Profile Evaluation Form
Name: Charge Posting



Years After Trial Impl:  4
Adoption

Q. To what extent has the profile been adopted?
In Testing

	Years
	T+0    
	T+1
	T+2
	T+3
	T+4
	T+5
	T+6

	
	2002
	2003
	2004
	2005
	2006
	
	

	Connectathon
Systems
	3(2)
	0
	5
	5
	5(4)
	-
	-


In Products

	Years
	T+0    
	T+1
	T+2
	T+3
	T+4
	T+5
	T+6

	Integration

Statements
	-
	-
	-
	-
	5
	-
	-

	CPs

Submitted
	-
	1
	0
	0
	2
	-
	-


Actors:  ADT [1], DSS/OF [4], Modality [1], Report Mgr [0], PProc Mgr [0], Charge Proc [1]
In Purchasing

	Years
	T+0    
	T+1
	T+2
	T+3
	T+4
	T+5
	T+6

	RFPs

Received
	-
	-
	-
	-
	-
	-
	-


In Sites
	Years
	T+0    
	T+1
	T+2
	T+3
	T+4
	T+5
	T+6

	Success
Stories
	0
	0
	0
	-
	1
	-
	-

	Papers

Published
	2+
	-
	-
	-
	-
	-
	-


In Sites – Anecdotal

Endorsements: IHE Eyecare picked up Charge Posting

Thames Valley, Canada – Pilot installation of Charge Posting at 4 hospitals. 
Conclusions:
Use Case Validity
Q. Did it target a real problem?

Quality of billing is a problem.  It’s a valid use case.  Problems are in the solution.

There are some regional billing differences.  This places different pressures on how the numbers are collected/processed/”adapted”

Clinical Liaison Evaluation: 
[Need more input.  See Action Items.]

Regional Committee Evaluation: (use case may differ between regions/countries)

[Need more input.  See Action Items.]

Conclusions:

Business Case Validity
Q. Is there a business motivation to solve the problem?
[What do alternative approaches costs, e.g. what does the financial interface on the RIS/HIS cost?]

There certainly seems to be money at stake.

[Need more input.  See Action Items.]
Conclusions:

Solution Validity
Q. Is the technical solution complete? Is it implementable/too complex? Have the underlying services been implemented?
Depends on MPPS which is not well deployed in hospitals.  Modalities can send MPPS but very few put CHG specific information. Issues of critical mass.  Not enough sources of the info for consumers to harvest.  Not enough harvesters to encourage more sources. 

Q. Is the information in the MPPS sufficient/useful for the charge processor?  Are the codes included clear enough, accurate enough to add value?  Is it basically a Coding Problem?  The codes from the modality may not match the codes that are appropriate for billing, so the RIS/Billing need to find analogous codes.  
Feel like people use the HL7-DFT message from the RIS to the Billing system, but don’t feel like they need IHE to say anything (or feel like IHE didn’t say anything useful).  And MPPS is broadly available.

Coverage is based on diagnosis and reason for study (which is known at ordering and reporting time).

The modality knows what was done.
These two pieces of information are combined to determine billing.

Problem for the modality to implement because it needs a UI to enter materials.

Often the RIS estimates materials and activities based on the order and doesn’t care what actually happened? (I bill for contrast if I order a CT with Contrast, I don’t care if the patient was allergic so you didn’t inject, or if you used two units for some reason).  What you actually bill for doesn’t always match what you actually did/used (intentionally) Why? Because:

· how the gov’t/payors do for re-imbursement codes
· lack of codes for common procedures

The details vary between regions but the nature of the problem is the same everywhere.

Conclusions:

Q. Is there a better solution? Has the solution been superceded? Are people dealing with this another way? (A proprietary way?) Does it conflict with other technical factors (e.g. National architecture choices)
Most RIS don’t use the MPPS to find out what happened.  Either they put RIS terminals in the modality suite and the tech manually enters updated information there instead of using MPPS, or the RIS.  

Many RIS use X12 output to the HIS/Billing, or use their own definition of an HL7-DFT.

France uses HPRIM.

Are these better? RIS Terminal is more work and more equipment (worse).  The other interfaces generally require a lot of integration work (of course the codes involved require work anyway)
Conclusions:

Q. Is it deployable? What is the upgrade path? Are there too many actors/systems that need to upgrade simultaneously? How can legacy be handled?

Can be deployed incrementally, you get incremental benefits.  Legacy is to continue your current method on the systems that don’t have it. 

There are some critical mass issues as indicated above.  It doesn’t stop you from starting incrementally, but it may stop you from thinking the effort is worthwhile.

Conclusions:

Overall Evaluation
Q. So why do we think it hasn’t been adopted?
Action Plan:
Ask Regional Committees to provide feedback on the applicability of the use cases/solution.
Recruit some IT Clinical Liaisons?

Pull in some billing vendors (and users) at RSNA for the Rad Plan/Tech Breakfast meeting

Process

Has it been adopted?  If yes, why review it? If no, continue

Did we address a real problem? If yes, continue.  If no, we have a problem.

Is the business case valid? If yes, continue.  If no, we have a problem.

Is the technical solution valid? If yes, continue. If no, consider a re-write.

Is there a better technical solution?

Do we need to keep it around for some legacy reason?

Adopted + Valid (great), Unadopted + Valid (wait?)

Unadopted + Invalid (retire), Adopted + Invalid (what now? Fix? Deprecate?)
