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AFIT/GLM/LSM/90S-18

Abstract

This research demonstrated the feasibility of
developing a decision support system (DSS) for managing the
Air Force Alternative Care Program (ACP). A prototype DSS,
Alternative Care Assistant, was developed to demonstrate the
potential for automating the current manual systems.

First, the ACP process was thoroughly examined through
the analysis of several data sources: a Surgeon General
questionnaire, Air Force regulations, base regqulations and
operating instructions, and existing software applications.
Next, a flow diagram with a supporting narrative was
prepared as an information requirements analysis. Accuracy
was verified by 11 representatives from different USAF major
commands. Finally, a prototype DSS was developed using
Clipper™, and was field tested at USAF Medical Center Scott,
Scott AFB, Illinois.

" .e prototype DSS has a user-friendly interface and the
capability to perform all the ACP’s clerical tasks and some
managerial tasks such as breakeven analysis. Databases for
Common Procedure Terminology codes and allowable charges are
included in the prototype. These dat-base were extracted
from the Office of Civilian Health and Medical Program of
the Uniformed Services. This prototype operates on any IBM™
compatible microcomputer with a hard disk drive and MS-

DOS™ Version 3.2 or above.

——— |




DEVELOPMENT OF A PROTOTYPE DECISION SUPPORT SYSTEM TO
MANAGE THE AIR FORCE ALTERNATIVE CARE PROGRAM

I t ucti

eneral Bac ou

The United States Air Force (USAF) Medical Service’s
mission is:

To ensure maximum wartime readiness by developing

and operating a comprehensive community-based

health care system that maintains the health and

morale of Air Force members by providing or

arranging timely quality medical service for all

active duty members, their families and other

beneficiaries. (Office of USAF Surgeon General,
undated:5)

The USAF Medical Service’s capability to provide a
compléfe continuum of services in fulfilling its mission has
become increasingly difficult. Three major reasons exist
for these difficulties.

First, federal legislation associated with recent world
events has increased the pressure to reduce Department of
Defense (DOD) expenditures. Obviously, the Balanced Budget
and Emergency Deficit Control Act and the Balanced Budget
and Emergency Deficit Control Reaffirmation Act, also known
as the Gramm-Rudman-Hollings (GRH) laws, have dramatically
impacted the DOD budget (Collender, 1990:17).
Unfortunuately, the sequestration process which was
originally included in this legislation as a fail safe, has

become a routine activity in the federal budgeting process

1l




(D’ Angelo, 1990; Collender, 1990:19). In addition to the
impact of GRH legislation, the DOD hudget is being closely
scrutinized because of the reduced threat from the "internal
decline" of the Soviet Union and its former eastern European
satellites (Dudney, 1990:71). “
Second, health care costs have increased for the USAF
Medical Service. A projected 11 percent increase above the
1989 expenditure level is required to meet the 1990 USAF
Medical Service requirements (Willis, 1988:8).
Third, military beneficiar’ - '’ demand for health
services has continued to increase. Since 1981, the demand
for inpatient care and outpatient care has exceeded the
military population growth by two and three times
respectively (Newhall, 1989:6). As a result of the combined
effect of these factors, the military beneficiary
population’s demand for health care services has increased
significantly more than the USAF Medical Service’s
capability to supply health care services.
Although the USAF Medical Service is recognized as a
distinct health care entity, its function is not isolated
from the rest of the health care industry. In fact, the
USAF Medical Service is becoming more closely aligned with
the civilian sector through an increasing number of .
alliances. Like the USAF Medical Service, the civilian
health care industry is continuously undergoing significant

changes.




The civilian sector has developed into a more
competitive market for supplying health care services. The
civilian health care providers are experiencing a
"competitive pinch" from the introduction of health
maintenance organizations (HMOs) and preferred provider
organizations (PPOs). HMOs and PPOs represent a significant
supplier of health services aimed at controlling health care
costs (Office of USAF Surgeon General, undated:10). The
implementation of a health care insurance mechanism based
upon diagnostic-related groups (DRGs) has further increased
competition on a cost-basis within the civilian sector
(Griffith, 1987:57).

The changes within and pressure upon both the military
and the civilian health care sectors underscores the need
for change in the USAF Medical Service. Lieutenant General
Murphy A. Chesney, the former USAF Surgeon General, viewed
the "increasingly competitive" civilian sector as an
opportunity "to further strengthen" USAF health care
services (Office of USAF Surgeon General, undated:1).
General Chesney also pointed out that a "buyer’s market"
exists for negotiating favorable contracts with civilian
sources to help the USAF Medical Service implement a
"managed health care" system (Office of USAF Surgeon
General, undated:8-10).

The Air Force Surgeon General'’s strategic planning
process has identified goals for improving health care

management. These goals aim to increase access to "high




quality, affordable health care" and to simplify the process
of obtaining health services from the civilian sector by
applying "managed health care" and cost containment
techniques (Office of the USAF Surgeon General, undated:8-
11). This concept is referred to as Catchment Area
Managenment.

Catchment Area Management is a quality as well as a
cost-saving strategy. Lieutenant General Monte B. Miller,
the current USAF Surgeon General, stated:

We know that delivery of health care is a local

phenomenon . . . . by delegating responsibility,

authority and accountability down to the lower level,
the concept will work better toward direct-system care.

(Carter, 1990:24)

In support of these strategic goals, the Office of the
Air Force Surgeon General identified an initiative to
improyg the management of the Alternative Care Program
(ACP). Additionally, an objective was identified for the
development of a microcomputer software application to

facilitate management of the ACP (Erickson, 1989; Office of

USAF Surgeon General, undated:8-11).

Specific Problem

Air Force Regulation (AFR) 168-10, Obtaining Medical
and Dental Care From Civilian Sources, outlines a manual
process for arranging, tracking, and paying for health care
services provided by other than uniformed services’ medical
treatment facilities through the Alternative Care Program
(ACP). Currently, management of this program is little more
than a manual system of record keeping. Three functional

4




areas, two of which are part of the military hospital, are
involved in this process: the Medical Resource Management
Office, the Patient Administration Office, and the
Accounting and Finance Office. Information and tasks are
frequently duplicated, and coordination between these
offices is often time-consuming and confusing. As a result
of these inefficiencies, the program’s overall management
capability is ineffective in capitalizing on the competitive
civilian health care market, and inefficient in fulfilling
mandatory management requirements outlined in AFR 168-10,

The continued use of the present manual procedures is
ineffective and inefficient in utilizing available funds.
Lieutenant Colonel White, the Inspector General’s (IG)
Health Services Management Inspection (HSMI) representative
for the ACP, states that the manual process prescribed by
AFR 168-10 is a barrier to efficient data management.
Furthermore, he added that locally developed software for
management of the Alternative Care Program promotes
efficient and effective management as compared to the manual
procedures (White, 1989). At present, there is no
standardized ACP software available for use by USAF medical
treatment facilities.

Unfortunately, the magnitude of total ACP expenditures
is often underestimated since the operations and maintenance
funds for the ACP are managed by each base. While the total
ACP expenditures only represent approximately 6.3% of the

total USAF Medical Service budget (Figure 1), the total ACP




expenditures in fiscal year (FY) 89 were $63.1 million,
approximately the total summed budgets of seven small USAF

medical treatment facilities.

~ Alternative Care (6.37)

Other (93.7%)-

Figure 1. Comparison of Alternative Care Program
Expenditures to Total USAF Medical Service Budget
(Anderson, 1990)

Figure 2 illustrates the FY 8% total ACP expenditures by the
major categories: supplemental care, cooperative care, and

(3) Centrally Managed Allotment (CMA) (Anderson, 1990).
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Figure 2. Alternative Care Program Expenditures
by Category (Anderson, 1990)

earc esti
To determine if a software application can be developed
to simplify and improve management of the Alternative Care
Program, the following research questions must be answered:

1. What are the inputs, processes, and outputs of the
Alternative Care Program?

2. What areas of the Alternative Care Program require
improved management?

3. What hardware and software resources are available
to base level managers of the Alternative Care
Program?

7




4, What are the requirements for the planned software
application?
5. Are there any existing software applications which

can be modified or enhanced?

6. What are the important user-friendly
characteristics that should be included in the
developed application?

7. Can a prototype software application be developed
to demonstrate the potential benefits using
automation to manage the Alternative Care Program?

Limitations

This research will pertain only to the health care
services obtained through the Alternative Care Program as
managed by Air Force policy and guidance. Health care
services obtained through other military health care
programs such as the Civilian Health and Medical Program of

the Uniformed Services (CHAMPUS) are not covered by this

research.
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The USAF Medical Service fulfills its mission by
providing a spectrum of services. The Alternative Care
Program (ACP) is included within this spectrum and has a
significant role in the USAF Medical Service. To understand
this role, additional background on the USAF Medical
Service’s health care system will be discussed to provide an
overview of the criteria for categorizing health care
services and beneficiaries in the USAF Medical Service.

This overview will also illustrate the relationship between

these categories and the continuum of services provided.

Health Care Services

In discussing the provision of health care services by
the USAF Medical Service, it is necessary to distinguish
between the different categories of health care services.
For the purposes of this discussion, the health care
services provided by the USAF Medical Service are
distinguished by two criteria: type of service and urgency
of need.

The type of service is categorized as outpatient or
inpatient as illustrated in Figure 3. The single
distinction between these two subcategories is whether or
not a patient resides within a medical facility for
treatments. Medical treatments requiring the patient to
reside within the medical facility for extensive patient
care are referred to as inpatient treatments. In contrast,

9




a brief medical treatment which does not require a patient
to reside within the medical facility for extensive patient

care is referred to as outpatient treatment.
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Figure 3. Type of Medical Service

The urgency of need is the second criteria necessary to
further categorize a health care service. For the purposes
of this discussion, the urgency of need for a health care
service is categorized as either emergency or routine as
illustrated in Figqure 4. Although this categorization
appears straightforward, the distinction between the two is
often a subjective interpretation of the circumstances and

dependent upon how an emergency is defined. Presently, AFR

168-10, Obtaining Medical and Dental Care From Civilian
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Sources, defines emergency medical treatment as "immediate
medical or dental care required to save life, limb, or
sight, or to prevent undue suffering or loss of body tissue"
(AFR 168-10, 1989:89). By default, routine medical
treatment is any medical treatment not meeting the

definition as an emergency.
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Figure 4. Urgency of Need for a Health
Care Service

Like health care services, the "users" or beneficiaries

are categorized as well.

ficiari
Presently, there are over 50 different beneficiary

categories which are eligible for approximately 13 different

11




health care services provided by the USAF Medical Service.
For the purposes of this research, the USAF Medical
Service’s beneficiaries will be simply categorized as active
duty and other than active duty as illustrated in Figure 5

(AFR 168-6, 1988).
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Figure 5. Beneficiary Categories

The USAF Medical Service considers both the health care
service and the beneficiary category to determine a
beneficiary’s eligibility for a particular health care
service. This is illustrated by the three-dimensional model
in Figure 6. Additionally, this model is applicable along

the USAF Medical Service’s continuum of services.
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Medical Services Continuum

For the purposes of this research, the USAF Medical
Service’s continuum of services is also categorized by two
criteria: control over the medical management of the
beneficiary’s medical treatment, and the location relative
to a uniform services’ medical treatment facility where a

beneficiary receives a health care service.
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Figure 6. USAF Health Care Service Model

Control over the medical management will be simply described
within a range between controlled and uncontrolled, and the
location will be simply described within a range of location

proximity.
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For the purposes of this discussion, all health care
services provided by the USAF Medical Service are grouped
into four categories: (1) services provided within and
controlled by an uniformed services’ medical treatment
facility, (2) services provided at the uniformed services’
medical treatment facility, but controlled by other than an
uniformed services’ medical treatment facility, (3) services
provided at other than the uniformed services’ medical
treatment facility, but controlled by an uniformed services’
medical treatment facility, (4) services provided within and
controlled by other than an uniformed services’ medical
treatment facility. These four categories occupy various
positions within the USAF Medical °-~vice’s service
continuum as illustrated ki Figure 7. 1In this discussion,
these categories are portrayed as discrete entities. 1In
reality, however, the distinction between these four is not

as clearly defined.

Services provided within and controlled by uniformed
services’ medical treatment facility. Obviously, the USAF

Medical Service provides direct health care services in
approximately 122 USAF medical treatment facilities at
various worldwide locations. These facilities are the
nucleus of this "community-based health care system" (Office
of USAF Surgeon General, udated:3). The direct-care
services are represented by diagram A in Figure 7.

All active duty beneficiaries have priority to receive

the available medical services from the uniformed services’

14




medical treatment facilities while all other beneficiaries

are treated on a space available basis based on their needs.
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Figure 7. USAF Medical Service Continuum

In the event that the closest uniformed services’ medical
treatment facility can not provide the necessary services, a
beneficiary may still receive the necessary services from
another uniformed services’ medical treatment facility.
Although the associated costs for a referral to another
uniformed services’ medical treatment facility are
considered, cost is not the sole consideration in this
decision. For instance, a decision must be made whether the

15




uniformed services’ medical treatment facility will maintain
control over the beneficiary’s medical care.

Although the uniformed services’ medical treatment
facilities primarily provide direct health care services,
another category of services within the continuum of

services is also provided at these facilities.

treatment facility, but controlled by other than the
uniformed services’ medical treatment facility. As the

result of the Air Force Surgeon General’s goal to improve
managed health care, uniformed services’ medical treatment
facilities are also used by health care providers, who are
not directly affiliated with the uniformed services’ medical
treatment facility, to provide health care services to USAF
beneficiaries. This type of service arrangement is referred
to as an internal partnership, and is represented by diagram
B in Figure 7. There are numerous advantages, but the
discounted service fee offered by these partnership
arrangements is the primary benefit. The primary difference
between the direct-care services and these partnership
arrangements is the control over the beneficiary’s medical
care has been relinquished by the USAF Medical Service.
Althougr partnership arrangements are slightly more complex
than discussed here, no further details are necessary for
the purposes of this discussion (AFR 168-10, 1989:18.1)
Services provided at other than the uniformed services'’
Jical 1 ! t facili ) trolled by tI i £ 3
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services’ medical treatment facjlity. USAF medical

resources are too scarce to provide all health care services
at all locations. For this reason, uniformed services’
medical treatment facilities often supplement their
available resources by purchasing health care services from
external sources. This increases accessibility to health
care services at locations where it is needed. Although many
of these supplemental services are provided by civilian
health care providers, an increasing number of strategic
alliances are developing with other government agencies such
as the Veterans’ Administration (VA). Presently, there are
over 120 agreements between local VA hospitals and USAF
medical treatment facilities (Carter, 1990:24).

The uniformed services’ medical treatment facility may
"obtain from civilian or government sources those necessary
services or supplies required for the patient’s proper care
and treatment" (AFR 168-10, 1989:15). An example would be
the referral of an obstetrics patients from a uniformed
services’ medical treatment facility, which did not have
ultrasound equipment, to a local civilian health institution
for an ultrasound evaluation. These services are
represented by diagram C in Figure 7. Upon completion of
this evaluation, the medical findings are forwarded to and
paid by the referring uniformed services’ medical treatment
facility. These medical findings are then used by the
uniformed services’ health care providers to prescribe the

necessary medical treatment.
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The USAF Medical Service refers to these services as
supplemental care and cooperative care services. The
distinction between these services is based solely upon the
patient’s beneficiary category, and is primarily for
accounting purposes. Services provided to active duty
members are referred to as supplemental care services while
services provided to other than active duty members are

referred to as cooperative care services (AFR 168-10,

1989:13).
S ice vided a tro
uniformed services’ medical treatment facility. Despite the

capability to supplement its resources, the uniformed
services’ medical treatment facilities can not always meet
the beneficiaries’ medical needs, and maintain control over
their medical care. This inability to meet their medical
needs may be caused by the urgency of need for health care
services such as in an emergency. In these situations, the
beneficiaries medical needs are controlled and provided by
health care providers external to the uniformed services’
medical treatment facility (AFR 168-10, 1989:3).
Furthermore, medical services provided within this category
have different guidelines based on beneficiary categories.
Active Duty. Active duty members are expected to
obtain their health care services at uniform services’
medical treatment facilities. However, under certain
circumstances, active duty beneficiaries may obtain medical

care at government expense from other medical treatment
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facilities. This is allowed for active duty members if:
medical care is necessary due to injury, disease, or illness
while in the line of duty; does not result from their own
misconduct or negligence; no uniformed services’ medical
treatment facility is available or "the available facility
can not provide the required care" (AFR 168-10, 1989:4-5).
In some situations where the need for medical care is
not an "emergency" and a uniformed services’ medical
treatment facility is not readily accessible to the active
duty member, it may be more cost effective for a civilian
health care provider closer to the member to provide the
medical services. A typical example is the active duty
member who is stationed at a geographically separated unit
(GSU) without on-site medical treatment facilities and has
to travel an extraordinary distance to receive medical
treatment at a uniformed services’ medical treatment
facility. In such situations, care may be provided to
active duty members at other than uniformed services’
medical treatment facilities at government expense as a
"convenience to the government" (Erickson, 1990).
Emergency services rendered to active duty members
without the prior knowledge of a uniformed services’ medical
treatment facility or as a "convenience to the government"
are referred to as Centrally Managed Allotment (CMA)
services. These services are represented by diagram D in

Figure 7. Centrally managed funds are utilized by each
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uniformed services’ medical treatment facility to pay for
these services (AFR 168-10, 1989:3-4).

ther tha 1V ty. The other beneficiary
categories receiving medical care are governed by guidelines
based upon outpatient and inpatient services.

Outpatient Services. Outpatient services
for other beneficiaries is less restrictive than for the
active duty beneficiaries, and is not dependent upon the
urgency of need for the service. These beneficiaries are
encouraged to utilize the uniformed services’ medical
treatment facilities or to use its Health Care Finder
service to locate and select local health care providers.
However, there is no requirement to obtain approval from or
have contact with a uniformed services’ medical treatment
facility prior to obtaining outpatient services from an
external service source (AFR 168-10, 1989:3-4; Erickson,
1990). Even if beneficiaries initially seek outpatient
services from the uniformed services’ medical treatment
facility, they may be referred to a health care provider
under the Civilian Health and Medical Program of the
Uniformed Services (CHAMPUS) because of the limited capacity
at the uniformed services’ medical treatment facility (AFR
168-10, 1989:3~-8). This transfers the control of the
beneficiary’s medical care and the financial responsibility
from the local uniformed services’ medical treatment

facility.
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Inpatient Services. The uniformed services’

medical treatment facility control inpatient services more
stringently than outpatient services for these
beneficiaries. The government will only assume financial
responsibility for inpatient services provided to these
beneficiaries with approval from the local uniformed
services’ medical treatment facility. After approval is
received, the control of the beneficiary’s medical care and
the financial responsibility for the services rendered are
transferred from the local uniformed services’ medical
treatment facility. The patient will cost-share the cost of
these services with the government. CHAMPUS funds are
utilized to pay the government portion of the bill. These
services are also represented by diagram D in Figure 7.

In summary, Figure 7 represents the continuum of
services provided through the USAF Medical Service. The
ACP, however, encompasses portions of two categories along

this continuun.

Alternative Care Program

Figure 8 illustrates the domain of the Alternative Care
Program (ACP). The ACP is comprised of supplemental care,
cooperative care, and Centrally Managed Allotment (CMA)
services. As discussed, supplemental and cooperative care
services are provided by other than the uniformed services’
medical treatment facility, but control of the beneficiary’s
medical care is maintained by the uniformed services’

medical treatment facility. Supplemental and cooperative
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care services are represented by diagram C in Figure 7 and
Figure 8. The CMA services involve services provided
primarily to active duty members in emergency situations.
CMA services are represented by diagram D in Figure 7 and
Figure 8. As illustrated in Figure 8, the ACP domain does
not include all of diagrams C and D (Erickson, 1990; AFR

168-10, 1988:12).
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A software application must be functionally adequate.
However, functional effectiveness is not necessarily the
only determinant of "good" software. In order to identify
other relevant determinants and considerations, an
exhaustive literature review was conducted.

Software applications must exhibit certain attributes
to capture and maintain user satisfaction. The consumer and
business industries have pressured the software industry
into an industry which fiercely competes on quality and
user-friendly products.

Software quality is one dimension of software
development which has not been adeguately addressed by the
software industry. Ideally, software quality should measure

everything from the programming code to software marketing.

Software Quality

Software is expected to function and fulfill two basic
expectations: correctness and satisfaction. These two
expectations are referred to as software functional quality
and software attribute quality respectively. Figure 9
illustrates how these expectations pertain to the software
development process. Most of the established software
design methodologies include techniques such as testing and
debugging to check software functional quality. However,
these are all post-development evaluation techniques which
do not necessarily improve quality, but evaluate it.

23




Unfortunately, software attribute quality is rarely
specified formally in the established methodologies.
Instead, the attributes affecting software quality are left
to the knowledge and discretion of the software developer

{Podolsky, 1985:119,123).
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Figure 9. Role of Expectations in Software
Quality (Podolsky, 1985:119)

Boehm relates software quality through attributes
identifiable and associated with seven characteristics:
portability, reliability, efficiency, human engineering,

testability, understandability, and modifiability (Boehm,
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1978:3-1; Chi, 1987:19). Each characteristic has attributes
which provide more specific and understandable terms that
can easily be structured into guidelines to access software
quality. The attributes, however, are not unique to each
characteristic and, in fact, are all related to more than
one of the seven characteristics (Podolsky, 1985:123).
Figure 10 illustrates the relationship between these
attributes, their characteristics, and software quality.

Software portability is the degree of independence in
operating on varying computer configurations which indicate
portability are device-independence and "self-
containedness" (Boehm, 1978:3-7 to 3-8).

Software reliability illustrates the ability to execute
the designed functions in an acceptable manner. Accuracy,
completeness, robustness, integrity, and consistency are the
attributes associated with this characteristic (Boehnm,
1978:3-14). Accuracy is considered in terms of the
precision required for acceptable performance.

Software efficiency represents the degree of task
accomplishment with minimal resources. The attributes for
this characteristic are accountability, device efficiency,
and accessibility (Boehm, 1978:3-16 to 3-20).

Software human engineering is the magnitude to which
functions are accomplished while minimizing the user’s time
and frustration. Accessibility and communicativeness are
the attributes which describe this characteristic (Boehn,

1978:3-22).
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Figure 10. Characteristics of Software Quality
(Boehm, 1978:3-19)
Software testability has the attributes of
accountability, accessibility, communicativeness, self-

descriptiveness, and structuredness.
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is the ease by which test criteria are defined, evaluated,
and used (Boehm, 1978:3-11 to 3-12).

Software understandability reflects how well the
software function, interrelationships, and documentation are
comprehended. Conciseness, structuredness, self-
descriptiveness, legibility, and consistency are the
applicable attributes.. Consistency is considered in terms
of uniformity that permits "content which is traceable to
the requirement" (Boehm, 1978:3~9). Conciseness must be
within a sensitive range; otherwise, it will conflict with
understandability (Boehm, 1978:3-4,3-7).

Software modifiability is simply the ease of change.
The attributes of augmentability and structuredness pertain
to this characteristic (Boehm, 1978:3-22).

Augmentability is the ease of expanding or abbreviating
the physical or logical capacity. Augmentability is much
easier with clearly defined, structured software (Boehm,
1978:3-15,3-21 to 3-22).

Software attribute quality is often perceived through
the ease of communicating with the software and the ease by
which the software satisfies the need to accomplish a task
(Podolsky, 1985:123; Raval, 1989:25). Often, software
attribute quality is discussed in terms of the software’s
capability to please the user, or user-friendliness (Oborne,
. 1985:245-247).

Closely related to software quality, user-friendliness

pertains more to the satisfaction received by the user.
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User-friendliness

User-friendliness appears to be a self-defining term
which has almost become a cliche in the software industry.
Yet, there is not a clear-cut working definition of user-
friendliness. Nevertheless, many common views are found in
the discussions among the experts.

Raval describes user-friendliness as helping the user
attain their goals in an easy to use, easy to learn,
predictable manner which also protects them from mistakes
(Raval, 1989:25). Furthermore, Raval states that input
devices, dialogue, information access, documentation, and
software features such as utilities, defaults, and
protective measures are "dominant" features of user-friendly
software (Raval, 1989:25). Raval also states that user-
frien@liness is often gained as a tradeoff for internal
control of the software. Despite this inverse relationship
between user-friendliness and control, he further adds:

The two need not be at odds with each other. There

is more to gain by using the strengths of user-

friendliness to improve the control environment . .

. . the objective is to determine if the dimensions

of the system play a synergistic rather than a

compromising role. (Raval, 1989:27)

For this reason, Raval points out that user-friendliness is
only one variable that ultimately affects user satisfaction
and should not be the sole criterion for developing or
selecting software (Raval, 1989:25).

Omotayo agrees with Raval as to the importance of user-
friendliness, especially during the application’s design.

He points out that a brilliant technical design is of little
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benefit if simple, useful features are omitted. Omotayo
goes on to report that successful systems must be adaptable
to different users. Although he acknowledges the
inmpossibility of satisfying each and every user, Omotayo
states "it is possible to narrow the gap between the various
skill levels" by making compromises between "ease-of-
learning, or ease-of-use for inexperienced users," and being
tolerable for experts or experienced users" (Omotayo, 1984:
16). He warns, however, that successful systems "do not
compromise between user-friendliness and ease-to-implement"
(Omotayo, 1984:16).

Inmon also reports that user-friendliness is only one
of the user’s needs to be fulfilled by software, but
probably the most important (Inmon, 1984:61). Likewise,
Howard states that user-friendliness is an important
software attribute which is "graded in a variety of ways"
with the most common being speed, menus, and help facilities
(Howard, 1987:30).

Despite the great interest in evaluating software in
terms of user-friendliness, technology constantly provides
improvements so that user-friendliness is a difficult goal
to achieve and a continuous process. Despite this dilemma,
assessing user-friendliness is further complicated by the
multitude of software attributes which can be evaluated.
However, three particular areas that comprise a significant
proportion of the assessment have been chosen for

discussion.
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User-friendliness involves a broad spectrum of
considerations. Within this spectrum, software "dialogue",
ergonomics, and documentation are three "dominant" areas in
determining user-friendliness (Raval, 1989:25).

Dialogue. Software dialogue is the method of
communicating between the user and the computer. Ideally,
the dialogue provides understanding for the user through its
features. Although the dialogue is an extremely important
determinant of user-friendliness, several factors must be
weighed carefully to select an appropriate one (Oborne,
1985:247).

The primary determinants that guide the selection of a
user-friendly dialogue is the user and the task. The user’s
knowledge and experience with the software is an obvious
factor in dialogue selection. Software users can be
categorized based on their general conceptual and semantic
knowledge, and their "procedural and grammatical" or
syntatic knowledge (Christie, 1985:215). At one extreme,
the inexperienced software user has no semantic or syntactic
knowledge while the experienced user will have both semantic
and syntactic knowledge. Normally, users of the same
software will have different experience levels.

Furthermore, a user’s knowledge level will vary with the
individual’s experience with using the software. Finally,
the type of task and the information pertaining to the task
often require different dialogue requirements. 1In short,

the dialogue must be flexible by minimizing tradeoffs
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between what the user’s knowledge, the task, and the task
information required (Christie, 1985:215-217).

Fortunately, multiple dialogue styles exist. These
dialogue styles range from simple question and answer to
more complex ones such as a natural language. Obviously,
each style has advantages and disadvantages depending upon
the operating environment. For these reasons, a hybrid
dialogue offers the flexibility to promote a user-friendly
dialogue (Christie, 1985:217-228).

The hybrid dialogue is not unique within itself, but
simply the combination of dialogue styles. By using
multiple dialogue styles in parallel, flexibility is
achieved since the user can select the most advantageous
dialogue. For example, a menu style used in parallel with a
command language style would be effective for situations
with users of different knowledge levels (Christie,
1985:222-223).

Although the software dialogue is optimized by using
parallel styles, other considerations must also be
incorporated to maximize user-friendliness.

Additionally, how a dialogue and its capabilities are
presented to the user is important to user-friendliness. To
ensure optimal presentation of the software dialogue,
straightforward rules of thumb are generally practiced.
Foremost, the available dialogue options should be displayed
when possible to make the user aware of the functions

available (Liffick, 1985:207-208). Furthermore, dialogue
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options should have simple, meaningful names or symbols.
Abbreviations are acceptable and encouraged for frequently
used options or long commands. However, abbreviations
should not compromise the user’s understanding of the
available options (Chi, 1987:275-276). Bullingerser
recommends that dialogues provide an option to reverse or
"undo" as well as the option to simply abort from a selected
option without serious consequences (Bullingerser and
Gunzenhauser, 1988:94; Christie, 1985:238; Liffick,
1985:207-208).

After the establishment of a dialogue style with an
optimal presentation style, a user-friendly software
dialogue will generally provide a help function as well as
an error handling capability (Chi, 1987:275-276).

The necessity for a help function increases with
software complexity (Chi, 1987:275-276). Although help
facilities benefit inexperienced users the most, they also
reduce frustration and provide reinforcement to experienced
users (Bullingerser and Gunzenhauser, 1988:46; Elkerton,
1988:345). In either case, all users benefit from reduced
reliance upon "hard copy manuals"; this allows them to give
greater attention to software tasks (Elkerton, 1988:346).
Ideally, a help function is available from any location
within the software through a "help key" and provides
information pertinent to the task being performed at the
time help is requested (Bullingerser and Gunzenhauser:46;

16-349). Finally, the help function should provide support
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to the error handling capability by assisting to correct
errors (Elkerton, 1988:345-346,349).

Ironically, increased user-friendliness increases the
potential for user-generated errors. However, a well-
planned error handling capability will minimize the
potential for any "fatal" errors and always assist by
providing specific, descriptive error messages (Liffick,
1985:192-193). Additionally, error messages should be
clearly distinguishable as errors to the user. Finally,
error feedback is more easily accepted when stated in
positive language (Liffick, 1985:190,219-220).

onomics. User-friendliness is also enhanced by
software ergonomics which "is primarily concerned with
interfaces between the computer and its human user"
(Bullingerser and Gunzenhauser, 1988:14). Ideally, software
maximizes the user’s abilities and minimizes their
frustration through functions which are simple and pleasing
to the user’s "human characteristics" (Bullingerser and
Gunzenhauser, 1988:13). More specifically, the software’s
visual appearance is important.

User-friendly software has additional ergonomic factors
which relate to how information is presented to the user.
Probably the most obvious aspect of the software dialogue is
the visual access of the computer screen or monitor (Tullis,
1988:393). Physical layout and color of the screen are the

primary considerations.
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Information display »n a computer screen must adhere to
ergonomic guidelines to ensure user-friendliness. If
possible, a consistent format for all display screens is
desirable. A consistent screen layout reinforces the
software dialogue since the user can expect to find certain
information at a particular screen location (Christie,
1985:230; 36:393). Often, this is accomplished by
dedicating specific screen areas for displaying information
concerning error status and dialogue status (Bullingerser
and Gunzenhauser, 1988:59). Symmetrical balance of the
information display strengthens readability as well as
decreases the time required to find information on the
screen (Bullingerser and Gunzenhauser:53; Chrisitie,
1985:230; Tullis, 1988:395). Likewise, the use of
standardized formats and alignments for different data types
will significantly improve data and screen readability
(Bullingerser and Gunzenhauser, 1988:53; Tullis, 1988:395).

Visual access is also dependent upon information
grouping (Tullis, 1988:395). Since standard display
monitors have physical display size limitations, the
information volume may require information structuring into
logical or relational display groups to minimize the user’s
mental effort (Bullingerser and Gunzenhauser, 1988:55).
Information grouping based on function, importance,
alphabet, or time will decrease search time (Christie,
1985:229). Graphical or color boundaries surrounding

display information are also an effective grouping
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technique. For instance, Tullis reports a decreased data
search time of 37 percent for information displayed in an
alphabetized, vertical sequence as compared to an
alphabetized, horizontal sequence. (Tullis, 1988:390, 395).

Safire best summarizes the importance of these screen
design concerns ". . . the goal in screen design is to
minimize keystrokes and maximize efficiency" (Safire,
1988:171).

Finally, the user-friendliness of software is affected
by the use of color in screen displays. Colors which
sharply contrast usually provide the clearest resolution.
For example, red and green, or blue and yellow are
recommended (Christie, 1985:233). Green is a versatile
color for information display because of its suitable
visibility over a broad range of brightness levels.
Furthermore, green, yellow, cyan, and white all have the
highest legibility when used on a dark background (Christie,
1985:231-232). Color for displaying information, however,
must be used judiciously because the use of more than four
colors per display screen is detrimental to readability, and
often displeases the user (Christie, 1985:233). Although
some display monitors do not have color capability, a color
effect using varying brightness levels, reverse video, and
flashing is possible (Bullingerser and Gunzenhauser,
1988:63). However, these techniques should be used very
conservatively because extensive use of reverse video causes

an annoying "crossword-puzzle effect" (Tullis, 1988:391-
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392). Finally, colors involving flashing or blinking
techniques should be used sparingly and appropriately since
they are usually associated with critical information such
as error messages (Tullis, 1988:393).

Documentation. Software documentation has become
increasingly important. Software documentation falls into
two categories: internal and external documentation.
Internal documentation has always been a necessity to ensure
programming continuity while the demand for external
documentation has become more important as software
complexity has increased. This is particularly true since
documentation is often used as a software training tool with
the objective of increased user proficiency (Blanding-Clark,
1984:47). Simply, the user expects to use documentation to
progress from knowing nothing about the software to
successfully mastering the software (Blanding-Clark,
1984:46). Wilkinson and Leonard best highlight the
importance of documentation by reporting that it ". . . is
the key to your new products’ usability . . . . the novice
user’s lifeline to the new system" (Wilkinson and Leonard,
1989:20).

The current criticisms of software documentation offer
an excellent basis for the development of user-friendly
documentation. Fowler and Roeger report that common
complaints are the result of extreme writing styles used to
develop software documentation. At one extreme, complaints

arise because the manual is "full of jargon" which seems to
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have been written by programmers. At the other extreme,
complaints arise because the manual is "too simple which
seems to have been written by English majors" (Fowler and
Roeger, 1986:21). Asteroff argues, however, software
documentation infrequently shows the user "how to apply
information and concepts to different situations" (Asteroff,
1985:4). Furthermore, Asteroff blames this deficiency
primarily on the inability of technical writers to view
themselves as "teachers" more than the possibility that the
software applications are "too complex to explain clearly in
writing" (Asteroff, 1985:5). Fortunately, these criticisms
have lead to a consensus regarding what constitutes user-
friendly software documentation.

Consistent findings exist pertaining to the
requirements for user-friendly software documentation.
Blanding-Clark reports that documentation should totally
define the software, use specific formats to clearly
communicate these definitions, and show relationships
between all the components which comprise the software
(Blanding-Clark:47). Liffick further expands upon Blanding-
Clark’s recommendations by further suggesting that user-
friendly documentation informs users of: (1) "just what the
system is all about," (2) hardware and software
requirements, (3) potential problems of the software, (4)
explicit start-up instructions, (5) introduction to help
facilities, (6) error messages with descriptive narratives

and "helpful hints" to correct the error, (7) input formats,
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(8) output descriptions and examples, and {Z) complete index
referencing (Liffick, 1985:326-335). Asteroff supports
these recommendations and further adds that "clear prose
narratives," the use of examples, "a comprehensive table of
contents," and "“an overall spacious design and layout" all
further enhance user-friendly documentation (Asteroff,
1985:7).

As Fowler and Roeger note, documentation style is
extremely important to ensuring user-friendliness. Rubens
reports that a recent survey of undergraduate and graduate
students indicated no evidence to support a positive
correlation between a person’s preference for more
sophisticated documentation and their computer expertise.

In fact, he further reports that the preferred "googd"
documentation has simple, conversational style (Rubens,
1986:59). Ledin also recommends that a good user’s guide is
written "for the intelligent person who is not a computer
expert" (Ledin, 1978:214-215). However, Ledin also adds
that writing "good" software documentation, like all written
documents, must focus on the audience’s subject knowledge

and their need-to~-know (Ledin, 1978:35).
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V. et

jective
The primary research objective was to develop a
comprehensive software application which simplifies and
enhances the management of the Alternative Care Program
(ACP). A secondary objective was to recommend improvements

to the ACP’s guidance or procedures.

ta Coll ion C

The most significant data sources pertaining to this

research are as follows.
ce Guij ce. Pertinent Air Force policies and

regulations were reviewed to identify all the Alternative
Care Program’s (ACP) management requirements by identifying
the inputs, outputs, and processes. The following Air Force
guidance was reviewed: AFR 12-35, Air Force Privacy Act
AFR 35-99, Nuclear Weapons Personnel Reljability
AFR 168-2, Medical Care Third Party Liabjlity
Notification; AFR 168-6, Persons Authorized Health Care,
Health Care Benefits, Charges and Billing Procedures:; AFR
168-10, Obtaining Medical and Dental Care From Civilian
Sources; AFR 170-5, Responsibility Center/Cost Center Codes:
AFR 177-101, General Accounting and Finance Systems at Base
Level; AFR 177-102, Commercial Transactions at Base Level:

and the Inspector General’s (IG) Health Services Management

1

Inspection (HSM1) checklist. The IG HSMI checklist for the
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ACP highlights many of the critical procedures and

information requirements established by the Air Force

regulations.
Air Force Surgeon General’s Questionnaire. In November

1989, the Air Force Surgeon General’s Office administered a
questionnaire pertaining to the Alternative Care Program at
the Medical Resource Management Symposium in Denver,
Colorado. Representatives from eighty-four percent
(102/122) of the 122 USAF medical treatment facilities
completed the questionnaire. Copies of the completed
questionnaires were reviewed for pertinent data. Although
this questionnaire provided an excellent data source, the
validity of this data would have been improved if
respondents from the Patient Administration Office (PAO) had
been included with the Medical Resource Management Office. A
copy of this questionnaire is provided in Appendix A.

Base Specific Information. Each of the 122 USAF
medical treatment facilities were asked to provide the
following information pertaining to the Alternative Care
Program for review: (1) base regulations, (2) base operating
instructions, (3) Inspector General’s (IG) Health Services
Management Inspection (HSMI) reports, (4) local ACP
evaluations performed in accordance with Air Force
Regulation (AFR) 168-10, Obtaining Medical and Dental Care
From Civilian Sources, (5) Air Force Form 1210, Civilian
Medical Services Accounts Control, (6) Air Force Form 676,
Authorization For Alternative Health Services, (7) Air Force
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Form 616, Fund Cite Authorization, (8) Standard Form 1034,

Personal, and (9) description of any related software

applications.

Overview of Particular Methods

The methodology for this research involves several
techniques to collect data and compile existing data in
support of the research questions. In order to adequately
address each research question and accomplish these
objectives, each research question has a slightly different

methodology as illustrated by Figure 11.

The Alternative Care Program Process

Question 1: What are the inputs, processes, and outputs
of the Alternative Care Program?

Tﬁe intent of this research question was to provide a
meaningful, comprehensive overview of the Alternative Care
Program (ACP) process. This was essential since no single
data source provides a comprehensive summary of the complete
process. As illustrated in Figure 11, four data sources
were used: (1) Air Force Surgeon General'’s questionnaire,
(2) Air Force guidance, (3) base specific guidance, and (4)
telephone interviews. These four data sources were used to
compile a fifth data source: a diagram with a narrative

which overviews the ACP process.
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Figure 11. Methodology Overview
Air Force Surgeon General’s Questionnaire. Several

questions in this questionnaire addressed how specific ACP
procedures which were accomplished at each base. The
guestionnaire responses for questions 5, 6, 7, 8, 9, 10,
ila, 11b, 1l1lc, 11d, 12, 13, 14, 15 were compiled to derive
the similarities and differences in the performance of ACP
procedures at USAF medical treatment facilities.

eview i Guj . Pertinent Air Force
policies and regulations were reviewed to identify all the
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ACP’s management requirements. This gquidance provided the
foundation for identifying inputs, outputs, and processes

involved in the ACP. The following Air Force guidance was

reviewed: (1) AFR 12-35, Air Force Privacy Act Program, (2)
AFR 35-99, Nuclear Weapons Personnel Reliability Program,
(3) AFR 168-2, Medical Care Third Party Liability
Notification, (4) AFR 168-6, Persons Authorized Health Care,
Health Care Benefits, Chardgdes and Billing Procedures (5) AFR
168-10, Obtaining Medical and Dental Care From Civilian
Sources, (6) AFR 170-5, Responsibility Center/Cost Center

Codes, (7) AFR 177-101, General Accounti and Fi ce
Systems at Base level, (8) AFR 177-102, Commercial
Transactions at Base Level, and (9) the Inspector General’s

Health Services Management Inspection checklist for the ACP.
Although the Air Force guidance provides all the necessary
instructions for meeting the minimum management standards,
additional insights into the ACP were identified by
reviewing the base specific information.

Review of Base opecific Information. The base

regulations, operating instructions, and forms were reviewed
to identify any deviations from the Air Force guidance for
possible improvements in the overall guidance.

Telephone Interviews. MAJCOM representatives were also
contacted to obtain additional information pertaining to the
ACP. These individuals are listed in Appendix B. These
interviews helped identify any unique ACP processes in the

MAJCOMs. The interview outline was pretested with a member
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of the Air Force Surgeon General’s Office prior to
contacting the MAJCOM representatives. Appendix C provides
the interview outline.

Alternative Care Program Diagram. A diagram was
developed from review of the Air Force guidance, the base
specific information, the Air Force Surgeon General'’s
questionnaire, and telephone interviews to provide a general
overview of the ACP. This diagram illustrates all the
pertinent entities related to the ACP as well as the
interactions between these entities. Because this diagram
only provides a visual overview, a written narrative was
added to provide a more comprehensive, meaningful tool for
describing the ACP process.

To ensure that the diagram and narrative accurately
reflected the ACP process, the MAJCOM representatives, who
were also interviewed for this research (Apprendix B), were
selected to verify the diagram and narrative. As Allen and
Helferich state, verification ensures that the "system" is
built right (Allen and Helferich, 1990:125).

The feedback received from these individuals was
researched in the Air Force guidance. Telephone interviews
were conducted with the individuals performing the
verification to clarify their comments as well as conduct an
interview as outlined in Appendix C. Upon clarifying and
researching their comments, the diagram and narrative were

revised as illustrated in Appendix D and E respectively.
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Potential Improvement Areas

Question 2. What areas of the Alternative Care Program
require improved management?

To identify improvement areas for the Alternative Care
Program (ACP), deficiency areas identified in the following
data sources were reviewed: (1) the Air Force Surgeon
General’s questionnaire, (2) Inspector General (IG) Health
Services Management Inspector (HSMI) reports, (3) annual
evaluations performed in accordance with AFR 168-10, and (4)
telephone interviews with MAJCOM representatives.

Air Force Surgeon General’s Questionnaire. Two open-
ended questions in this questionnaire (Appendix A) pertained
to suggested improvements to the ACP. The responses for
questions 17 and 18 were reviewed in a listing to identify
similar imprcvement suggestions.

lé HSMI Reports. The IG HSMI reports result from using
a standardized checklist to evaluate the ACP at each USAF
medical treatment facility. Although the individual
differences between inspectors may bias these reports, this
checklist provides a common methodology to promote objective
evaluations. Only the IG HSMI report sections pertaining to
the ACP (implication code FAF) were reviewed for common
trends. The IG HSMI checklist which was used as the basis
for these IG HSMI reports is provided in Appendix F.

Base Specific Information. AFR 168-10 requires that
each USAF medical treatment facility evaluate their ACP

annually. AFR 168-10 specifies that the review will:
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Assess use of the supplemental and cooperative care

program, identify medical services provided frequently

in the civilian sector, and recommend ways to improve

cost controls. (AFR 168-10, 1989:16)
These evaluations were reviewed to identify common ACP
deficiencies and strengths similar to the review of the IG
HSMI Reports. Since these evaluations do not have a common
kasis like the IG HSMI checklist, the ACP’s critical areas,
which these evaluations should assess, were identified in
AFR 168-10. To simplify the review of these evaluations fori
common trends, these critical areas were used in a question
format (Appendix G) to review each evaluation.

elephone tervi . MAJCOM representatives (Appendix
B) were contacted primarily to obtain additional information
pertaining to the ACP in support of research question 1.

These interviews also identify suggested improvements to the

ACP. Appendix C provides the interview outline used.

Compute ardware and So
Question 3: What hardware and software resources are
available to base level managers of the
Alternative Care Program?
Data collected by the Air Force Surgeon General’s
questionnaire was used extensively to support this research
question. Specifically, the responses from question 2 were

tabulated to determine the computer resources available to

Alternative Care Program (ACP) personnel.

Alternative Care Program Software Requirements

Question 4: What are the requirements for the planned
software application?
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To objectively answer this research question, a
requirements checklist was developed for management of the
Alternative Care Program (ACP) and for user-friendly
software. These requirements were selected from the
findings of research question 1, 2, and 6 and their
respective data sources, and listed in Appendix H. To
evaluate these software applications, these requirements
were translated to correspond with the components of a
decision support system (DSS).

Davis states that a DSS has five components: (1)
database, (2) database management facilities, (3) modeling
component, (4) report generator, and (5) user interface
(Davis, 1988:75). For this research, the criteria for the
database, modeling component, report generator and user
interface were referred to in this research as the data,
output, management features, and user interface features
respectively. Although the database management (DBM)
facility is an extremely important component, it was not
included in this evaluation checklist since its design has
little dependency upon the functional requirements of the
process being supported (Davis, 1988:77).

The following summarizes the selected requirements as
applied to the DSS components:

Data. The application should have a complete data
dictionary to provide complete automated support of the

Alternative Care Program (ACP).
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Output. The application should have the ability to
completely automate support of the ACP.

User- er t . The application should have
an adequate user-interface with documentation.

Management Features. The application should be more
closely aligned to a decision support system than a

management information system.

ti t ti C m_So e

Question 5: Are there any existing software applications
which can be modified or enhanced?

The idea of automating the Alternative Care Program
(ACP) is not a new one. Among others, the Inspector
General’s (IG) Health Services Management Inspection (HSMI)
representatives for the ACP have recommended the use of ACP
software applications to numerous bases. As a result of
their recommendations, these bases have developed software
applications to assist in managing the ACP

Two data sources were used to address this research
question: the Air Force Surgeon General'’s questionnaire and
software applications developed to support the ACP
management.

Air Force Surgeon General’s Ouestionnaire. Two
guestions in this questionnaire (Appendix A) identified the
functions performed by existing ACP software applications.
The questionnaire responses for questions 3 and 4 were

compiled to determine the common functions of the developed
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applications and the common software languages used to
develop these applications.

Base Specific Information. Based on the responses from
the Air Force Surgeon General’s questionnaire, all bases
with ACP related software applications were solicited to
submit evaluation copies. Each software application was
evaluated using the checklist developed from the findings
for research question 4 (Appendix H). Using these criteria,
the strengths and weaknesses of these applications were
identified. 1In addition, each of these applications were
evaluated in consideration of Boehm’s characteristics of
software quality: portability, understandability,

efficiency, and modifiabililty (Boehm, 1978:3-19).

Characteristics of User-friendly Software
Question 6: What are the important user-friendly

characteristics that should be included in
the developed application?

To support this research question, a literature review
was conducted to identify the characteristics of quality and
user-friendliness in software applications. 1In this
discussion, Boehm’s characteristics of software quality were
introduced, and the implications upon user-friendliness of
the user-interface, ergonomics, and documentation were

identified.

Alternative Care Program Software Prototype

Question 7: Can a prototype software application be
developed to demonstrate the potential
benefits of using automation to manage the
Alternative Care Program?

49




The findings of the research questions 1 through 6 were
used to support this research question.

Additionally, an application development model was
selected to structure the development process. Since it is
necessary to ensure that the users’ requirements are
reflected in the developed software, the development
strategy must account for information variability and
uncertainty. The degree of uncertainty associated with the
project size, degree of structure, user task comprehension,
and developer-task proficiency must all be considered (Davis
and Olson, 1985:564-565). For these reasons, the System
De7elopment Life Cycle Model was selected to guide the
development process.

System Development Life Cycle (SDLC) Model. Davis and
Olson fecommend this model as a development strategy in
situations with low to medium uncertainty. Furthermore, the
SDLC model provides a specific framework "by which an
application is conceived, developed, and implemented" (Davis
and Olson, 1985:572-573). By segmenting the process into a
logical flow, each phase’s expected outcomes are easily
identified (Davis and Olson, 1985:573).

Variations within the SDLC Model are permitted if
additional techniques will strengthen the model. Harrison
reports prototyping may be used in conjunction with the
SDLC. He warns, however, that "the use of prototyping in
this manner may blur the distinction between the stages of
development" (Harrison, 1985:24). In reality, both the SDLC
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and prototyping methodologies often overlap and compliment
each other. In fact, at any time of the application’s
development, it may be difficult to distinguish the primary
development methodology (Emmelhanz, 1990). By allowing a
user to "try out" a product, user feedback stimulates
further software refinements (Davis and Olson, 1985:569-
570). In short, this iterative process supports validation
and minimizes risk in the continued development process
(Harrison, 1985:24).

The available information related to the ACP’s
management requirements and tasks fall well below the
category of medium uncertainty since the ACP has been
manually managed since inception. For this reason, the SDLC
Model is appropriate for use in this research. However,
software prototyping was used in this research to strengthen
the SDLC model, and to minimize the uncertainty associated
with the automation of the manual ACP procedures.

The SDLC Model has three stages: (1) definition, (2)
development, and (3) installation and operation (Davis and
Olson, 1985:572-573).

Definition. The desired outcome for this phase
was a conceptual design of the software including concurrent
development of documentation. To accomplish this outcome,
the definition phase was accomplished in two steps: (1)
information requirements analysis, and (2) conceptual design

(Davis and Olson, 1985:576-577).
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Information Requirements Analysis. This
initial step identified the information required to manage
the ACP. A preliminary information requirements analysis
was completed through the findings of research guestion 1,
2, 3, 4, 5, and 6.

The ACP diagram (Appendix D) and associated narrative
(Appendix E) from the findings of research question 1 were
the primary basis for the information requirements analysis.

Conceptual Desian. The next step in the
definition phase was the development of a conceptual design
based on the information requirements analysis using
structured analysis tools (Davis and Olson, 1985:572-573).
Structured analysis tools offer concise, graphical
representation to promote understanding and consistency
while minimizing redundancy in design (Page-Jones, 1980:58).
Colter also recommends using multiple tools to compliment
one another and strengthen the development methodology
(Colter, 1984:64).

For these reasons, three structured analysis tools were
utilized: data flow diagrams, data dictionary, and decision
tables.

Data flow diagrams (DFD) were one of the structured
analysis tools used. Ostle describes DFDs as a "“graphical
model of the logical relationships within a system" (Ostle,
1985:93). Colter reports that the strength of DFDs is the
"ability to completely represent data flows" (Colter,

1984:62). Page-Jones considers data flow diagrams as a
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“principle tool of structured analysis" which clearly
represents the "active components of the system and the data
interfaces between them" (Page-Jones, 1980:59). Generally,
this design method uses "information flow as a driving force
for the software design process" (Yau and Tsai, 1986:714).

DFDs, however, do have some shortfalls. Primarily,
DFDs are often oriented toward technical insteau of user
communication. Furthermore, they do not provide strong
coverage of the input and output detail for an application,
and no coverage of the application’s data structure. For
this reason, Colter reports that "users often find them
initially confusing" (Colter, 1984:62). Another weakness of
DFDs is that no consideration is given for "transaction
volumes or timing" (Ostle, 1985:95). To strengthen the
design for the DFD’s weaknesses, two other structure
analysis tools were also used.

A data dictionary was developed to strengthen the
design of the software’s database structure (Colter,
1984:62-63; Ostle, 1985:96). The data dictionary provided a
descriptive specification of the data elements as well as a
foundation for the development of system documentation by:
(1) cross-referencing data element relationships and key
field specifications, and (2) including data element
descriptions, record type, record size, and input and output
format (Modell, 1980:72-74; Ostle, 1985:98-99).

Finally, decision tables were developed to strengthen

the design of the software’s control structure. These
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tables represented the relationships between decision
conditions and actions (Ostle, 1985:101). In particular,
the decision tables were used for the tri-service
beneficiary codes, family member prefix codes, Element
Expense Investment Codes (EEIC), Responsibility Center/Cost
Center (RC/CC) codes, and fund citations.

eve . The physical design as well as the
program structure and development were accomplished during
this phase (Davis and Olson, 1985:574). A field test was
also conducted.

Before physical software development began, the
computer resources available to ACP managers as reported in
the findings of research question 3 were considered. By
developing an application to operate on existing hardware
and using existing software, costs could be minimized, and
yet not constrain future enhancements to the application.
As reported by research question 3, adequate hardware and
software resources are available to ACP personnel. However,
a variety of software languages were available and being
used by ACP personnel. This was evidenced by the findings
of research question 4 that report three different software
languages being used in existing ACP software applications.
A specific software language was selected for the
developnment of this prototype.

Software. The standard for database
management software, however, has continued to change with

new technology. Ashton Tate’s next generation of dBase™
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software, dBase III Plus™, was recommended and used as the
database management software in two previous AFIT theses
completed in 1988 (Beard, 1988:11-12; Thomas, 1988:77).
Although dBase IV™is the most recent release in the dBase™
series, this product has yet to gain user acceptance because
of the numerous "bugs" (Swartz, 1989: 99). However,
Nantucket’s Clipper™, a dBase™ clone, presently represents
the best alternative since its command language expands
beyond the capabilities of the dBase™ language, and utilizes
a compiler to increase software execution speed. Besides
increased execution speed, Clipper™ applications only
require the disk operating system (DOS) software to operate
on any IBM™ compatible microcomputer. This provides
software portability at a greatly reduced cost (Schwartz,
1989:101; Tiley, 1988:12-13). Finally, the Office of the
Air Force Surgeon General has been satisfied with other
small computer applications developed in Clipper™
(Erickson, 1990). For these reasons, Clipper™was used to
develop a prototype software application called the
Alternative Care Assistant.

eve m . Next, the programming
code was prepared using three development tools: (1)
Wallsoft’s UI Programmer™, (2) Concentric Data Systems’ R &
R Relational Report Writer™, and (3) Concentric Data
Systems’ R & R Relational Report Writer Code Generator™.

The UI Programmer™ is an object-oriented program

generator. Because of its object-oriented basis, the UI
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Programmer™ decreases development time by generating
programming code in the selected programming language from
the designed objects. This allows the program code to be
created or modified within minutes and provides a more
iterative approach to the SDLC methodology (Wallsoft,
1989:1-3).

Both the Concentric Data Systems’ R & R Relational
Report Writer™, and Concentric Data Systems’ R & R
Relational Report Writer Code Generator™ were used to
supplement the report writer function of Clipper™. These
development tools also decreased development time and
allowed the development of more complex reports. Since the
R & R Relational Report Writer™ is executable directly from
Clipper™, initial testing of reports was accomplished
without using the R & R Relational Report Writer Code
Generator™. After the reports were tested and corrected,
the R & R Relational Report Writer Code Generator™was used
to transform the R & R Relational Report Writer™ report into
Clipper™ source code. The capability to transform these
reports into source code reduced the additional software
required by the prototype. Like the UI Programmer™, this
decreased development time and added flexibility to the SDLC
methodology when changes were necessary (Concentric Data
Systems, 1988; Concentric Data Systems, 1990).

nitia esting. During development of the source
code, the application modules were tested to ensure

functionality and usability. 1Initial or alpha testing was
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performed by cross-referencing the data dictionary and the
decision trees to the source code (Modell, 1980:177-178).
Likewise, sample output was generated and checked. All
decision actions represented in the decision tables were
tested to ensure the appropriate alternative was executed.
Concurrently, user and system documentation were also
checked for consistency with the conceptual design (Ledin,
1978:214-215). The scope of testing primarily focused on
evaluating the software’s capability to protect the
database’s integrity, handle errors, and function logically.
Preliminary testing was continued until the application
functioned like the conceptual design (Modell, 1980:177-
178). Upon completion of this initial testing, a field test
was conducted.

Field Testing. The application was field tested

at USAF Medical Center Scott, Scott AFB, Illinois from 25-
27 June 1990. This site was selected for the following
reasons. First, the Alternative Care Program (ACP) at this
location was managed manually. This allowed a comparison
between the manual and automated procedures. Second,
executive management was supportive of the field test.
Allen and Helferich as well «s Davis report that management
support is a key issue when developing an application (Allen
and Helferich, 1990:110; Davis, 1988:28-46). Finally, this
USAF medical treatment facility has over 100 operating beds.
Thus, the expected ACP workload provided a more rigorous

test of the prototype.
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The field test consisted of the following: (1) review
of all data screens, (2) adding data to the database, (3)
editing data to the database, and (4) printing of selected
reports. Upon completion of the field test, corrections to
the application were made.

Installation and Operation. Since the objective of
this research was to develop a prototype, the final SDLC
phase was not a part of this research (Davis and Olson,
1985:576~577). However, portions of the conclusions and
recommendations in Chapter 5 are relevant to this phase, and
should be considered during further development of the

prototype into an operational application.
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V. indj d_Discus

The findings and discussion are presented for each of
the research questions. 1In many of these discussions,
tables have been used to display pertinent data. Although
this research was not intended to provide any conclusions or
comparisons of the data by USAF major command, the data has
been presented for each USAF major command. This was done
solely for the major commands interested in conducting
additional research in the areas addressed by this research.
Since the small sample size for each major command causes
the percentages to be greatly affected by one or two
responses, the aggregate totals are a more useful means of
detecting trends for the purposes of this research.

Finally, many of the tables list DOD facilities adhering to
Air Force guidance. These are medical treatment facilities
which are located on USAF bases, but are within a Joint

Military Medical Command (JMMC).

The Alternative Care Program Process
Question 1: What are the inputs, processes, and outputs

of the Alternative Care Program?

Figure 11 illustrates that five separate data sources
were used to answer this research question: Air Force
Surgeon General’s Questionnaire (Appendix A), Air Force
guidance, base specific information, telephone interviews,
and the Alternative Care Program (ACP) diagram (Appendix D).

Although the ACP diagram reflects the overall findings for
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this research question, the findings from the other four
data sources are highlighted to illustrate their
significance to the development of the ACP diagranm.

Air Force Surgeon General’s Questionnajre. Several
questions from this questionnaire were relevant to this
research question. These questions pertained to how
specific ACP procedures are accomplished, who is responsible
for specific ACP procedures, and the frequency of occurrence
for specific situations related to the ACP.

Questions 1la, 11b, 11c, 11d, and 14 all pertain to how
specific ACP procedures are accomplished. Presently, the
Air Force guidance does not specify a format or method to
accomplish many of the routine ACP procedures.

Nevertheless, the Inspector General’s (IG) Health Services
Management Inspectors (HSMI) expect adequate supporting
documentation for the tasks being accomplished. Despite
this fact, the responses to these questions indicate that
the telephone is the most frequently used method of
communication in resolving problems and handling conplex
cases. However, form letters are also used by many bases
for initial and routine notifications. Responses for
question lla are provided in Table 1.

Question 11b pertains to bills with charges that appear
excessive. Excessive is generally considered to be any
amount that is greater than the CHAMPUS allowable cost or
greater than the price agreed upon prior to the service

being received. Like the responses for question 1lla, the
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telephone was the most prevalent method of communicating in
these situations. Table 2 sur.uarizes the responses to this

question.

TABLE 1

METHOD TO COMMUNICATE ERRONEOUS CHARGES'

TOTAL

FORM LETTER TELEPHONE OTHER RESPONSES
MAJCOM £ % £ 3 £ 2 £
AAC 0 0% 2 100% 0 0% 2
AFLC 2 33% 4 67% 0 0% 6
AFSC 1 14% 4 57% 2 29% 7
ATC 6 35% 11 65% 0 0% 17
AU 1 50% 1 50% 0 0% 2
MAC 7 39% 11 61% 0 0% 18
OTHER ? 1 50% 0 0% 1 50% 2
PACAF 5 42% 7 58% 0 0% 12
SAC 10 31% 22 69% 0 0% 32
SPACECOM 0 0% 1 100% 0 0% 1
TAC 8 40% 12 60% 0 0% 20
USAFA 0 0% 1 100% 0 0% 1
USAFE 11 35% 17  55% 3 10% 31
TOTAL 52 34% 93 62% 6 4% 151
Notes:

1. Multiple responses allowed for this question.
2. DOD medical facilities adhering to USAF guidance.

Question 1l1lc pertains to those instances when the
government will not pay for certain charges. Usually, these
charges are for unauthorized services such as personal

telephone charges during an inpatient treatment. To avoid

misunderstandings with the health care provider or the
patient, both are usually notified immediately. Otherwise,
the health care provider and the patient may mistakenly

assume that the government is responsible for the entire
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bill. Although a form letter is frequently used in these
situations, the telephone was still the most prevalent
method used in these situations. Table 3 lists the

responses to this question.

TABLE 2

METHOD TO COMMUNICATE EXCESSIVE CHARGES'

TOTAL

FORM LETTER TELEPHONE OTHER RESPONSES
MAJCOM £ _5_ & % £ 3 F 2
AAC 1 33% 2 67% 0 0% 3
AFLC 2 33% 4 67% 0 0% 6
AFSC 1 14% 4 57% 2 29% 7
ATC 6 35% 11 65% 0 0% 17
AU 1 50% 1l 50% 0 0% 2
MAC 6 33% 11 61% 1 6% 18
OTHER ? 1 100% 0 0% 0 0% 1
PACAF 6 46% 7 54% 0 0% 13
SAC 10 32% 20 65% 1 3% 31
SPACECOM 1 100% 0 0% ¢} 0% 1
TAC- 3 20% 11 73% 1 7% 15
USAFA 0 0% 1l 100% 0 0% 1
USAFE _6 32% 11  58% 2 11% 19
TOTAL 44 33% 83 62% 7 5% 134
Notes:

1. Multiple responses allowed for this question.
2. DOD medical facilities adhering to USAF guidance.

Question 11d pertains to the AFR 168-10 requirement to
nctify service providers if payment to them can not be paid
within 30 days from the time an itemized bill is received.
Presently, AFR 168-10 suggests that the Medical Resource
Management Office process bills in 15 days or less, so that
the Accounting and Finance Office has adequate time to pay

the bill within 30 days of the receipt. Notification does
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not, however, relieve the government from paying interest on
bills not paid within 30 days from receipt (AFR 168-10,
1989:8). Some bases also use a form letter to inform the
service provider that payment will be delayed, or to request
an itemized bill. Table 4 provides a summary of the

responses to this question.

TABLE 3

METHOD TO COMMUNICATE THAT GOVERNMENT 1S NOT
RESPONSIBLE FOR CHARGES

TOTAL

FORM LETTER TELEPHONE OTHER RESPONSES
MAJCOM £ % £ _3%_ £ 2 3
AAC 0 0% 2 100% 0 0% 2
AFLC 3 43% 3 43% 1 14% 7
AFSC 1 14% 3 43% 3 43% 7
ATC 6 38% 8 50% 2 13% 16
AU 1 50% 1 50% 0 0% 2
MAC 9 53% 7 41% 1 6% 17
OTHER* 1 100% 4] 0% 0 0% 1
PACAF 6 55% 5 45% 0 0% 11
SAC 13 45% 16 55% 0 0% 29
SPACECOM 1 100% 0] 0% 0 0% 1l
TAC 7 39% 11 61% 0 0% .8
USAFA 1 100% 0 0% 0 0% 1
USAFE -8 30% 1z 63% 2 2% 27
TOTAL 57 41% 73 53% 9 6% 139
Note:

1. DOD facilities adhering to USAF guidance.

Question 14 pertains to the procedures required by AFR
168-2 for notifying the Patient Administration Office (PAO)
about third party liability cases. Based on the responses
to this question, the SF Form 1034 is commonly used to

coordinate these cases between the Medical Resource
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Management Office (MRMO) and the PAO whenever payment is
made on a potential third party liability case. Although
this response was not a standard response for this question,
40 percent (40/101) of the bases use this method. As a
result of this method, the frequency at which form letters
and the telephone were used decreased to only 20 percent
(20/101) and 22 percent (22/101) of the bases respectively.

Table 5 summarized the responses to question 14.

TABLE 4

METHOD TO COMMUNICATE TO SOURCE PROVIDERS
WHEN PAYMENT IS DELAYED'

TOTAL

FORM LETTER TELEPHONE OTHER RESPONSES
MAJCOM £ 3 £ 3 & & £
AAC 1 33% 2 67% 0 0% 3
AFLC 1 20% 4 80% 0 0% 5
AFSC 1 25% 1 25% 2 50% 4
ATC 6 40% 9 60% 0 0% 15
AU 0 0% 1 100% o 0% 1
MAC 5 38% 7 54% 1 8% 13
OTHER ? 1l 50% 1 50% 0 0% 2
PACAF 7 64% 4 36% 0 0% 11
SAC 16 48% 17 52% o] 0% 33
SPACECOM 0 0% 0 0% 1 100% 1
TAC 5 38% 6 46% 2 15% 13
USAFA 0 0% 1 100% 4] 0% l
USAFE 10 42% 12 50% 2 8% _24
TOTAL 53 42% 65 52% 8 6% 126
Note:

1. Multiple responses allowed for this question.
2, DOD medical facilities adhering to USAF guidance.

Question 6, 9, 12, and 15 identify who is responsible

for specific ACP procedures. Review of these questions
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provided some understanding of how the bases assign
responsibilities and implement procedure controls to ensure
adequate ACP management. Although some of these
responsibilities are identified in the existing guidance,

some deviations are noted at various bases.

TABLE 5

METHOD OF COORDINATING THIRD PARTY LIABILITY CASES

FORM SF FORM TOTAL

LETTER PHONE 1034 OTHER RESPONSES
MAJCOM £ 3 £ % £ 3 ¥ % £
AAC 0 0% 1 33% 1l 33% 1 33% 3
AFLC 0 0% 2 50% 2 50% 0 0% 4
AFSC 1l 25% 0 0% 3 75% 0 0% 4
ATC 2 17% 2 17% 6 50% 2 17% 12
AU 1 50% 0 0% 1 50% 0 0% 2
MAC 2 17% 3 25% 4 33% 3 25% 12
OTHER' 1 100% 0 0% 0 0% 0 0% 1
PACAF 4 44% 4 44% 0 0% 1 11% 9
SAC 2 10% 4 19% 13 62% 2 10% 21
SPACECOM 1 100% 0 0% 0 0% 0 0% 1
TAC 2 18% 1 9% 5 45% 3 27% 11
USAFA 1l 100% 0 0% 0 0% 0 0% 1
USAFE -3 15% _5 25% _5 25% _7 35% 20
TOTAL 20 20% 22 22% 40 40% 19 19% 101
Note:

1. DOD medical facilities adhering to USAF guidance.

Question 6 indicates which office at these bases
receives the bills from the health care providers. The
Patient Administration Office (PAO) at 36 percent (37/102)
of the bases and the Medical Resource Management Office
(MRMO) at another 59 percent (60/102) of the bases have the

ACP bill sent directly to their offices (Table 6). It is

65




surprising to find that most bases have the bill sent to the
MRMO since AFR 168-10 specifies that the "PAO will provide
the MRMO with verification upon receipt" of the bill (AFR
168-10, 1989:16). Although this deviation compromises the
PAO’s control over filing the medical results in the
patient’s medical records, it does streamline the payment
process for the MRMO, and helps avoid interest expenses

resulting from delinquent payments (AFR 168-10, 1989:8).

TABLE 6

OFFICE OF PRIMARY RESPONSIBILITY FOR RECEIPT OF ACP BILLS

TOTAL

HBA MRMO PATIENT OTHER RESPONSES
MAJCO & 2 & 3 £t 32 £ 2 t
AAC 1 50% 1 50% 0 0% 0 0% 2
AFLC 1 25% 3 75% 0 0% 0 0% 4
AFSC 1 25% 2 50% 0 0% 1 25% 4
ATC 3 27% 8 73% 0 0% 0 0% 11
AU 0 0% 1 100% 0 0% 0 0% 1
MAC 5 42% 5 42% 0 0% 2 17% 12
OTHER * 0 0% 2 100% 0 0% 0 0% 2
PACAF 1 13% 7 88% 0 0% 0 0% 8
SAC 10 43% 11 48% 0 0% 2 9% 23
SPACECOM 0 0% 1 100% 0 0% 0 0% 1
TAC 4 33% 8 67% 0 0% 0 0% 12
USAFA 1 100% 0 0% 0 0% 0 0% 1
USAFE 10 483 11 523 0 0% 0 0% 21
TOTAL 37 36% 60 59% 0 0% 5 5% 102
Note:

1. DOD medical facilities adhering to USAF guidance.

Furthermore, the MRMO, not the PAO, is responsible for

maintaining the data necessary to control the ACP on the AF
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Form 1210. This data is useful in monitoring the payment
status of these bills (AFR 168-10, 1989:12).

Table 7 has the responses for question 9 and indicates
that the PAO and MRMO maintain the local health care
providers’ price lists at 27 percent (26/96) and 21 percent
(20/96) of the bases respectively. However, 46 percent
(44/96) of the bases report that these price lists are
maintained by both the MRMO and PAO. The Health Benefits
Advisor, who schedules ACP appointments and is functionally

assigned to the PAO, has the greatest need for these lists.

TABLE 7

OFFICE OF PRIMARY RESPONSIBILITY
FOR MAINTAINING PRICE LISTS

PAO & TOTAL

PAO MRMO MRMO OTHER RESPONSES
MAJCOM £ 3 £ % ¢t % £ _% £
AAC 1 50% 0 0% 1 50% 0 0% 2
AFLC 1 25% 0 0% 3 75% 0 0% 4
AFSC 2 50% 0 0% 2 50% 0 0% 4
ATC 4 40% 2 20% 3 30% 1 10% 10
AU (o) 0% 1 100% 0 0% 0 0% 1
MAC 3 27% 3 27% 3 27% 2 18% 11
OTHER * o 0% o 0% 0o 0% 1 100% 1
PACAF 1 13% 3 38% 3 38% 1 13% 8
SAC 4 18% 3 14% 14 64% 1 5% 22
SPACECOM 0 0% 0 0% 1 100% 0 0% 1
TAC 6 50% 0 0% 6 50% 0 0% 12
USAFA 0 0% 0 0% 1 100% 0 0% 1
USAFE 4 21% 8 42% _7 37% O 0% 19
TOTAL 26 27% 20 21% 44 46% 6 6% 96
Note:

1. DOD medical facilities adhering to USAF guidance.
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However, the Inspector General’s Health Services Management
Inspection (HSMI) checklist (Appendix F) highlights
responsibilities which require the MRMO to have access to
these price lists. Hopefully, these bases do this in a
cooperative effort so that the same price lists are easily
accessible by both offices. Unfortunately, no insight is
provided about bases which do not maintain price lists.

In reviewing Table 7, an adjustment must be made for
the overseas locations (Table 8). Although these locations
must also maintain price lists, the usefulness of these
price lists at these locations is limited since price is not

be the primary criterion when selecting a health provider.

TABLE 8

OFFICE OF PRIMARY RESPONSIBILITY FOR
MAINTAINING PRICE LISTS AT CONUS BASES

PAO & TOTAL

PAO MRMO MRMO OTHER RESPONSES
MAJCOM ¢ X £ %5 ¢t X % % £
AAC 1 50% 0 0% 1 50% 0 0% 2
AFLC 1 25% 4] 0% 3 75% 0 0% 4
AFSC 2 50% 0 0% 2 50% 0 0% 4
ATC 4 40% 2 20% 3 30% 1 10% 10
AU 0 0% 1 100% 0 0% 0 0% 1
MAC 3 27% 3 27% 3 27% 2 18% 11
OTHER ! 0 0% 0 0% 0 0% 1 100% 1
SAC 4 18% 3 14% 14 64% 1l 5% 22
SPACECOM 0 0% 0 0% 1 100% 0 0% 1
TAC 6 50% 0 0% 6 50% 0 0% 12
USAFA 0 _0% _0 _0% _1 100% Q0 0% -
TOTAL 21 30% 9 13% 34 49% 5 72 69
Note:

1. DOD medical facilities adhering to USAF guidance.




If only continental United States (CONUS) bases are
considered from Table 7, the total percentage of MRMO
maintaining price lists decreases by eight percent while the
total percentage of HBA only decreases by three percent.
Table 9 reports the responses for question 12 which
pertains to how ACP personnel are notified about the
cancellation of scheduled appointments at civilian health
care providers. Notification of an appointment cancellation

ensures that obligated funds are reprogrammed for other use.

TABLE 9

HOW ALTERNATIVE CARE CLERKS FIND OUT ABOUT
CANCELLED APPOINTMENTS®

HBA & TOTAL

PATIENT PAO MRMO OTHER RESPONSES
MAJCOM £ % - £ _3_ £ % £ % 4
AAC 0 0% 2 67% 1 33% 0 0% 3
AFLC 1 25% 1 25% 2 50% 0 0% 4
AFSC 0 0% 4 67% 1 17% 1 17% 6
ATC 4 19% 8 38% 9 43% 0 0% 21
AU 0 0% 1 50% 1 50% 0 0% 2
MAC 1 7% 6 43% 5 36% 2 14% 14
OTHER * 1 50% 0 0% 1 50% 0O 0% 2
PACAF 1 10% 5 50% 4 40% 0 0% 10
SAC 2 6% 15  43% 14 40% 4 11% 35
SPACECOM 0 0% 1 100% o 0% 0 0% 1
TAC 1 6% 9 53% 7 41% cC 0% 17
USAFA 0 0% 1 50% 1 50% 0 0% 2
USAFE 4 7% 14 52% 10 37% 1 43 27
TOTAL 13 9% 67 47% 56 39% 8 6% 144
Notes:

1. Multiple responses allowed for this question.
2. DOD medical facilities adhering to USAF guidance.
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Otherwise, these funds are "lost" to the local USAF medical
treatment facility’s budget since the funds expire at the
end of the fiscal year. The bases report that 47 percent
(67/144) of the cancellations are reported to the MRMO
Alternative Care Clerk by the Patient Administration Office
Unfortunately, 39 percent (36/144) of the bases indicate
that appointment cancellation are discovered by MRMO follow
up. In reality, the patient is heavily relied upon for this
notification. However, Table 9 indicates that the MRMO is
notified by the patient in only 9 percent (13/144) of the
time. Since there is a heavy reliance upon MRMO follow up,
the ability to avoid the loss of funds greatly depends upon
the capability to identify past due items. The manual
procedures prescribed by AFR 168-10 are not effective for
this type of monitoring. Since these follow ups create
additional work for the MRMO, such tasks are usually
performed as allowed by their work schedule or in response
to either a problem, an inspection, or end of the fiscal
year. Although no guidance highlights the potential
problems associated with cancelled appointments, it appears
to be common knowledge among experienced ACP personnel
(Erickson, 1990).

The responses from question 15 indicate that the MRMO
at 82 percent (93/114) of the bases is involved in handling
problems associated with payments to civilian health care
providers (Table 10). This trend is not surprising since

the MRMO is responsible for preparing the payment requests.
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Finally, the data does not indicate how the procedure is
actually accomplished, just which functional area is
responsible.

Questions 5 and 13 pertain to the frequency that
specific ACP procedures are accomplished.

Question 5 identifies the time period that bases
establish the Air Force (AF) Form 616 to obligate ACP funds.
In general, a shorter time period for the AF Form 616 is

used at locations with a high volume of ACP r~ferrals.

TABLE 10

OFFICE PRIMARILY INVOLVED IN RESOLVING PROBLEMS
WITH PAYMENTS TO CIVILIAN HEALTH CARE PROVIDERS'

TOTAL

MRMO PAO OTHER RESPONSES
MAJCO £ % F S £ 3 £
AAC 2 100% 0 0% 0 0% 2
AFLC 4 100% 0 0% 0 0% 4
AFSC 4 100% 0 0% 0 0% 4
ATC 11 100% 0 0% 0 0% 11
AU 1 100% 0 0% 0 0% 1
MAC 12 86% 1 7% 1 7% 14
OTHER * 1 50% 0 0% 1 50% 2
PACAF 8 100% 0 0% 0 0% 8
SAC 21 81% 4 15% 1 4% 26
SPACECOM 1 100% 0 0% o 0% 1
TAC 11 92% 1l 8% 0 0% 12
USAFA 1 50% 1 50% 0 0% 2
USAFE 16 59% 10 37% 1 43 27
TOTAL 93 82% 17 15% 4 4% 114
Note:

1. Multiple responses allowed for this question.
2. DOD medical facilities adhering to USAF guidance.
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This shorter time period ensures that the Accounting and
Finance records correspond and balance with the AF Form 616.
Because operation and maintenance (O & M) funds must be
obligated by the end of the fiscal year in which they were
appropriated, the AF Form 616 established for the ACP never
exceeds a time period greater than one year. Table 11
reports the responses to question 11 of the Air Force
Surgeon General’s Questionnaire. Based on the responses to
question 11, 55 percent (43/78) and 36 percent (28/78) of
the bases establish the AF Form 616 for the ACP on a monthly

and quarterly basis respectively.

TABLE 11

TIME PERIOD THAT AF FORM 616 ESTABLISHED'

SEMI- TOTAL

MONTHLY QUARTERLY ANNUALLY ANNUALLY RESPONSES
MAJCOM £ % £ 3% £ % £ 2 '
AAC 1 100% 0 0% 0 0% o 0% 1
AFLC 1 33% 2 67% 0 0% 0 0% 3
AFSC 2 100% 0 0% 0 0% 0 0% 2
ATC 4 50% 4 50% 0 0% 0 0% 8
AU 0 0% 1 100% 0 0% 0 0% 1
MAC 4 50% 2 25% 0 0% 2 25% 8
OTHER * 1 50% 0 0% 0 0% 1 50% 2
PACAF 0 0% 4 80% 0 0% 1 20% 5
SAC 18 82% 4 18% 0 0% 0 0% 22
SPACECOM 0 0% o 0% 1 100% 0 0% 1
Chi 5 63% 3 38% 0 0% 0 0% 8
USAFA o 0% 1 100% 0 0% o} 0% 1
USAFE 7 44% _7 44% 1l 63 1 63 16
TOTAL 43 55% 28 36% 2 3% 5 6% 78
Note:

1. Multiple Responses allowed for this question.
2. DOD medical facilities adhering to USAF guidance.
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Again, the Accounting and Finance Office will not generally
establish an AF Form 616 for a long time period at a base
with a high volume of ACP referrals (Erickson, 1990). This
is confirmed by the responses in Table 1l1.

Question 13 identifies the time period that bases
follow up on requests for payment submitted to the
Accounting and Finance Office. This is an important
consideration since the USAF medical treatment facilities
are reliant upon the Accounting and Finance Office to pay

ACP bills. Table 12 reports the responses for question 13.

TABLE 12

FREQUENCY OF FOLLOW UP ON REQUESTS FOR PAYMENT'

AS TOTAL

. WEEKLY MONTHLY REQUIRED OTHER RESPONSES
MAJCOM £ 3 F 2 1 £ % £ 3 £
AAC 0 0% 0 0% 0 0% 2 100% 2
AFLC 0 0% 1 25% 0 0% 3 75% 4
AFSC 0 0% 0 0% 0 0% 3 100% -3
ATC 1 9% 2 18% 1 9% 7 64% 11
AU 0 0% 0 0% 0 0% 1 100% 1
MAC 3 27% 3 27% 1l 9% 4 36% 11
OTHER * 0 0% 1 50% 0 0% 1 50% 2
PACAF 1 13% 2 25% 0 0% 5 63% 8
SAC 2 9% 8 36% 1 5% 11 50% 22
SPACECOM 0 0% 0 0% 0 0% 1 100% 1
TAC 1 8% 2 17% 0 0% 9 75% 12
USAFA 1 50% 0 0% 0 0% 1 50% 2
USAFE -3 14% 10 48% 1 5% _7 33% _21
TOTAL 12 12% 29 29% 4 4% 55 55% 100
Notes:

1. Multiple responses allowed.
2. DOD medical facilities adhering to USAF guidance.
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Approximately 41 percent (41/100) of the responding bases
routinely follow up on requests for payment submitted to the
Accounting and Finance Office (AFO) at least monthly.
However, 55 percent (55/100) of the responding bases do not
routinely follow up on requests for payment submitted to the
AFO. Obviously, this is a potential problem.

Bases not performing routine follow ups have both
positive and negative implications. Fortunately, the AFO
has incentive to make payments promptly to avoid interest on
bills not paid within 30 days of receipt (AFR 168-10,
1989:8). The ACP personnel also have an incentive for
prompt payments to health care providers as a means of
maintaining a good working relationship. If the AFO is
efficient in making payments, follow ups are rarely
required. Unfortunately, if procedures are not designed
with some capability to monitor bill payment, a trend of
late payments will not be recognized until after a major
problem has developed. Like the capability for monitoring
appointment cancellations, the present manual method for
tracking bill payment on the AF Form 1210 is inefficient,
and does not permit easy identification of late or
potentially late payments (AFR 168-10, 1989:8). For this
reason, the only practical alternative for many bases is to
follow up as required, or not at all.

Questions 8 and 10 pertain to the probability that
Common Procedure Terminology (CPT) codes are utilized on

bills and price lists for the ACP.
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Table 13 summarizes the responses to question 8. Since
CPT codes are unique to the CONUS and rarely used in
overseas locations, the overseas locations were omitted from
Table 13. Surprisingly, only 46 percent (33/71) of the
responding bases estimate that at least 75 percent of their
ACP bills have CPT codes, and 10 percent (7/71) of the bases
report that none of their ACP bills have CPT codes. AFR
168-10 requires the use of CPT codes and the CHAMPUS fee
schedule for ACP bills as a basis for cost comparison (AFR
168-10, 1986:15).

Table 14 reports the responses for question 10. Like
Table 13, the overseas locations were omitted from this

table since CPT codes are rarely used in overseas locations.

TABLE 13

FERCENTAGE OF BILLS FROM CIVILIAN SOURCES WITH CPT CODING'

PERCENTA o) S A

0% < 25% 25-49% 50-74% 75-100% TOTAL
MAJCOM ¢ 3 ¢ 3 ¢t 3 & 3 & % 4
AAC 1 50% 1 50% o) 0% 0 0% 0 0% 2
AFLC 0 0% 0 0% 1 25% 1 25% 2 50% 4
AFSC 1 25% 0 0% 0 0% 0 0% 3 75% 4
ATC 1 9% 0 0% 3 27% 2 18% 5 45% 11
AU 0 0% 0 0% 0 0% 0 0% 1 100% 1
MAC 1 9% 1 9% 3 27% 2 18% 4 36% 11
OTHER * 1 100% 0 0% 0 0% 0 0% o 0% 1
SAC 2 9% 3 13% 3 13% 5 22% 10 43% 23
SPACECOM 0 0% 1 100% O 0% 0 0% 0 0% 1
TAC 0 0% 1 8% 1 8% 2 17% 8 67% 12
USAFA Q9 0% O _0% 0 _0% _1100% O _0% _1
TOTAL 7 10% 7 10% 11 16% 13 18% 33 46% 71
Notes:

1. CONUS bases only.
2. DOD medical facilities adhering to USAF guidance.




Only 35 percent (25/71) of the bases report that at least 75
percent of their price lists include CPT codes, and 25
percent (19/71) of the bases report that none of their price
lists have CPT codes. Although AFR 168-10 does not
specifically require CPT codes on the price lists, this is
the most practical method to evaluate health care providers

for "reasonable" prices (AFR 168-10, 1989:15).

TABLE 14

PERCENTAGE OF CIVILIAN PRICE LISTS WITH CPT CODES'

PERCENTAGE OF PRICE LISTS

0% < 25% 25-49% 50-74% 75-100% TOTAL
MAJCOM t % ¢ % ¢ 3 £ 3 ¢ 3 4
AAC 2 100% 0 0% 0 0% 0 0% 0 0% 2
AFLC 1 25% 1 25% 1 25% 1 25% 0 0% 4
AFSC 1 25% 0 0% 0 0% 0 0% 3 75% 4
ATC 2 18% 0] 0% 2 18% 2 18% 5 45% 11
AU 0 0% 0 0% 1 100% 0 0% 0 0% 1
MAC 4 36% 1 9% 0 0% 2 18% 4 36% 11
OTHER * 1 100% 0 0% 0 0% 0 0% 0 0% 1
PACAF 1 100% 0 0% 0 0% 0 0% 0 0% 1
SAC 4 17% 3 13% 4 17% 4 17% 8 35% 23
SPACECOM 0 0% 1 100% 0 0% 0 0% 0 0% 1l
TAC 2 17% 1 8% 2 17% 2 17% 5 42% 12
USAFA 0 0% 0 0% 1 100% 0 0% 0 0% 1
USAFE 0 _0% 0o 0% 0 _0% _0 0% _0 0% O
TOTAL 18 25% 7 10% 11 15% 11 15% 25 35% 72
Notes:

1. CONUS bases only.
2. DOD medical facilities adhering to USAF guidance.

Review of Air Force Guidance. This review was

essential for identifying the regulatory requirements for
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the ACP. All references were consulted since no single
source provides a comprehensive summary of the entire ACP
process. The following summarizes the relevance of each Air

Force document to the ACP process.

Air Force Requlation (AFR) 12-35. AFR 12-35, Air
Force Privacy Act Program was reviewed since AFR 168-10, the

governing regulation of the Alternative Care Program (ACP),
specifies that the Privacy Act of 1974 applies to the ACP.
In particular, it requires controls to secure personal data
such as names, social security numbers and documentation
related to the medical services rendered through the ACP.
AFR 12-35 identifies the requirements for managing and

securing this information (AFR 12-35, 1985: 1,5,8).

Air Force Regulation (AFR) 35-99. AFR 35-99,
Nuclear Weapons Personnel Reliability Program (PRP), was

reviewed for implications upon PRP status from services
rendered through the Alternative Care Program (ACP). AFR
35-99 requires that a member’s unit commander be notified
whenever the member’s ability to perform PRP duties are
impaired for health reasons. Since Centrally Managed
Allotment (CMA) services usually involve emergency medical
treatment to active duty members, a member’s PRP status may
be affected by receiving these services. Although less
likely, supplemental care services may also affect a
member’s PRP status. For these reasons, the ACP personnel
should carefully monitor all services involving PRP

personnel and be knowledgeable of PRP requirements (AFR 35-
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99, 1988:1-7). Based upon the review of base regulations
and operating instructions, no bases incorporate any

additional ACP guidance for PRP personnel.
Air Force Regulation (AFR) 168-2. AFR 168-2,
Medical Care Third Party Liability Notification, identifies

the responsibilities for handling medical and dental cases
with potential third party "liability, or financial
responsibility" (AFR 168-2, 1989:1). Coordination of these
cases between the Patient Administration Office (PAO), the
Medical Resource Management Office (MRMO), and the Staff
Judge Advocate Office is required by AFR 168-10. Although
the PAO has primary responsibility for third party liability
notification, the MRMO must coordinate on all payment
requests for services with potential third party liability
rendered under the ACP; especially, those services rendered
to active duty members through the Centrally Managed

Allotment (CMA) (AFR 168-2, 1989:2).

e ti -6. AFR 168-6,
Perso ori C th C
Charges and Billing Procedures provides guidelines for

determining beneficiary eligibility and patient charges
associated with the Alternative Care Program (ACP). This
regulation is commonly used to compute the subsistence
charge for active duty members receiving inpatient medical
care in a civilian hospital. This regulation is also used
by the PAC and MRMO personnel to determine health benefits

eligibility for all health care services including Centrally
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Managed Allotment (CMA), supplemental care, and cooperative

care services (AFR 168-6, 1988).

orc e io -10. AFR 168-10,
Obtajining Medical and Dental Care From Cjivilian Sources, was

reviewed since it governs the Alternative Care Program
(ACP). AFR 168-10 provides guidance in three categories:
policies, responsibilities, and general instructions. (AFR
168-10:1). This regulation is used primarily by the PAO and

MRMO personnel involved with the Alternative Care Program.

Air Force Regulation (AFR) 170-5. AFR 170-5,
Responsibility Center/cCost Center Codes provides the valid

responsibility center/cost center (RC/CC) codes used for all
USAF financial management activities including the
Alternative Care Program (ACP). The RC/CC is a required
data element in the fund citation to obligate and outlay
government funds. Furthermore, the RC/CC code is the key
element in the Department of Defense (DOD) Medical Expense
Performance Reporting System (MEPRS) which compares DOD
medical treatment facilities based on cost data. Medical
Resource Management Office personnel routinely use this
regulation to ensure that fund citations have the proper

RC/CC code (AFR 170-5, 1988).

Air Force Regulation (AFR) 177-10l1. AFR 177-101,
General Accounting and Finance Systems at Base Level,
prescribes procedures associated with the obligation of
government funds for medical services rendered under the

Alternative Care Program (ACP). More specifically, AFR 177-
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101 provides restrictions, limitations, and instructions for
obtaining and maintaining Air Force Form 616, Fund Cite
Authorization, to obligate government funds for ACP
referrals. Although AFR 177-101 is used primarily by the
Accounting and Finance Office as a reference, Medical
Resource Management Office personnel handling the ACP may
occasionally reference this regulation (AFR 177-101,
1985:150-156).
C ulatij 77= . AFR 177-102,

Commercial Transactions at Base Level, prescribes guidance
for the payment of government funds. This includes payment
for medical services rendered under the Alternative Care
Program (ACP). AFR 177-102 describes the process to
obligate and outlay government funds for ACP medical
services. 1In particular, AFR 177-102 highlights the
important relationship between the AF Form 676,
Authorization for Alternative Health Services, the AF Form
616, Fund Cite Authorization, and the SF Form 1034, Public
Voucher For Purchases and Services Other Than Personal, in
the obligation and outlay of government funds. AFR 177-102
is used primarily by the Accounting and Finance Office, but
Medical Resource Management Office personnel handling the
ACP may occasionally reference this regulation (AFR 177-
102, 1987:127).

Inspector General (IG) Health Services Management
Inspection (HSMI) Checklist. The IG HSMI checklist for the

Alternative Care Program (ACP) (implication code FAF)
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highlights the ACP policies and procedures which are
identified by the Office of the Air Force Surgeon General
for the Inspector General to monitor. For this reason, this
checklist represents the ACP’s miniasum requirements.
Appendix F has this checklist.

Review of Base Specific Information. Base regulations
and operating instructions pertaining to the Alternative
Care Program (ACP) were reviewed. Regulations from 39
percent (47/122) and operating instructions from 37 percent
(45/122) of the bases with USAF medical treatment facilities
were reviewed (Table 15). Originally, this review was

intended to identify deviations from the USAF guidance.

TABLE 15

BASE REGULATIONS AND OPERATING INSTRUCTIONS REVIEWED

OPERATING

0
AAC
AFLC
AFSC
ATC
AU
MAC

OTHER*

PACAF
SAC
SPACECOM
TAC
USAFA

USAFE
TOTAL

NS

Q

pr -
NP RPNRPOR 008 WWwR

Note:
1. DOD medical facilities adhering to USAF Guidance
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However, few additional insights were identified from this
documentation. These base regulations and operating
instructions are of limited value since many simply repeat
the USAF guidance. Nevertheless, these base regulations and
operating instructions did reinforce the findings associated
with the review of the Air Force guidance. Despite the
similarity between this guidance, three findings are
reported.

First, these regulations and operating instructions
clearly illustrate that the Alternative Care Program (ACP)
is overwhelmed with documentation. This documentation
primarily communicates important information pertaining to
the basic ACP procedures. Although the telephone is the
primary communication mode in many situations, form letters
are also commonly used. While the narrative of the form
letters and the procedures for their use varied at each
base, eight form letters were commonly used for similar
reasons:

This letter is provided to the patient to describe and
explain the procedures and responsibilities to the patient,
and the selected health care provider. This letter
typically includes information pertaining to the scheduled
appointment time as well as special medical instructions.
Responsibility for charges lLetter. This letter is
usually sent to the patient and the health care provider as

a notice that the government is not responsible for certain

82




charges incurred by the patient during authorized visits.
The government will not pay for personal convenience items
such as cable television. In some cases, these letters
obtain additional information about the person who received
the services. This typically occurs for CMA services
because the USAF medical treatment facility does not usually
have any prior knowledge that an active duty member receives
medical services from a civilian health care provider until
a bill is received.

Follow up on Appointment Attendance. This letter
is usually sent to the patient or to the health care
provider whenever the bill or the medical results for a
scheduled appointment have not been received by the
referring USAF medical treatment facility.

Nonreceipt of Bill. This letter is usually sent
to the health care provider whenever an itemized bill for an
ACP referral has not been received in a timely manner by the
referring USAF medical treatment facility.

receij o i . This letter is
identical to the preceding letter except it is sent when the
medical results have not been received.

Request for Itemized Bill. This letter is sent to
the health care provider whenever a bill is received which
does not itemize charges. An itemized bill must also
identify the patient.

Request for Price List. This letter is sent at

least annually to local health care providers requesting a
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current price list for their services. At some bases, this
letter specifies selected services while other bases request
complete price lists.

Notifjcation of Subsistence Charge to Patient.
This letter notifies the active duty member of the
subsistence charge for inpatient services obtained at a
civilian hospital. Both the active duty member and
Accounting and Finance Office’s (AFO) Military Pay Section
receive a copy of this letter.

Second, none of the base regulations identified a
requirement for monitoring ACP referrals of patients
involved in the Personnel Reliability Program (PRP).
Although the procedures pertaining to the PRP should be
fully incorporated into the standard operating procedures at
the appropriate bases in accordance with AFR 35-99. This
may be the result of the Air Force guidance failing to
address this critical issue.

Third, many of the overseas locations provided very
specific instructions for using the approved foreign
exchange rate in the obligation and payment of ACP services.
Although this is common practice and possibly common
knowledge to experienced personnel, these procedures are not
referenced in any other ACP guidance.

Telephone Interviews. MAJCOM representatives (Appendix
B) were contacted to obtain additional information about the
Alternative Care Program (ACP) using the interview outline

in Appendix C.
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Few differences exist in the management of the ACP
between MAJCOMs. Only two MAJCOMs have supplemental
regulations to AFR 168-10, and none of the MAJCOMs required
any additional reports beyond the AFR 168-10 requirements
(Davies, 1990; Day, 1990; Elder, 1990; French, 1990; Geiger,
1990; Hosman, 1990; Littleton, 1990; Magee, 1990; McDaniel,
1990; Oaks, 1990; Perry, 1990; Willaheur, 1990; Wildman,
1990). However, a few differences do exist.

One difference among major commands was the level of
detail used for the Element Expense Investment Code (EEIC)
in the fund citation of ACP referrals. The EEIC must have a
minimum of three digits, but an additional suffix of two
digits may be added. This suffix is commonly called a
shreadout, and is an accounting mechanism to track expenses
with greater detail. Three of the thirteen MAJCOMs
contacted used EEIC shreadouts for monitoring ACP
expenditures. Since EEIC shreadouts are not standardized
between MAJCOMs, one MAJCOM used different shreadouts.
Although these three MAJCOMs reported that the EEICs
relevant to the ACP are monitored at the three-digit detail
by their offices, they agreed that shreadouts improved the
monitoring of ACP expenditures at the base-level (French,
1990; Geiger, 1990; Wildman, 1990).

Another difference identified was the procedures for
Centrally Managed Allotment (CMA) services in the United
States Air Forces Europe (USAFE) MAJCOM. Although the

associated procedures and requiremerts for payment of CMA
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services are very similar for USAFE and CONUS bases, CMA
services provided by European health care providers are paid
by the Office of Civilian Health and Medical Program for the
Uniformed Services in Europe (OCHAMPUSEUR) instead of the
local Accounting and Finance Office. 1In certain
circumstances, USAFE bases also process a few CMA payments
through their local Accounting and Finance Offices.

ACP Diagram. Verification of the ACP Diagram was
accomplished by representatives from 11 MAJCOMs or
equivalent: Alaskan Air Command (AAC), Air Force Logistics
command (AFLC), Air Force Systems Command (AFSC), Air
Training Command (ATC), Military Airlift Command (MAC),
Pacific Air Forces (PACAF), Strategic Air Command (SAC),
Space Command (SPACECOM), United States Air Force Acadeny
(USAFA), and United States Air Forces Europe (USAFE), and
Joint Military Medical Command (JMMC) - San Antonio. USAFE
provided three responses. One from each size medical
facility in their MAJCOM: medical center, hospital, and
clinic.

These responses were reviewed to correct the original
diagram and narrative. Five transactions of the fifty-four
transactions in the diagram had no comments for research.
The other forty-nine transactions required further research
as a result of the respondents’ comments. The majority of
these comments pointed out the permissible variations in ACP
procedures. The narrative became more comprehensive by

adding these comments. However, two transactions were
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incorrectly described in the original narrative. The final
diagram and narrative were corrected and are presented as

Appendix D and E respectively.

enti ovem

Question 2. What areas of the Alternative Care Program
require improved management?

orce S eo ’ i ire. Responses
for question 17 and 18 were reviewed for suggested
improvements to the Alternative Care Program (ACP). Of the
102 responding bases, 31 responses to these two questions
were provided and reviewed. From these 31 responses, two
general categories of suggested improvements were
identified.

First, nine responses suggested consolidation of ACP
responsibilities so that one office was totally responsible
for the ACP. By consolidating the fragmented
responsibilities for the ACP, the process would be
streamlined. While this suggestion has been considered in
the past by the Office of the Air Force Surgeon General, a
consensus decision was never reached concerning to which
office should assume full responsibility {(Erickson, 1990).

Second, eight respondents felt that some type of
standardized automation would improve the efficiency and
effectiveness in managing the ACP.

1G HSMI Reports. Forty-one IG HSMI reports from 1988

and 1989 were reviewed for common deficiencies and
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strengths. Table 16 lists by MAJCOM the inspection reports
reviewed.

Review of these inspection reports identified three
common deficiency areas: cost comparisons, annual
evaluations, and data management.

First, 15 percent (6/41) of the inspection reports

review had deficiencies pertaining to cost comparisons.

TABLE 16

INSPECTIONS REPORTS REVIEWED BY MAJOR COMMAND

MAJCOM
AFLC
AFSC
ATC

AU

MAC
OTHER *
PACAF
SAC
SPACECOM
TAC
USAFA
USAFE
TOTAL

a1 "
[ FAMPNNRRROOMN WM

Note:
1. DOD medical facilities adhering to USAF guidance.

Presently, these deficiencies were related to maintaining
current price lists from local health providers, verifying
CHAMPUS allowable costs, and justifying ACP costs which

exceeded the CHAMPUS allowable charges. Such deficiencies

compromise the USAF Medical Service’s objective to obtain
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medical services at a "reasonable" cost (AFR 168-10,
1989:16).

Second, 12 percent (5/41) of the inspection reports
reviewed had deficiencies in the annual ACP evaluation
performed by each base. In most cases, these deficiencies
resulted from not completing an annual evaluation in
accordance with AFR 168-10 (AFR 168-10, 1989:16). Although
these deficiencies occur for several reasons, the lack of
trained personnel to perform these evaluations, and the
difficulty in extracting the necessary ACP data are the two
most likely explanations (White, 1989).

Third, 15 percent (6/41) of the inspection reports
reviewed had deficiencies pertaining to ACP data management.
In particular, the AF Form 1210 or its facsimile was not
being updated with all the required information. Although
this occurred primarily at locations with manual procedures,
it was also reported at a location with an automated AF Form
1210.

Inspection reports primarily provide deficiency
findings. Occasionally, strengths and recommendations are
also reported.

One area commonly identified as either a strength or a
recommendation in these inspection reports was the use of
automated ACP tools. Twenty-nine percent (12/41) of the
inspection reports either recognized existing ACP
applications as a strength, or recommended automated tools

to improve ACP management. This recommendation is not
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without rationale. The three common deficiency areas
identified in this research are all data intensive, and
would benefit from a more efficient method to capture,
maintain, and report data.

Base Specific Information. Annual ACP evaluations from
26 bases were reviewed to identify common strengths and
weaknesses. Table 17 lists the MAJCOMS which were reviewed.
The seven areas in Appendix G were selected from AFR 168-10
to represent the objective requirements for the annual ACP
evaluation. These evaluations should provide either

positive or negative findings for these areas.

TABLE 17

ANNUAL ACP EVALUATIONS REVIEWED BY MAJOR COMMAND

MAJCOM
AAC

AFLC
AFSC
ATC
AU
MAC
OTHER *
PACAF
SAC
SPACECOM
TAC
USAFA
USAFE
TOTAL

()
mLJP‘hth\HCDb-OtJ&)F‘OFt

Note:
1. DOD medical facilities adhering to USAF guidance.

Table 18 illustrates that over one-third of these

evaluations reported negative findings for cost controls and
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historical data maintenance. However, some concern is
warranted over the number of evaluations which did not
report either negative or positive findings in the seven
areas of evaluation; especially, the area pertaining to the
timely payment of ACP bills which had no findings in 96
percent of the reviewed evaluations. This trend suggests
that these annual evaluations are not a questionable source
for the purposes of this research.

ne t iews. The MAJCOM representatives
(Appendix B) all reported bases with existing software

applications to assist in ACP management.

TABLE 18

ANNUAL ACP EVALUATIONS NOT MEETING CRITERIA
OR NOT INCLUDED IN ACP EVALUATIONS

NOT
NEGATIVE REFERENCED IN
FINDINGS EVALUATION

EVALUATION AREA £ %' 2 &'

OVERALL ASSESSMENT OF ACP 8 31% 6 23%
FREQUENTLY USED SERVICES 5 19% 7 27%
COST CONTROL RECOMMENDATIONS 11 42% 6 23%
HISTORICAL DATA 10 38% 8 31%
EXCEEDING CHAMPUS ALLOWABLE 5 19% 11 42%
PAYMENT IN TIMELY MANNER 0 0% 25 26%
DOCUMENTATION 1 4% 12 46%
Note:

1. Percentages based on the 26 evaluations reviewed.

These representatives also reported potential
advantages of ACP software applications. First, the

automation of routine ACP functions would improve data
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management, and ultimately improve decision making (Magee,
1990; Oaks, 1990). Second, manual tasks would be replaced
by more efficient, accurate methods. This increased
efficiency would allow additional time for other management
responsibilities. Third, adequate software programming
would minimize simple mistakes which ultimately lead to more
significant data errors. Finally, data for management
analysis would be improved since the data is stored on a

computer media (Willaheur, 1990).

Computer Hardware and Software Resources

Question 3: What hardware and software resources are
available to base level managers of the
Alternative Care Program?

The availability of computer resources to ACP personnel
is an important consideration in the development of a
softwéfe application if costs are to be minimized.

Table 19 illustrates that 96 percent (98/102) of the
base level ACP managers have access to a Zenith™ Z-248 or
equivalent microcomputer and 87 percent (89/102) of these
microcomputers have at least a 20 megabyte hard disk drives.
Of the 14 bases without hard disk drives, six are located
overseas. Fortunately, overseas locations require less ACP
data storage than continental United States (CONUS)
locations because CPT-4 codes are not utilized, and the ACP
has a smaller volume of referrals. Ninety-six percent
(98/102) of the responding bases have ALPS™ P2000G printers.
Although color monitors and tape backup devices are not

essential accessories, a color monitor does enhance the
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ergonomic appeal, and a tape backup device does provide
better data security of a microcomputer. Finally, 85
percent (85/100) of the responding bases have color monitors
(Table 20), and 44 percent (45/102) have tape backup system

(Table 21)

TABLE 19

MICROCOMPUTERS AVAILABLE TO ACP PERSONNEL BY MAJCOM
WITH HARDWARE CONFIGURATION - HARD DISK

MICROCOMPUTERS MICROCOMPUTERS TOTAL

W/0 HARD DISK WITH HARD DISK RESPONSES
MAJCOM £ % £ & 2
AAC 0 0% 2 100% 2
AFLC 1 25% 3 75% 4
AFSC 0 0% 4 100% 4
ATC 2 18% 9 82% 11
AU 0 0% 1 100% 1
MAC - 2 17% 10 83% 12
OTHER* 0 0% 2 100% 2
PACAF 1 13% 7 88% 8
SAC 1 4% 22 96% 23
SPACECOM 0 0% 1 100% 1
TAC 1 8% 11 92% 12
USAFA 0 0% 1 100% 1
USAFE -5 24% a6 76% 21
TOTAL 13 13% 89 87% 102
Note

1. DOD medical facilities adhering to USAF guidance.

These findings are not surprising since a central buy
of microcomputer systems for all base level ACP managers was
made by the Office of the Air Force Surgeon General from the
existing standardized microcomputer contract (Erickson,

1990). This "standard" system included a Zenith™ 2-248
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microcomputer with a 20 megabyte hard disk and an ALPS™
P2000G printer which were selected based on their
compatibility with the IBM™ microcomputer and Epson™ printer
respectively (AFCAC, 1986:62-76,79). These findings
indicate that the microcomputer systems purchased during

this central buy are still available to the ACP personnel.

TABLE 20

MICROCOMPUTERS AVAILABLE TO ACP PERSONNEL BY MAJCOM
WITH HARDWARE CONFIGURATION - MONITOR

TOTAL
MONOCHROME COLOR RESPONSES

MAJOR COMMAND # % £ % £
AAC 1 50% 1 50% 2
AFLC 0 0% 4 100% 4
AFSC 1 25% 3 75% 4
ATC 1 9% 10 91% 11
AU 0 0% 1 100% 1
MAC 2 18% 9 82% 11
OTHER * 0 0% 2 100% 2
PACAF 0 0% 8 100% 8
SAC 6 27% 16 73% 22
SPACECOM 0 0% 1 100% 1
TAC 1 8% 11 92% 12
USAFA 1 100% o 0% 1
USAFE 2 10% 19 90% 21
TOTAL 15 15% 85 85% 100
Note:

1. DOD medical facilities adhering to USAF guidance.

The microcomputer software resources available to the
Alternative Care Program (ACP) personnel are also adequate.
Ashton Tate’s dBASE III™was among the software purchased
through the central buy, and was considered the standard
database management software for the Air Force (AFCAC,
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1986:62-76,79; Chapman, 1986:3-9; Erickson, 1990). Based on
the responses to question 4 of the Air For.:e Surgeon
General'’s questionnaire, 48 percent (41/86) of the existing
ACP software applications are developed with dB=se™, and 23

percent are developed with Enable™ or the Basic language.

TABLE 21

MICROCOMPUTERS AVAILABLE TO ACP PERSONNEL BY MAJCOM
WITH HARDWARE CONFIGURATION - TAPE DRIVE

MICROCOMPUTERS MICROCOMPUTERS TOTAL

WITH TAPE DRIVE W/0 TAPE DRIVE RESPONSES
MAJCOM £ % £ 3 £
AAC 1 50% 1 50% 2
AFLC 1 25% 3 75% 4
AFSC 2 50% 2 50% 4
ATC 6 55% 5 45% 11
AU 1 100% 0 0% 1
MAC 5 42% 7 58% 12
OTHER' 0 0% 2 100% 2
PACAF 5 63% 3 38% 8
SAC 8 35% 15 65% 23
SPACECOM 1 100% 0 0% 1
TAC 4 33% 8 67% 12
USAFA 0 0% 1 100% 1l
USAFE 1l 52% 10 48% 21
TOTAL 45 44% 57 56% 102
Note:

1. DOD medical facilities adhering to USAF guidance.

- Word processing, database management, and spreadsheet
software were all includec in the central purchase by the
Air Force Surgeon General’s Office (Erickson, 1990). Since
the questionnaire only pertains to the software resources

used in ACP applications, no complete description of the
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software resources available to ACP personnel is possible.
Since the hardware resources purchased during the central
buy are still available to ACP personnel, it is safe to
assume that the software resources are also still available

to then.

Alternative Care Program Software Regquirements

Question 4: What are the requirements for the existing
or planned software application?

The findings from research questions 1, 2, and 6 were
used to identify criteria for selecting essential
requirements for the ACP software application. Although a
management information system (MIS) design closely emulates
the present manual procedures, a decision support system
(DSS) design was selected because it includes additional
management capabilities.

Davis states that a decision support system has five
components: database, database management facilities,
modeling component, report generator, and user interface
(Davis, 1988:75). For this research, the database, modeling
component, report generator, and user interface were
referred to as ae data, output, management features, and
user-interface features respectively. Although the database
management (DBM) facility is an extremely important
component, it was not included since the DBM design is has
little dependency upon the functional requirements of the

process being supported (Davis, 1988:75).
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The requirements are listed in Appendix H and were used
to assess existing ACP software applications for research
question 5. For each of the four components, the desirea

ACP requirements were identified.

Question 5: Are there any existing software applications

which can be modified or enhanced?

ce S G ' est] ire. Question 3
identifies software applications developed by individual
bases for the Alternative Care Program (ACP). Thirty-four
percent (35/102) of the responding bases have no automated
application to assist with the ACP. The other 66 percent
(67/102) of the bases have software applications for a
variety of ACP functions: 36 percent (37/102) have an
automated AF Form 1210; 45 percent (46/102) have an
automated SF Form 1034; and 19 percent (19/102) have an
automated AF Form 616. Table 22 summarizes the functions
performed by the existing ACP software applications.
Although these applications improve upon the manual
procedures, some barriers prevent them from being more
effective alternatives.

First, these applications only automate a portion of
the ACP process. None of the applications automated all
four manual processes required to produce the AF Form 676,
AF Form 1210, AF Form 616, and the SF Form 1034. In fact,
none of the applications had automated versions of the AF

Form 676. Only nine percent (9/102) of the responding bases
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have applications which automated the AF Form 1210, SF Form
1034, and the AF Form 616.

Second, there is no software language commonality among
these applications. As reported for research question 3, 40
percent (41/102) use dBase™ ; 26 percent (27/102) use
Enable™ ; and 5 percent (5/102) use the Basic language. The
variety of applications and development languages highlights
the lack of standardization caused by bases independently
and individually developing software applications. Although
these applications offer an advantage over the manual

procedures, there are some disadvantages -~ well.

TABLE 22

ACP PROCEDURES SUPPORTED BY EXISTING SOFTWARE APPLICATIONS

AF FORM SF FORM AF FORM
1210 1034 616

MAJCOM
AAC
AFLC
AFSC
ATC
AU
MAC
OTHER '
PACAF
SAC
SPACECOM
TAC
USAFA

USAFE
TOTAL
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Note:
1. DOD medical facilities adhering to USAF guidance.
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Finally, this variety of applications violates the intent
of AFR 168-10 to standardized ACP procedures. Since each
base has a slightly different software application, little
continuity exists between bases.

e cifi nformation. Seventeen existing ACP
software applications were reviewed. Table 23 lists the
bases which developed these applications and the software
language used. Fifty-nine percent (10/17) of these
applications were developed in dBase™ and 24 percent (4/17)
in Enable™. This is consistent with the responses for
question 3 of the Air Force Surgeon General’s questionnaire
since dBase™ and Enable™ were the most prevalent development

languages used by the responding bases.

TABLE 23

REVIEW OF ALTERNATIVE CARE PROGRAM SOFTWARE APPLICATIONS

BASE LANGUAGE
Mountain Home AFB Basic
Scott AFB Basic
Ellsworth AFB Enable™
Plattsburg AFB Enable™
Travis AFB Enable™
Wright-Patterson AFB Enable™
Andrews AFB dBase™
Barksdale AFB dBase™
Cannon AFB dBase™
Carswell AFB dBase™
Chanute AFB dBase™
Griffiss AFB dBase™
Grissom AFB dBase™
Myrtle Beach AFB dBase™
Sheppard AFB dBase™
Vance AFB dBase™
Elmendorf AFB Lotus™
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These applications were evaluated in the four areas
reported for research question 4: data, output, user
interface features, and management features. Boehm’s
characteristics of software quality were also considered:
portability, reliability, efficiency, human-engineering,
testability, understandability, and modifiability (Boehn,
1978:3-19).

Data. Each application was evaluated for the
conpleteness of its data dictionary by comparing its data
elements to those identified by research question 4 in
Appendix H. Table 24 illustrates the frequency of existence
for each data element in the 17 applications reviewed.

The completeness of these applications’ data
dictionaries was less than desirable since several essential
data elements were missing. For instance, only 18 percent
(3/17) of the applications had data elements for Common
Procedure Terminology (CPT) codes, and only 12 percent
(2/17) for CHAMPUS allowable charges. Without these two
data elements, the accuracy in cost comparisons, studies,
and annual ACP evaluations is greatly reduced.

Table 24 only identifies deficiencies in data elements
for the applications as a group, and does not illustrate the
completeness of individual applications. For instance,
Table 24 does not illustrate whether all the applications
have a few missing data elements, or if a few applications
have a lot of missing data elements. However, a review of

each individual application revealed a similar trend.
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TABLE 24

REQUIRED DATA ELEMENTS FOUND IN EXISTING ACP APPLICATIONS

DATA ELEMENTS FOUND
PATIENT RELATED # 3
Name 16 94%
SSAN 15 88%
Beneficiary Category 13 76%
PRP Status o) 0%
Address 0 0%
SPONSOR RELATED

Nanme 9 53%
SSAN 6 35%
Pay Grade 5 29%
Work Organization 5 29%
Base Assigned 5 29%
HEALTH CARE SERVICE RELATED

Common Procedure Terminology (CPT) Code 3 18%
Champus Allowable Charge 2 12%
Service type 4 24%
Number and category of treatment authorization 2 12%
Referring clinic 4 24%
Appointment or service dates and times 11 65%
Estimated Cost 10 59%
Actual Cost 14 82%
Element Expense Investment Code 8 47%
Responsibility Center/Cost Center Code 6 35%
Date of service request 5 29%
Date of results receipt 4 24%
Date of bill receipt 11 65%
Date payment request processed 11 65%
Date payment is made 10 59%
Payment voucher number 9 53%
Reason for referral 2 12%
Authorization number 9 53%
Referring physician 7 41%
Medical urgency of request o] 0%
Fiscal Year of fund obligation 3 18%
Subsistence Rate 1 6%
Category of CMA 1 6%
Prior knowledge case 0 0%
Foreign currency rate 0 0%
Third Party Liability Status 8 47%
Source name and title 14 82%
Source address 8 47%
Source phone number 0 0%
Source point-of-contact 0 0%

Note:

1. Percentage based on 17 applications reviewed.
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More specifically, the individual applications only had 25
percent (10/40) to 55 percent (22/40) of the data elements
from Appendix H.

Output. The output from these applications was
very limited. 1In fact, only 3 of the output requirements in
Appendix H were identified in the 17 applications. The
facsimile of the AF Form 1210 was the most prevalent and was
found in 59 percent (10/17) of the applications. Facsimiles
of the SF Form 1034 and the AF Form 616 were found in 47
percent (8/17) and 12 percent (2/17) of the applications
respectively. Although the equivalent of these forms was
.generated by these applications, many did not maintain all
the data elements required for these forms. For instance,
the AF Form 1210 requires data elements for the patient’s
address and the circumstances necessitating medical
services. From Table 24, zero percent and twelve percent
(2/17) of these applications had these two data elements in
their data dictionary respectively. Although some
variations were noted in these applications, the necessary
data elements to generate the SF Form 1034 were found. This
is not surprising since the SF Form 1034 is a financial
document which is more closely scrutinized than the AF Form
1210. Finally, most of these applications were designed
primarily to generate specific output, such as the AF Form
1210, and not to maintain data after the form was generated.
For this reason, a limited number of output products were

found in the review of the existing applications. However,
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other output products could have been developed if some
additional data elements were added into the application.
Finally, some of these applications used preprinted forms,
but none produced facsimile forms.

ageme eat . In general, the reviewed
applications are more closely aligned to a management
information system (MIS) than a decision support systems
(DSS). This distinction is quite clear since their
objective is primarily to "increase efficiency through
reduction of paperwork" by collecting, rearranging, and
reporting data (Allen and Emmelhainz, 1984:130). Although
some of these applications do support decision making, most
of the applications were inadequately designed to
effectively do so. Furthermore, many of these applications’
decision support capability was limited by their incomplete
data dictionary.

User Interface Features. Overall, the reviewed
applications were not very user-friendly. This subjective
assessment was based on the following observations.

First, only three of the reviewed applications were
accompanied by any documentation. Only one application had
documentation that resembled a user manual, and no
application had documentation similar to a system
specification manual (Davis, 1988:188). Since two-thirds of
the applications did not have installation instructions,
operation of these applications was hindered. Finally, none

of the applications had an on-line help system.
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Second, the user interface was assessed by operating
each of these applications. The user interface was
primitive because few ergonomic considerations were applied
to the dialogue and screen design.

In particular, the screen displays did not have
consistent layouts, especially in the menu-driven
applications. As a result, information was difficult to
locate on the display screen. Unfortunately, this
deficiency was further magnified by the lack of
documentation. Apparently the user interface for these
applications was treated as an afterthought and not as a
prime motivation for these applications.

Finally, these applications did not provide adequate
controls in the user interface. 1In fact, many of these
applications assumed that the user was knowledgeable of the
software language used to develop the application. Although
this may be a valid assumption, it is a potential barrier to
some users.

In summary, the existing applications are not
acceptable based on the requirements in Appendix H.

However, one application possessed some commendable
attributes, and has potential to evolve into a useful
application. Unfortunately, the modifications would require
as much work as the development of a new application.

Despite the deficiencies in existing applications, they
are nonetheless improvements over the manual procedures

prescribed by AFR 168-10 and serve their bases well. Since
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these applications were only designed to support only a
portion of the ACP process, a decision support system with a
comprehensive design would be mcre practical than modifying

the existing applications.

Characteristics of User-friendly Software

Question 6: What are the important user-friendly
characteristics that should be included in
the developed application?

To support this research question, an exhaustive
literature review was conducted to identify the
characteristics of software quality and user-friendliness
for software applications. The following summarizes the
important points of this literature review.

Boehm identified seven characteristics of software
quality. Four or these characteristics are particularly
appliéable to the development of an application for the
Alternative Care Program: portability, reliability,
efficiency, and understandability (Boehm, 1978:3-1; Chi:19,
1987). If an application exhibits these characteristics,
the likelihood that the software will be well-received by
the user is greatly increased. These attributes
collectively are often referred to as user-friendliness.

User-friendliness is dependent upon many aspects of the
software application. The quality of the collective
presence of certain capabilities will determine the degree
of user-friendliness that an application exhibits. 1In

particular, the user-interface or “dialogue", ergonomics,
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and documentation significantly contribute to an application

being user-friendly.

Alternative Care Program Software Prctotype

Question 7: Can a prototype software application be
developed to demonstrate the potential
benefits of using automation to manage the
Alternative Care Program?

Development of the prototype was the culmination of the
research. The development and field test findings are the
most important aspects of this research area.

Development. The primary objective in the development
of this prototype was to exhibit a user-friendly, functional
application to improve ACP management. Based on the
findings for research question 3, the application was
developed in consideration of the available microcomputer
hardware resources requirements: the Zenith 2-248™
microcomputer and the ALPS™ P2000G printer. Clipper™ was
used to develop the 40,000-1line application. Since this is
a prototype application, the source code is not included,
but is available upon request.

The prototype was divided into three separate
applications: main module, database maintenance, and
reports. This separation was necessary for two reasons.
First, this segmentation improved development and testing of
the individual segments. Second, the microcomputer’s random
access memory (RAM) limited the size of the application’s

compiled source code. By segmenting the prototype, the

application was not constrained by the 640 kilobytes of RAM.
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Databases. Twenty-eight databases are used in

this prototype. Of these twenty-eight databases, only four
databases primarily serve to capture and maintain data in
this application. The other twenty-four databases primarily
serve as lookup tables to support these four databases. All
of these databases were normalized for effective database
design. To promote commonality with existing USAF Medical
Service applications, standardized codes for common data
elements were used. Despite the commonality among data
elements, all but two of the databases were created
specifically for this prototype. These two databases
maintain the Common Procedure Terminology (CPT) codes and
allowable costs, and were extracted from mainframe databases
at the Office of Civilian Health and Medical Program for
Uniformed Services (OCHAMPUS) at Lowry AFB, Colorado.
Documentation. Davis states that system
documentation ". . . provides continuity throughout the life
of any information system" (Davis, 1988:186). Davis
identifies three important parts of documentation for a
software application: user manual, installation guide, and
system specification manual (Davis, 1988:186). First, an
initial user’s manual has been completed and is included in
Appendix J. This user’s manual serves primarily to provide
a road map for the prototype. Second, a short installation
guide is included in this user’s manual. Third, the
system’s specification manual provides the technical aspects

of the prototype. In particular, this manual includes

107




listings of files, variable cross-references, index files,
report files, tree diagrams, procedure and function
summaries, a system summary, and the source code. The
SNAP!™ software by Walter J. Kennamer was used to complete
this system documentation. Although this documentation is
not provided with this research, the data dictionary in
Appendix I provides a portion of this documentation. The
remainder of this documentation is available upon request.

Field Test. A field test was conducted at USAF Medical
Scott, Scott AFB, Illinois to validate the initial version
of the prototype. This validation was necessary to ensure
the "right" application was developed from the information
requirements analysis (Allen and Helferich, 1990:125).
During the field test, findings related to the hardware,
software, and the application were identified.

Hardware. The prototype application was operated
on microcomputers with two different Random Access Memory
(RAM) configurations: 512 kilobytes and 640 kilobytes. As
expected, the prototype was limited by 512 kilobytes RAM,
but not by 640 kilobytes RAM. 1In fact, the application
would not function with less than 640 kilobytes RAM.
Although the modular program design will allow
reorganization of the application so that less than 640
kilobytes RAM is not an operating constraint, it is
recommended that a microcomputer with at least 640 kilobytes

RAM be used until additional field testing is completed.
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Software. Additional software considerations were
also identified during the field test. The prototype was
developed using Clipper™ with MS-DOS™ Version 3.3. During
the field test, the prototype was operated using MS-DOS™
Version 3.2. As a result of the differences in these two
versions of MS-DOS™, the application had to be modified to
the limitations of MS-DOS™ Version 3.2 which does not allow
more than 20 open files at one time in an application.
Although this changed the sequence that files ar: opened, it
did not 1limit the application.

Application. Finally, two problems were
identified which pertain to the prototype’s functional
capabilities.

First, the application did not allow the use of CHAMPUS
allowaple costs from more than one state. Since the CHAMPUS
allowable costs vary for each state, bases located near a
state’s border require the allowable costs for more than one
cstate. Although this limitation would not hinder many using
locations, some bases, like the field test site which use
health care providers in more than one state, need this
capability. This situation was not identified in the
information requirements analysis or the development
process. Fortunately, this deficiency is easily corrected by
adding a data field to identify the applicable state for
each CHAMPUS allowable cost.

Second, the present database design was based on one

bill being received for each Alternative Care Program (ACP)
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referral. Although this is true for most ACP referrals, an
ACP referral may have multiple bills. For instance,
radiological procedures often have two bills: one bill from
the medical facility for the use of the radiology equipment
and supplies, and one bill from the radiologist for
interpreting the radiology test results. Presently, the ACP
authorization number was the key field to identify each
bill. However, another key field is needed since an ACP
authorization may actually apply tn more than one bill. The
simple solution is to add another data element into the
appropriate database as the key field. Unfortunately, this
changes the relational database design since a key field is
being changed.

Prototype Limjtations. Although the information
requirements analysis was accomplished with the objective to
develop a fully operational application, this prototype is
only the first step. To demonstrate the capability of this
application in a timely manner, some features and
capabilities were not fully developed in the prototype.
Since these features were identified in the information
requirements analysis and included in the data dictionary,
the prototype design will facilitate their inclusion in the
final version. These features are listed in the conclusions

and recommendations of this research.
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VI. Conclusions and Recommendatjions

conclusions

This research began by identifying seven research
questions for investigating the feasibility of developing a
decision support system (DSS) to improve the management of
the Alternative Care Program (ACP). The majority of this
research was concerned with accurately and completely
documenting the ACP process. As a result, the ACP process
has been documented in a diagram with a supporting
narrative. Both served as an information requirements
analysis and were verified by representatives from 11 USAF
major commands to ensure the ACP process was accurately
identified. In addition to developing a detailed
description of the ACP process, this deliberate and
carefully structured development process helped ensure that
the developed software would provide a comprehensive
management tool to compliment the ACP process. This
prototype application, the Alternative Care Assistant, was a
very important result of this research.

The Alternative Care Assistant represents an
alternative to the present manual clerical procedures and an
improvement in the managerial use of ACP data. Although the
Alternative Care Assistant is only a prototype, it provides
a strong foundation for future development of an application

which supports all the necessary ACP functions, and improves
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decision making. Even as a prototype, the Alternative Care

Assistant outdistances the nearest competitor.

Reco nd

Several recommendations are provided to conclude this
research. These pertain both to the ACP process and the
prototype application.

T AC . Documentation of the ACP process
highlighted one glaring problem with the current system --
there is more than one office of primary responsibility.

Consolidation of ACP Responsibilities. Presently,
the Medical Resource Management Office (MRMO) and the
Patient Administration Office (PAO) have joint
responsibility for the ACP. Under the present process, the
MRMO has management responsibilities for functional tasks
which are performed by the PAO. Since the PAO performs the
majority of the functional tasks, the ACP responsibilities
are best aligned under the PAO. This realignment of
responsibilities would not diminish the MRMO’s control in
managing the medical budget, Jjust change the manner in which
it is controlled. Furthermore, this new alignment would be
more consistent with the alignment of other medical programs
with similar expenditure levels. This alternative has been
discussed by the Air Force Surgeon General'’s Office in years
past, but never implemented. The Alternative Care Assistant
would facilitate this consolidation.

Other Concerns. The following areas of concerns
are expressed with the existing ACP process. Additional
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management emphasis and control should alleviate these
problem areas.

a tio rati i .
Many of the ACP base regulations and operating instructions
were of little value in managing the ACP. In general, this
guidance did little more than reiterate the Air Force
guidance. As a result, unique base guidance is lost among
the regurgitation of the Air Force gquidance. If the bases
concentrated primarily on supplementing the Air Force
guidance, both the Air Force guidance and the local guidance
would be more effective. Finally, this highlights a more
deeply rooted problem with the misconceptions that the
guantity of documentation is more important than the quality
of it.

Annual Fvaluatjons of the ACP. An annual
evaluation of each base’s ACP is a necessary requirement.
Although AFR 168-10 provides adequate policies pertaining to
these evaluations, few valid evaluation methodologies or
procedures are utilized to perform these evaluations. Based
on the review of base evaluations for this research, a need
exists for more qualified personnel to perform these
evaluations. Improvements to the evaluation methodologies
are also needed if accurate assessments are to be made with
a high degree of confidence.

Common Procedure Terminology (CPT) Codes.

CPT codes are the key elements used by the USAF Medical

Service for verifying that medical services are obtained at
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a reasonable cost. Not only is the CPT code necessary for
equitable cost comparison of service providers, but it also
serves as an easy mechanism for verifying that the services
received are the same as the services requested.
Ironically, many USAF bases do not require bills with CPT
codes, use price lists with CPT codes, or know how to
interpret CPT codes. Since CPT codes are used by the
civilian insurance industry as the basis for their diagnosis
related group (DRG) reimbursement, most civilian health care
providers use CPT codes within their billing system. Thus,
USAF medical treatment facilities have little justification
for not requesting and expecting CPT codes on bills. If CPT
codes are to be used as outlined in AFR 168-~10, additional
research into this matter is required.

Personnel Reliability Program (PRP). The
PRP is a very sensitive program simply because of its
purpose. Presently, AFR 168-10 has no reference which
identifies any relationship between the ACP and the PRP.
Although the current PRP procedures are well-designed, the
services rendered through the ACP may affect the PRP status
of an active duty member. AFR 168-10 should at least
mention that such a relationship exists. Ideally, this
reference would be similar to the AFR 168-10 references
pertaining to third party liability.

Status Monitoring of ACP Referrals. The
present capability to monitor the status of ACP referrals is

inefficient and ineffective. As discussed in this research,
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follow up procedures for the receipt of medical results,
receipt of bills, and the payment of bills were only
accomplished as required. This monitoring capability is a
necessary control mechanism for proper management of the
ACP. However, if the monitoring capability is difficult or
time-consuming, the probability that it will be performed
routinely is greatly reduced.

Element Expense Investment Codes (EEIC).
Standardized EEICs should be established to include the use
of EEIC shreadouts. Although some additional guidance is
required, the existing financial management system would
easily accommodate this additional data. A well-planned
system of EEIC shreadouts would create new management data.
For instance, EEIC shreadouts could be assigned to
categofies of health care services to monitor operations and
maintenance (O & M) fund expenditures by the category of
health care service. Since the shreadout only has two
digits, only 100 categories of health care services could be
tracked. Assuming that the Pareto Principle applies, 100
categories is more than adequate since 20 to 25 categories
of health care services would identify 80 percent of the
total expenditures.

Prototype Application. The prototype application
should be developed intc a fully operational application.
However, more extensive field testing is required for the
next version. Although most of the prototype’s functions

are fully developed, other functions have not been
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adequately tested. Finally, the following capabilities
would further enhance the final application.

From the field test, it was confirmed that the
microcomputer RAM is a limiting factor to the application in
ceratin situations. However, careful planning is needed to
ensure that the source code is efficiently organized. Or,
the purchase of additional RAM microchips may be a possible
alternative since they are inexpensive and would not present
a significant cost.

anagement Data orts. The prototype was
designed as a decision support system so that managerial
tasks as well as clerical tasks could be easily
accomplished. Unfortunately, only a small number of
management functions and reports have been included.

This occurred primarily for two reasons. First, much
of the initial development time was devoted to providing an
easy, flexible user interface. This was a time consuming
process which required a tremendous amount of source code.
Second, little information was available to determine which
management functions to include. After the application has
been fielded, user feedback may provide some useful
information in this area. Finally, the capability to
analyze historical ACP workload data was identified, but too
late for inclusion into the prototype. This capability
should be included in the next version. -

Form Generation. Presently, the prototype uses

some printed government. forms. Although this is acceptable,
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software technology exists that is capable of generating
guality facsimile forms from normal computer paper. This
capability will require some reorganization of the
prototype’s use of random access memory.

A few software products were identified to potentially
support the capability to generate quality facsimile forms.
The DisplayForm II™ from Deerfield Systems and PerForm™
from Delrina were two commercial software products with the
potential to perform this function. T,X™, a public domain
software from the American Mathematical Society, is another
alternative. T,X™was recently used by the Air Force
Institute of Technology in a microcomputer application for
Temporary Duty (TDY) orders and Officer Performance Rating
(OPR) reports. The capability to generate ACP forms would
greatly reduce the need for printed forms, provide
tremendous cost saving, and improve the convenience of using
the ACP application. Finally, additional information is
required to determine the advantages and disadvantages of
form-generating software.

Health Care Provider Price List. The Alternative
Care Assistant has the capability to maintain a price list
for each health care provider. Although this would allow
the Alternative Care Assistant to make source selections,
the additional time required to maintain this data may
offset the benefit of having this capability. Additional
research is required before this capability is incorporated

into the Alternative Care Assistant.
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oftwa i vi . Although one
recommendation of this research is to consolidate the ACP
responsibilities, the Alternative Care Assistant has enough
flexibility to adapt to almost any alignment of
responsibilities. 1In the event that the consolidation of
responsibilities does not occur, a network application
should be considered. This will require different software
and hardware configurations. Fortunately, Clipper™
supports network applications. Finally, the basic design of
the Alternative Care Assistant may be applied to other
computer platforms which are becoming more prevalent in USAF
organizations.

Other Applications. The use of the developed prototype
is currently limited to use within the United States Air
Force.” However, little, if any, modifications would be
required for the final application to be used by the United
States Army. In fact, the Joint Military Medical Command,
which includes U.S. Army and U.S. Navy medical facilities,
has participated in this research.

Finally, this prototype offers the potential to improve
the management of the Alternative Care Program in a more
customer-oriented and fiscally responsible manner. As in
the past years of austere budgets, both of these concerns
will continue to have a high priority in the USAF Medical

Service.
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ea imi ions

This research is not without limitations. First, this
research relied heavily upon data from the Medical Resource
Management Office (MRMO) personnel. Although the MRMO has
many Alternative Care Program responsibilities, additional
information from the Patient Administration Office (PAO)
would strengthen this research and provide additional
insights to the ACP process. Second, this research only
considered microcomputer resources during the software
development. Although this may have been fiscally
realistic, the proposed application may be more effectively
used in another hardware configuration such as a
minicomputer. Third, the prototype requires additional
testing and development. Although the field test was
successful and provided some important feedback, a more
rigorous beta test is required to adequately validate the
Alternative Care Assistant. Furthermore, the user’s manual
requires verification to ensure it accurately describes the

software.

Future Research

This research has implications beyond the scope of this
thesis. Research may be beneficial in any of the following
areas.

Additional study is required to assess the implications
of consolidating or reorganizing the ACP responsibilities
within the medical treatment facility. This research should
consider the costs and benefits for all of the possible
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alternatives as well as the implications upon customer
service.

A follow up field evaluation of the Alternative Care
Assistant would provide a useful continuance of this
research. In particular, this feedback would be useful for
identifying improvements as well as confirming the
usefulness of the existing capabilities. Additional
research to identify the management capabilities required
for the ACP in the Alternative Care Assistant would
contribute to the expansion of these functions in the next

version.
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T Coas 5 1 . .

Please provide a short response or circle the appropriate
letter as indicated.

1. What base are you assigned: .

2. Do you have a Z~248 microcomputer or IBM clone (XT/AT)
microcomputer in the Medical Resource Management
Office? PLEASE CIRCLE ALL THAT APPLY to this
microcomputer.

a. DO NOT HAVE A Z-248 or IBM CLONE. (Go to # 5).

b. Winchester hard disk drive.

c. ALPS printer.

a. Other printer. Please list model:

e. Tape backup.

f. Monochrome monitor or Color monitor (Circle one).

3. Do you use a microcomputer application to perform any
of the following functions? (Circle all that apply)

a. Generate AF Form 1210 or related information.
b. Generate SF Form 1034 or related information.
Cc. Generate or maintain AF Form 616.
d. None. (GO TO Question 5).

4. What software is required to use the microcomputer

application listed in question 2?

a. Enable.

b. dBase II/III/III+.

c. Basic.

d. Other. Please list: .
e. Do not know.

5. If you use AF Form 616, Fund Cite Authorization, for
committing funds for the Supplemental/Cooperative Care
referrals, how often does the AF Form 616 have to be
coordinated with the Accounting and Finance office?

a. Monthly.

b. Quarterly.

c. Semi-annually.

d. Annually.

e. Other. Please list:
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10.

11.

Where do the civilian providers supposed to send a bill
for medical care rendered to a beneficiary under the
Supplemental/cooperation care program ?

a. Health Benefits Advisor/Patient

Administration/DAS.
b. RMO.
c. Patient. .
d. Other. Please list

How is the RMO Alternative Care clerk notified that
medical results of Alternative Care referrals have been
received ?

a. Form letter.
b. Annotation on bill.
c. Phone call.

d. Other. Please list:

What estimated percentage of the bills from civilian
sources have Common Procedural Terminology (CPT-4)

codes?

a. 0%.

b. Less than 25%.

c. Between 25% and 50%.
d. Between 50% and 75%.
e. Between 75% and 100%.

What functional area maintains copies of civilian
providers price lists for Alternative Care services?

a. Health Benefits Advisor/DAS.

b. RMO.

c. Both Health Benefits Advisor/RMO.

d. Other. Please list: .

What estimated percentage of the civilian source price
lists identify the CPT-4 code with the service?

a. 0%.

b. T.ess than 25%.

cC. Between 25% and 50%.
d. Between 50% and 75%.
e. Between 75% and 100%.

How are civilian sources contacted about:

a. Possible erroneous charges on bills? (Circle all -
that apply)

(1) Form letter.
(2) Phone call.
(3) Other. Please list: .
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14.

12.

13.

14.

How

are civilian source contacted about (con’t)

Excessive charges on bills? (Circle all that
apply)

(1) Form letter.
(2) Phone call.
(3) Other. Please list: .

Charges that are not the government
responsibility? (Circle all that apply)

(1) Form letter.
(2) Phone call.
(3) Other. Please list: .

Payments (to civilian provider) that will take
over 30 days? (Circle all that apply)

(1) Form letter.
(2) Phone call.
(3) Other. Please list: .

How does the RMO Alternative Care clerk find out about
scheduled referrals that were cancelled or not attended
by the patient?

a.
b:
C.
d.

Notified by the Patient.

Notified by Health Benefits Advisor/DAS.
RMO follow up.

Other. Please list:

How frequently does the RMO Alternative Care Clerk
follow-up on SF Form 1034 submitted to the Accounting
and Finance Office for payment?

a.
b.
c.
d.
e.

Weekly.

Monthly.

Quarterly.

As required.

Other. Please list: .

How does the RMO Alternative Care Clerk notify Patient
Administration about possible third party liability

cases?

a. Form letter.

b. Phone call.

C. Other. Please list: .
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15.

16.

What functional area is responsible for handling
problems associated with payment to the civilian
sources?

a. Medical Resource Management Office.

b. Patient Administration/Health Benefits
Advisor/DAS.

c. Other. Please list: .

Assuming that the following information is provided to
you as the RMO or the Health Benefits aAdvisor (HBA),
please indicate how useful this information would be to
managing the Alternative Care and CMA programs. Use a
scale of 0 to 5 (0=NO PREFERENCE, 1=NOT USEFUL,
2=SLIGHTLY USEFUL, 3=USEFUL, 4=MODERATELY USEFUL,5=VERY
USEFUL). Place this rating in the blank to the left of
each item. If you are presently compiling a similar
report, please circle the letter of the appropriate
line item.

a. Most requested services by total cost

b. Most requested services by specialty

c. Most requested services by referring physician.
d. Referrals by patient beneficiary category (Active

Duty, Dependent, Retired etc.)

e. Expenditures by payment category: CMA,
Supplemental, Cooperative.

£. Comparison of previous fiscal year and current
fiscal year Alternative Care and CMA referrals and
expenditures

g. Patients referred from other bases which are

subsequently referred to civilian sources by your
facility using Supplemental/Cooperative
funds.(MAINLY APPLIES TO REFERRAL MEDICAL
CENTERS/REGIONAL HOSPITALS)

h. Cost variance between estimated and actual cost of
referrals.

i. Cost variance between CHAMPUS allowable and actual
cost.

3. Completed referrals that test results have not

been received

k. Referrals with test results received, but itemized
bill not received.
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1. Request for payment made to Accounting and
Finance, but no evidence that payment has been
made (i.e. confirmation copy of SF Form 1034 not
> received by RMO).

m. Current fiscal year projection (straightline) of
expenditures for Alternative Care and CMA.

n. Patient satisfaction with care rendered at
civilian source.

o. Bill totaling over $1000.

p. Active duty referrals which the military medical
treatment facility had prior knowledge (PEC 87713)

q. Status of bills related to Third-party .iability
cases.

r. Time analysis of referral process:

(1) Number of days between date of referral
request and date appointment is scheduled

(2) Number of days between date appointment is
scheduled and date of appointment

(3) Number of days between date of appointment
and date results are received

(4) Number of days between date of appointment
and date bill is received

(5) Number of days between date bill is received
and date SF Form 1034 is forwarded to
Accounting and Finance.

(6) Number of days between date that SF Form
1034 is forwarded to Accounting and Finance
and date that payment is made by Accounting
and Finance

17. Is there any information or report which is not llsted
\ above or presently required by AFR 168-10,
| . Medical and Dental Care from Civilian Sources, that YOU
| feel would improve management of the Alternative Care
and CMA programs? If so, please provide a brief
description below. If necessary, continue on the back.

125




18.

19.

20.

21,

22.

Aside from changing the regulations, what changes would
you make to improve management of the following
programs:

a. Supplemental /Cooperative Care
b. Centrally Managed Allotment

Would you like to receive an analysis of this survey?

a. No.

b. Yes, please send to: .

Would you be interested in serving as a beta test site
for this microcomputer application?

a. No.
b. Yes, please contact me in advance.

Is there information at your office which would be
beneficial to the development process of this
microcomputer application?

a Please contact me to discuss.
b, Yes, I’11 send it to you shortly.
c. No.

Do you have FAX capability at your base ?

a. Yes, in the hospital. FAX # is .
b. Yes, please contact me for the FAX #.
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Appendix B: Population for Telephone Interviews

Air Force Logistics Command (AFLC)

Air Force Systems Command (AFSC)

Air Training Command (ATC)

Air University (AU)

Alaskan Air Command (AAC)

Joint Military Medical Command (JMMC)

Military Airlift Command (MAC)

Pacific Air Forces Command (PACAF)
Space Command (SPACECOM)

Strategic Airlift Command (SAC)

Tactical Airlift Command (TAC)

U. S. Air Forces Europe (USAFE)

U. S. Air Force Academy (USAFA)
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Appendix C: Telephone Interview Outline

MAJCOM/SOA: PERSON: DATE:

1.

Would you participate in the verification of the
information requirements for the Alternative Care
Process?

Will you be able to complete it in the next two weeks?
If not, when will you be able to complete?

What Element Expense Investment Codes (EEIC) does your
MAJCOM for the Alternative Care Program the following
services?

Medical Care 57X10 57
Surgical Care 57X20 57
OB/GYN Care 57X30 57
Pediatrics 57340 57
Orthopedic care 57X50 57
Psychiatric care 57X60 57
Clinical pathology services 57X70 57
Radiology services 57X80 57
Cat scans 57X81 57
Public health services 57X83 57
VA supplemental services 57X85 57
Other Services 57X90 57
Are any other EEICs used? YES NO

Do you have a MAJCOM Supplement to AFR 168-10,
Obtaini dical d Dental Care From Civili
Sources?

YES NO

Do you require any special Alternative Care Program
reports above and beyond those required by Air Force
regulation? 1If so, would you send examples with
reporting instructions?

YES NO

Is there any base in your MAJCOM that you would like to
serve as a test site?
YES NO

Is there any recommendations concerning the development
of this software that you would like to provide?

YES NO

OTHER NOTES:
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1o0.

11.

12.

13.

14.

15.

ndix E: Fij lternative C

ENTITIES INVOLVED

Patient.

Personnel Reliability Program (PRP) Monitor.
Medical Records.

Health care Provider.

Health Benefits Advisor (HBA).

Medical Resource Management (MRMO).

Director Base Medical Services (DBMS).
Accounting and Finance.

Service Provider.

Office of Civilian Health and Medical Programs for the
Uniformed Services - Europe (OCHAMPUSEUR).

Office of Civilian Health and Medical Programs for the
Uniformed Services(OCHAMPUS). Commonly called CHAMPUS.

Base Legal Office.
Other Bases.

Financial Mgmt. Division, Office of the Air Force
Surgeon General, HQ USAF/SGHC.

Accounting and Finance Center, SAF/FM.
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TRANSACTIONS INVOLVED

1. Take Records to Appointment. Although not routinely
required for referrals for Supplemental Care or Cooperative
Care services, patients may be required to take their
medical records from the military medical treatment facility
to the appointment. If so, the patient will pick up the
medical records from the Outpatient Records Section.
Furthermore, in most Centrally Managed Allotment services,
the patient will not have their medical records with them
since the service is not usually scheduled or planned.

2. ersonn iabili t . If the
particular patient is in the Personnel Reliability Program
(PRP), AFR 35-99 requires the individual’s unit commander to
beis notified of any relevant change in the patient’s health
resulting from any medical findings or subsequent treatment.
The patient is notified through their organization.

3. eturn Rec s af i . If the patient took
their medical records from the referring military medical
treatment facility to their appointment, they should return
the records to the nmilitary medical treatment facility.

4. Record Filed. 1In accordance with AFR 35-99, Personnel
Reliability Program (PRP) records are identified with AF
Form 745 and require review by the PRP monitor to determine
if a change in PRP status is required and notification as

outlined in transaction #2, Personnel Reliability Program
Status.

5. Appointment Information. The Health Benefits Advisor
notifies the patient of the appointment time and special
requirements. The patient is usually provided written
instructions outlining patient responsibilities, a copy of
the DD Form 2161, Referral For Civilian Medical Care, with
instructions for the service provider explaining where to
bill and mail the test or medical results, and a copy of the
AF Form 676, Authorization for Alternative Health Services.
The method of notification varies from base to base and some
locations include the patient instruction on the DD Form
2161.

6. Patient’s Responsibility for Charges Letter. If the
bill for the Alternative Care services include charges for
services which the patient, not the government, is
responsible, then a letter is sent to the patient to notify
them which portion of the bill is not the government’s
responsibility. A copy is also sent to the service provider
as outlined in transaction #35, Error/Other Charges Letter.
Normally, charges categorized as personal convenience, such
as telephone calls, are not paid by the government.
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7. File Results. After the health care professional, who
originally requested the service, reviews the records, the
records are returned to file in the Outpatient Records
Section of the local military medical treatment facility.

8. Review Results. The health care professional, who
originally requested the service, is notified that the
results are available. On this diagram, the Outpatient
Records Section notifies the health care professional.
However, this notification may be accomplished by any office
which receives the medical results. Sometimes the results
are sent directly to the health care professional who
referred the patient anyway. This review occurs prior to a
follow up appointment with the patient.

9. Medical "Problem". An individual, who is an eligible
beneficiary in the Military Medical System, has a medical
condition which requires medical evaluation or treatment.

10. Didn’t Go to Appointment. After an appointment had

been approved by the hospital commander or his
representative and scheduled by the Health Benefits Advisor,
the patient did not attend or cancelled the appointment.

The Health Benefits Advisor or Medical Resource Management
Office should be notified so that government funds obligated
for the appointment can be deobligated as outlined in
transaction #34, Deobligate Cancelled Appointment Dollars
£8).

11. Ppayment of Bill. Occasionally, the service prov1der
directly contacts the patient about payment as outlined in
transaction #15, Contact Patjent about Payment, when the
government is fully responsible for payment. As a result,
the patient subsequently contact the Health Benefits Advisor
or the Medical Resource Management Office to check the
payment status of the bill.

12. Active Duty Emergency Request. In emergency
situations, active duty personnel who can not receive
medical treatment at a uniform services’ medical treatment
facility are permitted to go to a civilian health care
provider IAW AFR 168-10. "Claims for civilian medical or
dental care are sent to the Air Force medical treatment
facility nearest the civilian source of care, to be
processed for payment . . . ." However, when another Air
Force medical treatment facility receives a claim and can
easily obtain enough information to pay the bill, that
facility is expected to do so. Bills received at overseas
medical treatment facilities for treatment received by
active duty Air Force members from United States European
Command, Africa, Middle East, and the Malagasy Republic will
be sent for payment to OCHAMPUSEUR; and sent to the
"member’s servicing organization" for Air Force members in
the United States Pacific Command." (AFR 168-10 para.9)
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13. Prescribes Treatment. Upon review of the test results,
the health care professional may request additional test or
services. Hopefully, the test results will allow the health
care professional to prescribe treatment for the patient.

14. Servic ui . A health care professional at the
military medical treatment facility determines that the
patient requires a service which is beyond the capability of
the local military medical treatment facility.

15. Contact Patient About Payment. Occasionally, the

service provider will contact the patient about payment of
the bill. Subsequently, the patient may respond as outlined
in transaction #11, Payment of Bill.

16. Subsijistence Bill. As outlined in transaction #39,
Subsistence for Active Duty Inpatient, an active duty

inpatient will owe a subsistence charge. If so, the active
duty patient and the Accounting and Finance Office is
notified by the Medical Resource Management Office that a
subsistence charge is due to be collected by the Accounting
and Finance Officer.

17. Results Filed. Upon verifying the receipt of the test
or medical results, the results are forwarded to the
Outpatient Records section to be filed. Occasionally, the
military medical treatment facility’s health care
professional, who originally requested the service, will
review the results prior to being filed as outlined in
transaction #8, Review Results. Ideally, the results are
reviewed along with the entire medical record. The diagran
indicates that the results are sent to the Medical Resource
Management Office, this is not necessarily the case. The
results are often sent to the Health Benefits Advisor,
Patient Administration, or to the Medical Records Sections.
The Medical Resource Management Office must be notified that
the results have been received so that payment to the
service provider may be requested as outlined in transaction

#40, Requests for Payment to Service Provider.

18. Funds Cited. Approved AF Form 676, Authorization for
Alternative Health Services, are returned to the Medical
Resource Management Office. The Medical Resource Management
Office prepares the necessary financial documents by: (1)
annotating the appropriate fund cite on the AF Form 676,
Authorization for Alternative Health Services, (2) updating
the AF Form 616, Fund Cite Authorization, (3) forward one
copy of AF Form 676 to Accounting and Finance Office, and
(4) filing a copy of AF Form 676, and (5) initiating AF Form
1210, Civilian Medical Services Accounts Control. However,
some military medical treatment facilities do not use AF
Form 616, Fund Cite Authorization, but coordinate with the
Accounting and Finance Office for each AF Form 676.
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19. Current Price List. The service provider’s current
price list by Common Procedure Terminology Code (CPT-4) is
used by the Health Benefits Advisor to select the cheapest
source for the required services. NOTE: The Health Benefits
Advisor normally accomplishes this task at many locations
without the Medical Resource Management Office’s
involvement. Since CPT-4 codes are not used at overseas
locations, other methods are used to compare costs of
similar medical services.

20. Request Funds for Services. The Health Benefits

Advisor reviews the current price list of the local health
care providers and the CHAMPUS allowable charges for the
requested procedure(s). Based on this information, the
Health Benefits Advisor requests funds for the required
procedure(s) from the Medical Resource Management Office
(MRMO) by forwarding a completed AF Form 676, Authorization
for Alternative Health Services. Again, overseas locations
will not have CPT-4 prices available for use. However, they
may locally devise a similar methodology.

21. ti ancelle ol t. Whenever a patient
does not attend a scheduled appointment, the Medical
Resource Management Office should be notified so that the
appropriate actions may be taken as outlined in transaction

#34, Deobligate Cancelled Appointment Dollar (S).

22. Go oi ent. The patient attends the
appointment at the selected service provider. The billing
and mailing instructions are prepared by the Health Benefits
Advisor and given to the service provider as outlined in

transaction #5, Appointment Information.

23. Paid Third Party Liability Bill. If a third party
liability case is pending, the Medical Resource Management
Office notifies the Health Benefits Advisor or Patient
Administration Office in accordance with AFR 168-2,
paragraph 4b of all payment requests (SF Form 1034, Public
Voucher for Purchases and Services Other Than Personal)
prepared for reimbursement of civilian care received by an
active duty member. Usually, a statement such as "Reviewed
for Third Party Liability" is typed on the SF Form 1034,
Public Voucher for Purchases and Services Other Than
Personal, and is initialled by the Patient Administration
Office. Subsequently, the Patient Administration Office
will keep the Base Legal Office informed. Normally, this
only applies to the active duty medical emergency cases
involving accidents, but may involve other beneficiary
categories as well.

24. Sends Bill. Upon providing the service(s) specified on

the AF 676, Authorization for Alternative Health Services,
the service provider sends a bill to the Medical Resource

138




Management Office, the Health Benefits Advisor or the
Patient Administration Office. This bill must be itemized.

25. Guidance. HQ USAF/SGHC provides policy for the

Alternative Care Program. They also review special

Centrally Managed Allotment (CMA) cases as specified by AFR
168-10. An annual CMA message is transmitted September 20 -
28. NOTE: Although not listed on this diagram, all reviews
include a review by the appropriate MAJCOM and then HQ

USAF /SGHC.

26. Service Pric ist. The service provider sends a price
list of all available services with CPT-4 codes to the
military medical treatment facility for use by the Health
Benefits Advisor as outlined in transaction #45, Schedules
Appointment/Verifies Dollars . Again, CPT-4 codes are
not used in most overseas locations since the local civilian
providers do not use CPT-4 codes.

27. Sends Medical Results. Upon providing the specified
service, the service provider forwards the test or medical

results to the military medical treatment facility. These
results are sent to either the Medical Resource Management
Office, Health Benefits Advisor or Patient Administration as
discussed in transaction #17, Results Filed.

28. Financial Status. The Accounting and Finance Office
provides status on obligation authority, unpaid obligated
funds,. and paid obligated funds through financial reports
such as the Operating Budget Ledger (OBL), the RC/CC
Managers Report, or the Open Document Listing.

29. Confirms Bill Payment. The Accounting and Finance

Office notifies the Medical Resource Management Office that
payment was made for the submitted SF Form 1034, Public
Voucher for Purchases and Services Other Than Personal, by
returning a copy of the SF Form 1034 annotated with a
voucher number which is commonly referred to as a ’S’
number.

30. Approval. The AF Form 676, Authorization for
Alternative Health Services, is returned to the Medical
Resource Management Office (MRMO) and subsequently to the
Health Benefits Advisor (HBA). 1If approved the HBA
schedules the appointment as outlined in transaction #45,
Schedules Appointment/Verifies Dollars ($). If dlsapproved
the request is returned and the patient is notified.
Disapproval of the request only denies the use of the
Alternative Care Program for the requested medical services.
If disapproved, the patient may be referred to another
military medical treatment facility or disengaged to CHAMPUS
or Medicare.
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31. Utilizati tistics. The Medical Resource
Management Office provides financial and utilization
statistics for all Alternative Care Program referrals. This
is usually accomplished routinely for the military medical
treatment facility’s Executive Committee meetings and the
written management summary.

32. Verify Medical Need for Services. After verifying that

funds are available to pay for the required service, the
Medical Resource Management Office requests the Director,
Base Medical Services or his designated representative to
review the service request for appropriateness and
necessity. At this time, the request may be approved or
disapproved as outlined in transaction #30, Approval.

33. Prio isca ear Dollar equ . If a
Supplemental Care or Cooperative Care service was rendered
in the previous fiscal year and funds were not obligated
prior to 30 September following the date that the service
was rendered, prior fiscal year funds may be used. The
Medical Resource Management Office (MRMO) MAJCOM counterpart
should be contacted for further advice or assistance in
obtaining prior fiscal year funds. If prior fiscal year
funds are not available, current fiscal year funds must be
used. For Centrally Managed Allotment (CMA) services,
emergency medical services use the fiscal year funds for the
date that the bills are approved for payment, regardless of
the date services were rendered. For nonemergency CMA
services, fiscal year funds that is current on the date
medical services are rendered.

34. obligate Can e int t s . The
Accounting and Finance Office is notified by an annotated
copy of the original AF Form 676, Authorization for
Alternative Health Services, or letter from the Medical
Resource Management Office to deobligate any previously
obligated funds whenever an appointment was cancelled or the
patient did not attend the appointment as outlined in

transaction #10, Didn’t Go To Appointment and in transaction
#21, Notify of Cancelled Appointment.
35. Error/oOther Charges Letter. If the bill includes

erroneous charges or charges for which the government is not
responsible, a letter is sent to the service provider to
notify them which charges the government is not responsible.
A copy is also sent to the patient as outlined by

transaction #6, Patient’s Responsibility for Charges Letter.
36. Budgeting/Projections. The military medical treatment

facility’s financial resource advisor provides projected
expenditures for the current and future fiscal years to the
Accounting and Finance Office as part of the normal
budgeting process. The projections include estimates for
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operations and maintenance (O & M) expenditures for
supplemental and cooperative care services.

37. Establishes Obligation Authority. The Medical Resource

Management Office must request and receive approval to
obligate funds for services from the Accounting and Finance
Office. 1In most cases, this is accomplished using an AF
Form 616, Fund Cite Authorization. Since operation and
maintenance (O & M) funds must be spent within the fiscal
year for which they are appropriated, the obligation
authority can not exceed one year or the end of the current
fiscal year.

38. Estimates Dolla Service. The Medical
Resource Management Office deducts the estimated service
cost from the Obligation Authority as outlined in
transactlon #18, Egngg_g_;gd and transaction #37,

ablishe ligatio . This estimate is
forwarded to the Accounting and Finance Office on a copy of
the AF Form 676, Authorization for Alternative Health
Services. The time interval before the AF Form 676 is
submitted to the Accounting and Finance varies from base to
base, but must occur before the expiration date of the
establlshed AF Form 616, Fund Cite Authorization, as

outlined in transaction #37, Establishes Obligation
Authority.

39. Subsiste ti i . If an active
duty patient is hospitalized in a civilian institution, the
patient incurs a subsistence charge just as if they had been
hospitalized in a military medical treatment facility.
Notification is normally sent as outlined in transaction
#16, Subsistence Bill.

40. Reguests for Payment to Service Provider. Upon receipt
of medical results as outlined in transaction #27, Sends
Mecdical Results, and an itemized bill as outlined in
transaction #24, Sends Bill, the bill is verified against
the original AF Form 676, Authorization for Alternative
Health Services. If there are no discrepancies between the
bill services and the AF Form 676, then a SF Form 1034,
Public Voucher For Purchases and Services Other Than
Personal, is forwarded to the Accounting and Finance Office
to request payment to service source. If any discrepancy in
the billed charges exists, the discrepancies must be
resolved before the bill is paid. 1If the patient is
responsible for a portion of the charges, a notification is
sent to the patlent as outlined by transaction #6, Patient’s

, and the service provider
as outlined in transaction #35, Error/other Charge Letter.
If the patient has already paid the medical bill, the
payment request will reimburse the patient instead of the
service provider.
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41. Late Pay Letter. If payment can not be made within 30
days from the time that receipt of medical results as
outlined in transaction #27 Sends Medical Results, and an
itemized bill as outlined in transaction #24, Sends Bill are
received by the Medical Resource Management Office, the
service provider should be notified that the payment will be
delayed. These bills are subject to the Prompt Payment Act
which requires interest payment for invoices not paid within
30 days.

42. Update Price List. The Medical Resource Management
Office or the Health Benefits Advisor must maintain a
current price list for each local service providers. This
list should provide the price for each service by Common
Procedure Terminology Code (CPT-4) and is used as outlined
in transaction #19, Current Price List and transaction #45,
MWM:MIM-

43. Centrally Managed Allotment (CMA) Reports. Monthly and

End-of-Fiscal Year reports are required for Centrally
Managed Allotment expenditures IAW AFR 168-10. These
reports are consolidated by each MAJCOM and forwarded to HQ
USAF/SGHC.

44. Request Payment of CMA (USAFE). In USAFE, Centrally
Managed Allotment (CMA) services rendered in the overseas
location where the active duty member is assigned are paid
by OCHAMPUSEUR instead of the Accounting and Finance Office.
However, if CMA services are rendered to an active duty
member while on leave in a continental United States’
(CONUS) location, the bill is paid through the local
Accounting and Finance Office by the medical treatment
facility receiving the bill so long as sufficient
information is available to approve the bill as outlined by
transaction #51, Payments Made With CMA Funds. Test results
and itemized bills must be received as outlined in
transaction #27, Send Medical Results, and transaction #24,
Sends Bill.

45. Schedules Appointment/Verifies Dollars ($). Upon
receipt of the approved AF 676, Authorization for
Alternative Health Services, the Health Benefits Advisor
contacts a service source to schedule an appointment. If
the price differs from the current price list, the Health
Benefits Advisor updates his list. If the appointment can
not be scheduled in a timely manner, an alternative source
is selected. 1If the cheapest source is not selected or the
price is above the CHAMPUS allowable, the Health Benefits
Advisor must maintain documentation to support the source
selection. The Health Benefits Advisor records the
appointment time and special requirements to give to the
patient as outlined by transaction #5, Appointment
Information.
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46. Possible Third Party Liability. The Base Legal Office
is notified about all third party liability cases and
associated bills. The Patient Administration Office or the
Health Benefits Advisor usually accomplishes this task.
Reference transaction #23, Paid Third Party Liability BIll.
This is of particular concern for Centrally Managed
Allotment services since they are usually rendered in
emergency medical situations.

47. Pays for Service. Upon receipt of the request to make
payment, the Accounting and Finance Office references the

original AF Form 676, Authorization for Alternative Health
Services, and the AF Form 616, Fund Cite Authorization,
which obligated the government funds, and pays the service
provider. The Accounting and Finance Office annotate an ‘S’
number on the completed SF Form 1034, Public Voucher For
Purchases and Services Other Than Personal, and returns a
copy to the Medical Resource Management Office to indicate
that the payment has been made.

48. Centra aged t t a

OCHAMPUSEUR makes Centrally Managed Allotment payments to
European service providers who provide services to Active
Duty beneficiaries in Europe. OCHAMPUSEUR does not make CMA
payments to active duty members assigned in Europe who
received CMA services in the CONUS. Reference transaction

#44, Reguest Payment of Centrally Managed Allotment (CMA)
(USAFE)

49. Currency Rate. Annually the SAF/FM notifies the
appropriate agencies of the currency exchange rates that
will be used to pay service providers in foreign countries.
The currency rate is effective through the fiscal year or
until the next notification from SAF/FM.

50. cContacts Referral Bases. Smaller military medical

treatment facilities often refer patients to larger military
treatment facilities. Sometimes these patients are
subsequently referred to service providers at the larger
facility’s expense. If significant trends exist, more cost-
effective means of providing the service may be discussed
between the bases.

51. Payments Made With Centrally Managed Allotment (CMA)
Funds. Payments are made at all CONUS bases by the local
the Accounting and Finance Office using the Centrally
Managed Allotment’s fund citation. Bases in European
countries also may CMA payments through the local Accounting
and Finance Office for assigned active members who received
CMA services in the CONUS. Reference transaction #44,
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52. Fund Centrally Managed Allotment (CMA) (USAFE). The
Centrally Managed Allotment’s fund citation is provided to
OCHAMPUSEUR by HQ USAF/SGHC to make payments for authorized
services rendered to active duty beneficiaries in USAFE.
Also see transaction #48, Centrallv Managed Allotment (CMA)
Payments (USAFE).

53. Centrally Managed Allotment (CMA) Funds. Medical funds
are allocated for Centrally Managed Allotment (CMA)
expenditures.

54. CHAMPUS ALLOWABLE. CHAMPUS provides the allowable
charges by state by CPT-4 Code for each medical care
service. This is usually distributed annually on a paper
medium.
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Inspection Checklist

1. Did the Medical Resource Management Office (MRMO)
establish auditable procedures?

2. Was AF Form 1210, Civilian Medical Services Accounts
Control, used to centrally control and document all
payment procedures?

3. Was there an effective relationship between the MRMO
and patient administration?

4. Did the MRMO identify potential third party liability
cases?

5. Were billings paid only after documentation of services
rendered was received?

6. Were billings from civilian providers paid within 30
days?

7. Were civilian agencies advised if a bill could not be
paid in 30 days?

8. Were proper fund cites used for supplemental and
cooperative care on AF Form 676, Authorization for
Supplemental Civilian Health Services?

9. Were centrally managed allotment (CMA) funds properly
use?

10. Were CMA episodes of care greater than $25,000
forwarded to the MAJCOM in a timely manner?

11. Did the MRMO advise the hospital commander concerning
other sources of care before provider contracts and
purchased care agreements were established? Was the
advice documented?

12. Did a disinterested medical third party in the grade of
- E-7 or above, officer, or civilian equivalent perform
an annual evaluation of the supplemental/cooperative
care program?

13. Were the prices of high volume services verified with
- the applicable civilian sources?

14. Was a representative sample of the sample of the

supplemental/cooperative care cases reviewed to compare
billed charges to the CHAMPUS allowable levels?
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15.

l6.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

For those cases in which billed charges exceeded the
CHAMPUS allowable amount, had documentation of the cost
deviation been verified and found to be adequate?

Were all AF Forms 676, Authorization for Alternative
Health Services, approved by either the DBMS or Chief,
Hospital/Clinical Services?

If the Chief, Hospital/Clinical Services approved the
AF Forms 676, has he/she been authorized in writing to
do so by the DBMS?

Was the providers’ estimated fee recorded by the Health
Care Finder in the accounting data block of the AF Form
676, Authorization for Alternative Health Services?

At the time the appointment was made, was the
provider’s stated charge compared to the CHAMPUS rate
determined reasonable fee (the prevailing fee scheduled
to included both the government and patient cost
shares)?

If the stated provider fee exceeded the CHAMPUS
reasonable fee, was care sought from another provider
who charged no more than the CHAMPUS prevailing rate?

If care was still obtained from a provider charging
more than the CHAMPUS reasonable (prevailing) fee, was
the price deviation and appropriate justification
documented by the Health Care Finder in this locally
prepared supplemental/cooperative care log?

Had a list of frequently procedure health care services
been developed?

Was the provider fee schedule updated at least
annually?

Where the provider charges exceed the CHAMPUS
reasonable fee, had an effort been made and documented
to demonstrate the provider was contracted by the
Health Care Finder and asked if he/she would accept the
CHAMPUS reasonable fee as full payment for AIr Force
beneficiaries?

Was the appropriate CHAMPUS procedure code for each
service rendered record by the provider rendered
recorded by the provider on the itemized bill prior to
adjudicating the claim?

Had the annual evaluation been document in writing and

reviewed and approved by the medical facility’s
Executive Committee?
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: 3 : ACP 2 1 Evaluati ~riteria Checklis
1. Was an overall assessment of the supplemental and
cooperative care program provided?

e 2. Were frequently requested services reviewed or
identified?

3. Were recommendations for cost control made?

4. Was a review made of historical data for frequently
used services?

5. Did the cost of any referrals exceed the associated
CHAMPUS allowable cost?

6. Were bills paid in a timely manner?

7. Was a review made of Alternative Care Program
documentation?




ix

lte tive Ca am Softw i jons

Assessment Criteria

Data requirements:

A.

Patient related.

Name

SSAN :
Beneficiary Category
PRP Status

Address

Sponsor related.

(1)
(2)
(3)
(5)
(6)

Name

SSAN

Pay grade

Work organization
Base Assigned

Health Care Service related.

AAAMF\F\/\’\AAA

1)
2)
3)
4)
5)
6)
7)
8)
9)
10)
11)

Common Procedure Terminology (CPT) Code
Champus allowable charge

Service type

Number consultations/procedures authorized
Referring clinic

Appointment date

Appointment time

Estimated cost

Actual cost

Element Expense Investment Code (EEIC)
Responsibility Center/Cost Center (RC/CC)
code

Date of service request

Date of results receipt

Date of bill receipt

Date payment request processed

Date payment is made

Payment voucher number

Reason for referral

Authorization number

Referring physician

Medical urgency of request

Fiscal year of fund obligation
Subsistence Rate

Category of CMA (if applicable)

Prior knowledge case (if applicable).
Foreign currency rate (if applicable)
Third Party Liability Status (if applicable)
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Source related

(1) Name and title
(2) Address

(3) Phone number

(4) Point-of-contact

Output requirements:

A.

B‘

C.

D.

E.

Monthly Centrally Hanagement Allotment (CMa)
Report to MAJCOM/SG.

CMA Report for Care Episodes Exceeding $25,000

AF Form 1210, Civilian Medical Services Accounts
Control

AF Form 616, Fund Cite Authorization

AF Form 676, Authorization for Alternative Health
Services

SF Form 1034, Public Voucher For Purchases and
Services Other Than Personal

Correspondence to patient:

(1) Appointment instructions.

(2) Government nonresponsibility for charges.

(3) Notification of subsistence charge for
inpatient care.

(4) Follow up on appointment attendance.

Correspondence to service provider:

(1) Appointment instructions.

(2) Erroneous charges or incomplete bill.
(3) Nonreceipt of bill.

(4) Nonreceipt of medical results.

(5) Request for price list.

Other:

(1) Notification of Third Party Liability
(2} Withholding of payment for subsistence
charge.

User interface features:

A.

B'

Help facility

Multiple Dialogues
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c.

D.

Ergonomic considerations

Documentation

Management features:

A.

B.

C.

D.

E.

F.

Breakeven analysis

Pareto analysis

Expenditure projections

Random sample

Event Tracking

Financial Management

(1)
(2)

(3)
(4)
(5)
(6)

Assign proper fund citations

Calculate total subsistence charge for
inpatient care of active duty members.
Cost comparison using CHAMPUS allowable
Operation and Maintenance Funds Status
Convert charges to foreign currency
Least cost source selection

Ad hoc query

150




The data dictionary is organized as follows:

SECTION 1.
SECTION 2.
SECTION 3.
SECTION 4.

SECTION 5-31.

Required database files.
Required index files.
Summary of database fields
Database descriptions.
Individiual databases

Part A. Database structure

Part B. Indexes
Part C. Field descriptions
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SECTION 1. DATABASE FILES FOR ALTERNATIVE CARE

ASSISTANT:
DATABASE  SECTION
ALTDEF.dbf 5
ALTDICT.dbf 6
ALTJUST.dbf 7
BASES.dbf 8
CMATYPE.dbf 9
CPT4MOD .dbf 10
EEIC.dbf 11
FMP.dbf 12
FOREIGN.dbf 13
FUNDS.dbf 14
GRADE.dbf 15
HELP.dbf 16
MAJCOM.dbf 17
OA.dbf 18
PATCODE.dbf i9
PATIENTS.dbf 20
PRICE.dbf 21
PRIOR.dbf 22
PROCODE .dbf 23
QUERIES.dbf 24
RCCC.dbf 25
REQSTAT.dbf 26
SERCAT.dbf 27
SERVICES.dbf 28
SOURCES.dbf 29
SPONSOR.dbf 30
SUBSIST.dbf 31

TXPERIOD.dbf 32
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SECTION 2.

DATABASE
ALTJUST

BASES
CMATYPE
CPT4MOD
EEIC
EEIC
FMP
FOREIGN
GRADE
HELP
MAJCOM
OA
PATCODE
PATCODE
PATIENTS
PATIENTS
PATIENTS
PATIENTS
PRICE
PRIOR
PROCODE
RCCC
RCCC
REQSTAT
SERCAT
SERVICES
SERVICES
SERVICES
SOURCES
SOURCES
SPONSOR
SPONSOR
TXPERIOD

INDEX FILES

INDEX
ALTJUST
BASES
CMATYPE
CPT4MOD
EEICDESC
EEIC

FMP
FOREIGN
GRADE
HELP
MAJCOM
OA
PATBEN
PATCODE
PATSSAN
PATREF
PATIENTS
PATSSSAN
PRICE
PRIOR
PROCODE
RCCC
RCCCNAME
REQSTAT
SERCAT
SERVPAT
SERVSRC
SERVICES
SRCENAME
SRCREF
SPONSOR
SLNAME
TXPERIOD

FOR ALTERNATIVE CARE ASSISTANT:

KEY FIELD EXPRESSION
J_DESC

BASENAME

TYPE

PRCPT4MOD

EEIC_DESC

EEIC

FMP

- CURRENCY

GRADE
PROC + VAR
MAJCOM
DTOS (TRANDATE)
PBEN_DESC
PBENCODE
P_SSAN
PATREF
P_LNAME
S_SSAN
PRPROCDE
URGENCY
PRPROCDE
CC_SUFFIX
RCCC_NAME
STAT

CAT
PAT_REF
SOURCENO
AUTH_NO
SRCNAME
SRC_REF
SSSAN
SLNAME

TX
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SECTION 3.

DATABASE
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF
ALTDEF

SUMMARY OF DATABASE FIELDS FOR ALTERNATIVE

CARE ASSISTANT.

FIELD NAME FIELD TYPE

RMO_SYM
ALT_SYM
TRZIP
TRSTATE
SG_SYM
MRED_SYM
AFO_BUD
AFO_COMM
AFO_MPAY
TRCITY
TRADD3
BILLADD3
BILLADD2
BILLADD1
MAJZIP
BILLCITY
BILLSTATE
TRADD2
TRADD1
BILLZIP
PRP_SYM
LEGAL_OFF
FIADD1
AF616ATIT
AF616ADM
AF616TIT
FIADD2
FIADD3
FIZIP
FISTATE
FICITY
AF616REQ
SF1034TIT
ALTTITLE
ALT_SIG
RMOTITLE
RMO_SIG
SG_SIG
SGTITLE
SF1034AP
AF676TIT
AF676CO
MAJSTATE
MAJCITY
UNITAFONE
CC_1ST3
UNITCFONE
F_CURRATE

Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Numeric
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LEN
6
6

10
2
6
7

30

30

30

20

40

40

40

40

10

20
2

40

40

10

30

30

60

60

60

60

40

40

10
2

20

60

60

60

60

60

60

60

60

60

60

60
2

20

13
3

13
2

DEC FIELD FORMAT

AOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO

ll@!ll
"@!"

"99999-9999"

ll@!"
"@!"
”@!"
"@!ll
"@!ll
|l@!ll
l'@!ll
ll@!"
"@!"
I'@!ﬂ
"@!"

"99999-9999"

N@!"
"@! "
Ile!ll
"@!ll

799999-9999"

"@!ll
"@!"
ll@!"
"@!"
ll@! "
"@!"
ll@!"

“@1"

"99999-~9999"

"@!"
ll@!"
"@!ll
"@!"
"@!"
Il@!"
”@!”
n@!n
l!@!ll
"@!"
"@!"
ll@!"
"@!"
ll@!"
"@!"

"(999)999-9999"

n999n

"(999)999-9999"

<none>




SECTION 3. con’t
DATABASE FIELD NAME
ALTDEF FILEPATH

ALTDEF ISCONUS
ALTDEF OANUM
ALTDEF LASTEOD
ALTDEF LAST_ PRICE
ALTDEF LASTEOM
ALTDEF ENDFY
ALTDEF F_CUR
ALTDEF BACKPATH
ALTDEF FUNDLIM
ALTDEF MAJADD1
ALTDEF MAJCOM
ALTDEF MAJADD2
ALTDEF MAJADD3
ALTDEF UNITNAME
ALTDEF BASE
ALTDEF UNITZIP
ALTDEF UNITMAIL?2
ALTDEF UNITMAIL1
ALTDEF UNITMAIL3
ALTDEF UNITCITY
ALTDEF UNITSTATE
ALTDICT NTX
ALTDICT NTX_KEY
ALTDICT WORKAREA
ALTDICT DBF
ALTDICT DO_UPDATE
ALTDICT MEMO_FLD
ALTDICT SORT_KEY
ALTDICT DO_ARCHIVE
ALTJUST CMA
ALTJUST J_DESC
BASES STATE
BASES BASENAME
BASES BASE_ZIP
BASES L_UPDATE
BASES STATION
BASES UNIT_ID
BASES CONUS
BASES MAJCOM
CMATYPE TYPE
CPT4MOD CPT4MODESC
CPT4MOD PRCPT4MOD
EEIC DEF_MEPRS
EEIC DEF_RCCC
EEIC EEIC

EEIC L_UPDATE
EEIC EEIC_DESC
FMP FMP

FMP FMP_DESC

Character
Logical
Character
Date

Date

Date

Date
Character
Character
Numeric
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Numeric
Character
Logical
Logical
Character
Logical
Logical
Character
Character
Character
Character
Date
Character
Character
Logical
Character
Character
Character
Character
Character
Character
Character
Date
Character
Character
Character
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SECTION 3. con’t
DATABASE FIELD NAME FIELD TYPE LEN DEC __ FIELD FORMAT
FMP L_UPDATE Date 8 0 <none>
FOREIGN CURRENCY Character 10 0 "etl®
FOREIGN USDOLRATE Numeric 7 4 <none>
FOREIGN EFF_DATE Date 8 0 <none>
FUNDS TARGET Numeric 11 2 <none>
FUNDS MONTH Numeric 2 0 <none>
FUNDS CUR_BAL Numeric 11 2 <none>
GRADE USMC Character 8 0 maln
GRADE USN Character 8 o waiv
GRADE USCG Character 8 o "e!n©
GRADE GRADE Character 4 0 "aA-lIm
GRADE USAF Character 8 o tatr
GRADE USA Character 8 o Taln
GRADE L_UPDATE Date 8 0 <none>
HELP PROC Character 10 0 <none>
HELP VAR Character 10 0 <none>
HELP TEXT Memo 10 0 <none>
HELP TOPROW Numeric 2 0 <none>
HELP BOTROW Numeric 2 0 <none>
HELP LT_COL Numeric 2 0 <none>
HELP RT_COL Nunmeric 2 0 <none>
HELP BOXCOLOR Numeric 3 0 <none>
HELP TITCOLOR Numeric 3 0 <none>
HELP TXTCOLOR Numeric 3 0 <none>
HELP BOXNO Numeric 1 0 <none>
HELP TITLE Character 30 0 <none>
MAJCOM L_UPDATE Date 8 0 <none>
MAJCOM MAJCOMDESC Character 31 0 wea!ln
MAJCOM MAJCOM Character 8 0 "e!»
MAJCOM OP_AGENCY Character 2 0 hWogn
OA TRANDATE Date 8 0 <none>
OA OA_NUM Character 8 o ne!n
OA SRC_DOC Character 8 o na!n
OA OBLIGATE Numeric 10 2 <none>
OA REMARK Character 50 0 n@tvw
PATCODE PBENCODE Character 3 0 "Aago™
PATCODE L_UPDATE Date 8 0 <none>
PATCODE PBEN_DESC Character 60 0 wgin
PATIENTS P_FMP Character 2 0 %Yogn
PATIENTS P_LDATE Date 8 0 <none>
PATIENTS P_FNAME Character 20 o wratn
PATIENTS P_ADD3 Character 40 0o ng!n
PATIENTS P_LNAME Character 25 0 ha!n
PATIENTS P_PHONE Character 13 0 "(999)999-9999"
PATIENTS S_SSAN Character 11 0 %"999-99-9999"
PATIENTS P_SSAN Character 11 0 "999-99-9999"
PATIENTS PRP Logical 1 o wyn
PATIENTS P_ADD2 Character 40 o "atv
PATIENTS P_ADD1 Character 40 o mel!n
PATIENTS PATREF Numeric Y 0 "99999"
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SECTION 3.

DATABASE FIELD NAME FIELD TYPE LEN DEC _ FIELD FORMAT

PATIENTS
PRICE
PRICE
PRICE
PRICE
PRICE
PRICE
PRICE
PRICE
PRICE
PRICE
PRICE
PRIOR
PROCODE
PROCODE
PROCODE
QUERIES
QUERIES
QUERIES
QUERIES
RCCC
RCCC
RCCC
RCCC
RCCC
RCCC
REQSTAT
SERCAT
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES

con’t

P_CAT
PRTYPCARE
PRSTCNTCDE
PFINUM
PRSPCDE
PRPROCDE
STATE
PREFF_MO
PREFF_YR
PRPREV_FEE
PRCPT4MOD
PREFF_DAY
URGENCY
USER_DESC
PROCDESC
PRPROCDE
DESCRIP
MFILTER
MEFILTER
QUERY_FILE
MEPR_CODE
FIN_MEPRS
RCCC_NAME
L_UPDATE
FIN_CC
CC_SUFFIX
STAT

CAT
CHAMPLO
CHAMPHI
PAT_REF
AUTH_NO
CPT_CODE
CPT_MOD
SERVICECAT
NO_TX_APPD
SF1034DATE
RESULTDATE
R_BILLDATE
AF676_DATE
PAID_DATE
SF1034_VNO
THIRD_PRTY
REQ_STATUS
CMA_TYPE
PD_S_NUM
D2161_DATE
ACT_COST
REF_CLINIC
SOURCENO
MED_NEED

Character
Character
Character
Nunmeric
Character
Character
Character
Numeric
Numeric
Numeric
Character
Numeric
Character
Character
Character
Character
Character
Memo

Memo
Character
Character
Character
Character
Date
Character
Character
Character
Character
Numeric
Numeric
Numeric
Character
Character
Character
Character
Numeric
Date

Date

Date

Date

Date
Character
Logical
Character
Character
Character
Date
Numeric
Character
Nuneric
Character

157

oNbdRONMDNDONNDOFRW

-

s

[

-

-
WVWOONROONNORODOVOOPDIABIWOLUIOUMIONIOONNAONODUIOIOI®

COONODOCOOODODOOOO0O0OO0OLOOONNOOOOOO0ODOODODOOOOODOOONOOOOOOLOO

"Aggﬂ
<none>
<none>
<none>
“99"
"99999n
ﬂ@ ! "
<none>
<none>
<none>
n999gn
<none>
"@!ll

”@ ! ”

"@ ! n
"99999"
li@!ﬂ
<none>
<none>
<none>
"@ ! 1]

"@ ! n

"@ ! ”
<none>
"999999"
"999999"
ﬂe ! n

ll@ ! "
<none>
<none>
"99999"
"99-9999g"
"99999"
"999gn
ll@ in
<none>
<none>
<none>
<none>
<none>
<none>
"99-99999"
"Y"

"@ ! ”

"@ ! L
"S-99999"
<none>
<none>
"999999"
"99999n
ﬂe ! L]




SECTION 3.

con’t

DATABASE FIELD NAME FIELD TYPE

SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SERVICES
SOURCES
SOURCES
SOURCES
SOURCES
SOURCES
SOURCES
SOURCES
SOURCES
SOURCES
SOURCES
SOURCES
SOURCES
SPONSOR
SPONSOR
SPONSOR
SPONSOR
SPONSOR
SPONSOR
SPONSOR
SPONSOR
SPONSOR
SUBSIST
SUBSIST
TXPERIOD

CYFUNDS
REF_MD
APPT_BEG
EST_COST
APPT_MADE
APPT_TIME
APPT_END
PRIOR_KNOW
TX_PERIOD
OA_NUM
RCCC
ACCT_NO
INPUT_DATE
L_UPDATE
JUSTCODE
EEIC
FCURRATE
FCUR
THIS_ONE
REPORTS
SRCADD2
SRCADD1
SRCADD3
SRCCITY
SRC_REF
SRCNAME
SRCSTATE
L_UPDATE
PLIST_DATE
SRCPOC
SRCZIP
SRCFONE
SPRP
SL_UPDATE
SCAT

SORG
SSSAN
HOME_BASE
SGRADE
SLNAME
SFNAME
EFF_DATE
SUB

TX

Logical
Character
Date
Numeric
Date
Character
Date
Logical
Character
Character
Character
Character
Date

Date
Character
Character
Numeric
Character
Logical
Character
Character
Character
Character
Character
Numeric
Character
Character
Date

Date
Character
Character
Character
Logical
Date
Character
Character
Character
Character
Character
Character
Character
Date
Numeric
Character
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SECTION 4.

DATABASE
ALTDEF

ALTDICT

ALTJUST

BASES

CPT4MOD

EEIC

FMP

GRADE

HELP

FUNDS

CMATYPE

SUMMARY OF DATABASE DESCRIPTIONS.

ABEA FIELDS DESCRIPTION

11

19

13

12

14

16

28

26

70

12

Maintains all the defaults for
the entire applications.

System database used to reindex,
sort all the databases.

Maintains all the acceptable
field entries allowed for the
database field JUSTCODE in
SERVICES.dbf. Used as a lookup
table.

Maintains all the pertinent data
pertaining to USAF bases. Used
as a lookup table.

Maintains data pertinent to the
Common Procedure Terminology
(CPT) code modifier
descriptions. Used in
conjunction with PRICE.dbf and
PROCODE.dbf .

Maintains all the acceptable
Elements Expense Investment
Codes for the database field
EEIC in SERVICES.dbf.

Maintains all the acceptable
entries for the database field
P_FMP in PATIENTS.dbf. Used as
a lookup table.

Maintains the acceptable
abbreviated pay grade titles for
the Army, Air Force, Navy,
Marines and Coast Guard.
as a lookup table.

Used

Provides on-line help function.

Maintains the current Operations
and Maintenance funds balance
for the Alternative Care
Program.

Maintains all the acceptable
entries for the database field
CMA_TYPE in SERVICES.dbf. Used
as a lookup table.
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SECTION 4. SUMMARY OF DATABASE DESCRIPTIONS.

DATABASE AREA FIELDS DESCRIPTION

MAJCOM 18 4 Maintains all the data
pertaining to the USAF major
commands

oA 29 5 Maintains all the obligation

authorization transactions which
affect the operations and
maintenance funds balance.

QUERIES 31 4 Maintains the AD HOC QUERY
function.
PATCODE 17 3 Maintains all the acceptable

entries for the database field
PATCODE in PATIENTS.dbf.

PATIENTS 2 13 Maintains all the data pertinent
to the patients referred under
the Alternative Care Progran.

PRICE 5 11 Maintains data pertaining to the
CHAMPUS allowable cost based on
Common Procedure Terminology
(CPT) codes. Used in
conjunction with PROCODE.dbf and
CPT4MOD.dbf.

PRIOR 21 1 Maintains all the acceptable
field entries for the database
field MED_NEED in SERVICES.dbf.
Used as a lookup table.

PROCODE 6 3 Maintains the Common Procedure
Terminology (CPT) code
descriptions. Used in
conjunction with PRICE.dbf and
CPT4AMOD.dbf

RCCC 15 6 Maintains all the Responsibility
Center/Cost Center (RC/CC)
codes. Used as a table lookup
for several functions.

REQSTAT 24 1 Maintains all the acceptable
entries for the database field
REQ_STATUS in SERVICES.dbf.
Used as a lookup table.
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SECTION 4.

DAT SE
FOREIGN

SERCAT

SERVICES

SOURCES

SPONSOR

SUBSIST

TXPERIOD

SUMMARY OF DATABASE DESCRIPTIONS.

ABE_ EIE_Dﬁ DESCRIPTION

22

25

30

20

43

12

Maintains all the acceptable
entries for foreign currency and
foreign currency exchange rates
for the database fields FCUR
and FCURRATE in SERVICES.dbf
respectively.

Maintains all the acceptable
entries for the database field
SERVICECAT in the SERVICES.dbf.
Used as a lookup table.

Maintains all the pertinent data
for the services rendered under
the Alternative Care Program.

Maintains all the data pertinent
to the health care providers
which provides Alternative Care
Program services.

Maintains all the pertinent data
for sponsors of patients
referred under the Alternative
Care Program.

Maintains all subsistence rates
as specified by AFR 168-6.

Maintains the acceptable entries
allowed for the database field
TX_PERIOD in SERVICES.dbf. Used
as a lookup table.
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SECTION 5.

A.

ALTDEF.dbf WORK AREA:2 NO.

DATABASE STRUCTURE: ALTDEF.dbf

Field Type Lgn

Field
AF616ADM
AF616ATIT
AF616REQ
AF616TIT
AF676CO
AF676TIT
AFO_BUD
AFO_COMM
AFO_MPAY
ALT_SIG
ALT_SYM
ALTTITLE
BACKPATH
BASE
BILLADD1
BILLADD2
BILLADD3
BILLCITY
BILLSTATE
BILLZIP
CC_1ST3
ENDFY
F_CUR
F_CURRATE
FIADD1
FIADD2
FIADD3
FICITY
FILEPATH
FISTATE
FIZIP
FUNDLIM
ISCONUS
LAST_PRICE
LASTEOD
LASTEOM
LEGAL_OFF
MAJADD1
MAJADD2
MAJADD3
MAJCITY
MAJCOM
MAJSTATE
MAJZIP
MRED_SYM
OANUM
PRP_SYM
RMO_SIG
RMO_SYM

Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Date
Character
Numeric
Character
Character
Character
Character
Character
Character
Character
Numeric
Logical
Date

Date

Date
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
Character
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60
60
60
60
60
30
30
30
60

6
60
40
35
40
40
40
20

2
10

3

8
10

7
40
40
40
20
40

2
10

7
1l
8
8
8
30
40
40
40
20
8
2

10
7
8

30

60
6

FIELDS: 70
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SECTION 5.

A.

B.

con’t

DATABASE STRUCTURE:

ALTDEF.dbf con’t

Field = Field Tvpe Len Dec Picture
RMOTITLE Character 60 0 nain
SF1034AP Character 60 0 "eimw
SF1034ATIT Character 60 0 mwelw

SG_SIG Character 60 o T"etin

SG_SYM Character 6 0 vern

SGTITLE Character 60 o vain

TRADD1 Character 40 o "ealn

TRADD2 Character 40 0o "elnw

TRADD3 Character 40 o naln

TRCITY Character 20 o "eln

TRSTATE Character 2 o waln

TRZIP Character 10 0 "99999-~-9999"
UNITAFONE Character 13 0 %"(999)999-9999"
UNITCFONE Character 13 0 "(999)999-9999"
UNITCITY Character 20 0 he!ln
UNITMAIL1 Character 40 o veln
UNITMAIL2 Character 40 0 "ealn
UNITMAIL3 Character 40 0 mnain
UNITNAME Character 40 0o "el!n
UNITSTATE Character 2 o veln

UNITZIP Character 10 0 "99999~-9999"
INDEXES: 0 for ALTDEF.dbf

FIELD DESCRIPTIONS: ALTDEF.dbf

FIELD DESCRIPTION
Signature name of the official
administering the AF Form 616.

EIELD NAME

AF616ADM

AF616ATIT

AF616REQ

AF616TIT

AF676CO

AF676TTT

AFO_MPAY

Signature title for the official
administering the AF Form 616.

Signature name of the requesting
official for the AF Form 616.

Signature title of the requesting

official for the AF Form 616.

Signature name of the certifying
official for the AF Form 676.

Signature title of the certifying
official for the AF Form 676.

Accounting and Finance - Military Pay
Office Symbol.
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SECTION 5. con‘t
C. FIELD DESCRIPTIONS: ALTDEF.dbf con’t

FIELD NAME FIELD DESCRIPTION
AFO_COMM Accounting and Finance - Commercial
Services Office symbol.

AFO_BUD Accounting and Finance - Budget
Office symbol.

ALT_SYM Office symbol of the Medical Resource
Management Office Alternative Care
Clerk.

ALT_SIG Signature name of the Alternative
Care Program Clerk.

ALTTITLE Signature title of the Alternative
Care Program Clerk.

BACKPATH DOS file path that will maintain data
backup.

BASE Base of military medical treatment
facility.

BILLADD1 Address line 1 for the health care

provider to send bill.

BILLADD2 Address line 2 for the health care
provider to send bill.

BILLADD3 Address line 3 for the health care
provider to send bill.

BILLCITY Address city of health care provider
to send bill.

BILLSTATE Address state for the health care
provider to send bill.

BILT.ZIP Address zip code for the health care
provider to send bill.

CC_1ST3 Default cost center prefix for the
military medical treatment facility.

ENDFY Last day of the current fiscal year.
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SECTION 5. con’t
C. FIELD DESCRIPTIONS: ALTDEF.dbf con’t

FIELD NAME FIELD DESCRIPTION

F_CUR Default foreign currency used to pay
Alternative Care Program bills.
Field value is obtained by - ~forming
a lookup of FOREIGN.dbf.

F_CURRATE Conversion rate to convert foreign
currency to US dollars for bill
payments. Field value is obtained by
performing a lookup of FOREIGN.dbf.

FIADD1 Financial intermediary address line 1
serving the military medical
treatment facility.

FIADD2 Financial intermediary address line 2
serving the military medical
treatment facility.

FIADD3 Financial intermediary address line 3
serving the militarv medical
treatment facility.

FICITY Financial intermediary address city
serving the military medical
treatment facility.

FISTATE Financial intermediary address state
serving the military medical
treatment facility.

FIZIP Financial intermediary address zip
code serving the military medical
treatment facility

FILEPATH DOS file path that the software will
operate.
FUNDLIM The fund balance which the

Alternative Care Assistant will begin
to display reminders that the fund
balance will soon be exhausted.

ISCCNUS Indicates whether the base is a
continental United Statces location or
overseas location.

LASTEOM Date of last End-of-Month processing
occurred.
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SECTION 5.

cl

con’t

FIELD DESCRIPTIONS: ALTDEF.dbf con‘t

FIELD NAME
LASTEOD

LAST_PRICE

MAJCOM

MAJADD1
MAJADD2
MAJADD3
MAJCITY
MAJSTATE
MAJZIP
MRED_SYM

OANUM

PRP_SYM

LEGAL_OFF

RMO_SIG

RMO_SYM

RMOTITLE

SF1034AP

SF1034TIT

FIELD DESCRIPTION
Date that last End-of-Day processing
occurred.

Date of last update of price list
from health care provider.

USAF major command of military
medical treatment facility.

USAF major command address line 1.
USAF major command address line 2.
USAF major command address line 3.
USAF major command address city.
USAF major command address state.
USAF major command address zip.
Outpatient records office symbol.

AF Form 616 authorization number for
obligation authority.

Personnel Reliability Program (PRP)
Monitor office symbol.

Staff Judge Advocate’s Office symbol
or legal office responsible for Third
Party Liability cases.

Signature block of the Director
Medical Resource Management.

Medical Resource Management Office

symbol.

Signature title of Director Medical
Resource Management.

Signature name of the approver of the
SF Form 1034.

Signature title of the approving
official for the SF Form 1034.
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SECTION 5.

c.

con‘t

FIELD DESCRIPTIONS: ALTDEF.dbf con’t

FIELD NAMF
SG_SIG

SG_SYM

SGTITLE

TRADD1
TRADD2
TRADD3
TRCITY
TRSTATE
TRZIP

UNITCFONE

UNITAFONE

UNITMAILZ2

UNITMAIL3

UNITCITY

UNITSTATE

UNITZIP

UNITNAME

UNITMAIL1

L SCR ON

Signature name of the Hospital

commander.

Hospital Commander’s office symbol.

Signature title of the hospital

commander.
Undefined. Reserved for
Undefined. Reserved for
Undefined. Reserved for
Undefined. Reserved for
Undefined. Reserved for
Undefined. Reserved for

Military medical treatment
commercial phone number.

Military medical treatment
autovon phone number.

Military medical treatment
address line 2.

Military medical treatment
address line 3.

Military medical treatment
address city.

Military medical treatment
address state.

Military medical treatment
address zip code.

Military medical treatment
using the software.

Military medical treatment
address line 1.
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future
future
future
future
future

future

use.
use.
use.
use.
use.
use.

facility

facility

facility

facility

facility

facility

facility

facility

facility




SECTION 6.

A.

ALTDICT.dbf WORK AREA:11 NO. FIELDS: 8

DATABASE STRUCTURE: ALTDICT.dbf

FIELD

DBF
DO_ARCHIVE
DO_UPDATE
MEMO_FLD
NTX
NTX_KEY
SORT_KEY
WORKAREA

FIELD TYPE LEN DEC PICTURE

Character 8 0o ve'+
Logical 1 o nyn»
Logical 1 o nwy"
Logical 1 o "y»
Character 8 Q0 wain
Character 40 o nalvm
Character 40 0 nwatvw
Numeric 2 0 “oo9n

INDEXES: 0 for ALTDICT.dbf

FIELD DESCRIPTIONS: ALTDICT.dbf

FIELD NAME

DBF

DO_UPDATE

DO_ARCHIVE

MEMO_FLD

NTX

NTX_KEY
SORT_KEY

WORKAREA

FIELD DESCRIPTION
Database filename.

Indicates if the database has been
modified which requires the database
to be sorted and reindexed.
Indicates whether the database and
associated index files need to be
archived.

Indicates if the database file has a
memo field.

Index file associated with database
file.

Key field to create index file.
Key field to sort database file.

Database work area.
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SECTION 7. ALTJUST.dbf WORK AREA:19 NO. FIELDS: 2

A. DATABASE STRUCTURE: ALTJUST.dbf

FIELD FIELD TYPE LEN DEC PICTURE
CMA Logical 1 o n"y®
J_DESC Character 20 0 mnaln

B. INDEXES: 1 Index for ALTJUST.dbf

INDEX NAME KEY FIELD EXPRESSION
ALTJUST J_DESC
cC. FIELD DESCRIPTIONS: ALTJUST.dbf

FIELD NAM FIELD DESCRIPTION

CMA Indicates whether the justification
(J_DESC) is valid for Centrally
Managed Allotment services.

J_DESC Category for justification of the ACP
referral.
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SECTION 8. BASES.dbf WORK AREA: 13 NO. FIELDS: 8

A. DATABASE STRUCTURE: BASES 13 8

FIELD FIELD TYPE LEN DEC PICTURE
BASE_ZIP Character 10 0 "99999-9999"
BASENAME Character 35 o mwatin
CONUS Logical 1 o nyv»
L_UPDATE Date 8 0 <none>
MAJCOM Character 7 0 velv
STATE Character 2 0 mwal»
STATION Character 5 0 "99999"
UNIT_ID Character 2 0 wogn

B. INDEXES: 1 Index for BASES.dbf
INDEX NAME KEY FIELD EXPRESSION

BASES basename

cC. FIELD DESCRIPTIONS: BASES.dbf

FIELD NAME FIE ESC I

BASENAME Name of the USAF base.

MAJCOM Major Command responsible for the
base. Field value is obtained from
lookup of the MAJCOM.dbf.

STATE State the base is located.

BASE_ZIP Zip code for the base.

CONUS Indicates whether the base is located
in the continental United States or
overseas.

L_UPDATE Last update of this database record.

UNIT_ID Unit identification code used in the
fund citation.

STATION Station code used in the fund

citation.
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SECTION 9. CMATYPE.dbf WORK AREA: 26 NO. FIELDS: 1
A. DATABASE STRUCTURE: CMATYPE.dbf

FIELD EIELD TYPE LEN DEC PICTURE
TYPE Character 12 o ve!"

B. INDEXES: 1 Index for CMATYPE.dbf

INDEX NAME KEY FIELD EXPRESSION
CMATYPE TYPE

C. FIELD DESCRIPTIONS: CMATYPE.dbf

FIELD NAME FIELD DESCRIPTION
TYPE Categories of Centrally Managed

Allotment services.
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SECTION 10. CPTAMOD.dbf WORK AREA: 7 NO. FIELDS: 2

A. DATABASE STRUCTURE: CPT4MOD.dbf

FIELD FIELD TYPE LEN DEC PICTURE
CPT4MODESC Character 240 o "e:iv
PRCPT4MOD Character 4 0 "9999"
B. INDEXES: 1 Index for CPT4MOD.dbf
Ii.DEX NAME KEY FIELD EXPRESSION
CPT4MOD PRCPT4AMOD
C. FIELD DESCRIPTIONS: CPT4MOD.dbf
FIELD NAME FIELD DESCRIPTION

CPT4MODESC Description of the Common Procedure
Terminology (CPT) code modifier.

PRCPT4MOD common Procedure Terminology (CPT)

code modifier. Key field for
relation to PRICE.dbf.
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SECTION 11.

A.

EEIC.dbf WORK AREA: 12 NO. FIELDS: 5

DATABASE STRUCTURE: EEIC.dbf

FIELD FIELD TYPE LEN DEC PICTURE
DEF_MEPRS Character 0 %e!n
DEF_RCCC Character 6 0 "999999"
EEIC Character 5 0 "99999"
EEIC_DESC Character 50 0o "we!"
L_UPDATE Date 8 0 <none>
INDEXES: 2 Indexes for EEIC.dbf

INDEX NAME KEY FIELD EXPRESSION

EEIC EEIC

EEICDESC EEIC_DESC

FIELD DESCRIPTIONS: EEIC.dbf

FIELD NAME
DEF_RCCC

DEF_MEPRS

EEIC

EEIC_DESC

L_UPDATE

EIELD DESCRIPTION

Default Responsibility Center/Cost
Center (RC/CC)which applies to this
Element Expense Investment Center
(EEIC).

Default Medical Expense Performance
Reporting System (MEPRS) which
applies to the default RC/CC
(DEF_RCCC) for this Element Expense
Investment Code (EEIC).

Element Expense Investment Code
(EEIC).

Description of the Element Expense
Investment Code (EEIC).

Last update of this database record.
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SECTION 12. FMP.dbf WORK AREA: 14 NO. FIELDS: 3

A. DATABASE STRUCTURE: FMP.dbf
FIELD FIELD TYPE LEN DEC PICTURE
FMP Character 2 0o 'oor
FMP_DESC Character 20 o natn
L_UPDATE Date 8 0 <none>

B. INDEXES: 1 Index for FMP.dbf

INDEX NAME KEY FIELD EXPRESSION

FMP fnp
C. FIELD DESCRIPTIONS: FMP.dbf
FIELD NAME FIELD DESCRIPTION
FMP Family member prefix.
FMP_DESC Description of family member prefix.
L_UPDATE Last update for this database record.
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SECTION 13. FOREIGN.dbf WORK AREA: 27 NO. FIELDS: 3

A. DATABASE STRUCTURE: FOREIGN.dbf

FIELD FIELD TYPE LEN DEC PICTURE
CURRENCY Character 10 o "ein
EFF_DATE Date 8 0 <none>
USDOLRATE Numeric 7 4 <none>

B. INDEXES: 1 Index for FOREIGN.dbf

INDEX NAME KEY FIFLD EXPRESSION
FOREIGN CURRENCY

C. FIELD DESCRIPTIONS: FOREIGN.dbf

FIELD NAME FIELD D RIPT
CURRENCY Foreign currency.

USDOLRATE Conversion rate from foreign currency
to US dollars.

EFF_DATE Effective date of the conversion
rate.
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SECTION 14. FUNDS.dbf WORK AREA: 28 NO. FIELDS: 3

A. DATABASE STRUCTURE: FUNDS

FIELD FIELD TYPE LEN DEC PICTURE
CUR_BAL Numeric 11 2 <none>
MONTH Numeric 2 0 <none>
TARGET Numeric 11 2 <none>

B. 0 Indexes for FUNDS.dbf

cC. FIELD DESCRIPTIONS: FUNDS.dbf

FIELD NAME FIELD DESCRIPTION
CUR_BAL Unobligated fund (O&M) balance.

Computed as the Alternative Care
Program obligation authority (TARGET)
less the summation of referrals cost.

MONTH Month that the target amount expires.
TARGET The total operations and maintenance

(O&M) obligation authority for the
Alternative Care Program.
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SECTION 15. GRADE.dbf WORK AREA: 16 NO. FIELDS: 7

A. DATABASE STRUCTURE: GRADE.dbf

FIELD FIELD TYPE LEN DEC PICTURE

GRADE Character 4 0 "a-!ln

L_UPDATE Date 8 0 <none>

USA Character 8 o "alv

USAF Character 8 o "e!"

USCG Character 8 o "etiv

USMC Character 8 o wa!"

USN Character 8 o %e!»

B. INDEXES: 1 Index for GRADE.dbf
INDEX NAME KEY FIELD EXPRESSION
GRADE GRADE
C. FIELD DESCRIPTIONS: GRADE.dbf

FIELD NAME F D_DESCR

GRADE Active Duty member pay grade.

L_UPDATE Last update of this database record.

USAF Pay grade abbreviation for United
States Air Force.

USA Pay grade abbreviation for United
States Army.

USN Pay grade for the United States Navy.

USMC Pay grade for the United States
Marine Corps.

USCG Pay grade for the United States Coast

Guard.
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SECTION 16. HELP.dbf WORK AREA: 1 NO. FIELDS: 12

A. DATABASE STRUCTURE: HELP.dbf

FIELD FIELD TYPE LEN DEC PICTURE

BOTROW Numeric 2 0 <none>

BOXCOLOR Numeric 3 0 <none>

BOXNO Numeric 1 0 <none>

LT_CoOL Numeric 2 0 <none>

PROC Character 10 0 <none>

RT_COL Numeric 2 0 <none>

TEXT Meno 10 0 <none>

TITCOLOR Numeric 3 0] <none>

TITLE Character 30 0 <none>

TOPROW Nunmeric 2 0 <none>

TXTCOLOR Numeric 3 0 <none>

VAR Character 10 0 <none>

B. INDEXES: 1 Index for HELP.dbf
NDEX E KEY EX 0)
HELP PROC + VAR
C. FIELD DESCRIPTIONS: HELP.dbf

FIELD NAME FIELD DESCRIPTION

BOTROW Bottom row of text display when help
is called.

BOXCOLOR Display color of box containing help
text.

BOXNO Help reference number.

LT_COL Left column of text display when help
is called.

PROC Procedure calling help function.

RT_COL Right column of text display when
help is called.

TEXT Text to display when help function is
calied.

TITCOLOR Display color of help title.

TITLE Title of help box.

TOPROW Top row of text display when help is
called.

TXTCOLOR Display color of help text.
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SECTION 16. HELP.dbf con’t

C. FIELD DESCRIPTIONS: HELP.dbf con’t
FIELD NAME F DESCRI (0)
VAR Variable being read when help

function is called.
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SECTION 17. MAJCOM.dbf WORK AREA: 18

A.

DATABASE STRUCTURE: MAJCOM.dbf

NO. FIELDS: 4

FIELD FIELD TYPE LEN DEC PICTURE
L_UPDATE Date 8 0 <none>
MAJCOM Character 8 o va!n
MAJCOMDESC Character 31 o naln
OP_AGENCY Character 2 0 "ogn

INDEXES: 1 Index for MAJCOM.dbf

INDEX NAME KEY FIELD EXP SION
MAJCOM MAJCOM

FIELD DESCRIPTIONS: MAJCOM.dbf

FIEILD NAME FIELD DESCRIPTION
L_UPDATE Last update of this

database record.

MAJCOM USAF major command acronym.

MAJCOMDESC Description/name of
command.

USAF major

OP_AGENCY Operating agency code.
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SECTION 18.

A.

OA.dbf

WORK AREA: 29 NO. FIELDS: 5

DATABASE STRUCTURE: OA.dbf

FIELD FIELD TYPE LEN DEC PICTURE
OA_NUM Character 8 0o wa!in
OBLIGATE Nuneric 10 2 <none>
REMARK Character 50 Q vatv
SRC_DOC Character 8 o va!v
TRANDATE Date 8 0 <none>
INDEXES: 1 Index for OA.dbf

INDEX NAME KEY FTIELD EXPRESSION

oA DTOS ( TRANDATE)

FIELD DESCRIPTIONS: OA.dbf

FIELD NAME

OA_NUM

OBLIGATE

REMARK

SRC_DOC

TRANDATE

FIELD DESCRIPTION
Identification number assigned to the

AF Form 616 by the Accounting and
Finance Office.

The amount of the transaction which
obligates and deobligates Alternative
Care Program operation and
maintenance funds.

Miscellaneous comments pertaining to
the transactions.

A reference number, usually the
authorization number (AUTH_NO from
SERVICES.dbf).

Date that a transaction affects the
current balance of funds.
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SECTION 19. PATCODE.dbf WORK AREA: 17 NO. FIELDS: 3

A. DATABASE STRUCTURE: PATCODE.dbf

FIELD FIELD TYPE LEN DEC PICTURE
L_UPDATE Date 8 0 <none>
PBENCODE Character 3 0 YA99"™

PBEN_DESC Character 60 o velr

B. INDEXES: 2 Indexes for PATCODE.dbf

INDEX NAME KEY FIFELD EXPRESSION
PATCODE PBENCODE
PATBEN PBEN_DESC

C. FIELD DESCRIPTIONS: PATCODE.dbf

FIELD NAME IELD DESCRI N

L_UPDATE Last update of this database record.

PBENCODE Patient beneficiary code taken from
the Tri-service beneficiary category
codes.

PBEN_DESC Description of patient beneficiary
categories.
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SECTION 20.

A.

DATABASE STRUCTURE:

FIELD
P_ADD1
P_ADD2
P_ADD3
P_CAT
P_FMP
P_FNAME
P_LDATE
P_LNAME
P_PHONE
P_SSAN
PATREF
PRP
S_SSAN

INDEXES: 4

INDEX NAME
PATIENTS

PATSSAN
PATREF
PATSSSAN

FIELD DESCRIPTIONS:

FIELD
PATREF

PRP

P_ADD1
P_ADD2
P_ADD3

P_CAT

PATIENTS.dbf WORK AREA: 2 NO.

FIELDS: 13

PATIENTS.dbf

FIELD TYPE LEN DEC PICTURE

Character 40 0 vealv
Character 40 o meln
Character 40 0o welrn
Character 3 0 "A99T
Character 2 0o ngg"
Character 20 0 "etn
Date 8 0 <none>
Character 25 o "al!@
Character 13 0 "(999)999-9999"
Character 11 0 "999-99-9999"
Numeric 5 0 "99999"
Logical 1 0 wyn
Character 11 0 "999-99-9999"
Indexes for PATIENTS.dbf

KEY FIELD EXPRESSION

P_1NAME

P_SSAN

PATREF

S_SSAN

PATIENTS.dbf

Serves as the key field for the
PATIENTS.dbf. Used as the key field
instead of P_SSAN since some
dependents do not have a social
security number. Relates
PATIENTS.dbf with SERVICES.dbf.

Patient is or is not on Personnel
Reliability Program.

Patient address line 1
Patient address line 2
Patient address line 3
Patient beneficiary category. Taken

from the TRI-Service Beneficiary
Categories.

Patient’s fanily member prefix (FMP).
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SECTION 20. PATIENTS.dbf con’t

c. FIELD DESCRIPTIONS: PATIENTS.dbf con‘t

FIELD NAME  FIELD DESCRIPTION

P_FNAME Patient first name

P_LDATE Date record was last updated or
edited.

P_LNAME Patient last name

P_PHONE Patient phone number including area
code.

P_SSAN Patient social security number.

S_SSAN Sponsoring active duty members’

social security number. Key field
which relates PATIENTS.dbf with
SPONSOR.Gbf.
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SECTION 21.

A.

DATABASE STRUCTURE:

FIELD
PFINUM

PRCPT4MOD
PREFF_DAY
PREFF_MO
PREFF_YR
PRPREV_FEE
PRPROCDE
PRSPCDE
PRSTCNTCDE
PRTYPCARE
STATE

INDEXES: 1

INDEX NAME
PRICE

PRICE.dbf

WORK AREA: 5 NO. FIELDS: 11

PRICE.dbf

FIELD TYPE LEN DEC PICTURE

Numeric 2 0 <none>
Character 4 0 "g9999n
Numeric 2 0 <none>
Numeric 2 0 <none>
Numeric 2 0 <none>
Nureric 8 2 <none>
Character 5 0 "99999"
Character 2 0 wog9gn
Character 2 0 <none>
Character 1 0 <none>
Character 2 0 vein
Index for PRICE.dbf
KEY FIELD EXPRESSION

PRPROCDE

FIELD DESCRIPTIONS: PRICE.dbf

FIELD NAME
STATE

PFINUM
PRSTCNTCDE

PRPROCDE

PRTYPCARE
PRSPCDE
PRPREV_FEE

PREFF_YR

PREFF_MO

PREFF_DAY

PRCPT4MOD

FIELD DESCRIPTION

State that the CHAMPUS allowable cost

is applicable.

Financial intermediary file nu.aber.
Pricing file state country code.
Common Procedure Terminology (CPT)
code. Relates PRICE.dbf with
PROCODE.dbf.

Type of medical care.

Medical specialty code.

CHAMPUS allowable cost.

Year CHAMPUS allowable cost is
effective.

Month that the CHAMPUS allowable cost

is effective.

Day that the CHAMPUS allowable cost
is effective.

Common Procedure Terminology (CPT)
code modifier. Links to the
CPT4MOD.dbf.
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SECTION 22. PRIOR.dbf WORK AREA: 21 NO. FIELDS: 1

A. DATABASE STRUCTURE: PRIOR.d4bf

FIELD FIELD TYPE LEN DEC PICTURE
URGENCY Character 9 0o mainw
B. INDEXES: 1 Index for PRIOR.dbf

INDEX NAME KEY FIELD EXPRESSION
PRIOR URGENCY

C. FIELD DESCRIPTIONS: PRIOR.dbf

FIELD NAME FIELD DESCRIPTION
URGENCY Describes the urgency of a request.
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SECTION 23.

A.

FIELD
PRPROCDE
PROCDESC
USER_DESC

INDEXES:

INDEX NAME
PROCODE

FIELD NAME
PRPROCDE

PROCDESC

USER_DESC

PROCODE.dbf

DATABASE STRUCTURE:

WORK AREA: 6 NO. FIELDS: 3

PROCODE.dbf 6 3

FIELD TYPE LEN DEC PICTURE

Character 5 0 "9999gM®
Character 40 o "na!»
Character 60 0 watnw

1 Index for PROCODE.dbf

KEY FIELD EXPRESSION
PRPROCDE

FIELD DESCRIPTIONS: PROCODE.dbf

FIELD DESCRIPTION
Common Procedure Terminology (CPT)

code. Links to the PRICE.dbf.

Description of the Common Procedure
Terminology (CPT) codes.

User description for the Common
Procedure Terminology (CPT) code.a
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SECTION 24.

A.

QUERIES.dbf WORK AREA: 31 NO. FIELDS: 4

DATABASE STRUCTURE: QUERIES.dbf

FIELD
DESCRIP

MFILTER
MEFILTE
QUERY_FILE

FIELD TYPE LEN DEQ PICTURE

Character 50 <none>
Memo 10 0 <none>
Memo 10 0 <none>
Character 8 0 <none>

INDEXES: 0 Index for QUERIES.dbf

FIELD DESCRIPTIONS: QUERIES.dbf

FIELD NAME
DESCRIP

MFILTER

MEFILTE

QUERY_FILE

IE SCRI
Description of the ad hoc query.

Database filter condition for ad hoc
query.

Database filter condition for ad hoc
query.

Database file for which the query is

used with (listed in MFILTER or
MEFILTE.
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SECTION 25.

A.

RCCC.dbf WORK AREA: 15 NO. FIELDS: 6
DATABASE STRUCTURE: RCCC.dbf
FIELD FIELD TYPE LEN DE_ PICTURE
CC_SUFFIX Character 6 "999999"
FIN_CC Character 6 0 "999999"
FIN_MEPRS Character 5 0O "wa!n
L_UPDATE Date 8 0 <none>
MEPR_CODE Character 5 0 ve!n©
RCCC_NAME Character 45 0o vatlrn
INDEXES: 2 Indexes for RCCC.dbf
INDEX NAME KEY FIELD EXPRESSION
RCCC CC_SUFFIX
RCCCNAME RCCC_NAME

FIELD DESCRIPTIONS: RCCC.dbf

FIELD NAME

CC_SUFFIX
RCCC_NAME

MEPR_CODE

L_UPDATE

FIN_CC

FIN_MEPRS

FIELD DESCRIPTION

Cost center.
Description of the cost center.

Medical Expense Performance Reporting
System (MEPRS) code.

Last update of this database record.

Default cost center used in fund
citations.

Default Medical Expense Performance

Reporting System (MEPRS) used with
the default cost center (FIN_CC).
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SECTION 26. REQSTAT.dbf WORK AREA: 24 NO. FIELDS: 1

A. DATABASE STRUCTURE: REQSTAT.dbf

FIELD FIELD TYPE LEN DEC PICTURE
STAT Character 10 0 ve!nw

B. INDEXES: 1 Index for REQSTAT.dbf
INDEX NAME KEY FIELD EXPRESSION
REQSTAT STAT .

c. FIELD DESCRIPTIONS: REQSTAT.dbf

FIELD NAME FIELD DESCRIPTION
STAT Status of an ACP referral.
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SECTION 27. SERCAT.dbf WORI” AREA: 22 NO. FIELDS: 1

A. DATABASE STRUCTURE: SERCAT.dbf

FIELD FIELD TYPE LEN DEC PICTURE
CAT Character 10 o "ngatn

B. INDEXES: 1 Index for SERCAT.dbi

INDEX NAME KEY FIELD EXPRESSION
SERCAT CAT

C. FIELD DESCRIPTIONS: SERCAT.dbf

FIELD NAME FIELD DESCRIPT]ION
CAT Categorizes the type of service

as either inpatient or
outpatient. Used as a lookup
for the database field
SERVICECAT in the SERVICES.dbf.
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SECTION 28.

A.

DATABASE STRUCTURE: SERVICES.dbf

FIELD
ACCT_NO
ACT_COST
AF676_DATE
APPT_BEG
APPT_END
APPT_MADE
APPT_TIME
AUTH_NO
CHAMPHI
CHAMPLO
CMA_TYPE
CPT_CODE
CPT_MOD
CYFUNDS
D2161_DATE
EEIC
EST_COST
FCUR
FCURRATE
INPUT_DATE
JUSTCODE
L_UPDATE
MED_NEED
NO_TX_APPD
OA_NUM
PAID_DATE
PAT_REF
PD_S_NUM
PRIOR_KNOW
R_BILLDATE
RCCC
REF_CLINIC
REF_MD
REPORTS
REQ_STATUS
RESULTDATE
SERVICECAT
SF1034_VNO
SF1034DATE
SOURCENO
THIRD_PRTY
THIS_ONE
TX_PERIOD

FIELD TYPE

Character
Numeric
Date

Date

Date

Date
Character
Character
Numeric
Numeric
Character
Character
Character
Logical
Date
Character
Nunmeric
Character
Numeric
Date
Character
Date
Character
Numeric
Character
Date
Nunmeric
Character
Logical
Date
Character
Character
Character
Characters
Character
Date
Character
Character
Date
Numeric
Logical
Logical
Character
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SERVICES.dbf WORK AREA:

LEN

15
10

-

e

[\S]

[
OO OLULOOWFNOULOODWWOVWORNOONOOUORAOUNNOBO0OOMWONONOO®

[N

[
O =

DEC
0

QOO0 0CO0OO0CO0D0O0OO0OO00O0OO0O0O0O0O0OOOODLONODOOCOOONNOOOOOON

3

NO. FIELDS:

PICTURE

<none>
<none>
<none>
<none>
<none>
<none>
"99:99"
"99-99999"
<none>
<none>
Il@ ! L]
"99999"
"9999"
"Yll
<none>
"99999"
<none>
"@ ! "
<none>
<none>
"99"
<none>
"@ ! n
<none>
Il@ ! L]
<none>
"99999"
"S-99999"
"Yll
<none>
"999999"
"999999"
"@ ! "

ll@ ! "

"@ ! ”
<none>
"@ ! ”
"99-99999"
<none>
"99999"
IIY"

"Yll

ll@! ”
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SECTION 28.

B.

INDEXES:

INDEX NAME
SERVICES

SERVPAT
SERVSRC

SERVICES.dbf con‘t

3 Indexes for SERVICES.dbf

KEY FIELD EXPRESSION
AUTH_NO
PAT_REF
SOURCENO

FIELD DESCRIPTIONS: SERVICES.dbf

FIELD NAMFE
PAT_ REF

AUTH_NO

CPT_CODE

CPT_MOD

SERVICECAT

NO_TX_APPD

TX_PERIOD

MED_NEED

SOURCENO

FIELD DESCRIPTION
Patient reference. Establishes
relationship with PATIENTS.dbf.

Authorization number for Alternative
Care Program referral.

Comnmon Procedure Terminology (CPT)
code. Key field that relates
SERVICES.dbf to PRICE.dbf and
PROCODE.dbf.

Common Procedure Terminology (CPT)
Code Modifier. Used with the
database field CPT_CODE to relate
SERVICES.dbf with PRICE.dbf and
CPT4MOD.dbf.

Category of service. Field value is
obtained from a lookup of SERCAT.dbf.

Number of service procedures
authorized by an Alternative Care
Program referral. Must be considered
with TX_PERIOD.

Category of service durations. This
specifies the service as a procedure,
visit etc. The field value is
obtained from a lookup of
TXPERIOD.dbf.

Urgency of need of the referral. The
field value is obtained from a lookup
of PRIOR.abf.

Identifies the health care provider

providing the service. Links this
record to the SOURCES.dbf.
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SECTION 28.

c‘

SERVICES.dbf con’t

FIELD DESCRIPTIONS: SERVICES.dbf con’‘t

FIELD NAME
REF_CLINIC

REF_MD

APPT_BEG

APPT_END

APPT_TIME

APPT_MADE

EST_COST

ACT_COST

D2161_DATE
AF676_DATE

R_BILLDATE

RESULTDATE

SF1034DATE

FIELD DESCRIPTION
The Responsibility Center/Cost Center

(RC/CC) of the referring clinic
within the military medical treatment
facility. This code is obtained from
a lookup of RCCC.dbf.

Physician referring the patient to
the health care provider.

Beginning date of the Alternative
Care Program referral. Usually, the
APPT_BEG and the APPT _END are the
same date.

The endi date of the Alternative
Care Program referral. Usually, the
APPT BEG and the APPT_END are the
same date.

Time of the appointment for the
Alternative Care Program.

Date the appointment for the
Alternative Care Program referral was
arranged by the military medical
treatment facility with the health
care provider.

Estimated cost of the Alternative
Care Program referral.

Actual cost of the Alternative Care
Program referral.

Date the DD Form 2161 was initiated.
Date the AF Form 676 was approved.

Date the bill from the Alternative
Care Program referral is received.

Date the medical results from the
Alternative Care Program were
received.

Date the SF Form 1034 was generated

to request payment of the Alternative
Care Program bill.
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SECTION 28.

c.

SERVICES.dbf

con’t

FIELD DESCRIPTIONS: SERVICES.dbf con’t

FIELD
PAID_DATE

SF1034_VNO

PD_S_NUM

CMA_TYPE

REQ_STATUS

THIRD_PRTY

PRIOR_KNOW

ACCT_NO

EEIC

RCCC

OA_NUM

INPUT_DATE

FIELD DESCRIPTION
Date that the Accounting and Finance

Office paid the bill for the
Alternative Care Program referral.

Local voucher number assigned to the
SF Form 1034 by the Medical Resource
Management Office. This is an
optional field.

Voucher number assigned to the SF
Form 1034 whenever payment is made by
the Accounting and Finance Office.

Category of Centrally Management
Allotment service. Field value is
obtained from lookup of CMATYPE.dbf.

Status of Alternative Care Program
referral. Field value is obtained
from lookup of REQSTAT.dbf.

Indicates whether the Alternative
Care Program referral is or is not a
potential Third Party Liability case.

Indicates whether the local military
medical treatment facility had prior
knowledge of a medical service
rendered to an active duty member at
a civilian health care provider.

Health care provider account number
for the bill.

Element Expense Investment Code
(EEIC). Used for the fund citation.
Field value is obtained from lookup
of EEIC.dbf.

Responsibility Center/Cost Center for
the fund citation. Field value is
obtained from lookup of RCCC.dbf.

Voucher number assigned to the AF
Form 616 for obligation authority.

Date information was input into this
software application.
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SECTION 28. SERVICES.dbf con’t

C. FIELD DESCRIPTIONS: SERVICES.dbf con’t

FIELD NAME  FIELD DESCRIPTION
L_UPDATE Date of last update to this record.

FCUR Foreign currency that will be used
for bill payment. Field value will
be obtained from FOREIGN.dbf.

FCURRATE Conversion rate from foreign currency
to US dollars. Field value will be
obtained from lookup of FOREIGN.dbf.

JUSTCODE Category of justification for
Alternative Care Program referral.
Field value obtained from lookup of
ALTJUST.dbf.

CYFUNDS Indicates whether current fiscal year
operations and maintenance (O&M)
funds will be used to pay the
Alternative Care Program bill.

CHAMPHI Highest CHAMPUS allowable cost for
this procedure.

CHAMPLO Lowest CHAMPUS allowable cost for
this procedure.

THIS_ONE Indicates that the database record
has been selected for use by the
Alternative Care Assistant.

REPORTS Indicates that the database record
has been selected for a report(s).
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SECTION 29.

A.

SOURCES.dbf WORK AREA: 4 NO. FIELDS: 12
DATABASE STRUCTURE: SOURCES 12
FIELD FIELD TYPE LEH DEC PICTURE
L_UPDATE Date 0 <none>
PLIST_DATE Date 8 0 <none>
SRC_REF Numeric 5 0 "99999"
SRCADD1 Character 40 0O "eln
SRCADD2 Character 40 0o waln
SRCADD3 Character 40 0 wa!n
SRCCITY Character 20 o vain
SRCFONE Character 13 0 "(999)999~9999"
SRCNAME Character 40 0 main
SRCPOC Character 35 0 neln
SRCSTATE Character 2 o w@in
SRCZIP Character 10 0 "99999-9999"
INDEXES: 2 Indexes for SOURCES.dbf
INDEX FILE KEY FIELD EXPRESSION
SRCENAME SRCNAME
SRCREF SRC_REF

FIELD DESCRIPTIONS: SOURCES.dbf

FIELD NAME  FIELD DESCRIPTION

SRC_REF Key field for SOURCES.dbf.

SRCNAME Name of the health care provider.

SRCADD1 Address line 1 for health care
provider.

SRCADD2 Address line 2 for health care
provider.

SRCADD3 Address line 3 for health care
provider.

SRCCITY Health care provider’s address city.

SRCSTATE Health care provider’s address state.

SRCZIP Health care provider’s zip code.

SRCFONE Health care provider’s phone number
with area code.

SRCPOC Health care provider’s point of
contact.

PLIST _DATE Date of update to health care

provider’s price list.
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SECTION 29. SOURCES.dbf con’t

C. FIELD DESCRIPTIONS: SOURCES.dbf con’t

FIELD NAME FIELD DESCRIPTION
L_UPDATE Last update to this database record.
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SECTION 30.

A'

SPONSOR.dbf

DATABASE STRUCTURE:

FIELD
HOME_BASE
SCAT
SFNAME
SGRADE
SL_UPDATE
SLNAME
SORG

SPRP
SSSAN

INDEXES:

INDEX NAME

SPONSOR
SLNAME

WORK AREA: 25 NO. FIELDS:

SPONSOR 25 9

FIELD TYPE LEN DEC PICTURE
Character 30 0 "alek"
Character 1 0 "an

Character 20 o twaln©»
Character 8 0o m"alw

Date 8 0 <none>
Character 25 o maln
Character 25 0 val!ek"
Logical 1 o "yn

Character 11 0 "999-99-9999"

2 Indexes for SPONSOR.dbf

KEY FI EX
SSSAN
SLNAME

SION

FIELD DESCRIPTIONS: SPONSOR.dbf

FIELD NAME

SFNAME
SLNAME
SSSAN

SGRADE

SORG

SCAT

SPRP

SL._UPDATE

HOME_BASE

FIELD DESCRIPTION
Sponsor first name.

Sponsor last name.
Sponsor social security number.
Sponsor grade.

Base organization which the sponsor
is assigned.

Sponsor category. This is equivalent
to the first digit of the P_CAT field
in the PATIENTS.dbf.

Indicates whether the sponsor is or
is not in the Personnel Reliability
Program.

Last date the database record was
updated.

Based that the sponsor is assigned.
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SECTION 31. SUBSIST.dbf WORK AREA: 30 NO. FIELDS: 2

A. DATABASE STRUCTURE: SUBSIST.dbf

FIELD FIELD TYPE LEN DEC PICTURE
EFF_DATE Date 8 0 <none>
SUB Numeric 5 2 <none>
B. INDEXES: 0 indexes for SUBSIST.dbf
C. FIELD DESCRIPTIONS: SUBSIST.dbf
FIELD NAME FIELD CRI N
SUB The subsistence rate taken from
AFR 168-6.
EFF_DATE Effective date of subsistence
rate.
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SECTION

A.

32. TXPERIOD.dbf WORK AREA: 20 NO. FIELDS:

DATABASE STRUCTURE: TXPERIOCD 20 1

FIELD FIELD TYPE LEN DEC PICTURE
TX Character 10 0 naln

INDEXES: 1 Index for TXPERIOD.dbf

INDEX NAME KEY FIELD EXPRESSION
TXPERIOD TX

FIELD DESCRIPTIONS: TXPERIOD.dbf

FIELD NAME FIELD DESCRIPTION
TX Describes the type of service to be

received.
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Appendix J: Alternative Care Assistant User's Manual

Introduction

The Alternative Care Assistant is a prototype
application designed to improve the management of the
Alternative Care Program. As specified by AFR 168-10, the
Alternative Care Program includes supplemental care,
cooperative care, and Centrally Managed Allotment services.
Although the Alternative Care Assistant has a simplistic
design, over 30 databases and 40,000 lines of source code
are compiled by Clipper into this prototype.

This user's manual contains seven sections:
INTRODUCTION, APPLICATION REQUIREMENTS, GENERAL CONVENTIONS
AND FEATURES, INSTALLATION, BEFORE YQUR START, GETTING
STARTED, and USING THE ALTERNATIVE CARE ASSISTANT.

Assumptions. In developing the Alternative Care

Assistant and this user's manual, two assumptions were made.
First, the user is familiar with the Alternative Care
Program. Second, the user has a basic knowledge of

computers and terms such as megabyte and lookup window.

Application Requirements

The Alternative Care Assistant has the following

hardware and software requirements:

a. IBM XT/AT compatible microcomputer.
b. MS~DOS Version 3.2 or greater.
c. 640 kilobytes of Random Access Memory (RAM).

a. At least 1 floppy diskette drive.
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e. At least 1 hard disk drive with a minimum of 10
megabytes of disk space.

f. A color monitor is recommended.

General Conventions and Features

The Alternative Care Assistant provides a powerful, yet
user~friendly environment. To exploit the program's
capability, the following features are highlighted.

On-line Help. On-line help can be accessed from almost
every part of the Alternative Care Assistant by pressing the
Fl key. Help windows are context sensitive in that the help
information is relevant to the module being used when the F1
key was pressed. There is, however, a slight difference
between the help windows for the menus (Figure 12), and

those for the data screens (Figure 13).

 ERERERER Alternative Care Assistant Main Menu (20 N N N o N 2

on  fanagement  Jeports  [ysten Maintenance it

OPTION OVERVIEW FOR MAIN MENU

Press any key to continue

Figure 12. Help Screen for Menu Option
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The help window for a data screen has a scroll capability so
that the amount of help information is not limited by
display size of the help window. The information in the
window may be viewed by using the PgUp and PgDn keys to

scroll all the information through the window.

Input costs to purchase service

Bosts Bo Putput i B B2 3 Bselect

COSTS 10
IMPLEMENT @

Figure 13. Help Screen for Data Screen Optlon

lookup Windows. First, a lookup window is a small,

"pop up" display screen which lists all the acceptable

values for a data field. Lookup windows are associated with

many of the data fields in the Alternative Care Assistant.

These lookup windows ensure standardized data entries

without requiring the user to memorize codes or use

additional documentation. «
There are two styles of lookup windows used in the

Alternative Care Assistant.
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The first style 1is activated automatically whenever an
inappropriate entry is made into a data field. Figure 14
illustrates this style. To select an entry, use the arrow
keys to highlight the desired value, and press <ENTER>.
Some of these lookup windows also have a quick search
capability. When using these lookup windows, type the
desired data value. The matching data value will be
highlighted. Also, this value will be displayesd on the top
line of the lookup window as it is being typed. The lookup

window in Figure 14 has this quick search capability.

Rdd a bill into the database

Hit Focate Bove Jote Print quely fuit | E:Help| BE B B Pick

[ Last{ Move highlight bar to desired value and press Enter

” EZ HELP I Fﬁsauel fSCf'h'BORT']ml"'gbﬁZﬂe;tns.cv;eéhﬁl“P'gUprréJi'dd's Screen

Figure 14. Automatic Lookup Window

The second style of look up window is activated only at
the user's discretion. Figure 15 illustrates this style of

lookup window.
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Like the other style of lookup window, this lookup
window uses similar features. To select data values, use
the arrow keys to move the highlight bar to the desired
value, and press <ENTER>. These lookup windows also have a
search capability. When using these lookup windows, type
the first digit or character of the key data field. 1In most
cases, the key data field will be in the first column of the
lookup window. Unlike the other lookup window style, only
the first digit or character is used for the search. After
entering this cdigit or character, the first matching data
field value will be highlighted. The available option keys

are displayed on the bottom line of the lookup window.

% RESPONSTB:1ITY CENTER/COST CENTER CODES % “
RCCOUNT ING
Referring RC/CC I:scription RC/CC MEPRS RC/CC HMEPRS
ALLERGY CLINIC 155412 BAB
CLINICAL PATHOLOGY 155621 DBR
DENIAL CARE CLINIC 155911 CA

DIAGNO

2R RS K

EME

1554682 Bl

KGENCY MEDICAL CARE

FAMILY PLANNING CLINIC 155451 BCA

FLIGHT MEDICINE 155483 BJ

GENERAL SURGERY CLINIC 155431 BBA

GYNECOLOGY CLINIC 155452 BCB

INTERNAL MEDICINE CLINIC 155411 BAA

MENTAL HEALTH CLINIC 155484 BFD

OBSTETRICS CLINIC 155453 BCC

OPTOMETRY CLINIC 155493 BHC

PEDIATRIC CLINIC 155461 BDA
[ Cursor Find Help | Pick Quit
| LT E e b

Figure 15. Optional Lookup Window

Bar Menus. Bar menus are prevalent throughout the

Alternative Care Assistant. All bar menu options are
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accessible by two methods. Either press the highlighted
letter in the menu title, or use the arrow keys to highlight
the desired option, and press <ENTER>.

Options Being Developed. Since the Alternative Care
Assistant is a prototype, certain features are not fully
developed. If an unimplemented option is selected, a
message at the bottom right of the screen will be displayed
such as illustrated in Figure 16.

Errors. Although the Alternative Care Assistant should
operate without error, there is always the chance that an
error will occur. In the event that an error occurs, a
message will be displayed as illustrated in Figure 17. The

error message will also be saved to the disk file ERROR.TXT.

44444494 Alternative Care Assistant Main Menu [ 2 2 O 2 o

Bills

Janagement  Jeports  Justen Maintenance  fuit

Choice E not yet available.
Called fron: bar e.
Menu level: 1.

—— (ny key to continue
Figure 16. Unimplemented Option Message
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If an error occurs, record the following information as soon
as possible:
a. Option being used when the error occurred.

b. Other options used prior to the option that caused
the error.

c. Any relevant circumstances or observations. For
example, any erroneous keys that were pressed.

When an error occurs, reboot the microcomputer by pressing
the Del key while holding down the <Ctrl> and <Alt> keys,
and reenter the Alternative Care Assistant. If the error

continues to be a problem, contact the system manager.

Pdd a bill into the database

Kit [Eocate Pove Jote Frint quefy fhit

e
EE%ERBQL FOR CIVILIAN MEDICAL CARE

Servic

A system error has occurred - please consult your programmer
Press "P" to print the information, or any other key to quit

Type of Service |Reason CMA Category

BRecord §: 1 Last Updated:

o Abort

‘Next Screen

g :Previous Screen

n BiHelp | BB:Save

Figure 17. Error Message

Installation.

The Alternative Care Assistant is provided on multiple

diskettes. Use the following installation instructions:
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Step 1 Set the DOS prompt to show the directory being
used by typing "PROMPT $P$G" and pressing
<ENTER>.

Step 2 Change the default disk drive to A: by typing
"A:" and pressing <ENTER>. The DOS prompt
should display "A:\>".

Step 3 The hard drive must have at least 5 megabytes
of disk space available to proceed. If this
much disk space is not available, you must
decide what disk files you will delete, or
accept the fact that you will not be able to
use the Alternative Care Assistant!

Step 4 Place the Alternative Care Assistant DISK #1
into the A: disk drive. Type "INSTALL" and
press <ENTER>.

Step 5 When prompted by the screen display, place the
next Alternative Care Assistant disk into the
A: diskette drive. Continue this process for
all of the Alternative Care Assistant disks.

Before You start

The Alternative Care Assistant is a very flexible and
comprehensive application. These attributes are achieved
through the use of default data values which configure the
Alternative Care Assistant to each vsing location. In order
to configure the Alternative Care Assistant to your
location, have the following information available prior to
installation.

Common Procedure Terminology (CPT) Codes and CHAMPUS
Costs. CPT codes are essential to managing the Alternative
Care Program. For this reason, the Alternative Care
Assistant relies upon several databases to provide the CPT
codes and the associated CHAMPUS allowable costs. OCHAMPUS
at Lowry AFB, Colorado provides the CPT code and CHAMPUS

allowable costs for each state in a dBase™ database format.

209




You may obtain these diskettes by calling AUTOVON 943-3580.

Installing the CHAMPUS Diskettes. The
installation process is quite simple although this data is
contained on approximately 20 diskettes. Approximately four
megabytes of disk space is initially required to install
these databases. Instructions are provided with these
diskettes, but are summarized below.

Step 1 You should start at the C: disk drive. Set the
DOS prompt to show the directory being used by
typing "PROMPT $P$G" and pressing <ENTER>.
Assuming you started at the C: disk drive, your
DOS prompt should display "C:\>" now.

Step 2 The hard drive must have approximately 5
megabytes of disk space available before
proceeding. If this much space is not
available, you must decide what to delete, or
accept the fact that you will not be able to
use the Alternative Care Assistant!

Step 3 Make a new subdirectory named PF on the hard

) disk drive by typing "MD PF" and pressing
<ENTER>.

Step 4 Change to this new subdirectory by typing "CD
PF" and pressing <ENTER>. If using the C: disk
drive, the prompt should display "C:\PF>".

Step 5 1Insert the CHAMPUS diskette number 1 into the
A: disk drive.

Step 6 Type "A:INSTALL" and press <Enter>.

Step 7 Follow the messages displayed on the computer
screen for selecting the correct state‘s
CHAMPUS/CPT data. DO NOT INSTALL MORE THAN ONE
STATE with this version!

In the event that the instructions provided by OCHAMPUS
differ from these instructions, please follow those provided
by OCHAMPUS. Regardless of which instructions you use, it
is essential that these databases be installed in the C:\PF

subdirectory.
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Defaults. Please refer to Figures 54-62 for the
information required for the defaults.

Element Expense Investment Codes (EEIC). Have a
listing of the EEIC, EEIC description, EEIC shreadouts, and
any RC/CC codes which are associated with the EEIC.

Responsibility Center/Cost Centers (RC/CC). Have a
listing of the RC/CC codes, Medical Expense Performance
Reporting System (MEPRS) codes, and clinic names for all the
clinics which make referrals through the Alternative Care
Program. If a different RC/CC is used in the fund citation
other than the referring clinic RC/CC, please have this
RC/CC and the associated MEPRS code on this listing.

Obligation Authority. Have the current AF Form 616 and

the operations and maintenance fund target for supplemental
care (572XX) and cooperative care (573XX).

Sources of Health Care Services. Have a listing of all
the health care providers in the local area that provide
Alternative Care Program services to your base. The
following information is required for each provider:
official name, complete mailing address, phone number, and

point of contact.

Getting Started.

The Alternative Care Assistant is operated by typing:
ACA <HARD DISK DRIVE> <SUBDIRECTORY>

where the following is:
<HARD DISK DRIVE> is the hard disk drive containing
the Alternative Care Assistant files. Type only
the letter without a colon (:) or backslash (\).
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<SUBDIRECTORY> is the subdirectory which contains

the Alternative Care Assistant files. Type only

the name without the colon (:) or backslash (\).

For example, if the Alternative Care Assistant was
located on the C: drive in the ALTCARE subdirectory
(C:\ALTCARE), you would type the following.

ACA C ALTCARE

Next, the opening screen for the Alternative Care

Screen should appear (Figure 18).

=2 LE2TANT

Air Force Institute of Technology School of Systems and Logistics

Figure 18. Alternative Care Assistant Opening Display

Although this screen will only display for a second, you may
minimize the delay by pressing any key.
The next screen is a reminder that the information used

for the Alternative Care Program is governed by the Privacy

Act of 1974.
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APPLIES TO THE ALTERNATIVE CARE PROGRAM

CY

OF 1974

&
THE INFORMATION USED WITHIN THE
ALTERNATIVE CARE ASSISTANI

Figure 19. Privacy Act Message

Again, this screen will only display for a second, but

you may minimize the delay by pressing any key.

Using the Alternative Care Assistant

All of the Alternative Care Assistant's options are
accessible from the main menu by pressing the highlighted
letter in their menu title, or moving the highlight bar to
the desired option and pressing <ENTER>. Figure 20
overviews the Alternative Care Assistant menus.

Each option is briefly discussed: BILLS, EOM,

MANAGEMENT, REPORTS, SYSTEM MAINTENANCE, and QUIT.
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DOS
EOM ouIT
BILLS MANAGEM T REPORTS= SYS MGMT
ADD AD HOC BATCH BACKUP
EDIT BREAKEVEN DEFAULTS DEFAULTS
LOCATE FUNDS LETTERS QUICK FILE
MOVE RANDOM MGMT RECALL ARCHIVE
NOTE OTHER TABLE MAINTA N
PRINT REQUIRED UPLOAD CHAMPUS $
QUERY SYSTEM
QutT ouIT
AIND REZT Y ASSESSBE FAOM MA N MODULE

Figure 20. Alternative Care Assistant Overview

BILLS

The BILLS option is the "heart" of the Alternative Care
Assistant since it performs many of the Alternative Care
Program's clerical tasks. There are eight options
available: ADD, EDIT, LOCATE, MOVE, NOTE, PRINT, QUERY, and
QUIT. Any of these options may be accessed by typing the
highlighted letter in their menu title or using the arrow
keys to highlight the option and press <ENTER>

Add or Edit. The data screens for adding and editing
information to the database are identical except for a few
minor differences. For instance, the edit option skips data
screens which do not require editing while the add option

requires input to all five data screens. Any other
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differences between these two functions are highlighted in
the following instructions for inputing an ACP bill.

The following instructions have up to four subsections:
USER, VALID ENTRY, ACTION, and NOTES. The USER subsection
describes the user actions. The VALID ENTRY subsection
describes any special requiréments for the data entry. The
ACTION subsection describes the actions performed by the
Alternative Care Assistant as well as any subsequent actions
for the user. Finally, the NOTES subsection provides any
pertinent information not in the other subsections.

Step 1 USER. Enter the responsibility center/cost

center (RC/CC) code, Medical Expense
Performance Reporting System (MEPRS) code, or

the name of the referring clinic (Figure 21).

VALID ENTRY. Entered value must have a
matching data value in the RCCC.dbf database.

ACTION. If no value is entered or if a
matching value is not found in database, you
reenter a value, use a lookup window, or abort
this function (Figure 22). If you use the
lookup window (Figure 23), use the HOME, END,
and arrow keys to highlight the desired value,
and press <ENTER>. Whenever a matching value
is found, the RC/CC code, MEPRS code, and the
clinic name is displayed.

NOTES. The RCCC.dbf database is updated by the
SYSTEM MAINTENANCE-TABLE MAINTENANCE option.

Step 2 USER. Enter the authorization number (CONTROL
#) for the Alternative Care Program referral
(Figure 21).

VALID ENTRY. The following applies:

1. Has a format with the first two digits
representing the fiscal year that the
Alternative Care Program referral was
approved, and the last five digits
represent a serial sequence which begins
at zero for each fiscal year.
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2. Each authorization number is specific to
one Alternative Care Program referral. No
duplicates!

Rdd a bill into the database

BEEE Kit Jocate fove fote Frint quely Juit | BE:Help| BBE 8K BE-Pick

l?IFEBBRL FOR CIVILIAN MEDICAL CARE :

CONTROL #: s

Date of
DD Form 2161
oo

Service to Be Performed

(CPT4 Code:

TREATMENT
#§ Duration

Type of Seruice

Reason

(MA Category

Estinated $

Becord §: @ Last Updated:

E:Save | §8%:nbort | 3B Next Screen | JEBE:Previous Screen

Figure 21. Add/Edit Data Screen 1

Step 3

3. An entry such as 90-~1, 90-01, or 920-0001
is acceptable; however, the Alternative
Care Assistant will translate all of these
entries into 90-00001.

ACTION. The Alternative Care Assistant
displays the next authorization number which is
not a duplicate. You may use this default, or
enter another authorization number. If you
enter a different authorization number and it
is a duplicate, the Alternative Care Assistant
will display an error message, and increment
this authorization number by one until the next
available authorization number is found.

NOTES. An authorization number is a
prereqguisite for supplemental and cooperative
care services. However, it is only a tracking
mechanism for Centrally Managed Allotment
(CMA) services.

USER. Enter the date the DD Form 2161 was
completed by the referring health care provider
(Figure 21).
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BB kit Jocate Jove Jote PFrint quely Jhit | BE:Help| B BB BE:Pick

REFERRAL FOR CIVILIAN MEDICAL CARE

conTRoL #: IR

Referring Clinic (RC\CC: Date of
...... S emescas : DD Form 2161
s
Service to Be Performed (CPT4 Code:
TREATMENT

§ Duration

Hould You

Priority

Like to REENTER value ? B

Type of Service
GEE TR Like to use a LOOKUP TRBLE ? B

Estimated $

Like to ABORT 7 <]

E:Help | BB:Save I % abort l I8 ‘Next Screen lwiPreuious Screen

Figure 22. Data Not Found Option Screen

% RESPONSIBILITY CENTER/COST CENTER CODES ¥

ACCOUNT ING
Referring RC/CC Description RC/CC MEPRS RC/CC MEPRS
ALLERGY CLINIC 155412 BAB
CLINICAL PATHOLOGY 155621 DBA
DENTAL CARE CLINIC 155511 CA
DIAGNOST IC RADIOLOGY 155631 DCA
EMERGENCY MEDICAL CARE 155482 BI
FAMILY PLANNING CLINIC 155451 BCA
FLIGHT MEDICINE 155483 BJ
GENERAL SURGERY CLINIC 155431 BBA
GYNECOLOGY CLINIC 155452 BCB
INTERNAL MEDICINE CLINIC 155411 BAA
MENTAL HEALTH CLINIC 155484 BFD
OBSTETRICS CLINIC 155453 BCC
OPTOMETRY CLINIC 155493 BHC
PEDIATRIC CLINIC 155461 BDA
Cursor Find Help | Pick Quit

Figure 23. Lookup Window for Referring Clinic
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Step 4

Step 5.

VALID ENTRY. The date format is MM/DD/YY.

USER. Enter the Common Procedure Terminology
(CPT) code, and the CPT code modifier (Figure
21).

VALID ENTRY. The following applies:

l. The CPT code has five numeric
characters.
2. The CPT code modifier has four

numeric characters.

3. Entered value must have a matching
value in the PROCODE.dbf database.

ACTION. If no CPT code is entered or a CPT
code is entered which does not have a matching
record in the PROCODE.dbf database, you must
reenter the CPT code, use a lookup window, or
abort the function. If you use the lookup
window (Figure 24), the VIEW (F5) option
(Figure 25) is useful for displaying additional
information about each CPT code. When using
this lookup window, use the HOME, END, and
arrow keys to review the CPT codes before
selecting one. When the desired CPT code is
highlighted, press <ENTER> to return to the
original data screen. When a CPT code is
selected, the highest and the lowest CHAMPUS
allowable cost are extracted from the PRICE.dbf
database and displayed next to the CPT code.

NOTES. The estimated cost should not exceed
the CHAMPUS allowable cost.

USER. Enter the number of services authorized,
and the description or duration of the service.
This is on the DD Form 2161 (Figure 21).

VALID ENTRY. The following applies:

1. The number of services authorized
must be greater than zero.

2. The description or duration of the
service must have a matching data
record in the TXPERIOD.dbf database.

3. Initial data values in TXPERIOD.dbf
are: PROCEDURE, VISIT, TREATMENT.
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- NOD} USER DESCRP

&

[E;i4 CODE DESCRIPT ION

18868 INCISION AND DRAINAGE OF ABSCESS (EG, CARBUNCLE, 86ag
18868 INCISION AND DRAINAGE OF ABSCESS (EG, CARBUNCLE, 08850
18668 INCISION AND DRRINAGE OF ABSCESS (EG, CARBUNCLE, o1

s B - 7 P
10868 INCISION AND DRAINAGE OF RBSCESS (EG, CARBUNCLE, 28
18068 INCISION AND DRAINAGE OF ABSCESS (EG, CARBUNCLE, Se

18188 INCISION AND DRAINAGE OF ONYCHIAR OR PARONYCHIA; SINGL 6808

18188 INCISION AND DRAINAGE OF ONYCHIA OB PARONYCHIA; SINGL 8858

10188 INCISION AND DRAINAGE OF ONYCHIAR OR PARONYCHIA: SINGL 51

10108 INCISION AND DRAINAGE OF ONYCHIA OR PABONYCHIAR: SINGL @8

18188 INCISION AND DRAINAGE OF ONYCHIA OB PARONYCHIA; SINGL 13

10188 INCISION AND DRAINAGE OF ONYCHIA OR PARONYCHIA; SINGL 28

18168 INCISION AND DRAINAGE OF ONYCHIAR OR PARONYCHIA: SINGL 50

11858 PARING OR CURETTEMENT OB SHAUING OF BENIGN LESION WIT 8888 THIS IS WHY
11858 PARING OR CURETTEMENT OR SHRUING OF BENIGN LESION WIT 8858 THIS IS WHY
11858 PARING OR CURETTEMENT OR SHAVING OF BENIGN LESION WIT 15 THIS IS WHY

[ Cursor Find Help | Pick | View Quit

Figure 24. CPT Code Lookup Window

LFPT4 CODE DESCRIPTION

4 4 Detailed Common Procedure Terninology (CPT4) Code Data P P

CPI4 Code
CPi4 Code Description.
User:

CPT4 Modifier Code..........
CPI4 Modifier Code Descripti

Allouable Bérqe ...............
Applicable State..............!

Effective Date (M/DDAY).....: I

IS B Find | Bi:Help | BE:Edit User Description | J:Quit

Figure 25. CPT Lookup Window VIEW Option
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Step 6

Step 7

Step 8

ACTION. If no value is entered, or if a
matching value is not found in the TXPERIOD.dbf
database, you must use a lookup window. When
using the lookup window, use the arrow keys to
highlight the desired value, and press <ENTER>.

NOTE. The following is provided:

1. The TXPERIOD.dbf database is updated
by using the SYSTEM MAINTENANCE-
TABLE MAINTENANCE option.

2. Carefully select the service
duration. If this is not done,
confusion over the payment
responsibility may result. For
instance, some procedures require
multiple visits while some visits
involve multiple procedures.

USER. Enter the priority of this request as
indicated on the DD Form 2161 (Figure 21).

VALID ENTRY. The following applies:

1. Entered value must have a matching
data record in the PRIOR.dbf
database.

2. Initial values in PRIOR.dbf data are:
ROUTINE, EMERGENCY, 72 HOURS, and
TODAY.

ACTION. If a priority value is entered which
does not have a matching data record in the
PRIOR.dbf database, a lookup window is used.
Use the arrow keys to highlight the desired
value, and press <Enter>.

NOTE. The PRIOR.dbf database is updated by
using the SYSTEM MAINTENANCE-TABLE MAINTENANCE
option.

USER. Enter the estimated cost for the
authorized service (Figure 21).

VALID ENTRY. This cost must be greater than
zero.

NOTE. The estimated cost should be less than
the CHAMPUS allowable cost. If not, DOCUMENT!

USER. Enter the type of service which will be
received (Figure 21).
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Step 9

Step 10

VALID ENTRY. The following applies:

1. Entered value must have a matching
data record in the SERCAT.dbf
database.

2. Initial data values in SERCAT.dbf

are: INPATIENT and OUTPATIENT.

ACTION. If a value is entered for the type of
service which does not match a data record in
the SERCAT.dbf database, you use a lookup
window. Use the arrow keys to highlight the
desired value, and press <ENTER>.

NOTE. The SERCAT.dbf database is updated
through the SYSTEM MAINTENANCE-TABLE
MAINTENANCE option.

USER. Enter the justification for the
Alternative Care Referral from the AF Form 676
(Figure 21).

VALID ENTRY. The following applies:

1. Entered values must have a matching
data record in the ALTJUST.dbf
database.

2. The initial values in ALTJUST.dbf

are: GEOGRAPHICALLY SEPARATED UNIT
and ECONOMIC.

ACTION. If a value is entered for the
justification which does not match a data
record in the ALTJUST.dbf database, you use a
lookup window. Use the arrow keys to highlight
the desired value, and press <ENTER>.

NOTE. The ALTJUST.dbf database is updated
through the SYSTEM MAINTENANCE-~TABLE
MAINTENANCE option.

USER. Enter the Centrally Managed Allotment
(CMA) category (Figure 21).

VALID ENTRY. The following applies:

1. Entered value must have a matching
record in the CMATYPE.dbf database.

2. Initial data values in CMATYPE.dbf
are: EMERGENCY, NONEMERGENCY, and NA.

221




Step 11

Step 12

Step 13

ACTION. If a value is entered which does not
have a matching data record in the CMATYPE.dbf
database, you use a lookup window. Use the
arrow keys to highlight the desired value, and
press <ENTER> to select the desired value.
NOTE. The ALTJUST.dbf database is updated
through the SYSTEM MAINTENANCE-TABLE
MAINTENANCE option. Since this database field
is specific to the Centrally Managed Allotment
(CMA) services, the "NA" value should be
selected for supplemental and cooperative care
referrals.

USER. Enter the referring physician's last
name from the DD Form 2161 (Figure 21).

VALID ENTRY. Any value with at least one
character.

USER. This data screen is complete. If you
want to EDIT any entry on this screen, select
the EDIT option. Otherwise, the next data
screen is displayed (Figure 21).

VALID ENTRY. The following applies:

1. Press "E" for EDIT or "C" for
CONTINUE
2. Or, use the arrow key to highlight

the desired option, and press <ENTER>
to select it.

ACTION. If EDIT is selected, you return to the
first field on this data screen (Step 1). Move
to the desired data field by pressing <ENTER>
at any preceding data field. If CONTINUE is
selected, the next data screen is displayed.

NOTE. Once you have finished with a data
screen, you can not return to it in the ADD
option. You must use the EDIT option.

USER. Enter the name of the service source or
the applicable reference number for the service
source (Figure 26).

VALID ENTRY. The following applies:

1. The source reference number is
numeric.
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2. The entered value must have a
matching data record in the
SOURCES.dbf database.

dd a bill into the database
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SERVICE PROVIDERS

Point of Contact.:

Price Update

Becord Update. :[ESESIN Record #.:RecNo

B Help

EB:Save | BB8:abort | JEHE:Next Screen | 8 :Previous Screen

Figure 26. Add/Edit Data Screen 2

Step 14

ACTION. If a value is entered which does not
have a matching data record in the SOURCES.dbf
database, reenter the value or use a lookup
window. Use the arrow keys to highlight the
desired value and press <ENTER>. After a
matching data record is found, the remaining
data fields for the selected source are
displayed.

NOTE. The SOURCES.dbf database is updated
through the SYSTEM MAINTENANCE-TABLE
MAINTENANCE option.

USER. This data screen is complete. If you
want to EDIT any entry on this screen, select
the EDIT option. Otherwise, the next data
screen is displayed.

VALID _ENTRY. The following applies:

1. Press "E" for EDIT or "C" for
CONTINUE
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2. Or, use the arrow key to highlight
the desired option, and press <ENTER>
to select it.

ACTION. If EDIT is selected, you return to the
first field of this data screen (Step 13).

Move to the desired data field by pressing
<ENTER> at any preceding data field. If
CONTINUE is select, the next data screen is
displayed.

NOTE. Once you have finished with a data
screen, you can not return to it in the ADD
option. You must use the EDIT option.

Step 15 USER. Enter the patient's last name, first
name, family member prefix and the patient's
social security number. If the patient has
been referred before, their information is
displayed from the database (Figure 27).

dd a bill into the database

BB it Jocate Jove Jote frint quely Juit | EE:Help| FEE WK MR:Pick

g4 CIVILIAN MEDICAL SERVICES ACCOUNTS CONTROL

PATIENT §
Last N

SPONSOR
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Last Updated: Is this the correct one ?
BEE L2

B HELP | Jf:Save gUff:Previous Screen

b 1

Figure 27. Add/Edit Data Screen 3

VALID ENTRY. The following applies:

1. The patient first and last name are
mandatory entries.

2. The family member prefix is a two
digit character code between "10" and
ll99|l .
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3.

ACTION.

1.

The social security number format is
"999-99-9999",

The following applies:

If the value entered for the family
member prefix does not have a
matching record in the FMP.dbf
database, you use a lookup window.
Use the arrow keys to highlight the
desired value, and press <ENTER> to
select the desired value. When using
the lookup window, you may quickly
find a family member prefix by typing
the value. If a matching value
exists, it will be highlighted.
Pressing <ENTER> will select it.

After the patient name, family member
prefix, and social security are
entered, press <ENTER>. Next, a
database search for a matching
patient is performed. The following
outcomes are possible:

a. Match is not found. 1If this is
the case, you have three choices
(Figure 28):

(1) Press F3 because the
patient is a new referral
which has never been
referred through the
Alternative Care Program,
and continue to enter the
remaining patient data
fields.

(2) Press F7, and reenter the
information. Use this
option if the original
input was in error.

(3) Press F9, and use a lookup
window. When using the
lookup window, use the
HOME, END, and arrow keys
to highlight the desired
patient, and press <ENTER>
to select. If you do not
locate the desired patient,
press the ESC key.
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Figure 28.

NOTE.

—

1.

Patient Data Entry Option

Press ESC to abort the add
option.

(4)

Match is found. If a match is
found, all of the patient data
field values are displayed
(Figure 29). First, verify that
this is the correct patient.
Remember, it is possible to have
individuals with the same names!
If this is not the correct
patient, press "N" for NO at the
verification prompt. Second,
verify the data in all the data
fields. If any data field need
correcting, do so!

The following is provided:

Be careful to avoid entry of

erroneous patient data.

Two common

mistakes create difficulties for the
Alternative Care Assistant in
handling data.

a.

First, the entry of the wrong
social security number for a
patient who has previously been
referred is a potential problem.
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Since the wrong social security
number is entered, no matching
data record is found. This
mistake become a problem when
the "Enter NEW Patient
Information" option is selected.
As a result, the same patient
will have two data records, one
with a correct social security
number and one with an incorrect
social security number. If an
incorrect social security number
has been entered, use the MOVE
option to transfer the bill to
the correct patient.
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Figure 29. Matching Patient Data Found in Database

Second, be sure the displayed
data record is the correct one.
The search routine used by the
Alternative Care Assistant may
match a data record on any of
the data fields. As a result,
the record initially found may
not be the one you are looking
for. If bill has been
associated with the wrong
patient, use the MOVE option to
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transfer the bill to the correct
patient.

Step 16 USER. Enter the patient's tri-service

beneficiary category (Figure 29).
VALID ENTRY. The following applies:

1. The first character of this data
field indicates the branch of
service: "A" for Army, "F" for "“Air
Force", "N" for Navy, "M" for Marine.

2. The second and third characters
indicate the actual beneficiary
category. These are numeric
characters.

3. Entered values must have a matching
data record in the PATCODE.dbf.

ACTION. If a value is entered for the tri-
service beneficiary category does not
have a matching data record in the
database PATCODE.dbf, you use a
lookup window. Use the arrow keys to
highlight the desired value, and
press <ENTER>.

NOTE. The following is provided:

1. The PATCODE.dbf is updated through
the SYSTEM MAINTENANCE-TABLE
MAINTENANCE option.

2. The selected family member prefix
should be consistent with the
selected value for the tri-service
beneficiary category. For instance,
the family member prefix for an
active duty member is "20". All Tri-
service beneficiary categories have
"11" as their last two digits.

3. Use the report option to get a
listing of these codes.

Step 17 USER. 1Indicate if the patient is in the

Personnel Reliability Program (PRP) (Figure
29).

VALID ENTRY. Enter "Y" for YES or "N" for NO.
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Step 18

NOTE. If the patient is on active duty, the
patient is the sponsor. 1If so, the PRP status
for the sponsor and the patient is the same.

USER. The following applies:

1. If the patient has an existing data
record, the associated sponsor information
is displayed after the last patient data
field (phone number) is entered. Verify
that the sponsor is the correct. Next,
verify that all the sponsor data is
accurate (Figure 30).

2. If the patient is a new referral, two
possibilities exist. Either the sponsor
data exists in the database for another
sponsored beneficiary, or the sponsor is
also new. In either case, enter the
sponsor's last and first name, social
security number, pay grade, beneficiary
category, PRP status, and press <ENTER>
(Figure 30).

VALID ENTRY. The following applies:

1. The sponsor's last and first name are
mandatory entries.

2. The sponsor's social security number
uses the "999-99-9999" format.

3. The sponsor's pay grade must have a
matching data record in the GRADE.dbf
database.

ACTION. If a matching data record is found,
all the values for the sponsor data fields are
displayed. Verify this is the correct sponsor,
if not the correct sponsor, you have the
following options (Figure 31):

1. Press the F3 key, to add the sponsor
information into the database as a
new sponsor.

2. Press the F7 key, to reenter the
sponsor's last and first name, social
security number, pay grade,
beneficiary category, and PRP status.

3. Press the F9 key, to use a lookup
window. When using the lookup
window, use the HOME, END, and arrow
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keys to highlight the desired
sponsor, and press <ENTER>. You may
also locate a sponsor in this lookup
window by pressing the first letter
of their last name. This will
highlight the first sponsor with a
last name beginning with this letter.
This option also uses the social
security number, but you must first
switch the lookup window sequence by
pressing the F3 key.
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Figure 30. Existing Sponsor in Database

NOTE. The following is provided:

1. The GRADE.dbf is updated through the
SYSTEM MAINTENANCE-TABLE MAINTENANCE
option.

2. The sponsor's category is the same as the
first character of the patient's tri-
category (Step 16): "A" for Army, "F" for
"Air Force", "N" for Navy, "M" for Marine.

Step 21 USER. Indicate if the sponsor is in the
Personnel Reliability Program (Figure 30).

VALID ENTRY. Enter "Y" for YES or “N" for NO.
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NOTE. If the patient is on active duty, the
patient is the sponsor. As a result, the PRP
status for the sponsor and the patient must be
the same.

Step 22 USER. Enter the sponsor's duty organization.

Step 23 USER. Enter the sponsor's assigned base.

VALID ENTRY. The following applies:

1. Entered values must have a matching data
record in the BASES.dbf database.

2. The general format is the base name AFB.
Example: Scott AFB.

ACTION. If an entered value does not match a
data record in the BASES.dbf, you use a lookup
window. Use the arrow keys to highlight the
desired value, and press <ENTER>. You may also
locate a base in the lookup window by typing
the base name. As you type, the lookup window
will scroll to the base with the exact or
similar spelling.

NOTE. The BASES.dbf is updated through the
SYSTEM MAINTENANCE-TABLE MAINTENANCE option.
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Step 24 USER.

the EDIT option.

This data screen is complete. If you
want to EDIT any entry on this screen, select

screen is displayed.

VALID ENTRY.

ACTION.
first field on this data
Move to the desired data

Otherwise,

the next data

The following applies:

1. Press "E" for EDIT or "C" for

2.

CONTINUE

Or, use the arrow key to highlight
the desired option, and press <ENTER>

to select it.

If EDIT is selected, you return to the
screen (Step 15).
field by pressing

<ENTER>. If CONTINUE is selected, the next
data screen is displayed.

NOTE.

option.

Step 25 USER.

Care Program referral.

Once you have finished with a data
screen, you can not return to it in the ADD

You must use the EDIT option.

Enter the status of this Alternative

This status data is

used to indicate certain management actions
(Figure 32).
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Add/Edit Data Screen 4.
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VALID ENTRY. The following applies:

Entered values must have a matching data
record in the REQSTAT.dbf database.

The initial values in the REQST2T.dbf are:

1.

2.
a‘
b.
c.
c.
e.

ACTION.

OPEN. This value is initially
assigned to all entries. It
indicates that the data record
requires additional actions before
another status values is assigned.

COMPLETE. This value indicates that
the bill for this data record has
been paid. This status is only
allowed when the voucher number or
"S" number from a completed SF Form
1034 is entered. This data record is
moved to the inactive file in the
first End-of-Month processing when
the data record has not been edited
for 60 days.

PENDING. This value indicates that a
PAY status value was entered, and the
date that the SF Form 1034 was
processed.

PAY. This value indicates that the
bill is ready to be processed for
payment. The Alternative Care
Assistant allows a bill to be paid an
indefinite number of times. However,
after initial PAY status has been
used, a message will display the
number of times a request for payment
has been processed against the data
record. Under normal circumstances,
a request for payment is processed
once.

CANCEL. This value indicates that
the referral associated with this
data record was cancelled. This data
record will be moved to the inactive
file during the first End-of-Month
processing when the data record has
not been edited for 60 days.

If a value is entered for the duration

which does not match the data in the
REQSTAT.dbf, a lookup window is used.
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NOTE. The REQSTAT.dbf database is updated
through the SYSTEM MAINTENANCE-TABLE
MAINTENANCE option.

Step 26 USER. Verify the date of the DD Form 2161.
This was entered on the first screen (Figure
32).
VALID ENTRY. The date format is MM/DD/YY.

Step 27 USER. Enter the date that the AF Form 676 was
approved (Figure 32).

VALID ENTRY. The following applies:

1. The date format is MM/DD/YY.

2. The date of the AF Form 676 should
not be earlier than the DD Form 2161
date.

Step 28 USER. Enter the date that the appointment was
scheduled. For Centrally Managed Allotment
services, enter the beginning date for the
service (Figure 32).

VALID ENTRY. The following applies:

1. The date format is MM/DD/YY.

2. The date the appointment was
scheduled should not be earlier than
the AF Form 676 date.

Step 29 USER. Enter the beginning date for the
appointment (Figure 32).

VALID ENTRY. The following applies:
1. The date format is MM/DD/YY.
2. The beginning date of the appointment
should not be earlier than the date

the appointment was scheduled.

Step 30 USER. Enter the ending date for the
appointment (Figure 32).

VALID ENTRY. The following applies:

1. The date format is MM/DD/YY.
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2. The ending date of the appointment
should not be earlier than the
beginning date of the appointment.

NOTE. Normally, the beginning and ending dates
will be the same. However, CMA inpatient
services will have different dates.

Step 31 USER. Enter the date that medical results were
received (Figure 32).

VALID ENTRY. The following applies:
1. The date format is MM/DD/YY.

2. The date that the medical results are
received should not be earlier than
the ending date of the appointment.

NOTE. Both the medical results and the bill
must be received before payment is made to the
health care provider.

Step 32 USER. Enter the bill's account number from the
service provider billing system. The format is
different for every service provider (Figure
32).

NOTE. This may be useful information when
dealing with the health care provider.

Step 33 USER. Enter the date that an acceptable bill
for the services was received (Figure 32).

VALID ENTRY. The following applies:

1. The date format is MM/DD/YY.

2. The date that an acceptable bill was
received should not be earlier than
the ending date of the appointment.

NOTE. A bill must be itemized and identify the
patient.

Step 34 USER. Enter the date that the SF Form 1034 was
completed (Figure 32).

VALID ENTRY. The following applies:
1. The date format is MM/DD/YY.

2. The date that the SF Form 1034 was
completed should be later than the
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Step 35

Step 36

Step 37

Step 38

date that medical results were
received or an acceptable bill was
received which ever is later (Figure
32).

USER. Enter the local voucher number for the
SF Form 1034 (Figure 32).

NOTE. This amount is used to control and

follow the SF Form 1034 until the payment is
processed.

USER. Enter the date that the SF Form 1034 was
paid by the Accounting and Finance Office.

VALID ENTRY. The following applies:

1. The date format is MM/DD/YY.

2. The date that the SF Form 1034 was
paid should not be earlier than the
date that the SF Form 1034 was
prepared.

NOTE. The SF Form 1034 must be paid within 30
days by the Accounting and Finance Office.

USER. Enter the voucher number of the SF Form
1034 returned from the Accounting and Finance
Office.

VALID ENTRY. The data format is "S-99999"
where the first two digits after the "S-"
represent the fiscal year, and the remaining
digits are a serial sequence for the fiscal
year.

NOTE. For obvious reasons, this voucher number
is often referred to as the "S" number.

USER. This data screen is complete. If you
want to EDIT any entry on this screen, select
the EDIT option. Otherwise, the next data
screen is displayed.

VALID ENTRY. The following applies:

1. Press "E" for EDIT or "C" for
CONTINUE

2. Or, use the arrow key to highlight

the desired option, and press <ENTER>
to select it.
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ACTION. If EDIT is selected, you return to the
first field on this data screen (Step 25).

Move to the desired data field by pressing
<ENTER> at any preceding data field. If
CONTINUE is selected, the next data screen is
displayed.

NOTE. Once you have finished with a data
screen, you can not return to it in the ADD
option. You must use the EDIT option.

Step 39 USER. Verify the estimated cost for this
Alternative Care Program referral. This was
entered on the first screen (Figure 33).

VALID ENTRY. The estimated cost must be
greater than zero.

NOTE. The estimated cost should be less than
the CHAMPUS allowable cost. If not, DOCUMENT
WHY!

dd a bill into the database

Kit Pocate fove Jote Frint quely Jit | ER:Help| R IE BB Pick

SOURCE NAME & PO

PATIENT NAME & SS

ACCOUNT ING

MISCELLANEOUS

BC\CC... Ihird Party (Y/N)..... :
EEIC.... Prior Knouledge (Y/N).:
FOREIGN CONVERSION oA s.... CURRENT FY Funds(¥/N).:

Estinated.:

Actual....: FUND CITATION:

Currency. . [ NESNEERIE [12.28

RatesUS $.:

B2 :Change Currency

EE:HELP | IB:Save | R :Abort | [ :Next Screen | JH:Prev Screen

Figure 33. Add/Edit Data Screen 5

Step 40 USER. Enter the actual cost for this
Alternative Care Program referral when the
itemized bill is received (Figure 33).
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Step 41

Step 42

ACTION. The actual cost must be zero or
greater.

NOTE. This is taken from the bill.

USER. Enter the responsibility center/cost
center (RC/CC) code to be used in the fund
citation (Figure 33).

VALID ENTRY. The following applies:

1. Entered value must have a matching
data record in the RCCC.dbf database.

2. The default RC/CC is taken from the
RC/CC for the referring clinic.

ACTION. If no value is entered or if a
matching value is not found in the RCCC.dbf
database, you must either reenter a value, use
a lookup window, or abort this function. If
you use the lookup window, use the HOME, END,
and arrow keys to the highlight the desired
value, and press <ENTER>. Whenever a matching
value is found in the RCCC.dbf, the associated
RC/CC code is displayed.

NOTE. The following applies:

1. This RC/CC code does not have to be
for the referring clinic. This RC/CC
is controlled by the financial RC/CC
data field from the RCCC.dbf. If no
entry is assigned to the financial
RC/CC data field in the RCCC.dbf
database, the referring clinic RC/CC
code is used by default.

2. The default RC/CC codes are
established in the RCCC.dbf which is
updated through the SYSTEM
MAINTENANCE-TABLE MAINTENANCE option.

USER. Enter the Expense Element Investment
Code (EEIC) for the fund citation (Figure 33).

VALID ENTRY. The following applies:

1. Entered values must have a matching
data record in the EEIC.dbf database.

2. The data format is "99999",
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Step 43

Step 44

Step 45

Step 46

3. The first two digits will always be
"57% and the third digit will always
be a "2" or a "3". 1If EEIC
shreadouts are used, the last two
digits vary by major command. If
EEIC shreadouts are not used, the
last two digits will be blank.

ACTION. If a value is entered which does not
match a data record in the EEIC.dbf, you use a
lookup window. Use the arrow keys to highlight
the desired value, and press <ENTER>. While
using the lookup window, type the digits of the
EEIC. The lookup window will scroll to the
matching EEIC.

NOTE. The following is provided:

1. The EEIC.dbf is updated through the SYSTEM
MAINTENANCE-TABLE MAINTENANCE option.

2. The EEIC shreadouts vary by major command.
USER. Verify the obligation authority number
(OA #) from the current AF Form 616 (Figure
33).

NOTE. This is taken from the AF Form 616.

USER. Indicate if this referral has potential
third-party liability (Figure 33).

VALID ENTRY. Enter "Y" for YES or "N" for NO.
NOTE. Reference AFR 168-2.

USER. Indicate if the military medical
treatment facility had PRIOR KNOWLEDGE about
the medical services received AND the patient
is ACTIVE DUTY (Figure 33).

VALID ENTRY. Enter "Y" for YES or "N" for NO.

NOTE. This identifies charges which must be
assigned to Program Element Code (PEC) 87713
IAW AFR 168-10, paragraph 1i.

USER. Indicates if current year fiscal year
funds are used to pay for this Alternative Care
Program bill (Figure 33). If prior fiscal year
funds are used, be sure to coordinate with the
Accounting and Finance Office first.

VALID ENTRY. Either "Y" for YES or "N" for NO.
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Step 47

Step 48

Step 49

NOTE. This primarily pertains to supplemental
care and cooperative care services.

USER. Enter the national currency used to pay
the bill for the Alternative Care Program
referral (Figure 33).

VALID ENTRY. Entered value must have a
matching data record in the FOREIGN.dbf
database.

ACTION. If a value is entered which does not
match the data in the FOREIGN.dbf, you use a
lookup window. Use the arrow keys to highlight
the desired value, and press <ENTER> to select
the value.

NOTE. The following applies

1. Generally, the US DOLLAR currency value is
used in CONUS locations.

2. The FOREIGN.dbf database is updated
through the SYSTEM MAINTENANCE-TABLE
MAINTENANCE option.

USER. This data screen is complete. If you
want to EDIT any entry on this screen, select
the EDIT option. Otherwise, the next data
screen is displayed (Figure 33).

VALID ENTRY. The following applies:

1. Press "E" for EDIT or "C" for
CONTINUE

2. Or, use the arrow key to highlight
the desired option, and press <ENTER>
to select it.

ACTION. If EDIT is selected, you return to the
first field on this data screen (Step 39).

Move to the desired data field by pressing
<ENTER> at any preceding data field.

NOTE. Once you have finished with a data
screen, you can not return to it in the ADD
option. You must use the EDIT option.

USER. That's all! Control is returned to the
menu bar at the top of the screen.
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Locate. This option locates a data record and displays
it on the screen. The LOCATE option is essential in
retrieving data records for using the EDIT option. LOCATE
has seven options available : FIRST, GOTO, LAST, NEXT,
PREVIOUS, QUERY, and SCROLL. All of these options are
accessible by pressing the highlighted letter in their menu
title, or highlight the desired option and pressing <ENTER>.
The following briefly describes each option.

First. Displays the first record in the database
sequence. Since the database sequence is determined by the
seguence of the key field, the first record entered is not
necessarily the first record in the database sequence. This
is the opposite of the LAST option described below.

Goto. Locates a data record by using the
associated record number. The record number can not be
greater than the total number of records in the database.

Last. Displays the last record in the database
sequence. Since the database sequence is determined by the
sequence of the key field, the last record entered is not
necessarily the last record in the database sequence. This
is the opposite of the FIRST option described above.

Next. Displays the next record in the database
sequence. Since the database sequence is determined by the
sequence of the key field, the next record's key field is
lower in the database sequence than the data record
displayed on the screen. This is the opposite of the

PREVIOUS option described below.
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Previous. Displays the previous record in the
database sequence. Since the database sequence is
determined by the key field sequence, the previous record's
key field is higher in the database sequence than the data
record displayed on the screen. This is the opposite of the
NEXT option described above;

Query. Like the LOCATE option, the purpose of
this option is to locate a data record. However, instead of
moving in an incremental fashion through the database, this
option searches for data records with matching values.

Three categories of data fields are used: bill-related data,
patiant-related data, or sponsor-related data.

Bill-Related Data. Enter any or all of the
following five data fields to locate a database record:
authorization number, referring clinic, referring physician,
appointment date, and civilian account number. If a match
is found, these data field values are displayed. The search
continues with each match being displayed and verified until
the end of the database is reached.

Patient-Related Data. Enter any or all of the
following three data fields to locate a database record:
patient first name, patient last name, or patient social
security number. When a match is found, the values of these
data fields are displayed. A verification prompt is used to
determine if this is the correct database record. The
search continues with each match being displayed and

verified until a match is accepted, or the end of the
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database is reached. Whenever a data record is selected, a
query is built which lists all the matching bills in another
lookup window for the patient selected in the previous
lookup window. The appropriate bill is selected by
highlighting the desired record and pressing <ENTER>.

Sponsor Related.Data. Enter any or all of the
following three data fields used to locate a database
record: sponsor first name, sponsor last name, or sponsor
social security number. When a match is found, the values
of these three data fields are displayed. A verification
prompt is used to determine if this is the correct database
record. The search continues with each match being
displayed and verified until a match is accepted, or the end
of the database is reached. Whenever a data record is
selected, a query is built which lists all patients
sponsored for the selected sponsor in a lookup window. To
select a patient, use the arrow keys to highlight the
desired patient and press <ENTER>. Next, all the bills for
the selected patient are displayed in a lookup window. To
select a bill, use the HOME, END, and arrow keys to move to
the desired data record, and press <ENTER>. The selected
data record is displayed on the main screen.

Scroll. This option displays all the bills in a
scrolling lookup window. Like the bill-related data QUERY
described above, use the HOME, END, or arrow keys to select
the appropriate record by moving the scroll bar to the

desired record, and pressing <ENTER>. You may also locate a
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patient by typing the social security number. As you type,
the highlight bar will move to the data record matching the
value you are typing. The same type of search is possible
for the patient's last name. However, you must first press
the F3 key to switch the order of the database sequence.
Upon exiting the lookup window, the selected data record is
displayed.

Move. This option is not implemented in the prototype.
This will allow correction of erroneous social security
numbers for either the sponsor or patient. The EDIT option
does not allow editing of these social security number data
fields to prevent compromising the integrity of the key data
field relationships.

Note. This option is not implemented in the prototype.
This will allow for text notes to be added and edited to any
data record. This will also be used to annotate management
actions taken to resolve problem bills.

Print. This option displays instructions for printing
the existing screen.

Query. This option allows for ad hoc queries like the
MANAGEMENT-AD HOC QUERY. The only difference is that the
SERVICES.dbf database is the only database accessible from
this menu option. Refer to the MANAGEMENT-AD HOC QUERY
section for specific instructions.

Quit. Returns to the Alternative Care Assistant main

menu.
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EOM

Presently, the EOM or End-of-Month option is not
implemented in the prototype. However, this will perform
necessary database management functions such as indexing.

MANAGEMENT

The MANAGEMENT option has four functions: aD HOC QUERY,
BREAKEVEN ANALYSIS, FUNDS MANAGEMENT, and RANDOM SELECTOR.

See Figure 34.

4444444 filternative Care Assistant Main Menu (20 2 N N 2 O

Bitts o

Jeports [usten Maintenance it

Figure 34. Management Options

Ad Hoc Query. This option provides the capability to
develop and save database queries for any of the Alternative
Care Assistant databases. Ideally, this is useful for
obtaining special study data or evaluating "what if"

situations.
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First, you must decide which database to query. Next,
if the Ad Hoc Query option has never been used before, the
database will be initialized, and the query table displayed

(Figure 35).

QUERY DESCRIPTION DATRBASE

SERVICES

18
er

Do query
y Screen

Figure 35. Initial Ad Hoc Qu

Creating a Query. The screen in Figure 36 will be

displayed whenever you press F10 to create a new query.
Notice that the key options are listed at the bottom of the
screen. These are listed in Table 25.

Step 1 Select a database field by using the
arrow keys to highlight the desired
database field. Typing the first
letter of the field name will also
highlight the desired field name. It
may be helpful to consult the data
dictionary for the field definitions
Press <Enter> to select a field.
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ALL RECORDS

Selection Criteria b— ACT_COST

QUERY BUILDER
Fields

AF676_DATE
APPT_BEG

D2161_DATE
EEIC

Move Highlight Bar
To Select An Iten
X% To End Selection

EST_CCST
FCUR
FCURRATE
INPUT _DATE
JUSTCODE

Figure 36. Select a Database for the Ad Hoc Query

Step 2

Step 3

Step 4

Step 5

Step 6

Select a relation operator (Figure
37). Highlight your selection and
press <ENTER>.

Select a database field value which
will be queried. 1If you are unsure
of the value to enter, press <ALT>-
<V>. This displays all the field
values in the database. Use the
arrow keys to select a desired value,
and press <ENTER> (Figure 38).

Select a Boolean operator. (It is
assumed that you understand Boolean
logic!) If you want to add another
field to the query, select any option
but DISCARD or <<done>>, and repeat
steps 1-4. If you made a mistake,
select DISCARD and start again. If
you are finished, select <<done>>.
See Figure 39.

Enter a description of the query
(Figure 40).

The query is displayed for future use
(Figure 41).
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TABLE 25

KEY OPTIONS FOR AD HOC QUERY

KEYS ACTION
Arrow keys Moves the highlight bar.
F7 Counts the database records matching the
selected query.
F8 Deletes the highlighted query.
F9 Displays the criteria for current query.
F10 Creates a new query.
<Enter> Activates the highlighted query.
Esc Quit.

QUERY BUILDER
Fields

————— Selection Criteria b—— i
ALL RECORDS Less than

Greater than

Less than or equal to
Greater than or equal to
Not equal to

Contains

Does not contain

Sounds like

CPI_CODE
CPI_MOD
CYFUNDS
D2161_DATE
EEIC
EST_COST
FCUR
FCURRATE
%ﬂwe Highlight Bar INPUT_DATE

To Select Ain Iten JUSTCODE
1¥3% To End Selection

Figure 37. Select a Relation Operator for Ad Hoc
Query
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QUERY BUILDER

————— Selection Criteria
ALL RECORDS

Fields
ACCT_NO
RCT_COST
AF6?6_DATE

't Move Highlight Bar
To Select An Iten
To End Selection

JUSTCODE

AUTH_NO
CHAMPHI
CHAMPLO
CHA_TYP
CPT_COD
CPT_MOD
CYFUNDS
D2161_D
EEIC
EST_COS
FCUR

FCURRATE &
INPUT_DATE

Figure 38.
Database Field

Select a Search Value for the Selected

QUERY BUILDER

—————| Selection Criteria
ALL RECORDS

Fields
ACCT_NO
ACT_COST
AF676_DATE

¥ To End Selection

Move Highlight Bar
To Select An Iten

AUTH_NO

FCUBRATE
INPUT _DATE
JUSTCODE

Figure 39. Select a Boolean Operator for Ad Hoc Query
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QUERY BUILDER

—| Fields |
ACCT_NO 1
——— Selection Criteria ACT_COST
CPT_CODE Equal to '98088° AF676_DATE
APPT_BEG
APPT_END
APPT_MADE »
APPT_TIME

D2161_DATE
EEIC
EST_COST
FCUR
FCURRATE
%ﬂwe Highlight Bar INPUT _DATE

To Select An [ten JUSTCODE
X% To End Selection

Figure 40. Description of the Ad Hoc Query

QUERY DESCRIPTION DATABASE

THIS IS IT SERVICES
Finds all CPT Codes equal to '9888' Routine Ixs SEBVICES

Figure 41.
List

: ¥i ey | 38
New Ad Hoc Query Displayed on Ad Query
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Breakeven Analysis. This option is used to compare the
cost effectiveness of purchasing a service versus providing
the service through in-house capability (Figure 43). 1In
this option, there are five options: COSTS, GO, OUTPUT,

PROCEDURE, QUIT. Each is described below. See Figure 42.

Input costs: Fixed and Variable

B8 b Bteut Frocedures it

3 Bk :telp | BEE IR BB Sclect

el BREAKEVEN ANALYSIS

COSIS TO

IPLEWENT | Fixed

Variable

PROCEDURE
COSTS

E¥:HELP I B :save I & :abort ’ EE

Figure 42. Breakeven Analysis Option

Costs. This option accepts input of the FIXED and
VARIABLE costs required to implement the in-house
capability. Fixed costs are subcategorized into STARTUP and
MISCellaneous. Variable costs are costs which will are
incurred every time the procedure is performed in-house. 1If
the VARIABLE COST is less than the MINIMUM COST, the
Alternative Care Assistant will ask you to verify all of the

costs.
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Go. This option executes the breakeven analysis
and displays the results. Although the breakeven analysis
will operate without complete information, input all the

cost parameters before you select this option.

'lnput Variable Costs per unit

B R E:select

14 ¢4 ESC

—1EGoRY
IMPLEMENT % Fixed
Ll

Variabl

PROCEDURE

B:HELPj B :Save 1 uiﬂbortj RN

Figure 43. Input Cost Parameters

Output. The breakeven analysis may be output to a
file, the printer, or the screen. 1If sent to a file, the
file is output to the same subdirectory as the Alternative
Care Assistant. Furthermore, it will overwrite any existing
file by the same name.

Procedures. This option allows the input of the
PROCEDURE COSTS to purchase the service. There are two

options: INPUT, and DATABASE. These are described below.
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Input. Allows keyboard input of the CPT CODE,
the minimum cost, and maximum cost for the service being

purchased. See Figure 44.

Input costs to purchase service

fosts o [Jutput

B:telp | BEE IE BB :Select

COSIS 10
IMPLEMENT &

PROCEDURE
COSTS

BE:HELP | B:Save | BEE:Abort [N R i i L CiimrroEnl

Figure 44. Manual Input of CPT Code

Database. Allows keyboard input of the CPT
CODE. See Figure 45. Based on the input, the CHAMPUS
allowable database is queried. If the CPT CODE is not found
in the CHAMPUS allowable database, a lookup window is used.
Once a CPT CODE is located in the database, the minimum and
maximum CHAMPUS allowable costs are extracted.
Quit. Return to the main menu.

Example breakeven analysis. The following

simplified example illustrates the use of the breakeven

analysis module.
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Presently, you purchase Magnetic Resonance Imaging
(MRI) procedures from the local civilian hospital. You're
not sure about the exact cost, but you know the Common
Procedure Terminology (CPT) code for an MRI is 70551. You
also know the purchase of MRI equipment costs $100,000 with
installation, the annual maintenance contract for this
eguipment costs $10,000, and the necessary supplies to
perform a MRI procedure costs approximately $250 per
procedure. Given this information, the FIXED COSTS are
$110,000 and the VARIABLE COSTS are $250. See Figure 43.
Given the CPT code of 70551, the CHAMPUS allowable cost
ranges from $485 to $808 (Figure 45). Finally, your
hospital purchases approximately 500 MRI procedures each

y=ar (Figure 46).

Extract cost range for a procedure from CHANMPUS allowable datahase

fosts o Jutput IEEREERER it |INEEEIERE B Hetp | IEE BB IR Sclect

= Procedures

COSIS 10 ;.
IMPLEMENT :

PROCEDUBE ;. . COST RANGE Min
costs | I

Is this the correct one 7

B:HELP | B:Save |

Figure 45. Database Query of CPT Code for Breakeven
Analysis
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un Breakeven/Payback Analysis

kosts B3 Butrut Frocedures it |INEREIENEE | BE:telp | BRR N BE:Gelect

T Tl ———

o

COSIS 10 |
IMPLEMENT :

PROCEDURE COST RANGE Miwn

BHELP | BSa

Figure 46. Enter Projected Annual Requirement for
Procedure

Given these parameters, it is cost-effective to purchase MRI
equipment if you purchase at least 469 MRI procedures at the
minimum cost or 198 MRI procedures at the maximum cost.
Assuming the 500 MRI procedures will be performed uniformly
throughout the year, the equipment will pay for itself or
"breakeven" in .4 to .9 years (Figure 47). Although this
example uses an annual time period, any time unit may be
entered, just remember that the PAYBACK is expressed in that
unit. For example, if you enter the weekly demand for this

procedure, then the PAYBACK TIME would also be weekly.
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un Breakeven/Payback Analysis

S BREAKEVEN RESULTS INEEREEREENENEN

<4 COSTS

STABTUP COSIS ...
MISC. FIXED COSIS.:
T0TAL FIXED COSIS BORE

UNIT VARIABLE COSIS ....... :_
<4 PROCEDURE IR RS E T R LS

----------------------

MININUM COST .............
MAXINUM COST ........cv0nns :

<« PROCEDURES REQUIBRED TO RETURN TOIAL FIXED COSTS

<4 PAYBACK TIME

Figure 47. Payback Analysis Results Display

Funds Management. This option maintains an on-line

balance for operations and maintenance (O&M) funds used by
supplemental care and cooperative care services rendered
through the Alternative Care Program. Seven options are
available: BALANCE, NEW OA, INCREASE $, DECREASE $, VIEW,
PRINT, QUIT. See Figure 48. Each of these options may be
selected by pressing the highlighted letter of their menu
title, or by using the arrow keys to highlight the option
and by pressing <ENTER>. The following description is
provided for these options.

Balance. Provides the current fund target and
balance for Alternative Care Program O&M funds (Figure 49).

New OA. This option is not implemented yet.

However, this will initialize the new obligation authority
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for the Alternative Care Program O&M funds. Since O&M
obligation authority expires, it must be established for a
specific time period. This coincides with establishing the

AF Form 616 for a specific time period.

Check the current balance of the OR

Bev 08 Jncrease § [lecrease $ fliew Frint it | ERER

Figure 48. Funds Management Menu

Decrease §. Decreases the Alternative Care
Program's obligation authority for O&M funds by decreasing
the O&M fund target. Enter a positive dollar amount to the
nearest dollar. The Alternative Care Assistant will not
allow a decrease greater than the current fund target. See
Figure 50. Although this is the same display screen as used
for the INCREASE $ option, these options do perform opposite
transactions.

Increase $. Increases the Alternative Care

Program's obligation authority for O&M funds by increasing
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the O&M fund target. This is synonymous with an increase to
the existing AF Form 616. Enter a positive dollar amount to

the nearest dollar. See Figure 50.

heck the current balance of the 08

i Bew 08 Jncrease § Jecrease § fiew Jrint it [ IREERE

|EEm cusrent FUND BeLanCE I

Target............
Current Balance...

4 Press ANY key to cotinue »

Figure 49. Current Fund Balance Display

View. Lists on the screen all the transactions
which have affected the obligation of funds since the
obligation authority was established. This is the AF Form
616 facsimile.

Print. Prints all the transactions which have
affected the obligation of funds since the obligation
authority was established. This is the AF Form 616
facsimile.

Quit. Returns to the main menu.
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Increase the 04 target dollar amount

Jlance Jev 0 R Becrease § fiew Frint it |[HEERE

Il BB 0 INCREASE

Figure 50. Increase/Decrease to Obligation Authority

Random Selector. This option is used to randomly
select data records from the SERVICES.dbf database.
Primarily, this option was designed to support the annual
Alternative Care Program evaluation. This option has two
options: AUTOMATIC and MANUAL. See Figure 51.

Automatic. This option uses a 99 percent
confidence interval to determine how many data records to
select.

Manual. This option allows the user to choose the
number of data records to select. See Figure 52.

Regardless of the option selected, a listing is output
to a disk file or to the printer after the data records are

randomly selected.
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444 €444 RAlternative Care Assistant Main Menu PP b

Bitls  jou

Jerorts  Rystex Maintenance  fhit

= Managenment

Figure 51. Database Record Random Selector Menu

d4d4q4444 Alternative Care fissistant Main Menu (2 N N A
Fitls v S  Berorts  Justen Maintenance it
= Managesent
4 Hoc Query

eakeven Analysis

t1 « ESC H

SET PARAMETERS

Nunber of records to select.: SR

Figure 52. Manual Input of Number of Database Records
to Randomly Select
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REPORTS

The REPORTS option has seven options: BATCH, LETTERS,
MGMT, OTHER, REQUIRED, SYSTEM, and QUIT. Eaci of these
options may be selected by pressing the highlighted letter
in the menu title, or using the arrow keys to highlight the
desired option, and pressingv<ENTER>. The following
descriptions of these options are provided.

Batch. This option is not implemented in the
prototype. This option will allow batch printing of several
reports.

Defaults. This sets the output destination to tile,
screen, or printer. Unless specified the default is screen.

letters. This option is not implemented yet.

Mgmt. All the output listed for this option are
categofized as management type reports.

Other. This option is reserved for future use.

Required. All the output for this option is presently
required by Air Force guidance.

System. This option provides reports to serve as hard
copy data backup for the databases accessible through the
SYSTEM MAINTENANCE-TABLE MAINTENANCE option.

Quit. Returns control back to the Alternative Care

Assistant main menu.

SYSTEM MAINTENANCE

The SYSTEM MAINTENANCE option has six options: BACKUP
FILES, DEFAULTS, QUICK FILE MAINTENANCE, RECALL ARCHIVE
DATA, TABLE MAINTENANCE, UPLOAD CHAMPUS COSTS. All of these
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options are accessible by pressing the highlighted letter in
their menu title, or highlighting the desired option and

pressing <ENTER> (Figure 53). The following descriptions of
these options are provided. >

Backup Files. This option is not implemented in the

prototype. This option will use the MS-DOS BACKUP.EXE
program to backup all the database files to the disk drive
location selected in the DEFAULTS-CONFIGURE option.

Defaults. This option has four options: CONFIGURE,
LOCAL DEFAULTS, FORM DEFAULTS, QUIT. Each is described
below.

Configure. This option allows the user to select
the disk drive where the Alternative Care Assistant and its
backup files will be physically located (Figure 54). It is
recomménded that floppy diskettes or the "A:" drive be used
for the backup copies.

Local Defaults. This option has five data screens

for defaults applicable to the specific using location. Use
the Pgbhn and PgUp keys to move to the previous or next data

screen respectively. See Figures 55-59.

Form Defaults. This option has data screens for
the default signature blocks for the AF Form 676, AF Form {
616, and the SF Form 1034. See Figures 60-62.

Quit. Returns to the main menu. Quick file
maintenance is automatically performed if a change has been

made to the data field labeled "First 3 of RC/CC."
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I EERERRR] Alternative Care fissistant Main Menu L N N O
Jills o [anagement  Jeports it
fable Maintenance
ipload CHAMPUS cost
11 4 ESC
Figure 53. System Maintenance Menu

Select filepath, backup path, backup frequency

Local Jefaults Jorm Defaults Quit

4 4 APPLICATION CONFIGURAT ION

>

Application Filepath

Backup Filepath

B HELP

B: Cursor Movement

B it

B Save

Figure 54.

File Location Configuration
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Select office synbols, etc.
| Fortigure § e rrrrr 3
4 4 APPLICATION DEFAULIS » » Page 1 of §
y 2
First 3 of BRC/CC..: B}
Director Hedlcal Resource Management Signature Block -
> Nave..: B
4 Iltle ...........
BMO Alternative Care Clerk Sigmature Block - -
» Nawe..: : :
» Title.:
B HELP . Prev/Rext Screen | BE: Quit | JH: Save
Figure 55. Local Defaults Data Screen 1
Select office symbols, etc.
|_ forfigure BE born Defautts Juit NEEENEEN I I X BN DR
o |
4 < APPLICATION DEFAULIS »» Page 2 of §
% Unit’s Letter Head Mail Address:
» Line 1:
b Line 2
» Lire 3
> City..
s » Autovon: JREERRENNN Comercial: ~
% MAJCOM Coun terpart Hnl Rddress (
» Line 1 oY
> Line 2
b Line 3
> City zip: RSN
B vELP | BREE BB Prov/Next Screen | i Quit B Save
[ _1 1 I -

Figure 56. Local Defaults Data Screen 2
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Select office symbols, etc.

L forfigure

B forn Defaults it INEEIRER | B W N B

4 < APPLICATION DEFAULIS » » Page J of 5

¥ Address that Bill f
> Line 1:@ B
» Line 2
» Line 3
b City..:

% Address that Results of Services should be sent to:
» Line 1: 5 S
b Line 2
» Line 3:
» City..:

B: HELP : Prev/Next Screen B save

[ ] | L 1

Figure 57. Local Defaults Data Screen 3

Select office synbols, etc.

L forf igure B Born Defaults it DRSS XX IE N B2 BB
| ] |
4 4 APPLICATION DEFAULIS » » Page 4 of 5
¥ ACCOUTING & FINANCE OFFICE SYMBOLS
F Budget...............! BREISOE
> Commercial Services..:
P Nilitary Pay.........:

% OTHER RGENCIES R
» Legal Office......
> PBP Mowitor.......... :

% FINIANCIAL INTERMEDIARY ADDRESS
b Line 1.:

» Line 2.
b Line 3.
- » City...:
I: B HELP | NN PrevAext Screen | JIlE: it | [ Save

Figure 58. Local Defaults Data Screen 4
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Select office symbols, etc.

[ forfigure
]

R Bor» Defaults [uit INESSREEENS NN BN 0N BN MR
h |

4 4 APPLICATION DEFAULTS

> > Page 4 of S

4 < APPLICATION DEFAULTIS F > Page Sof S n
HOSPITAL OFFICE SYMBOLS

P Commander........ovovcuuns

» Medical Resource Management.:

» Health Benefits Rdvisor.....:

» Hedical Records........ cheeat

B HELP . Prevext Screen | IBE: il | B: Save u
B .
. B HELP Bi: Prev/Mext Screen | JER: Quit | JB: Save -

Figure 59. Local Defaults Data Screen 5

Set AF Form 676, AF Form 616, SF Forn 1834 signature blocks

fonfigure Local fefaults

44 AF FORM 676 SIGNATURE DEFAULIS » »

> Name..:
> Title.:

Commander or Bep
> Name..: BB
> Title.: B

Certifying Officer Signature Block

resentative ---

K HELP | JBE: Mext Screen

I8 Prev Screen

BB Quit

B Save

Figure 60. Form Default Data Screen 1
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Set AF Form 676, AF Form 616, ST Forn 1834 signature blocks

forfigure Local Jefaults

hit IR

44 AF FORM 616 SIGNATURE DEFAULIS > > 20of 3
Requestor
> Name..:
» Title.:
Administer
b Nawme..:
> Title.:
E: HELP | EBE: Next Screen | JEEB: Prev Screen | B Quit | : Save
L 1
Figure 61. Form Default Data Screen 2
Set AF Forwm 676, AF Form 616, SF Forn 1834 signature blocks
fonfigure Local Jefaults foit DN X N I
<4 SF FORM 1834 SIGNATURE DEFAULIS » b Jof 3

fipproving Official

b Name..:
> Title.:
I vELP | B: Mext Screen | JlE: Prev Screen | Ji: Quit | [} Save
L 1
[ ¥ Iy
Figure 62. Form Default Data Screen 3
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Quick File Maintenance. This option performs an
abbreviated version of the End-of-Month (EOM) option by

reindexing all the database files. Database sorting and

deletions are not performed by this option.

Recall Archive Data. This option is not implemented in
the prototype. This option will recall data which has been
purged into the inactive database file. Only data directly
relevant to the Alternative Care Program referrals
(SERVICES.DBF, SPONSOR.DBF, PATIENT.DBF) is archived by the
End-of-Month (EOM) option.

Table Maintenance. This option is important to the
flexibility of the Alternative Care Assistant. Sixteen
databases are accessikle for modification. Data may be
added, edited, and deleted from these databases. The only
difference between the TABLE MAINTENANCE options is that
different databases are used for each.

Upload CHAMPUS Cost. Before this option is used, the
CHAMPUS allowable database diskettes must be installed as
outlined in the INSTALLING CHAMPUS DISKETTES section.

After the CHAMPUS databases are installed, the UPLOAD
CHAMPUS COST option must be used to convert these databases
for use by the Alternative Care Assistant. If this
operation is not performed, the Alternative Care Assistant

will not function.

QUIT

As expected, this option exits the Alternative Care
Assistant and returns you to the DOS prompt.
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