate the PRA process and
provide current DoD PRA tools.

2.5.1. MTFs may submit a clinically focused AFSO21 process improvement activity as their
PRA. AFSO21 tools are derived from Lean and Six Sigma methodologies to build in
efficiencies through the elimination of waste. At no time should patient safety be
compromised to improve efficiency. After completing an AFSO21, organizations will review
it to ensure safeguards were not omitted and that streamlining a process will not lead to
unintended and potentially harmful consequences. Note: Within the AFSO21 Continuous
Process Improvement-Management Tool (CPI-MT), products containing medical quality
assurance protected data will be stored in the secure folder with controlled membership to the
“Users Group-SG™.

2.5.2. The MTF PSM or designee must track outcome measures and report to executive
leadership no less than quarterly to ensure the success of the PRA.

2.6. RCA. (N/A to ARC)

2.6.1. An RCA is a retrospective process for identifying the basic or contributing causal
factors associated with adverse events and near misses. The goal of the RCA is to identify
systems factors that led to the event and solutions that can prevent or reduce the likelihood of
similar events in the future. The product of the RCA is the action plan, consisting of specific,
measurable steps designed to eliminate or minimize the root causes of the event and improve
safety of the process. The focus is on human factors, processes and systems rather than
individual blame.

2.6.2. RCAs will be completed on all sentinel events (as defined by TJC), adverse incidents
(as defined by the Accreditation Association for Ambulatory Healthcare (AAAHC) and those
events meeting DoD requirements. In addition, RCAs are required on events with increased
severity of harm and likelihood of reoccurrence. RCAs may also be appropriate for events of
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lesser severity (near misses, good catches, close calls) or when there is a potential for a future
catastrophic event. In these situations, the decision to complete an RCA will be at the
discretion of the MTF Commander with guidance from the AFMOA/SGHQ.

2.6.3. Under the direction of the SGH, the MTF designee will notify their respective
MAJCOM and AFMOA/SGHQ of all sentinel events, adverse incidents and other events as
required by DoD. MTFs must complete and forward the Event Notification Form within 48
hours (see template in the Patient Safety Handbook). MTFs will comply with AF and DoD
guidelines regarding notification and RCA submission to TJC and DoD.

2.6.4. The RCA team will be comprised of clinical leaders and subject matter experts
(SMEs) to review the processes and systems surrounding the event. The team membership
will vary according to the type of event analyzed with the team’s goal to complete a thorough
and credible interdisciplinary action plan.

2.6.5. The RCA and action plan will be completed within 45 calendar days from the date the
organization first became aware of the event. Organizations shall use the format and
methodology specified by the DoD Patient Safety Program. Any deviation from this
requirement must be coordinated with AFMOA/SGHQ. RCAs will not contain identifying
information on patients or individual healthcare personnel. RCAs are maintained as
confidential quality assurance records protected by 10 U.S.C. §1102.

2.6.6. The team shall formally brief the MTF commander and senior leadership upon
completion and obtain written approval of the RCA and action plan. This briefing provides
the commander and other leadership the opportunity to interact with the RCA team for
clarification and necessary changes.

2.6.7. The action plan shall be implemented and outcome measures tracked and reported to
the Executive Committee to ensure plan effectiveness. In addition, a follow-up report in
response to the intervention(s) listed in the action plan will be forwarded to AFMOA/SGHQ
by the four month due date.

2.6.8. MTFs will forward a copy of all RCAs to AFMOA/SGHQ for review and feedback by
the due date. Inpatient MTFs will submit RCAs to TJC as required.

2.6.9. Leaders recognize that conscientious healthcare workers who are involved in sentinel
events or adverse incidents are themselves victims and require support. To that end, support
systems at the MTF should provide those staff involved in the event with additional help and
resources as needed.

2.6.10. If, during the course of an RCA, the competence of an individual involved in the
medical event is in question, the team will also determine if the healthcare system provided
every opportunity for the individual to succeed. It is crucial to identify process or system
obstacles that may have affected a patient outcome. If professional competency is questioned
or the event is identified as a PCE, the team leader will refer the matter to the respective
corps chief(s). This is a separate process from an RCA and not under the purview of the
Patient Safety program (see Chapter 8, paragraph 8.8.3 and Chapter 10).

2.6.11. The RCA team leader and the PSM will refer intentional unsafe acts to leadership to
be addressed administratively. However, the RCA team should continue to review the event
to determine if processes or systems contributed to the outcome.
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2.7. Reporting and Data Collection.

2.7.1. Event, Near Miss, and Good Catch Reporting. Event, near miss and good catch
reporting contributes to organizational performance improvement and is everyone’s
professional responsibility. Reporting will be non-punitive and reprisal or administrative
action should not be taken against the reporter. The organization will maintain a mechanism
for staff, patients and patients’ families to report events, near misses and any other
conditions, practices and/or situations which they believe are unsafe. The AFMS shall
comply with DoD mandated safety reporting systems for both medication and non-
medication events.

2.7.2. Reporting is designed to capture and analyze events to determine systems problems
and minimize harm from medical errors.

2.7.3. Completing an event report does not signify blame. It is the responsibility of the
person discovering the event/near miss/good catch to initiate the report process. The
reporting process requires the person most knowledgeable of the event to record information
related to what, when, where, how, and any known contributing factors leading to the event.
Further analysis and review will be required and routed by the PSM to the appropriate
leadership. Only event facts shall be addressed, personal opinion shall not be included.

2.7.4. Medication/near miss events will be captured and reported electronically using the
approved DoD/AF monthly summary reporting system. Events from the pharmacy and
patient care areas are equally reportable.

2.7.5. Do’s and Don’ts to Event Reporting:

2.7.5.1. Do notify the PSM or designee by next duty day after becoming aware of the
event. The PSM will notify chain of command within two (2) duty days of event
awareness. (Sentinel Event/Adverse Incident notification shall occur immediately.)

2.7.5.2. Do report at a minimum the patient demographic information (age, sex, military
branch and status), facility related information (admission date, admitting diagnosis, unit,
etc.) and factual description of the event and extent of injury.

2.7.5.3. Do route event review form (paper or electronic) to PSM who will then route to
other departments as appropriate.

2.7.5.4. Do maintain the confidentiality of the event review form and stamp with the
Quality Assurance protection statement which protects this information from public
disclosure under the provisions of 10 U.S.C. §1102.

2.7.5.5. Don’t indicate in the patient’s medical record that an event review form was
completed and do not allow the event review form to become part of the medical record.
Do record a factual account of the patient’s condition in the medical record.

2.7.5.6. Don’t assign blame or admit liability on the event review form or in the medical
record.

2.7.5.7. Don’t delay routing event review form for extra review and/or signatures.

2.7.5.8. Don’t make copies of the event review form.
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2.8. Event Analysis. After gathering data and information regarding processes and events, it is
essential for the organization to assess and analyze the risk(s) and determine where best to focus
activities/changes for improvement. The organization will use a harm and severity scale as
outlined in the Patient Safety Handbook to determine the level of assessment required. Less
serious events may be subject to a review such as the 8-step process or RCA while events
resulting in significant harm will require an RCA.

2.9. Categorizing Reported Events. Upon receipt of event reports, the PSM classifies the
event using one of the following categories and helps determine the level of assessment required.
The following terms are defined in the Patient Safety handbook.

2.9.1. Near Miss/Good Catch.

2.9.2. Actual Event.

2.9.3. Sentinel Event (SE)/Adverse Incident.
2.9.4. Intentional Unsafe Act.

2.10. Tracking and Trending. PSMs will collect, collate, analyze and display data from event
reviews, near misses, good catches, RCAs, FMEAs and other sources. PSMs will disseminate
information to appropriate MTF committees/functions, quality managers and other individuals
for patient safety improvement purposes and awareness.

2.11. Research and Development. PSMs need to be well versed in performing a literature
search for current research and development models in areas relating to patient safety initiatives
or requests from clinical staff. Initiatives include but are not limited to RCAs, FMEAs,
implementation of new patient safety goals and facility process improvements.

2.12. Reporting and Documentation.

2.12.1. Summary Reports. The PSMs at the MTFs will complete a monthly report using the
authorized web-based DoD patient safety reporting system. The report will contain a
summary of events, near misses, good catches and safety initiatives that occurred in the
previous month. The report is then forwarded through AFMOA/SGHQ Patient Safety to the
DoD Patient Safety Center. The summary reports shall be used to discern lessons learned and
improvement opportunities to support the organizations.

2.12.2. Quarterly Reports to the Executive Staff. The PSM will provide quarterly updates to
the Executive Staff on organizational patient safety activities, policies and procedures to
ensure program effectiveness. Content should include NPSG compliance, progress on
initiatives, and analysis of events and near misses, including efforts to promote reporting.

2.12.3. Annual (CY) Evaluation/Report. The PSM shall complete an annual evaluation of
the organization’s patient safety program and provide the evaluation to their MTF Executive
Leadership. At a minimum, the report shall include education and training on PS, analysis of
data collected, lessons learned and opportunities to improve, identified results from patient
safety activities, initiatives taken to eliminate or reduce risk to patients and results of these
improvements. The report shall also include an appraisal of the adequacy of the MTF’s
patient safety activities, policies and procedures to ensure program effectiveness. A copy
shall be sent to AFMOA/SGHQ Patient Safety. The due date for these reports is defined in
the Patient Safety Handbook.
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2.12.4. Risk Control. Many existing activities within the delivery of healthcare serve to
either reduce or eliminate risk. These include, but are not limited to, policy/procedure review
and revision, staff education/training/orientation, patient/family education, biomedical
equipment maintenance, etc. All personnel shall be educated about the DoD and the AF
Patient Safety Program, to include MTF-related risk assessment activities.

2.13. Education and Training.

2.13.1. PSM Training. The PSM will attend an approved DoD Basic Patient Safety Manager
course upon hire. Sustainment patient safety training courses are also available on line
through various sources. Additional training is provided at the AFMS’ Quality Systems
Program Assessment Review (QSPAR).

2.13.2. Executive leadership is highly encouraged to attend the DoD Basic Patient Safety
Manager course. Patient safety elements are embedded in other Air Force leadership courses.

2.13.3. The organization shall educate all personnel on patient safety concepts and
implementation. The PSM shall coordinate with the Group Education and Training Officer to
establish a mechanism to orient and educate all staff on proactive risk identification,
assessment and control principles and practices. Training shall include, but is not limited to,
elements of a patient safety culture, its relevance to their position, their personal role in
ensuring patient safety as a high priority, identification and reporting of patient safety events
and near misses/good catch, medical team training, and basic concepts of patient safety. The
PSM is a resource to identify and encourage specific staff members to pursue additional
patient safety training. Training is available through the DoD Patient Safety Center and the
DoD HCTCP.

2.13.4. Patient safety elements must be included in routine Leadership rounds.
2.13.5. Patient safety must be included in the MTF newcomers’ orientation training.
2.13.6. Patient safety must be included in the MTF annual recurrent training.

2.13.7. Patient Safety Awareness Week provides an opportunity to highlight
accomplishments and increase awareness in patient safety in a creative manner. Activities
should be planned to focus on both patients and staff.

2.14. Team Training. (N/A to ARC) Working toward a culture of safety through improved
communication and teamwork, organizations shall deploy the DoD HCTCP TeamSTEPPS IAW
DoD 6025.13-R. TeamSTEPPS is an evidence-based comprehensive initiative designed to
improve quality and safety in healthcare and is rooted in over three decades of research in high-
stress, high-risk industries. TeamSTEPPS implementation shall be based on the specific mission,
needs and desires of the organization. Training shall be provided to multidisciplinary teams to
facilitate team collaboration and communication throughout the MTF. High risk areas and those
identified through MII or RCA will have priority for implementation. As part of the
implementation plan, each facility will identify a means to orient new staff to the tools, strategies
and behaviors of TeamSTEPPS adopted by the facility as well as sustainment actions. The AF
TeamSTEPPS program manager will coordinate with the facility POC to provide ongoing
consultation, coaching and follow-up evaluations of the initiative. The MTF PSM or POC will
coordinate with the AF Patient Safety Office at AFMOA/SGHQ and the AF TeamSTEPPS
program manager regarding information for initial implementation. TeamSTEPPS specific
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information may be found on the DoD Patient Safety website (see Patient Safety Handbook), the
Patient Safety Learning Center (PSLC) or the AHRQ website.

2.15. Patient Safety Education.

2.15.1. Patients and families can help participate in their own safety. Communication with
patients and families about all aspects of their care, treatment, or services is an important
characteristic of a culture of safety. When patients know what to expect they are more aware
of possible errors and choices. Patients can be an important source of information about
potential adverse advents and hazardous conditions. Every opportunity should be afforded to
maximize patient education and engage the patient in their health care. Suggestions to
facilitate this include “Right Start” and including patient safety as an agenda item of the
Health Care Consumer Advisory Council.

2.15.2. Patients and families are educated on methods to report patient safety concerns and
are encouraged to do so.

2.16. Evidence Based Design (EBD). (N/A to ARC) EBD is a process used in the planning,
designing, and construction of buildings. It is uniquely suited to healthcare because of the
unusually high stakes and major issues of safety and improved clinical outcomes. A natural
parallel and analog to Evidence Based Medicine is currently being used in the healthcare
industry to help convince decision makers to invest the time and money to build better buildings.
The PSM along with infection control, environmental safety, and facility managers are integral
members of the facility’s planning and design team. A team consisting of the PSM, infection
control, facility safety and executive leadership are encouraged to perform periodic facility
rounds to identify safety concerns.
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Chapter 3

ACCREDITATION, SELF-INSPECTION, AND IMPROVING ORGANIZATIONAL
PERFORMANCE

Section 3A—Accreditation (N/A to ARC)

3.1. Medical Treatment Facilities Requiring Accreditation. AFMS MTFs, to include
LSMTFs, are expected to provide safe, quality healthcare to all assigned beneficiaries. All active
duty fixed hospitals and free-standing ambulatory clinics will maintain civilian accreditation by
nationally recognized agencies.

3.1.1. TJC is the civilian accrediting agency for AF inpatient facilities.
3.1.2. AAAHC is the civilian accrediting agency for AF outpatient facilities.

3.1.3. By close of business on the same day as the exit conference from an Air Force
inspection or civilian accreditation survey, the MTF/CC will ensure a copy of all preliminary
reports is faxed or sent via e-mail to AFMOA/SGHQ.

3.2. Policy Conflict with Accrediting Agencies. The AF fully supports accreditation by
civilian agencies. When the military mission requirements result in a conflict with agency
standards, the AF policy prevails. AFMOA/SGHQ or another appropriate authority will pursue
resolution of any conflicts with the accrediting agency.

3.2.1. MTF will immediately notify AFMOA/SGHQ via phone if any type of no-notice
survey or inspection occurs.

3.3. Governing Body and Other Equivalencies for Use in Accreditation Surveys. The
following equivalencies apply to AFMS:

3.3.1. HQ USAF/SG is the governing body for all AF MTFs.

3.3.2. Applicable federal law, DoD, AF directives/instructions, SG policies, MAJCOM
directives/policies, and local operating policies serve as the bylaws. MTFs may develop
separate operating instructions for matters not covered by AF policy directive (AFPD), Air
Force Instruction (AFI), or other regulatory guidance.

3.3.3. The MTF’s strategic plan describes its purpose, goals, vision, and community
responsibilities.

3.3.4. The MTF/CC acts as the chief executive officer and represents the governing body
locally.

3.3.5. The MTF/CC designee serves as the chief operating officer (i.e., Deputy MTF/CC or
another executive committee member).

3.3.6. The chief of the medical staff (SGH) is the president of the medical staff.
3.3.7. The chief nurse (SGN) is the nurse executive.
3.3.8. The MTF administrator (SGA) is the administrator.
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3.3.9. The MTF Executive Committee formally links the functions of the governing body
representatives, the chief operating officer, and the medical staff. MTF Executive Committee
minimum membership is referenced in the AFMS Flight Path.

3.3.10. Executive Committee of the Medical Staff (ECOMS) or equivalent monitors medical
staff functions and clinical improvement activities.

Section 3B—Self-inspection

3.4. General. Self-inspection at the MTF, to include LSMTFs, is a tool for leadership to
evaluate programs and processes that impact the delivery of safe, quality healthcare in their area
of responsibility. Most standards for self-inspection are updated at least annually by their
accrediting source and require vigilant attention to ensure we meet our beneficiary and AFMS
expectations for the highest quality of healthcare. The MTF leadership will ensure a continuous
self-inspection process is in place for monitoring accuracy and completion of compliance
standards as outlined by AFMOA, the MAJCOMs, and other national accreditation bodies as
required. RMUs will comply with AFRC Self Inspection guidance and AFI 90-201, Inspector
General Activities.

3.5. Follow Up for Non-Compliance. MTFs will follow up on non-compliance with civilian
accreditation standards and Health Services Inspection (HSI) criteria.

3.5.1. MTFs accredited with TJC will follow the process directed by TJC.

3.5.2. MTFs accredited with AAAHC will follow the process directed by AFMOA/CC. See
Kx Clinical Quality toolkit for more information.

3.5.3. MTFs will follow the process directed by AFIA for non-compliance with HSI criteria.

3.6. MTF or for ARC: RMU/MDG Coordination with Wing Compliance Inspections.
MTFs or for ARC: RMUs/MDGs will coordinate with their associated Wing and MAJCOM
leadership in regards to required compliance inspections concerning readiness, nuclear surety,
environmental and occupational assessments.

3.7. Self-Inspection Program Manager Appointment. MTF/CC will appoint in writing a
MTF self-inspection program manager(s) to coordinate within the MTF all of the functions in the
assessment and reassessment of all standards applicable to the MTF.

3.8. New  Self-Inspection Requirements. Commanders will ensure new section chiefs
(officers and enlisted) accomplish self-inspections of their areas of oversight within 60 calendar
days of assuming duty utilizing the mandated automated self-inspection tool (Refer to paragraph
3.11). Each MTF defines the applicable section(s) with flight level as the minimum requirement.

3.9. Ongoing Self-Assessment Reports. At a minimum, MTF staff annually assesses each
compliance item and provides a status report to the MTF Executive Committee. All inpatient
facilities will submit the automated Periodic Performance Review (PPR) to TJC annually as a
requirement of TJC accreditation.

3.10. Compliance Oversight. The MTF Executive Committee is responsible for the evaluation
of the organization’s overall compliance and progress of action plans for non-compliant
standards and elements. This oversight will be documented in committee minutes.
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3.11. Automated Self-inspection Tools. All AFMS MTFs, to include LSMTFs, will use
MedFACTS (Medical Facility Assessment and Compliance Tracking System) to score all
applicable elements of the current AD Health Services Inspection (HSI) guide. Ambulatory
MTFs will use MedFACTS to score the applicable national patient safety goals and current
AAAHC standards. MTFs are allowed to utilize MedFACTS to track other standards, such as
Unit Compliance Inspections, though each MTF will need to enter the standards into their
individual folder. MTFs determine staff access, though MedFACTS visibility includes AFIA
inspectors, HQ functional experts and MAJCOM staff. Note: ANG will use the Self-Inspection
Database (SID) in accordance with AFI 90-201.

3.11.1. When an element or standard is in compliance, a brief statement to indicate evidence
of compliance will be entered in MedFACTS. The statement may reference the location
where further evidence of compliance may be viewed, such as shared drives, meeting
minutes, or binders. Documents with further evidence of compliance may be uploaded into
MedFACTS.

3.11.2. When an element or standard is not in compliance, an action plan(s) will be
documented in MedFACTS. Documents containing further explanation of the action plan(s)
can be uploaded in MedFACTS. Reference can be made to where other information about the
action plan(s) may be viewed such as shared drives, meeting minutes, or binders.

3.11.3. When an element or standard is not in compliance, the executive leadership will
receive an initial action plan update at least 60 days after the date the standard was
determined non compliant. Executive leadership will continue to receive periodic reports (as
determined by MTF leadership) on the status of action plans until the element or standard is
in compliance.

3.11.4. MedFACTS will contain the current and previous three years of self-inspection
documentation. All other self-inspection documentation will be maintained in accordance
with AFMAN 33-363 and disposed of in accordance with the Air Force Records Disposition
Schedule (RDS) located in the AF Records Information Management System (AFRIMS) at
https://www.my.af.mil/afrims/afrims/afrims/rims/cfm.

3.11.5. Every person granted permission to use MedFACTS will maintain a unique user
name and secure password, such as first initial with last name versus position or title. Further
guidance can be obtained from the MedFACTS help desk.

3.11.6. MedFACTS self-paced training is available via the MedFACTS website. Requests
for additional training need to be submitted through the MedFACTS help desk.

3.11.7. Help desk functions, system upgrades and releases, the inputting/updating of HSI
elements, NPSGs, AAAHC standards will be handled by the technical development team
located at Gunter AFB. The MedFACTS website contains relevant contact information.

Section 3C—Improving Organizational Performance

3.12. Improving Organizational Performance. The facility maintains an active, integrated,
organized, peer-based program of quality management and improvement that links peer review,
quality improvement activities, and risk management in an organized systematic way.
Performance improvement is a continuous activity and involves measuring the function of
important processes and services, and when indicated, identifies changes that enhance
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performance. These changes are incorporated into new or existing processes, products or
services, and are monitored to ensure improvements are sustained.

3.12.1. AFSO21 is a dedicated effort to maximize value and minimize waste in our
operations. The mission of AFSO21 is to strengthen the ability of every Airman to improve
mission performance in line with the Air Force strategic goals and objectives through
continuous process improvement, enhance management effectiveness, and shape mindsets
and behaviors. AFSO21 is a culture change that focuses on processes, not tasks. It evaluates
the usefulness of a series of linked processes from start to finish, looking at the end-to-end
system, not just a series of stand-alone processes. AFSO21 does not just look at how we can
do each task better, but asks the tougher and more important questions: Why are we doing it
this way and is each of the tasks relevant, productive and value added? In other words, is it
necessary at all? AFSO21 is about eliminating tasks and processes that do not add value. It is
about results and is to be used by commanders and personnel at all levels.

3.12.2. More information about AFSO21 is located on the AF Portal as listed in the
reference appendix.

3.13. Performance Improvement. Performance improvement focuses on clinical,
administrative, and cost-of-care issues, as well, as patient outcomes (results of care). The leaders
establish a planned, systematic and organization-wide approach, set priorities and ensure
disciplines representing the scope of care and services across the organization work
collaboratively to plan and implement improvement activities. The fundamental components of
Pl include staff education, measuring performance through data collection, assessing current
performance, utilizing the data collected to improve organizational processes, services, and
overall performance and re-education.

3.13.1. Plincludes evaluating the following attributes: efficacy, appropriateness, availability,
timeliness, effectiveness, continuity, safety, efficiency, respect, and caring.

3.13.2. The AFMS has developed a process to identify key indicators/metrics for evaluation.
These metrics, located on the Executive Global Look (EGL) website, enable the MTFs to
compare practices to other similar organizations within the AF and nationally with civilian
facilities through the National Committee for Quality Assurance (NCQA) benchmarks. This
website provides benchmarks for performance measurement improvement efforts. The EGL
performance metrics is an integral tool in the USAF/SG’s efforts to promote continuous PI
throughout the AFMS. The strategy is to measure success in the operation of the Air Force
MTFs and drive performance standards, baselines, and best practices.

3.13.3. The MTF leadership will utilize AFMS benchmarks as a baseline for facility PI. The
goal of facility Pl is to ensure the organization designs processes well and systematically
monitors, analyzes, and improves its performance to improve patient outcomes. The MTF
Executive Committee analyzes results of key performance activities and metrics to guide
tactical and strategic planning. Key performance activities are not limited to direct clinical
care (e.g., logistics, patient administration, medical record availability and other support
activities). Unless dictated by a higher AF authority, the organization shall select a model for
process improvement such as the Eight Step OODA (Observe, Orient, Decide, Act) Loop
AFS0O21 problem solving cycle, Six Sigma, FOCUS-PDCA (F-Find a function to improve,
0O-Organize the team that knows and cares, C-Clarify and understand the process, U-
Understand the sources of variation in the process, S-Select a strategy to improve the process
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and outcome; P-Plan, D-Do, C-Check, A-Act), Design-Measure-Assess-Improve, or 7-Step
Process. AFSO21 includes these and other corporate developed principles and tools for PI. In
addition, AFSO21 can be used as a resource and reference for any Pl initiative. Note: Within
the AFSO21 Continuous Process Improvement-Management Tool (CPI-MT), products
containing medical quality assurance protected data will be stored in the secure folder with
controlled membership to the “Users Group-SG”.

3.13.3.1. LSMTFs will review/evaluate specific measurable data for the organization
based on the population and community served and report such data to their professional
staff to review for trends and to monitor the health of their population, etc. Data that is
not applicable would be specified and not required. If the LSMTFs require support from
another agency a memorandum of agreement will define each entities roles and
responsibilities. Any supporting agency will provide ongoing consultancy and guidance,
as needed.

3.13.4. Pl activities, based on facility scope of practice and capability, are focused on high-
risk, problem prone, high volume/top ten diagnoses and high cost areas but are not limited to
those areas. Examples of potentially high-risk patient processes include blood/blood product
use, surgical case review, medication administration, and emergency services. High
volume/top ten diagnoses can be determined from multiple sources, i.e., coding data,
Biometric Data Quality Assurance Service (BDQAS). Problem prone sources may be
determined by event reporting; NOTAMs, FMEA, current literature and lessons learned from
medical malpractice issues. Examples of high cost areas include medication utilization,
radiology/laboratory studies, follow-up care, referral management, and surgical procedures.

3.13.5. When determining an appropriate sample size for measuring facility processes rather
than an individual practice review, the sample size should be large enough to be statistically
significant if possible. The following sample sizes are recommended:

3.13.5.1. Sample size of 30 cases for a population size of up to 100 (if the population
size is less than 30 cases, sample 100% of available cases).

3.13.5.2. Sample size of 50 cases for a population size of 101 to 500 cases.
3.13.5.3. Sample size of 70 cases for a population size of greater than 500 cases.

3.13.6. Data is aggregated and analyzed over time. Statistical tools are used to analyze and
display data such as run charts, control charts, bar graphs, etc.

3.13.7. Internal and external comparative analysis is an effective method to identify
improvement opportunities. Leadership is key to Pl and has responsibility for the accuracy of
data collected for review and comparison with internal and external organizations, i.e.,
ORYX®; TJC Quality Check, and HEDIS measurements.

3.13.8. Analysis occurs for those topics chosen by leaders as PI priorities and analysis is
performed when an undesirable variation occurs which changes priorities. Collected and
analyzed data and lessons learned may be used to make decisions or changes that improve
performance and patient safety. Results of data analysis may include: no action, more data
collection, or development of an action plan.

3.13.9. Ongoing, proactive Patient Safety and Risk Management programs are essential in
reducing unanticipated adverse events and safety risks to patients and are a critical part of PI.
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3.13.10. Performance improvement studies submitted for quality awards must be routed
through AFMOA/SGHQ before release to external organizations.

Section 3D—Tools and Information Sources

3.14. Assessment of MTF Clinical Quality. MTF clinical quality can be assessed by
benchmarking nationally recognized measures. AFMS performance measurement tools (PMTSs)
are a major step toward improved information for better resource allocation, quality, and
demand/disease management decisions at all levels. Performance is currently assessed in three
major areas of healthcare: technical outcomes (readiness and managed care), customer service,
and financial performance. The PMTs use standardized metrics and, where possible, automated
data collection. These “foundation-building” metrics include promoting data integrity to ensure
enrollment data is correct as well as identifying functional and technical deficiencies early and
addressing them quickly. The goal is to make data collection, analysis, and use as easy as
possible to support AFMS continuous PI. The “desired” end state is an accountable, transparent
health plan with data-driven performance improvement.

3.15. The Knowledge Exchange. (https://kx.afms.mil) The Knowledge Exchange (Kx) is the
AFMS intranet site. The Kx is designed to store, share, and exchange information among all
members of the AFMS. At the heart of the Kx is an industrial strength document repository,
complete with a robust security model and capacity to store terabytes of documents. The Kx
contains over 350 distinct sites. They are arranged in hierarchical manner and organized by
formal organization and AFMS function. These sites are referred to as “Knowledge Junctions”
because each site is designed to bring together documents, people, and other sources of
knowledge useful to a particular group within the AFMS.

3.16. EGL. (https://kx.afms.mil/decisionsupport) This website displays the performance
measurement improvement efforts within AFMS. The EGL performance metrics is an integral
tool in the USAF/SG’s efforts to promote continuous PI throughout the AFMS. The strategy is to
measure success in the operation of the AF MTFs and drive performance standards, establishes
baselines, and best practices.

3.17. Military Health System Clinical Quality Management (MHS-
CQM). (https://www.mhs-cam.info) MHS-CQM helps MTFs meet the DoD’s performance
measures and accreditation requirements through the collection, verification, management, and
reporting of The Joint Commission ORY X® and MHS Balanced Scorecard data. Lists and charts
used to support these efforts are available to users with secure access.

3.18. Population Health Website. (https://kx.afms.mil/pophealthmgmt)  This website
provides support to DoD health professionals, at all levels, to optimize the health of their
communities through an effective and efficient healthcare delivery system. The Population
Health Support Division (PHSD) staff members possess a wealth of knowledge and experience
in Aerospace Medicine, Behavioral Health, Bio-Statistics, Coding, Epidemiology, Dental Health,
Disease Management, Healthcare Optimization, Health Information Management, Health
Promotion, Health Records Management, Immunizations, Nursing, Nutrition, Preventive
Medicine, Public Health, and Research and are standing by to assist.

3.19. Clinical Practice Guidelines. (http://www.healthguality.va.gov/) The guidelines on this
site are those endorsed by Veteran’s Health Association's National Clinical Practice Guidelines
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Council. Clinical practice guideline development initially evolved in response to studies
demonstrating significant variations in risk-adjusted practice patterns and costs. Researchers
hypothesized that establishing criteria for the appropriate use of procedures and services might
decrease inappropriate utilization and improve patient outcomes. While definitive evidence is not
yet available, these clinical practice guidelines appear to be having an appreciable impact on
medical care. Guidelines, act as generic tools to improve the processes of care for patient
cohorts, serve to reduce errors, and provide consistent quality of care and utilization of resources
throughout the system. Guidelines also are cornerstones for accountability and facilitate learning
and the conduct of research.

3.20. AFMOA/SGHQ Website. (https://kx.afms.mil/clinicalquality) This website for the
AFMOA/SGHQ), a Field Operating Agency (FOA) whose commander reports to the AF/SG. It is
used as a primary communications tool to announce and centralize information pertaining to the
field units of the AFMS. Its various sections range from the urgent to the historical and from
specific AFIs to general items of information over the entire spectrum of Clinical Quality
Management for the AF to include Credentials and Privileging, Risk Management, Clinical
Consultants, Policy, Clinical Practice Guidelines, Continuing Education and more.

3.21. Centralized Credentials Quality Assurance System
(CCQAS). (https://ccgas.csd.disa.mil) CCQAS is a worldwide, web-based Tri-Service DoD
database that contains credentialing, privileging, adverse actions, and risk management
information designed to assist MTFs in managing their assigned healthcare providers. CCQAS
assists the MTF in managing the credentialing/privileging/risk management processes and
generates reports and letters.

3.22. Health Services Inspection (HSI). (https://afkm.wpafb.af.mil/ASPs/CoP/OpenCoP.
asp?Filter= OO-SG-AF-80) HSIs are conducted under the authority of the USAF/IG by the Air
Force Inspection Agency (AFIA). HSI teams assess the ability of AF medical units to fulfill their
peacetime and wartime missions. AFIA does not create health services policy. These policies are
developed by the Offices of the Assistant Secretary of Defense for Health Affairs, USAF/SG,
MAJCOMs and various civilian medical oversight agencies. The AFIA inspects compliance with
existing policies and community standards of clinical practice. The most current HSI Guide is
available at the AFIA website. The Elements are annually loaded into MedFACTS to assist units
in their self-inspection program.

3.23. Accreditation Association for Ambulatory Healthcare
(AAAHC). (http://www.aaahc.org) Also known as AAAHC or the Accreditation Association,
AAAHC is a private, non-profit organization that assists ambulatory healthcare organizations in
improving the quality of care provided to patients. It accomplishes this by setting standards,
measuring performance and providing consultation and education where needed.

3.24. The Joint Commission (TJC). (http://www.jointcommission.org) An independent, not-
for-profit organization, TJC maintains state-of-the-art standards that focus on improving the
quality and safety of care provided by healthcare organizations. TJC’s comprehensive
accreditation process evaluates an organization's compliance with these standards and other
accreditation requirements. Their website has multiple tools and frequently asked questions to
assist organizations in compliance.

3.25. AFSO21 (Air Force Smart Ops for the 21% Century). (https://www.my.af.mil/gcss-
af/lUSAF/ep/globalTab.do?command=orqg&pageld=681742&channelPageld=-1898914)
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Collection of tools and references that enables all Airmen to develop processes that are effective
while preserving resources.

3.26. Surgeon Generals Websites. The Surgeon Generals are responsible for providing
medical guidance and policy to Air Force agencies. The websites provide current policy,
guidance, and references and resources for all medical staff. AF, ANG, and AFRC SGs each
have dedicated website as follows:

3.26.1. Air Force Medical Service (AFMS). (https://kx.afms.mil/kxweb/home.do).

3.26.2. Air National Guard (ANG) (https://www.my.af.mil/gcss-
flJUSAF/ep/globalTab.do?command=org&pageld=681742&channelPageld=-152682).

3.26.3. Air Force Reserve Command (AFRC) (https://kx.afms.mil/afrcsg).
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Chapter 4

LICENSURE, CERTIFICATION, AND/OR REGISTRATION OF HEALTHCARE
PERSONNEL

Section 4A—Personnel Required to be Licensed, Certified, and/or Registered

4.1. Professional Groups Requiring License, Certification, and/or Registration:

4.1.1. The following healthcare practitioners must possess and maintain an active
(characterized by present activity, participation, practice, or use); current (not revoked,
suspended, or lapsed); valid (the issuing authority accepts and considers professional
performance and conduct in determining continued licensure); and unrestricted (not subject
to state imposed stipulations or restriction pertaining to the scope, location, or type of
practice ordinarily granted to all other applicants for similar licensure in the granting
jurisdiction) license from a US jurisdiction before practicing independently within the
defined scope of practice for their specialty: audiologists, chiropractors, clinical
psychologists, clinical social workers, dentists, dental hygienists, occupational therapists,
optometrists, pharmacists, physical therapists, physicians, physician assistants (non-personal
service contract only), podiatrists, practical/vocational nurses, registered nurses (RN),
advanced practice nurses (RN and APN license, see paragraph 4.1.1.6 for more detail), and
speech pathologists. See paragraph 4.4.5. for further discussion of an unrestricted license.

4.1.1.1. State licensing boards and other national agencies issue and may revoke
authorizing documents to practice (licensure, registration, certification). When an action
is taken against a provider’s ability to practice, the AF informs the appropriate state
licensing boards and other national agencies IAW DoD 6025.13-R and Federal law (as
outlined in paragraphs 9.71., 9.73., and 9.74.2.).

4.1.1.2. Physician Assistants (PAs) must possess and maintain an active, current, valid,
and unrestricted nationally recognized certification. In addition, non-personal service
contract PAs are required to be licensed in the state of practice.

4.1.1.2.1. PAs (other than non-personal services contract PAs) are exempt from the
licensure requirement due to the fact that most states have specific supervision
requirements that are impractical, if not impossible, to meet given the diverse and
mobile population in DoD medical operations. In response, Assistant Secretary of
Defense for Health Affairs has exercised the authority to waive the license
requirement, as long as the PA has successfully met the criteria outlined in paragraph
7.16., when privileges are initially granted or renewed. Therefore, PAs who have
been granted privileges within the MHS by an authorized privileging authority will be
automatically granted a waiver. This waiver is automated and the information is pre-
populated in CCQAS under the licensure tab. The waiver date matches the date
privileges were granted and expires with privileges or the expiration date of the
national certification, whichever comes first. The waiver is automatically reissued
based on renewal of privileges and/or national certification. Monitoring for
compliance will be accomplished by the Standard Unlicensed Provider Report in
CCQAS; therefore, the unlicensed tab within CCQAS should be completed.
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4.1.1.3. Newly accessed military clinical social workers must, at a minimum, have a
Master of Social Work (MSW) level of state license and be working toward obtaining a
license that allows practice of clinical social work without supervision. Non-military and
Reserve clinical social workers must have the level of state licensure that is unrestricted
and allows independent clinical practice without supervision. (Refer to paragraph 7.10.
for additional information).

4.1.1.4. Certified alcohol and drug abuse counselors (CADAC) must possess and
maintain an active, current, valid, and unrestricted nationally recognized certification
(refer to paragraph 7.22.).

4.1.1.5. Clinical dietitians must possess and maintain an active, current, valid, and
unrestricted nationally recognized registration (refer to paragraph 7.7.).

4.1.1.6. The following advanced practice registered nurses must possess and maintain a
current, valid, and unrestricted RN license from a US jurisdiction (as described in
paragraphs 4.1.1. and 4.4.5.2.) as well as an AF approved national specialty certification:
nurse anesthetists, nurse-midwives, and nurse practitioners. Advanced practice registered
nurses in the AFMS must be licensed to the advanced practice level IAW the US
jurisdiction requirements of their currently held RN license. Some US jurisdictions
provide a separate license for the advanced practice specialty; others provide only one
license which indicates an advanced level of practice.

4.1.1.7. Refer to Chapter 7 for further information about licensure, registration, and/or
certification requirements for healthcare professionals.

4.2. Authorizing Document to Practice.

4.2.1. Scope of Licensure Requirement. Military, civil service, personal services contract
personnel, and volunteers (reference DoDI 1100.21, Voluntary Services in the Department of
Defense) who require a license to perform their duties must maintain a license from any US
jurisdiction. Non-personal services contract personnel providing care within the MTF must
be licensed in the jurisdiction in which the MTF is located.

4.2.2. Other Authorizing Documents to Practice. For those whose authorizing document to
practice is a national certification (physician assistant, substance abuse counselor) or
registration (dietitian); they are exempt from maintaining a license from a particular
jurisdiction (i.e., US state/territory).

4.2.3. Deployed personnel must possess and maintain an active, current, valid, and
unrestricted license or other required authorizing document to practice (i.e., national
certification) and be privileged to practice independently.

4.2.4. Assignment to a position not involving direct patient care within or outside an MTF
does not eliminate the requirement to maintain an active, current, valid, unrestricted license
and/or authorizing document to practice.

4.2.5. Contract Providers. The type of contract determines the licensure requirement for
contract personnel, whether it is personal services or non-personal services. The best way to
differentiate between these types of contracts is to consider the relationship between the MTF
and the individual.
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4.2.5.1. Personal services contract employees are managed and supervised as if they are
civil service or active duty. For purposes of liability they are considered government
employees. Personal services contract employees must maintain a current, active,
unrestricted license from any US jurisdiction or an authorizing document to practice as
outlined in paragraph 4.1.1.

4.2.5.2. Non-personal services contract personnel are independent contractors and are
required to carry professional liability insurance. The Federal Tort Claims Act does NOT
cover this individual. The contractor is responsible to ensure that the individual has
malpractice liability coverage and often indemnifies its employee. Non-personal services
contract employees must maintain a current, unrestricted, active license from the state in
which they are practicing and, if required, a certification or registration when caring for
patients within the MTF.

4.2.5.3. Non-Personal Services Contract Providers Involved in Telehealth. Non-personal
services contract providers engaged in telehealth need to comply with the licensure
requirements for telehealth in the state in which the patient is located.

4.2.5.4. Non-Personal Services Contract Physician Assistants (PAs). Depending on the
specific state, this provider may have supervision requirements imposed by the state
board of licensure that exceeds AF requirements. For those PAs who require additional
supervision, there are three possible methods to meet this need, listed in the order of
preference: 1) The contractor is responsible to provide the additional supervision. In this
case, the MTF would cooperate by providing copies of records for this external review
ensuring HIPAA requirements are met; 2) The MTF petitions the state board of licensure
to honor licensure portability (refer to 10 U.S.C., §1094) to allow the MTF physician
supervisor to provide all of the necessary supervision; 3) A physician assigned to the
MTF meets the state licensure requirements to provide the supervision. When a MTF
provider is providing supervision they are obligated to meet the state’s supervision
requirements even if it exceeds the AFMS’ requirements as described in paragraph 7.16.
Ideally, should the MTF need to utilize contracted PAs, it is recommended they be hired
via personal services contracts.

4.2.5.5. Non-Personal Services Contract Nurses. In 1999, the National Council of State
Boards of Nursing (NCSBN) developed the Nurse Licensure Compact (NLC). The NLC
legislation allows for US states and territories to enter into a mutual recognition compact
for nurses licensed across jurisdictional borders (refer to
http://www.ncsbn.org/nlc/index.ast). A nurse who resides in a compact state/territory
receives his/her license in that home state and can practice on that privilege in other NLC
jurisdictions. The nurse is bound to practice under that state's nursing practice act where
care is actually delivered.

4.2.5.5.1. If a contract nurse is licensed in a state not included in the NLC and is
practicing in a MTF he/she must be licensed according to the regulatory requirements
of the state in which they are practicing.

4.2.5.6. Contract providers who practice exclusively outside the MTF are not
credentialed or privileged by the MTF, for example, optometrists contracted by AAFES.
All contract providers who perform their duties in the MTF must be credentialed and
privileged by the MTF according to AF requirements and, if non-personal services


http://www.ncsbn.org/nlc/index.ast

48 AF144-119 16 AUGUST 2011

contractors, must be licensed according to the regulatory requirements of the State in
which they are practicing. EXCEPTION: Providers contracted for interpretative services,
reference paragraph 6.39.

4.2.6. American Citizens Hired Overseas. In order for an MTF located outside the US
jurisdiction to hire an American citizen under a non-personal services contract, the MTF
must obtain a waiver from the host country. This waiver must include a statement that the
individual is to provide services only on the US Federal enclave and is required to be
licensed in any US jurisdiction rather than the host nation. Another option is for the
individual to obtain a license, or other authorizing document, from the host nation via
endorsement or reciprocity.

4.3. Obtaining and Maintaining Licenses. Obtaining and maintaining a license or other
authorizing documents to practice is the professional and personal responsibility of each
healthcare professional, regardless of whether they are functioning in a clinical, non-clinical or
administrative role.

4.3.1. Permissive temporary duty is authorized for military personnel taking license
examinations. Civilian employees will be in official duty status when obtaining and renewing
professional credentials, to include professional accreditation, state/municipally-imposed
professional licenses, professional certifications and examinations to obtain such credentials
IAW AFI 36-815, Absence and Leave.

4.3.2. All civilian healthcare personnel considering employment or other affiliation with the
AFMS, must obtain and maintain an active, current, valid, and unrestricted license,
certification, or registration as a condition of employment. Personnel cannot use appropriated
funds to pay fees for obtaining and maintaining a license except in the following instances:

4.3.2.1. When the MTF requires military providers to participate in an external resource
sharing agreement with a civilian institution that does not recognize the licensure
portability statute (described in paragraph 4.8.), the military provider must be licensed in
the state of practice. In this instance, Federal Statute, Title 10 United States Code Section
1096, allows the Secretary of Defense to reimburse the military member up to $500.00
(of the amount of the license fee paid by the member) from local MTF funds toward
obtaining said license.

4.3.2.2. Active duty dental hygienists may submit a voucher for reimbursement of costs
associated with obtaining and maintaining state licensure. MTFs can use DHP O&M
appropriated funds to provide reimbursement.

4.3.3. Refer to AFI 41-104, Professional Board and National Certification Examinations,
for guidance on circumstances in which a military member may be reimbursed for fees and
expenses associated with taking professional board and national certification exams.

4.3.4. The status of individual professional licensure, certification, and/or registration for all
healthcare practitioners will be monitored at the MTF or for ARC: RMU/MDG level on a
regular basis (see paragraphs 5.3.3. through 5.3.5.) for those healthcare professionals
required to be entered in CCQAS. Those healthcare professionals who have not yet obtained
the required authorizing document to practice must have a written explanation documented in
the  provider’s CCQAS record on the wunlicensed tab  within the
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licensure/registration/certification section. Monitoring of the licensure, registration, and/or
certification status may be accomplished utilizing the standard CCQAS reports.

4.3.4.1. The status of authorizing documents to practice for healthcare professionals who
are required to maintain a license, registration, or certification but are not currently
mandated to be entered in CCQAS (see paragraph 5.3.2.) will be monitored in accordance
with MTF or for ARC: RMU/MDG local policy. CCQAS could be used to track the
license, registration or certification of these individuals.

4.3.5. AFMOA/SGHQ oversees the quality of data in CCQAS and works directly with the
MTF or ARC POC to identify unlicensed providers and provide guidance on resolution.

Section 4B—Management of Licensure Issues

4.4. Guidance on Licensure Requirements:

4.4.1. Those active duty personnel accessed from professional training or who complete
other training and require a license, certification, and/or registration to practice, must obtain
such authorizing documents within 1 year of the date when all required didactic and clinical
requirements are met or within 1 year of completion of postgraduate year one (PGY-1) for
doctors of medicine (MD) and doctors of osteopathy (DO). Failure to meet this requirement
will be handled as described in paragraph 4.6.

4.4.1.1. For physicians to be eligible for licensure, they must successfully complete Step
I11 of the United States Medical Licensing Exam (USMLE) (Comprehensive Osteopathic
Medical Licensing Examination (COMLEX) for DOs) and complete 1 year of
postgraduate (PG) training. In order to meet the AF requirement, physicians who choose
to be licensed in a state that requires more than 1 year of PG training must also obtain a
license from another state that requires only 1 year of PG training.

4.4.2. According to DoD 6025.13-R, healthcare providers who do not yet meet licensure,
certification, and/or registration requirements may practice only under a written plan of
supervision. Within the AFMS, those healthcare practitioners who do not meet the licensure,
certification and/or registration requirements may be granted supervised privileges and are
required to have a written plan of supervision. The supervision provided must be from a
licensed, fully qualified, independently practicing, and, if appropriate, privileged provider of
the same or similar specialty. (See paragraph 6.28.2. for further information and Attachment
1 for definition of supervised privileges.)

4.4.3. Licensure Requirements for Clinical Psychologists. Clinical psychologists who have
not been awarded their doctoral degree (N/A to the ARC) are required to make continual
progress toward completion of their doctoral dissertation and state licensure requirements
throughout the period of their initial contract with the AF. Those who have been awarded
their doctoral degree are required to make continual progress toward state licensure
requirements throughout the period of their initial contract with the AF (N/A to the ARC).
Due to differences in dissertation requirements, no specific guideline can be defined for all
clinical psychologists. In most cases, the time required is 20 months. The majority of states
require 1 year of postdoctoral supervision before a clinical psychologist is eligible for testing
and licensure. Clinical psychologists are allowed 3 years from the date the doctoral degree is
awarded or the date the clinical internship is completed (whichever is earlier) to obtain a state
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license to accommodate the variation of state licensing requirements. (Reference paragraphs
7.9.4. and 7.9.5. for information regarding supervision and privileging requirements.)

4.4.4. Licensure Requirements for Dentists, New Dental Accessions, Health Professions
Scholarship Program (HPSP) Dental Graduates, and Advanced Education in General
Dentistry (AEGD) Residents. Dentists must hold a current, active, unrestricted license to
practice dentistry in a state or jurisdiction of the US except as noted below:

4.4.4.1. Direct accession dentists must show proof of having passed both Part 1 and Part
2 of the National Board and a state or regional licensing clinical board exam. In addition,
they must show proof of having applied for a license to practice dentistry prior to
entering AD. An unrestricted active license must be obtained within 1 year of arrival at
the first permanent duty location.

4.4.4.2. Health Professions Scholarship Program (HPSP) graduates who must serve an
AD service commitment, and other new dental graduates entering an AF PGY-1 program
must show proof of having passed both Part 1 and Part 2 of the National Board and of
having taken a state or regional licensing clinical board exam prior to entering AD. A
license must be obtained within 1 year of arrival at the first permanent duty station for
members not completing a PGY-1 program. PGY-1 program graduates who are applying
for licensure based on the completion of PGY-1 program have an additional 6 months to
obtain licensure.

4.4.4.3. Failure to obtain a license within the time frames outlined above may result in
administrative discharge actions IAW AFI 36-3207, Separating Commissioned Officers.
(Reference paragraph 4.6. for further information).

4.4.5. Meaning of Unrestricted License:

4.45.1. For non-physician professionals who are members of the Biomedical Sciences
Corps (BSC) and Dental Corps (DC), an unrestricted license (meaning authorizing
document) is one in which the individual has met all clinical and professional
requirements, has no clinical limitations or restrictions, and is able to practice full scope
of care in the jurisdiction once all administrative requirements are met. Therefore, for
non-physicians, state waiver of renewal fees, malpractice insurance, payment into risk
pool, etc., may be accepted as long as the license is clinically and professionally
equivalent to the individual’s civilian counterpart’s license.

4.45.2. For Nurse Corps (NC) and Medical Corps (MC) healthcare professionals an
unrestricted license is one in which the individual has met all clinical, professional, and
administrative requirements, and has no clinical limitations or restrictions. The healthcare
professional must be able to practice in the jurisdiction of the issuing agency immediately
seeing non-DoD beneficiaries without first taking any additional action (i.e., pay a
renewal fee) on the license.

4.4.5.3. A non-personal services contract physician working within the MTF must have a
medical license that meets all clinical, professional, and administrative requirements of
the issuing state and be no different than his or her civilian counterpart’s license
(reference paragraph 4.5.2. for exceptions).
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4.4.5.4. This requirement applies to physicians in residency programs, once they become
eligible for licensure as described in paragraphs 4.4.1. and 4.4.1.1.

4.5. Waiver of Administrative Licensure Requirements for Physicians (Not Applicable for
Non-Personal Services Contract Physicians):

4.5.1. DoD 6025.13-R outlines the provisions for implementation of 10 U.S.C. 81094 which
allows a waiver of the unrestricted scope requirement only in “unusual circumstances.” The
ASD (HA) permits waiver of administrative licensure requirements that are unusual,
substantial, and inharmonious with Federal policy. Examples include payment of
malpractice/risk pool fees or requirement to reside or to be practicing in the state of licensure.

4.5.1.1. If the only administrative requirement is payment of renewal fees, this will not
be waived.

4.5.1.2. Waiver of permissible administrative requirements is not automatic. Once
determined to be eligible for waiver, each physician must submit an application for
waiver (see Attachment 3). Once the waiver is granted, it is only good for that licensure
renewal period. The physician must submit a new application for each licensure renewal
period. Waivers are not renewed upon PCS unless it coincides with that licensure renewal
period.

4.5.1.2.1. Approved waivers are scanned as the second page of the provider’s license
document, named IAW the document naming conventions located in the Kx C&P
toolkit, uploaded to the provider’s electronic PCF (CCQAS record) and annotated in
CCQAS. Waivers approved prior to the completion of the provider’s 1* E-application
were filed in Section VI of the PCF with the copy of the provider’s license.

4.5.1.3. If a physician has, and intends to maintain, two or more licenses with state-
exempted administrative requirements, and the licensure requirement can be met by
paying renewal fees (versus applying for waiver as just described), he or she is not
eligible for waiver of administrative licensure requirement. In addition, the waiver is not
required if the provider has a current, valid and unrestricted license from another US
jurisdiction.

45.1.4. The HQ USAF/SG has delegated waiver authority to the MTF/CC. For
physicians attending AFIT programs the delegated waiver authority will be HQ
AETC/SG. For physicians in deferred/re-deferred training programs the delegated waiver
authority will be AFPC/DPAM. Waivers will be granted for only those states approved
by ASD/(HA). (See Attachment 3 and the Kx C&P toolkit for list of approved states.)

4.5.1.5. If a state has an unusual and substantial administrative licensure requirement, not
previously identified by DoD, a waiver request package may be generated by the MTF.
This package contains the waiver request memorandum (see Attachment 3 and the Kx
C&P toolkit for waiver request memorandum template) and detailed information along
with supporting documentation from the state licensing board. The complete package is
forwarded to AFMOA/SGHQ to coordinate the HQ USAF/SG review. If HQ USAF/SG
determines there is merit, the request will be submitted to the ASD(HA) for
consideration. The ASD(HA)’s decision will then be disseminated to the MTF/CC.
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4.5.2. Overseas Local Hire Healthcare Providers Caring for DoD Beneficiaries. Healthcare
personnel from jurisdictions other than the US require written practice authorization
(permission to practice) to fulfill the requirements in paragraphs 4.1. through 4.2.1. and are
required to have documented proof of English language competency and current clinical
skills. Newly employed healthcare personnel shall practice with supervised
privileges/practice for 1 year. Focused and ongoing professional practice evaluation will
provide