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ABSTRACT

Physician Associates (PAs) in military and operational medicine are frequently placed in environments where clinical expertise
must be matched with adaptive leadership. Traditional leadership models often fail to meet the demands of modern healthcare
delivery, particularly in preparing for Large-Scale Combat Operations (LSCO), humanitarian missions, and crisis response.
Drawing on over 36 years of military medical leadership and diverse operational experiences—from trauma bays to forward
surgical units and multinational exercises—this article introduces The 7 Commandments of Clinical Leadership. Inspired by
Stephen Covey’s 7 Habits of Highly Effective People yet tailored to the unpredictable tempo of clinical and operational medicine,
the commandments—Forge Initiative, Frame the Future, Command the Clock, Cultivate the Coalition, Listen to Lead, Fuse

the Force, and Reforge the Blade—provide actionable guidance for resilience, collaboration, and transformational purpose.
Implementation demonstrates measurable improvements in patient outcomes, training efficiency, morale, and readiness, offering a
mission-tested framework to equip current and future PA leaders for success in both peacetime and combat.

Modern medicine demands more than technical proficiency;
it demands moral courage, team-building under pressure,
and the ability to lead with empathy even when lives are at
stake. As Physician Associates (PAs), we are often placed
in roles that require us to bridge clinical excellence with
operational demands, whether in trauma bays, forward
surgical units, or policy discussions at the highest levels.

Over the past three decades, I've served in diverse roles
across the spectrum of Army medicine, culminating in my
current position as a senior leader at the national level of
military healthcare. From surviving a venomous snakebite
in the Amazon jungle to advocating for the modernization of
the Physician Assistant profession, my journey has tested
and refined my clinical judgment. More importantly, these
experiences have forged a leadership philosophy grounded
in humility, initiative, and a commitment to transformational

purpose.

Informed by that lived experience, | propose a new,
mission-tested model: The 7 Commandments of Clinical
Leadership. These principles — Forge Initiative, Frame the
Future, Command the Clock, Cultivate the Coalition, Listen
to Lead, Fuse the Force, and Reforge the Blade — offer an
adaptable approach to leadership in complex operational
environments. Drawing inspiration from Stephen

Covey’s 7 Habits of Highly Effective People but adapted

to the high-tempo, unpredictable world of clinical and
operational leadership, these commandments emphasize
practical action, human connection, and team cohesion.
Each commandment includes real-world examples and
actionable implementation tips. They are my blueprint for
leaders who must balance saving lives with sustaining the
mission.

“Leadership without empathy is like medicine without healing.” — COL
James J. Jones, PhD, PA-C, Venom and Valor
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1. FORGE INITIATIVE

“Lead before you’re told. Anticipate. Execute. Adapt.”

In medicine, indecision can be deadly. In leadership,
passivity can fracture teams. Whether running a clinic in an
austere village or stabilizing a Soldier with a traumatic brain
injury under fire, initiative means having the moral clarity and
clinical competence to act without waiting for permission.

REAL-WORLD EXAMPLES:

e The Snakebite in Peru: When | was bitten by a
Pit Viper deep in the Amazon, | had no backup, no
medevac, and no morphine. My survival depended not
on perfect planning but rapid decision-making under
pressure. That night, | learned that initiative isn’'t a
trait—it's a muscle, trained through trial.

e Combat Medic Leader: A junior medic in my unit
once noticed that heat injuries were increasing during
range operations. Instead of blaming leadership, he
proactively created a color-coded hydration tracker
system tied to flag conditions. His initiative led to a 60%
drop in heat-related evacuations in one quarter.

e Clinic Echelon Strategy: A PA at a rural outpost,
noticing delays in wound care supply chains, partnered
with logistics and created a shared requisition tracker
updated weekly. This initiative reduced supply
shortages by over 70%.
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A U.S. Soldier assigned to 3rd Division Sustainment Brigade conducts
a medical examination. (U.S. Army photo by Spc. James Robinson,
Operations Group, National Training Center)

IMPLEMENTATION TIPS:

e Use the “3-before-me” principle: Encourage medics to
find 3 solutions before escalating a problem.

e Create space for early innovation by recognizing
proactive thinking—even when it fails.

e Integrate “Action Drills” in weekly training: one
scenario, one medic, one decision under time
constraint.

2. FRAME THE FUTURE

“Define the outcome before you design the system.”

We spend so much time reacting to crises that we often forget
to plan our way out of them. The second commandment
emphasizes outcome-first thinking: the practice of building
backwards from a clearly defined end state.

When | led efforts to reimagine PA officer development, we
started not with rank or billet, but with the question, “What
kind of clinician and leader does our Army need in 2040?”

REAL-WORLD EXAMPLES:

e Combat Medic Credentialing Pathway: We designed
a 3-year map aligning trauma certification, behavioral
health rotations, and clinical hours. Units adopting
this roadmap showed higher retention and promotion
among enlisted medical personnel.

e Readiness and Recovery Cycles: After witnessing
burnout post-deployment, | instituted “Reforge Weeks”
in multiple brigades, which included five duty days
with no clinical tasking and focused on rest, CME
(Continuing Medical Education), and spiritual reset.
Units saw higher morale and quicker medical readiness
rebound.

e Clinic Performance Metrics: A Brigade PA reframed
quality metrics around patient-centric goals, tracking
how many diabetic patients hit HbA1c goals rather than
just appointment compliance. Outcomes improved, and
clinicians felt reconnected to purpose.

IMPLEMENTATION TIPS:

e Begin each mission brief with the “3 Ms”: Mission,
Measure, and Meaning.

e Reverse-engineer SOPs from the desired outcome
instead of current process limitations.

e Use annual planning to shape quarterly goals, not
just for metrics, but for team culture and leader
development.

3. COMMAND THE CLOCK

“Time is your weapon. Learn to aim it at what matters most.”

In high-stakes healthcare, especially military medicine,
time is often the most constrained and misused resource,
yet it is also one of the most powerful tools a leader can
command. While the tyranny of urgent tasks is real, the
discipline to protect time for critical thinking, mentorship,
and deliberate practice is what distinguishes resilient,
mission-focused teams.

REAL-WORLD EXAMPLES:
e Training Thursdays: As a Company Commander,

| instituted “Protected Training Thursdays,” blocking
two hours weekly for hands-on procedural skills with
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zero administrative interruptions. Over the course of
six months, medical error rates during field exercises
dropped by 22%, and medic confidence in airway
management rose significantly during post-training
assessments.

e Deep Care Redesign: A PA at a busy family
medicine clinic introduced “deep care visits” by
embedding 30-minute blocks into each provider’s
week for diabetes, mental health, and hypertension
management. This minimal structural shift increased
patient satisfaction and pushed the clinic’s controlled
HbA1c rates from 58% to 72% within one quarter.

e Leadership Battle Rhythm: In a brigade environment,
we carved out Monday morning “quiet hours”
exclusively for team reflection, mentorship, and
strategy sessions. This reduced reactive tasking,
improved clinic throughput planning, and allowed junior
leaders to recalibrate before the week’s battlespace
demands surged.

IMPLEMENTATION TIPS:

e Audit your time weekly: How much is spent in reaction
versus reflection? Reclaim 10% for strategic planning.

e Use color-coded calendars to visually enforce time
blocks for patient care, team training, and leader
development.

e Protect time for “quadrant Il activities” (important but
not urgent): mentoring, self-study, and future mission
design.

Time isn’t found—it’s forged. Great leaders don’t manage
time; they command it.

4. CULTIVATE THE COALITION

“Shared success beats solo wins—every time.”

Healthcare is a team sport, yet silos persist. Whether it's
between nurses and medics, specialties and logistics, or
allied partners in coalition operations, poor communication
and misaligned incentives can paralyze progress. This
commandment challenges leaders to build intentional
coalitions—teams forged in trust, trained in interoperability,
and focused on shared outcomes.

I learned this principle firsthand during joint trauma
exercises, where failure to establish shared language
between allied forces nearly resulted in triage failure. Once
we rewrote our protocol together, outcomes—and morale—
improved overnight.

REAL-WORLD EXAMPLES:

e Integrated Care Task Force: A Brigade PA observed
duplication in appointments and medication errors
among behavioral health, pharmacy, and primary care.
By launching an Integrated Care Task Force that met
weekly, the team streamlined care plans, resulting in a
31% patient satisfaction increase and a 19% reduction
in missed follow-ups.

e Multinational Mass Casualty Protocol: Ahead of
a joint exercise in Eastern Europe, a U.S. PAled
a multinational working group with partner nation
medics. Together, they developed a shared triage and
MEDEVAC protocol using agreed symbols and color
coding. The effort shaved 6 minutes off average field-
to-Role 2 stabilization time during simulations.

e COVID Integration Huddles: During the pandemic, a
clinic OIC embedded logistics and case management
into daily provider huddles. This small act shortened
test-result turnaround and accelerated return-to-duty
decisions by 48 hours on average, affecting hundreds
of Soldiers per month.

IMPLEMENTATION TIPS:

e Create cross-disciplinary working groups for recurring
problems (e.g., access to care, trauma logistics).

e Conduct “interview the next link” drills—have one
team member walk the patient journey through other
departments to identify misalignments.

e Reward shared metrics, not just individual
performance, in performance evaluations and awards.

One team, one fight only works when one leader builds one
culture.
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U.S. Army Capt. Ross Thibodeau and U.S. Army Sgt. Joshua Lubitow
examine a patient during an active shooter and mass casualty exercise.
(U.S. Army photo illustration by Staff Sgt. Barbara Pendl)

5. LISTEN TO LEAD

“If you’re not listening, you’re just giving orders to ghosts.”

Modern clinical leadership is not about issuing perfect
orders; it's about uncovering ground truth and fostering
shared ownership. Listening is an operational imperative. It
unlocks blind spots, elevates junior voices, and fosters trust
at every echelon of care.

Early in my career, | believed rank and credentials alone
conveyed competence. That illusion dissolved in trauma
bays, in the jungle, and in command. The loudest truths
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often came from the softest voices—junior medics,
interpreters, patients, and often the most exhausted among
us.

REAL-WORLD EXAMPLES:

e Bottom-Up AAR (After Action Review): While
serving as a senior medical officer in a joint task
force, | instituted a quarterly bottom-up AAR where
the most junior medics and administrative staff spoke
first. This simple shift exposed a gap in MEDEVAC
documentation. After revising the SOP and retraining,
documentation compliance jumped by 42%.

e Weekly Listening Huddles: At JRTC (Joint Readiness
Training Center), a Battalion PA created “listening
huddles” before each training cycle. Each medic shared
one concern and one improvement idea. The feedback
led to a redesigned trauma pack format and color-
coded heat casualty tags now adopted by multiple
battalions.

e Fellowship Recalibration: A PA Fellowship Director
noticed declining engagement. Rather than enforcing
compliance, he launched anonymous surveys and 1:1
debriefs. Fellows cited unclear expectations and erratic
preceptor scheduling. The program’s restructure led to
a 60% jump in satisfaction scores and improved board
pass rates.
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U.S. Army X-ray technicians with the 512th Field Hospital examine a
patient via X-ray in the Emergency Medicine tent. (U.S. Army Photo by
Ruediger Hess)

IMPLEMENTATION TIPS:

e Open every team meeting with a “voice from the field”
rotation during which an enlisted member, nurse, or
tech begins the meeting with a frontline insight.

e Use anonymous surveys quarterly. More importantly,
publicly act on results and show what changed
because of their voice.

e Coach mid-level leaders on how to receive feedback
without defensiveness; listening is a teachable skill.

Listening is not weakness. It is the most advanced form of
clinical leadership because it demands courage, humility,
and self-regulation under pressure.

6. FUSE THE FORCE

“The right environment will outperform the perfect résumé.”

We recruit capable individuals—but what matters is how we
mold them into teams. In the chaos of combat medicine,
what determines success is not who is on the team, but how
well they're fused. Fusion means deliberate cross-training,
mutual respect, shared language, and operational cohesion.

In every casualty scenario I've seen—whether it was in the
Middle East, South America, or a stateside mass casualty
drill—the teams that thrived were the ones that trained
across roles, practiced interdependence, and fought as one.

REAL-WORLD EXAMPLES:

o Interdisciplinary Immersion Days: A Role 2 trauma
team initiated “Immersion Days,” where medics rotated
monthly through pharmacy, nursing, and logistics. The
result: smoother trauma handoffs, fewer supply delays,
and faster decision-making under pressure.

e Pre-Op Cross Role Drills: A trauma unit at a Brigade
Support Medical Company (BSMC) implemented drills
where medics led pre-op briefs and nurses served
as patient advocates. The result: reduced errors
on surgical safety checklists and improved patient
advocacy across the continuum.

e Red Cell Operations Center: During a multinational
exercise in Europe, | launched a Red Cell Med Ops
Team composed of logistics officers, behavioral health
experts, and medical planners. We uncovered PPE
shortages and comms gaps days before execution, and
fixed them. Interoperability scores jumped across all
partner units during post-op AARs.

IMPLEMENTATION TIPS:

e Conduct “role reversal” drills: Have medics brief
physicians or nurses lead triage simulations. It builds
appreciation and anticipates errors.

e Co-locate dissimilar teams (behavioral health with
logistics; environmental health with trauma) in field
setups to improve fusion and cross-talk.

e Include fusion metrics in leader evaluations: Who built
the strongest cross-functional team this quarter?

You don’t need the perfect people. You need a culture
where imperfect people perform perfectly together.

7. REFORGE THE BLADE

“You can’t lead if you’re running on fumes.”

Resilience is not a soft skill; it's a survival imperative.
Whether operating in high OPTEMPO environments, LSCO
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preparation cycles, or post-deployment reintegration, the
mental, physical, and emotional state of the leader sets the
tone for the entire formation.

The best clinicians I've known—those who led in trauma
bays, in combat outposts, or during pandemics—didn’t burn
out quietly. They sharpened their edge through intentional
renewal. Reforging the blade is about acknowledging the
toll of leadership and deliberately building in rest, reflection,
and rejuvenation. Without this, even the strongest systems
will fail.

REAL-WORLD EXAMPLES:

e Reforge Week: After multiple rotations, | observed
medics operating on emotional and physical fumes. We
piloted a “Reforge Week” during which no patient care
duties occurred in the first five days post-deployment.
Medics focused on physical training, CME, counseling,
and spiritual re-centering. Units bounced back
faster, with fewer behavioral health flags and better
reintegration scores.

e Guided Reflection Drills: During a prolonged
training deployment, a Battalion PA introduced
optional journaling and reflection groups every Friday.

Participants cited better emotional regulation, stronger
team bonds, and improved performance on clinical
simulations.

e Medic Reset Center: A Company Commander used
discretionary funds to convert a storage closet into
a “Medic Reset Center,” complete with yoga mats,
noise-canceling headphones, and leadership literature.
Usage soared, and within 90 days, the unit experienced
a 45% reduction in behavioral health referrals and
stronger retention among junior Soldiers.

IMPLEMENTATION TIPS:

e Normalize renewal: incorporate it into SOPs, pre-
deployment prep, and recovery timelines.

e Build resilience into climate surveys: ask “What
restores your team?” and allow their answers to guide
initiatives.

e Model the behavior: leaders must demonstrate the
value of recovery by taking leave, seeking mentorship,
and engaging in non-clinical reflection.

Reforging isn’t retreat—it’s readiness. You don’t get
stronger by staying sharp; you get stronger by re-
sharpening.

Summary Table: The 7 Commandments of Clinical Leadership

Commandment Leadership Action

Operational Outcome

Forge Initiative

Frame the Future
Command the Clock
Cultivate the Coalition
Listen to Lead

Fuse the Force
Reforge the Blade

Empower early action, reward problem-solving

Set strategic vision, reverse-engineer outcomes
Protect critical time blocks, prioritize training

Build cross-functional teams, share goals across silos
Create feedback loops, elevate junior voices
Cross-train roles, build team interdependence

Institutionalize recovery, reflection, and self-care

Faster response, adaptive teams

Clarity of purpose, focused planning
Improved readiness, reduced chaos
Integrated care, enhanced trust

Safer decisions, higher morale

Stronger cohesion, greater LSCO readiness

Increased resilience, retention, and mission longevity

Leadership Application by PA Role

Role

Key Application of Commandments

Clinic Officer in Charge (OIC)

Brigade PA or Surgeon

PA in Command

Company or Battalion Commander

Colonel / General Officer (GO)

Embed Commandment 3 and 7: Protect dedicated training time and normalize renewal practices

Operationalize Commandments 1, 4, 6: Drive proactive doctrine, interagency coordination, and

team fusion

Leverage Commandments 2 and 5: Align policies to outcomes and establish climate feedback

mechanisms
battle rhythm

resilience

Reinforce Commandments 1, 3, 6: Ensure medics train across specialties and protect strategic

Institutionalize Commandments 5 and 7: Build enterprise-level systems for leader listening and

The 7 Commandments of Clinical Leadership are not
just theoretical ideals. They are forged in the field, tested in
trauma, and sustained through experience. From training
Combat Medics to collaborating with physicians, nurses,
and multinational teams, these commandments guide us
toward a unified strategy to transform our profession and

The modern Physician Associate is more than a clinician—
they are a strategist, a mentor, and a team catalyst.

The demands of 21st-century medicine, particularly in
military and expeditionary settings, call for a new kind of
leadership: one rooted in humility, built through action, and
sustained through resilience.
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improve care delivery—whether in garrison, combat, or

humanitarian response.

Let this framework serve not only as a compass but as a
catalyst for the next generation of PA leaders—those who
will lead clinics, commands, and coalitions with purpose,

integrity, and impact.
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