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Figure 1 ~ Database {1080) Record of Patieni A

Patient ID  Date of Buth Date of Test
Service

A 12/27/65 1/2/06

A 12/27/65 204796

A 12027165 3/3/97

A 12/27/63 4/16/00

A 12/27/65 4/16/08

A 12127165 4/16/99
A
A
A

T I Ly B T e 2 B

1202765 4/16/99

12/27:/65 4/16/99
: §2/27/65 5/17:01
A 1272765 212004
A 1202765 220:¢04
A 1272765 Ri23/07
A 12/27/65 82407
A 1272765 1112710
A 1202763 11424140
A 1272765 1112440
A 12/27/465 13/12/10
A 12727765 F112/10
A 12/27/65 5313
A §2/27465 5/30413
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Figure 2 - Radiation Dose in mSv for each Radiologic Test {200)
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Figure 3 - Age Adjustment Factor {3040}

Age Age Adjustment Facror {300)
4.00 3
1.060 2.92
2.00 284
3.00 2.76
4.00 2.68
3060 24
£.00 252
700 2.44
8.00 2.348
9.00 2.28
10.00 2.2
11.G0 2142
12.00 2.04
13.00 1.96
14.00 1.48
15.00 1.8
16.00 1.72
17.00 1.64
18.00 1.56
19.00 1.48
20.00 14
21.00 1.32
22.00 1.24
23.00 1.1a
24.00 LO%

2500+ i
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Figure 4 ~ Patient A with appeunded m3Sv, Age Adjustiuent Factor {300}, and Lifetime
Attributable Risk {400)

Patizat Date of Date of Service  Radiologic  mSv AAY  LAR({400)
D Birth Test {200} {303 {5}
A {2427/85 1/2:72 {11 2.52 G252
A 12/27/65 274878 2.03 00203
A 12/27/65 3/3/86 0.3 185 $1.60186
A 12727765 31690 .1 .83 00103
A 12727%53 4176 . 1.05 §.0108

12/27/63 A B0 3 1.08 0415325

12727/63 /1590 20 103 1.21

12027/658 4720700 & 143 G

12/27/65 5/1701 i {3.001

12/27/65 2i20/04 a2

12427/658 220/04 G

12/27/65 82347 .60

12/27/63 RiZ4/G7 $3.001

1272765 11712410 0.001

12727765 11712410 {1.04

227468 11712410 Q.05

12/27/65 11712410 .2

12/27/65 131/12410 G

12227165 330413 G.001

12/2765 3430413 .01

3 e
Yowe

BN T O R
o

o s 22
o
Pans
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fooncd
map

N
3
w

W
[)

L I e T T e S N T T e s )

Poah
o

Total 877373
LAR
{400}
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Figure 5 - Population Lifetime Attributable Risk {400} Values

Patient ID LAR (4003 (%%)
¢ .1
D §.15
O 0.18
V .19
W .19
E 0.2
24 0.2
X 0.24
T 0.28
p $4.29
S {333
M .34
Y (.39
L {145
K (.49
9] 0.54

i 0.6
8] $.73
A 0.77
N (.84

3 .87
B i
H 1.8
G 2.4
F 4.4
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Figure 6 - Example Scaled Lifetime Attributable Risk {410) Value Computation

Patient 1D

TN LR B0 - R < XmE 0D 0

Total LAR
{400}
{%}

0.1
0.15
0.18
818
0.18

.2

0.2
.24
0.28
0.28
.33
8.34
0.38
0.45%
(.49
0.54

.6
0.73
a.77
0.84
0.87

1.8
28
4,53
8.6

o,
P

Contribution

0.005376344
0.008064518
0.009877419
0.010215054
3.010215054
0.010752688
0.010752688
0.012903226
0.015053783
Q.0155813%8
0.017741935
0.01827957
3.020867742
0.024183548
0.026344086
0.028032258
0.032258065
0.038247312
0.04138784%
0.04516128
0.046774184
0.053763441
0.0R6774194
0.15581397¢8
0.243548387

Running total

0.005376344
0.01344086
0.02311828

£.033333333

Q.043548387

0.054301075

0.065053763

0.07735698%

0.093010753

£.108602151

0.126344086

£.144823654

0.165591388

£.189784%46

0.216129032
$.24518128

0.316666667

$.284408802

0.358064516

0.403225806

.45

0.503763441

0.600537634

0.756451613

1

Scated
Lifetime
Attributabie
Risk {410}
1

W oo Wi Wt W S e
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Figure 7 - Example Radiation and Diagnostic Study Score {10} with Recent Study
Indicator {508}

Patient iD Scated Recent Study Composite Radiation and
Lifetime indicator Diagnostic Study Scors {10} with
Attributabde {500 Recent Study Indicator {500)
Risk {410}

C 1 0 g10

& 1 A o160

Q 2 3 023

Y 3 4] 040
w 4 ¢ 50

£ 5 1 061

R 7 1 071

% 8 5 {85

T 9 3 093

P i3 ] 110

$ 13 o 130

M 14 ¢ 140

¥ 17 O 170

L 18 o 180

K 22 3 223

U 25 i 251

i 32 1 321

O 28 1 281

A 36 g 380

M 44 i3 08

3 45 0 450

B 50 2 S0z

H &0 5 605

G 76 3 783

F 59 ¢ San
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Figure 8 - Example Previous Study Facter {800}

Repetitive Test Previous Study

Number {810} Factor {800}
1 1
2 1.6%
3 2.1
4 2.38
5 2.61
& 2.7
7 2.95
R 3.08
3 3.2
e 3.3
i1 3.4

12 3.48
13 3.56
i4 3.64
15 3.71
i 3.77
17 3.83
i8 3.89
i 3.84

o
3

4
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Figure 9 - Example Time Decay Element {300} for Twenty 10 Day Increments

Days Elapsed Time Decay Blemeant {900}

1 £.858
10 .99
20 0.88
30 0.87
40 0.861
50 0.851
60 .942
70 0.832
80 0.823
SG 0.514

100 .205
110 0.886
120 0.887
130 0.878
140 0.869
150 0.861
160 0.852
170 0.844
180 0.835

180 0.837
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Figure 10 - Usage Metric Calenlation for Patient A

fatient
1D

X o X B B B oFe P X X Fe B 3 X Iy e B B I

Date of
Birth

12/27/55
1202765
12/27/65
12/27/65
12427765
12427765
12427765
12/27/65
12/27/65
12/27/65
12427765
12427765
12/27/55
12/27/65
12/27/65
12/27/65
12427765
12/27/65
12427765
12427765

Date of
Service

142472
278578
3/3/80
4/18/50
/17790
4418790
4/18/90
872090
5/17/01
2/20/04
2/20/04
8{23/07
B/24/07
11/13/10
11£13/10
11712710
11/12/10
11/12/10
5/30/13
5/30/13

Tast

Pt et

L

LV O FE I

SRS P

Fod bed G Sx fa8 NS b et

Braviors
Study Factor
{800}

i
1
163
2.3
189

138
168
168
281
2.7%
.95
2.1
159
21
2.1
308
2681

Time Deoay
Elermeant
{900)
2.68191807
2.4BA48E-06
2.30387¢-06
0.000214068

4000214238
8.0060214495
$.00021478
0.0002143925
$.0122594656
0.033752708
0033752708
8.121474101
0.1215956946
0.38437G363
£4.39437¢183
0.384370163
0.394370163
£.394370163
k3

1

Total Usage
Metric
{1000}

{Unage Metric {1000}

268191887
2.4B4458-06
8.963533L-08
2000445539
D.000362124
0000214485
0.00021471
G.0D02143825
Q0293585723
2037042078
0.057042076
0.317047403
339251893
1.163381981
Q828177343
868485576
0828177343
£.828177343
3.08

241

1080565637
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Obtain Patient Radiologic Test {200} Data from Dalabase (100}

Assaciate Each Radiclogic
Test (200} with a Measure of
lonizing Radiation

Determine an Age Adjustment
Factor {300} for Each Radivlegic
Test {200}

A\ /

Muttiply the Measure of lonizing Radiation
for BEach Radiclogic Test {200} by the Age
Adjustment Factor (300) for Each Radiologic
Test (200} to Obtain Test Specific Lifetime
Attributable Risk (400}

Sum the Patient's Test Specific Lifetime
Adtributable Risk {400) to Obtain the
Patient’s Total Lifetime Atfribulable Risk
{400}

Utllize General Popudation Total Lifetime
Attributable Risk to Transform the Patient's
Total Lifelime Altributable Risk (400 inlo a

Scaled Lifetime Attributable Risk {410}

Transform the Patient’s Scaled Lifetime
Altributable Risk (410} info a Radiation and
Diagnostic Study Score {10}

Figure 11
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Chiain Patierd Radiologic Test (200} Data from Dalabase (100)

Associate Each Radiologic Determine an Age Adjustment
Test {200} with a Measure of Faclor (300) for Each Radiologic
lonizing Radiation Test (200}
A\ Z
Multiply the Measure of lunizing Radiation Determing Recent Study Indicator
for Each Radiclugic Test (20D) by the Age {500 by the Quantity of Radiclogic
Adiustment Factor {300} for Each Radiofogin Tests {200) Performed Within a
Tast (200} to Cbiain Tast Specific Lifetime Recent indicator Time Period (510}
Attributable Risk (400)

i
Sum the Patient’s Test Specific Lifetime
Atributable Risk {400} to Obtain the
Patient’s Tota! Lifelime Allributabie Risk
{400}
i
Ltilize General Popuiation Total Lifetime
Aliributable Risk to Transform the Patient's
Total Lifetime Atlributable Rigk (400) into a
Scaled Lifelime Allributable Risk (410}

|
Transform the Patient's Scaled Lifetime
Altributable Risk (410} and Recent Study
Indicator (500} into a Radiation and
Diagnostic Study Score {18)

Figwre 12
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Obtain Patient Radiologic Test (200} Data from Dalabase {100}

identify Radiologic Tests {200} That
Have Been Repealed. Determine a
Previous Study Factor {8003 for
Each Radiologic Test {200}

Determineg a Time Decay
Element {900) for Each
Radiologic Test (200}

A\ /

Multiply the Pravious Study Factor (800) for
Each Radiologic Test {(200) by the Time
Decay Element {800} for Each Radiologic
Test (200} to Obtlain a Test Specific Usage
Metric {1000}

Sum the Patlient’s Test Specific Usage
Metric {1000} Values to Obtain the Patient’s
Total Usage Metric {1000}

Utllize General Populalion Total Usage Met-
ric to Transtorm the Patlient's Total Usage
Metric (1000} into a Scaled Usage Malric

{1010}

Apply 8 Scaled Usage Weighting Faclor
{1020} to the Scaled Usage Melric (1018},
and a Scaled LAR Weighling Factor (420)

1o the Scaled Lifetime Atlributable Risk
{410}, to Create a Radiation and Diagnostic

Study Score {10}

Figure 13
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Obtain Patient Radiologic Tast (200} Data from Database (100}

US 11,375,971 B2

identify Radiologic Tesis (200} That Determing & Time Decay
Have Baen Repealed. Determine a Elem eét {900) for Each
Previous Study Factor (800) for Radiot og; ¢ Test ({’?GO}
Each Radiclogic Test (200) ‘
Multiply the Previous Study Factor (800 for

Test {200} to Cbiain a Test
Metric {1008

Each Radiologic Test (200) by the Time
Decay Element (800} for Each Radiologic

Specific Usage
}

Detenvine Recent Study Indicator
{500} by the Quantily of Radislogic
Tests {200) Performead Within a
Recent indicator Time Period (810}

Sum the Patient's Test Specific Usage
Metric {1000} Vaiugs 1o Oblain the Patient’s
Tolal Usage Metric (1060}

(1010)

Utilize General Population Tolal Usage hMet-
ric to Transform the Patient's Tota! Usage
fetric {1000) info & Scaled Usage Matric

Apply a Scated Usags Weighling Factay
{1020} to the Scaled Usage Matric (1010},
and a Scaled LAR Weighti

to the Scalad Lifetime Atfributable Risk
{41G}, 1o Cruate a Radigtion and Diagnostic
Study Score {10} that Includes fhe Recent

Study indicator (500}

ng Faclor (420}

Figure 14
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Figure 20 — Example Rear Page of Report {700)



U.S. Patent Jul. 5,2022 Sheet 20 of 23 US 11,375,971 B2

Figure 21 — Example Rear Page of Report (760}
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Figure 22 - Resolution Metric Calculation for Patient A

Batient ID

Date of Buth

Date of
Seyvics

Radiclogic
Test (2007

Resolation
Metric (1100}

12427165

1/2/72

8.1

12/27/65

214778

i

12427165

~

8.1

13757765

8.1

13757765

12/27/65

12/27/65

12/27/65

12/27/65

12/27/65

12/27/65

LA B e ] ] ] B e} s | i) e

12/27/65

8{’(2 3 :‘;{}?

12/27/65

g:f(Q 4 :‘;{}?

12127165

1412710

12027765

13712710

13727763

11712710

13727763

11712710

el SR WS S 3N 0 e B

13727763

11712710

3
12727465 S0/ i
12727465 S0/ 2 i

Total
Resolution
Muetrie
(1100




U.S. Patent Jul. 5,2022 Sheet 22 of 23 US 11,375,971 B2

Chtain Patient Radidlogic Test {260} Data from Dalabase (100}

Associate Each Radiologic Test (200} with a
Resolution Metric {1100}

{

Sum the Patlent’s Test Specific Resolution
Metric {1100} Vaiues to Obtain the Palient's
Total Resolution Metric {1100}

i
Utilize General Population Total Resclution
Metric to Transform the Patient’s Tolal Res-
ofution Metric (1100} intp a Scaled Resdlu-
tion Metric (1110}

i
Apply a Scaled Resolution Weighting Factor
{1120} {o the Scaled Resolution Metlric
{1110}, Apply a Scaled Usage Weighling

Factor (1020} {o the Scaled Usage Melric
{1010}, and a Scaled LAR Waighting Faclor
{420} to the Scaled Lifetime Atlribudable
Risk {410}, to Creale a Radiation and Diag-
nostic Study Score {10}
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Associate Each Radiclogic Test (200} with &
Resolulion Melric {1100}

Sum the Patient’s Test Specific Resolution
Metric (1100} Values to Oblain the Patient's

Total Resolution Metric {1100}

Liihze General Population Tolal Resolution

Detarmine Recent Sludy indicator
{5003 by the Quantity of Radinlogic
Tests {208} Performed Within a
Recent Indicator Time Period (510}

Metric to Transform the Palient’'s Totaf Ras-
oligtion Metric {1100} into a Scaled Resolu-
tion Metric (1110}

Apply a Scaled Resolution Weighting Factor
{1120} ta the Scaled Resolution Meltic
{1110}, Apply a Scaled Usage Waighting
Factor (1020} to the Scaled Usage Meinic
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{420} to the Scaled Lifetime Allribulable
Risk {410}, to Creale g Radiation and Diag-
niostic Study Score {10} that Includes the
Recent Study Indicator (560}

Figure 24



US 11,375,971 B2

1

METHOD, SYSTEM, AND COMPUTER
PROGRAM PRODUCT FOR DETERMINING
A PATIENT RADIATION AND DIAGNOSTIC

STUDY SCORE

CROSS-REFERENCE TO RELATED
APPLICATIONS

This application is a continuation of U.S. patent applica-
tion Ser. No. 14/641,463, filed on Mar. 9, 2015, which
claims the benefit of U.S. provisional patent application Ser.
No. 61/952,353, filed on Mar. 13, 2014, all of which is
incorporated by reference as if completely written herein.

STATEMENT REGARDING FEDERALLY
SPONSORED RESEARCH OR DEVELOPMENT

This invention was not made as part of a federally
sponsored research or development project.

TECHNICAL FIELD

The present invention relates to the assessment of risk
secondary to ionizing radiation exposure as it relates to its
use in the medical field.

BACKGROUND OF THE INVENTION

The use of diagnostic radiology has been dramatically
increasing for many years with proportional financial and
patient safety effects. Between 2000 and 2007 the use of
imaging studies grew faster than that of any other physician
service in the Medicare population. Currently, there are
more than 70 million CT scans performed in the United
States every year. A study by the influential group America’s
Health Insurance Plans claims that 20% to 50% of all
“high-tech” imaging provides no useful information and
may be unnecessary, and the radiation exposure from these
scans may lead to thousands of cancer-related deaths.
Reports like these have led to cost and safety concerns
among key federal agencies like the Congressional Budget
Office, Government Accountability Office, and Medicare
Payment Advisory Commission, and steps have been taken
in recent years to reduce reimbursements for imaging as one
means of reducing overall usage and exposure.

The overuse of diagnostic radiology is partially explained
by the fact that it has been enormously helpful in the areas
of non-invasive diagnosis. Some conditions that previously
required general surgery to diagnose can now be painlessly
and quickly found with a CT Scan, with much less inherent
risk to the patient. The diagnostic radiology field is also
responsible for saving many patients’ lives by facilitating
the timely diagnosis of dangerous medical conditions, such
as internal bleeding. As a result of these obvious benefits of
diagnostic radiology, the risks inherent in its use are often
overlooked. lonizing radiation, which is a component of
much (but not all) diagnostic radiology, carries with it a
small risk of inducing cancer every time it is used. This
additional risk is known as “Lifetime Attributable Risk” or
“LAR”. The LAR due to medical imaging is layered on top
of an individual’s lifetime base risk of invasive cancer,
which is approximately 37% for women and 45% for men.

The LAR due to diagnostic radiology has historically
been assumed to be relatively low, and usually less than 1%,
but a sub-group of individuals in society exists with a much
higher LAR. This sub-group represents approximately 2%
of the population as found in the large study population used
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to develop the Rads Scoring system. Although this group of
individuals is numerically small, they account for 25% of all
the CT Scans in the study group. This finding conforms with
the general understanding that the top 1% of medical users
consume about 20% of the resources and the top 5%
consume nearly 50%. In the case of radiology overuse, the
top 2% of patient consumers are also absorbing much of the
additional cancer risk for the population. In many cases, this
additional cancer risk approaches 10% and in rare cases, the
additional risk approaches 20%.

The above begs the question, if radiology overuse is an
accepted problem that results in financial waste and patient
risk with often times little benefit, why does it continue?
There are several possible answers. Firstly, medico-legal
concerns amongst providers are generally accepted to be a
source of defensive medicine practice patterns with resultant
overuse of diagnostics of all types, including radiology.
Secondly, patient satisfaction leads many institutions down
the path of giving patients what they want, be it x-rays,
antibiotics, or pain medications. The Federal Government’s
incorporation of patient satisfaction into reimbursement
equations creates direct financial incentives to make patients
happy, even when it may not be in their overall best interest.
Thirdly, hidden or difficult-to-get-to information leads to
repeat diagnostics when it becomes easier to order it again
rather than find and access previous results. Lastly, there are
many times a provider will order a test without knowledge
of recent testing that may have otherwise dissuaded them
from ordering additional tests.

There are of course many more possible reasons behind
the overuse of diagnostic radiology, but a common thread
emerges in the above. Our current healthcare system pro-
vides many more reasons to order a radiologic test as
compared with reasons to not order a radiologic test. At least
one component of the solution to the problem of radiology
overuse must therefore involve the creation of a reason (or
reasons) not to order radiological tests. Some of these
reasons could be (a) increasing awareness of previous test-
ing, (b) increasing awareness of additional radiation risk
exposure for the patient, (c) instituting checks and balances
when ordering additional studies for high risk patients, (d)
exposure to financial risk for inappropriate ordering, and (e)
medico-legal exposure for unnecessary testing that impacts
patient safety.

One additional problem with radiology overuse is that
even when it is suspected, many providers lack the ability to
properly contextualize the amount of overuse and apply it to
arisk/benefit analysis. Therefore, clinical decisions are often
made without a true understanding of accumulated risk. In
a similar vein, discussions with patients about radiology
overuse are often lacking in content and relevancy, or worse,
contaminated with misinformation. Therefore, an additional
component of any solution must be the creation of relevant
and contextual information for a provider and patient to
consider. In order for this information to be relevant and
contextual, it must relate to identifiable, “down to earth”,
quantities and concepts.

The present method, system, and computer program prod-
uct for determining a patient Radiation and Diagnostic Study
Score provides right time, right place, and right format
radiology information to providers to assist them in their
medical decision-making. With greater awareness of recent
study history, and individually contextualized risk and ben-
efit considerations, providers are more likely to decrease
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their overall usage of diagnostic radiology, and also be
enabled to better counsel their patients on future risk.

SUMMARY OF THE INVENTION

A method for determining a patient radiation and diag-
nostic study score associated with past diagnostic radiologic
tests. In light of the obvious benefits of diagnostic radiology,
the risks inherent in its use are often overlooked. lonizing
radiation, which is a component of much, but not all,
diagnostic radiology, carries with it a small risk of inducing
cancer every time it is used. This additional risk, known as
“Lifetime Attributable Risk,” is layered on top of an indi-
vidual’s lifetime base risk of invasive cancer. The present
method for determining a patient radiation and diagnostic
study score provides right time, right place, and right format
radiology information to assist providers in their medical
decision-making. With greater awareness of recent study
history, and individually contextualized risk and benefit
considerations, providers are more likely to decrease their
overall usage of diagnostic radiology and better counsel
their patients on future risk.

BRIEF DESCRIPTION OF THE DRAWINGS

Without limiting the scope of the present method, system,
and program, referring now to the drawings and figures:

FIG. 1 shows an illustrative table showing a hypothetical
database record of a patient, in accordance with an embodi-
ment of the invention;

FIG. 2 shows an illustrative table showing a hypothetical
correlation between radiologic tests and a measure of ion-
izing radiation, in accordance with an embodiment of the
invention;

FIG. 3 shows an illustrative table showing a hypothetical
correlation between age and an age adjustment factor, in
accordance with an embodiment of the invention;

FIG. 4 shows an illustrative table showing a hypothetical
patient record with a measure of ionizing radiation in mSv,
an Age Adjustment Factor, a Test Specific Lifetime Attrib-
utable Risk, and a Total Lifetime Attributable Risk, in
accordance with an embodiment of the invention;

FIG. 5 shows an illustrative table showing a hypothetical
population’s Total Lifetime Attributable Risk, in accordance
with an embodiment of the invention;

FIG. 6 shows an illustrative table showing a hypothetical
patient’s Scaled Lifetime Attributable Risk, in accordance
with an embodiment of the invention;

FIG. 7 shows an illustrative table showing a hypothetical
patient’s Radiation and Diagnostic Study Score with Recent
Study Indicator, in accordance with an embodiment of the
invention;

FIG. 8 shows an illustrative table showing a hypothetical
Previous Study Factor, in accordance with an embodiment
of the invention;

FIG. 9 shows an illustrative table showing a hypothetical
Time Decay Element, in accordance with an embodiment of
the invention;

FIG. 10 shows an illustrative table showing a hypothetical
Usage Metric Calculation, in accordance with an embodi-
ment of the invention;

FIG. 11 shows an illustrative diagram of an embodiment
of the invention;

FIG. 12 shows an illustrative diagram of an embodiment
of the invention;

FIG. 13 shows an illustrative diagram of an embodiment
of the invention;
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FIG. 14 shows an illustrative diagram of an embodiment
of the invention;

FIG. 15 shows an illustrative table showing a hypothetical
record of a patient’s radiologic tests, in accordance with an
embodiment of the invention;

FIG. 16 shows an illustrative table showing a hypothetical
correlation between radiologic tests and a measure of ion-
izing radiation, in accordance with an embodiment of the
invention;

FIG. 17 shows an illustrative graph, not to scale, of
General Population Total Lifetime Attributable Risk vs.
Scaled Value for Risk, in accordance with an embodiment of
the invention;

FIG. 18 shows an illustrative graph, not to scale, of
General Population Total Lifetime Attributable Risk vs.
Adjusted Scaled Value for Risk, in accordance with an
embodiment of the invention;

FIG. 19 shows a portion of a hypothetical patient report,
in accordance with an embodiment of the invention;

FIG. 20 shows a portion of a hypothetical patient report,
in accordance with an embodiment of the invention;

FIG. 21 shows a portion of a hypothetical patient report,
in accordance with an embodiment of the invention;

FIG. 22 shows an illustrative table showing a hypothetical
resolution metric calculation, in accordance with an embodi-
ment of the invention;

FIG. 23 shows an illustrative diagram of an embodiment
of the invention; and

FIG. 24 shows an illustrative diagram of an embodiment
of the invention.

These figures are provided to assist in the understanding
of exemplary embodiments as described in more detail
below and should not be construed as unduly limiting. In
particular, the relative spacing, positioning, sizing and
dimensions of the various elements illustrated in the draw-
ings are not drawn to scale and may have been exaggerated,
reduced or otherwise modified for the purpose of improved
clarity. Those of ordinary skill in the art will also appreciate
that a range of alternative configurations have been omitted
simply to improve the clarity and reduce the number of
drawings.

DETAILED DESCRIPTION OF THE
INVENTION

The claimed method, system, and computer program
product for determining a patient radiation and diagnostic
study score (10) and report enables a significant advance in
the state of the art.

At the heart of the invention is a radiologic scoring system
that raises awareness to the availability of patient specific
radiologic information relevant to lifetime attributable risk
(400), also referred to as LAR, and diagnostic study usage.
This scoring system, which generates values known as
radiation and diagnostic study score (10), also referred to as
a “rads score”, which in some embodiments ranges from 000
to 999. Higher scores translate to greater lifetime attributable
risk (LAR). A key element of the scoring system is that even
though radiation exposure is theoretically limitless, the
radiation and diagnostic study score (10) is range bound.
Furthermore, the radiation and diagnostic study score (10) is
“naturally relative” as it is based on an assessment of a large
study population of individuals who have used diagnostic
radiology in the past. The use of a large study population
allows for the creation of an intuitive scoring system based
on the rank ordered percentile contribution of an individu-
al’s risk to the sum total of the population’s risk.
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To further explain the nature of the radiation and diag-
nostic study score (10) system, let us evaluate a universe
(closed system) of 25 individuals (Persons A-Y), all of
variable age, who have been subject to only 5 possible
radiologic tests (200) (Test 1-5). Furthermore, let us assume
that a history of the radiologic tests (200) performed on each
patient has been stored in a database (100) accessible to a
SCore Processor.

FIG. 1 represents radiologic test (200) data associated
with Patient A found in the database (100) for a scoring
period, which in this example is the life of Patient A. This
record contains 20 studies all performed at varying times.
Each of the patients in the universe has their own record
containing similar data. The scoring period is not required to
be the life of a patient, but it is preferable when such
radiologic test (200) data is available, although such data
may not be readily accessible in electronic form for some
patients. Generally the scoring period is at least 1 year,
preferably at least 5 years, more preferably at least 10 years,
even more preferably at least 15 years, and ideally the life
of the patient.

Radiology studies that use ionizing radiation increase
lifetime attributable risk (400), but not all radiology studies
use ionizing radiation. Furthermore, those studies that use
ionizing radiation use varying amounts of it. For the pur-
poses of developing a radiation and diagnostic study score
(10), the present method assigns a value to each radiologic
test (200) in the scoring period that represents the amount of
radiation used, if such a measure of ionizing radiation is not
readily available in the database (100). The measure of
ionizing radiation may be represented in numerous ways and
may utilize several choices of units. In one embodiment the
measure of ionizing radiation is the Sievert (Sv), which
represents the stochastic (or cancer inducing) risk of each
study to the whole body. In use, Sieverts are usually repre-
sented as milli-Sieverts (mSv) and are dependent on the
amount of radiation used and where on the body it is
focused. The actual mSv for each radiologic test (200) is
dependent on machine settings, imaging protocol, and
patient size characteristics. In some cases this actual value
can be stored in the database (100). In cases where no mSv
is stored, an average value can be assigned based on the type
of radiologic test (200). FIG. 2 represents a list of the
average mSv values for each of the generic radiologic tests
(200), Test 1-5 of this example.

As mentioned above, the cancer inducing risk of ionizing
radiation is dependent on the amount and location of the
radiation exposure. It is also dependent on the age of the
patient as younger patients are both more sensitive to
radiation and also have a longer life expectancy over which
there is more time for cancer to develop. Studies of the
atomic bomb events of World War II have resulted in
generally accepted age adjustments for a given amount of
radiation exposure. These adjustments have been published,
or can be extrapolated from, the Biologic Effects of Ionizing
Radiation (BEIR) series of reports. One embodiment of the
invention includes an age adjustment factor (300) to scale
the measure of ionizing radiation for each radiologic test
(200). For the purposes of this example, a sex averaged age
adjustment factor (300), also referred to as AAF, is deter-
mined by the score processor based on the following for-
mula: age adjustment factor (300)=(2-(age in years/12.5)+
1), minimum value=1. This formula effectively yields a
value of 3 at age O that linearly decreases to 1 at age 25 and
then goes no lower. FIG. 3 represents the one exemplary
individual age adjustment factor (300) values for ages 1 to
25+. One skilled in the art will appreciate that the score
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processor may utilize any number of linear or nonlinear
declining line or curve methodologies to determine the age
adjustment factor (300) starting with an initial value at a
young age, preferably birth, and declining to a terminal
value at a predetermined age, which is 25 in the present
embodiment. The young age is preferably less than 5 years
old, more preferably less than 2.5 years, even more prefer-
ably less than 1 year, and ideally birth, while the predeter-
mined age of the terminal value is preferably at least 15
years, more preferably at least 20 years, and most preferably
at least 25 years. The age adjustment factor (300) is not
limited to the example of this one embodiment.

As mentioned above, lifetime attributable risk (400) in the
setting of calculating a radiation and diagnostic study score
(10) is the extra risk, in this embodiment measured as a
percent, of getting cancer from the radiation received during
diagnostic imaging occurring during the scoring period. The
lifetime attributable risk (400) contribution for each diag-
nostic study is obtained by the score processor, which
calculates the product of the mSv and the lifetime attribut-
able risk (400) for each radiologic test (200) and divides by
100. The patient’s total lifetime attributable risk (400) is the
sum of the lifetime attributable risk (400) for each radiologic
test (200) during the scoring period. FIG. 4 represents the
addition of mSv, computed age adjustment factor (300),
computed study lifetime attributable risk (400), and com-
puted total lifetime attributable risk (400). In this example,
Patient A has acquired an extra 0.77% risk of cancer as a
result of their exposure to ionizing radiation during radio-
logic tests (200).

Knowing that Patient A has acquired an additional 0.77%
risk of cancer will help inform a provider as to the current
additional risk of cancer for the patient. Certainly, the patient
has benefited from at least some of the radiologic tests (200)
that were performed in the past so although a provider
knows the absolute lifetime attributable risk (400) value,
they may have a hard time understanding whether the
benefits outweigh the risks. The provider also doesn’t know
whether the lifetime attributable risk (400) value is below
normal, average, or well above normal. If the provider could
somehow understand how this patient’s lifetime attributable
risk (400) measures up to all other patient lifetime attribut-
able risk (400) in the population, they may better understand
the context (relative value) and also be able to better predict
future risks and benefits.

The database (100) containing Patient A’s data may also
contain data for other patients in the population, or such
general population data may reside in a separate database or
quick reference chart, diagram, or equation. Regardless of
the form accessed by the score processor, at some point the
same methods applied to Patient A are used by a score
processor to determine the total lifetime attributable risk
(400) for a large quantity of patients that accurately reflect
the general population, which in this closed system example
of 25 patents includes every patient. Thus, FIG. 5 represents
an ordered list of total lifetime attributable risk (400) values
for all patients in this exemplary population. Once the total
lifetime attributable risk (400) value is known for every
patient, the total lifetime attributable risk (400) values can be
transformed, via the score processor, to a scaled lifetime
attributable risk (410) value representing the rank ordered,
percent contribution to the total population lifetime attrib-
utable risk (400). This process is demonstrated in FIG. 6. In
FIG. 6, one can see that the sum of all patient total lifetime
attributable risk (400) values, also thought of as the total
population’s lifetime attributable risk (400), is 18.6. The “%
Contribution” column represents the individual patient’s
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total lifetime attributable risk (400) divided by the total
population’s lifetime attributable risk (400). The “running
total” column represents the sum of the individual patient’s
total lifetime attributable risk (400), plus all previous life-
time attributable risk (400) values. The scaled lifetime
attributable risk (410) column represents a rounded value for
the “running total” multiplied by 100. Note that the last
running total value “1” is manually changed from 100 to 99
to represent the 997 percentile and to accommodate a
phantom patient with a higher score that may one day appear
in the population. This process of creating a scaled lifetime
attributable risk (410) value utilizes the score processor to
transform the raw patient’s total lifetime attributable risk
(400) values into a scaled value that provides much more
insight into the relativity of lifetime attributable risk (400)
values. One skilled in the art will appreciate that the general
population data need not be analyzed each time a patient’s
scaled lifetime attributable risk (410) is determined, but may
be summarized in a separate database or quick reference
chart, diagram, or equation, just to a few embodiments that
may simplify the process for large population groups.

In this example Patient L has a total lifetime attributable
risk (400) value of 0.45%. The scaled lifetime attributable
risk (410) for Patient L is equal to 19. A provider who has
a basic understanding of the radiation and diagnostic study
score (10) system will understand that a scaled lifetime
attributable risk (410) of 19 implies that patients with this
level of risk (and lower) comprise about 19% of the total risk
in the population. A key threshold in the scaled lifetime
attributable risk (410) can be found at a total lifetime
attributable risk (400) of 1%. This happens with Patient B.
A provider who understands that a scaled lifetime attribut-
able risk (410) value of 50 represents a 1% total lifetime
attributable risk (400) will also then understand that any
scaled lifetime attributable risk (410) value below 50 rep-
resents less than 1% total lifetime attributable risk (400).
Furthermore, the additional data point 4.53% total lifetime
attributable risk (400)=scaled lifetime attributable risk (410)
value of 99 informs a provider on the general shape of the
total lifetime attributable risk (400) curve in that it increases
one unit in the first half of the scaled lifetime attributable
risk (410) value range (0-49) and then quadruples in the last
half of the scaled lifetime attributable risk (410) value range
(50-99), as seen in FIG. 21. In one embodiment the radiation
and diagnostic study score (10) is simply the scaled lifetime
attributable risk (410) value, as graphically illustrated in the
diagram of FIG. 11.

In a further embodiment a recent study indicator (500) is
incorporated in the process of creating the radiation and
diagnostic study score (10). For example in one embodiment
the transition from the scaled lifetime attributable risk (410)
value to a radiation and diagnostic study score (10) is
accomplished by the score processor adding a third digit to
the scaled lifetime attributable risk (410) value, wherein the
third digit is a recent study indicator (500) which represents
the number of recent radiologic tests (200) within a recent
indicator time period (510). The recent indicator time period
(510) is one year or less, preferably six months or less, or
more preferably 90 days or less. The number of radiologic
tests (200) within the recent indicator time period (510) can
alert a provider to radiology data that may be clinically
relevant even when a patient has a low radiation and
diagnostic study score (10). FIG. 7 represents the addition of
a recent study indicator (500) to the scaled lifetime attrib-
utable risk (410) value to create the composite radiation and
diagnostic study score (10) of this embodiment. As can be
seen in FIG. 7, some patients with a low composite radiation

25

35

40

45

8

and diagnostic study score (10) have a high recent study
indicator (500), or third digit count, indicating several recent
radiologic tests (200) within the recent indicator time period
(510). For instance, Patient X has a composite radiation and
diagnostic study score (10) of 085 and even though a
provider knows that patient X has a relatively low scaled
lifetime attributable risk (410) (well less than 1%), they also
know from looking at the composite radiation and diagnostic
study score (10) that Patient X has had 5 radiologic tests
(200) within the recent indicator time period (510) so
perhaps their clinical interest in Patient X’s radiology his-
tory should be higher. In this embodiment the composite
radiation and diagnostic study score (10) is normalized to 3
digits, by the score processor, with a leading zero when
required, and it is also a composite 3 digit number wherein
the first two digits represent the scaled lifetime attributable
risk (410) value and the third digit represents the recent
study indicator (500), or quantity of recent radiologic tests
(200) within the recent indicator time period (510), as
graphically illustrated in the diagram of FIG. 12.

The radiation and diagnostic study score (10) described
above is a unique and innovative approach to quantifying
radiation risk and diagnostic study usage and packaging it in
a manner that is easy to store, transport, and recognize. The
radiation and diagnostic study score (10) can be used as a
visual trigger raising the general awareness of a treating
provider but it can also be used as a discrete data element
used within a computerized clinical decision support appli-
cation. For example, if a provider was going through the
process to electronically order a CT Scan for a patient, an
alert could be provided in real-time if the patient has a
radiation and diagnostic study score (10) above a predeter-
mined score alert value (600), or if the recent study indicator
(500) is above a predetermined recent study alert value
(520), or if the same radiologic test (200) has been per-
formed within a prior study period.

In another embodiment, the radiation and diagnostic study
score (10) and other relevant information is transformed by
the score processor into a report (700) format that may
further explain the types of radiological tests (200) contrib-
uting to the score and when they were performed. Relative
scoring information may also be included in the report (700)
to help contextualize the numerical values and to aid patient
education, should it be deemed necessary. An example of a
report (700) is seen in FIGS. 19-21, which will be described
later in more detail.

A living patient’s record is not static and one can antici-
pate that a patient’s radiology record will change, perhaps
quite frequently. To be most effective and useful, a radiation
and diagnostic study score (10) (and report) may be com-
puted in real-time at the point and time of service. This
requires frequent updates of aggregated data, or the use of a
real-time query system for distributed data.

While the above recent study indicator (500) embodiment
having the last digit of the radiation and diagnostic study
score (10) represents one measure of usage, a more sophis-
ticated measurement of usage can be made using a similar
method as the lifetime attributable risk (400) and scaled
lifetime attributable risk (410), using the calculations and
transformations previously described. Whereas the lifetime
attributable risk (400) measurement is the product of the
measure of ionizing radiation, mSv in this example, and the
age adjustment factor (300), another usage metric embodi-
ment utilizes the product of two other variables, namely a
previous study factor (800), also referred to as a PSF, and a
time decay element (900), also referred to as a TDE.
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The previous study factor (800) represents the number of
times an individual radiologic test (200) has been repeated
for a patient. The belief in tracking this particular metric is
that the more times an individual radiologic test (200) is
repeated the less the probable utility of each additional
radiologic test (200) of the same type. A number of equa-
tions can be designed to generate the previous study factor
(800). In one embodiment the previous study factor (800)
may be represented by the equation:

previous study factor(800)=In(repetitive test number
(810))+1

where a repetitive test number (810) represents the number
of times the radiological test (200) has been performed. For
this particular embodiment, FIG. 8 represents the previous
study factor (800) value for the first 20 times, repetitive test
numbers (810) 1-20, a radiologic test (200) is ordered using
the formula of this embodiment. In this embodiment the
previous study factor (800) increases in a non-linear manner
as a result of the example logarithmic function. Alterna-
tively, in another embodiment the previous study factor
(800) is a fixed value generated by simply counting whether
or not a study represents a repeat; thus in a further embodi-
ment the previous study factor (800) is a O or a 1. One skilled
in the art will appreciate that the score processor may utilize
any number of growth modeling techniques.

The time decay element (900) represents the amount of
time that has passed since a radiologic test (200) has been
performed. The belief in tracking this particular metric is
that the more time that has elapsed since a radiologic test
(200) was performed, the less important that individual
radiologic test (200) data is when considering whether to
order additional radiologic tests (200). A number of equa-
tions can be designed to generate the time decay element
(900). In one embodiment the time decay element (900) may
be represented by the equation:

time decay element(900)=0.999"(number of days
elapsed)

For this particular embodiment, FIG. 9 represents the time
decay element (900) value for 10 days increments of elapsed
time using this formula. One skilled in the art will appreciate
that the score processor may utilize any number of declining
curve methodologies, including, but not limited to, expo-
nential, hyperbolic, and harmonic.

A usage metric (1000), which is the product of the
previous study factor (800) and the time decay element
(900), using the above example formulas, is depicted for
Patient A in FIG. 10. One skilled in the art will appreciate
that this usage metric (1000) can be transformed by the score
processor into a scaled usage metric (1010) by considering
a representative sample of the general population in the
same manner as previously explained with respect to the
total lifetime attributable risk (400) being transformed into
a scaled lifetime attributable risk (410), thereby resulting in
a scaled usage metric (1010) ranging from 0-99 as graphi-
cally illustrated in the diagram of FIG. 13.

This scaled usage metric (1010) can be used by the score
processor to sort out patients along the lines of recent and
repetitive testing. It can also be combined with the scaled
lifetime attributable risk (410) in a weighted fashion to
generate a composite score representing risk and usage. For
instance in one embodiment if Patient A were determined to
have a scaled lifetime attributable risk (410) of 36 (as
demonstrated in the examples above) and a scaled usage
metric (1010) of 54, an equally weighted composite radia-
tion and diagnostic study score (10) would be equal to
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36/2+54/2=45. Further, in an additional embodiment incor-
porating a third digit representing the recent study indicator
(500), or quantity of recent radiologic tests (200) within the
recent indicator time period (510), if Patient A had 2 recent
radiologic tests (200) within the recent indicator time period
(510), a further composite radiation and diagnostic study
score (10) would be equal to 452, as graphically illustrated
in the diagram of FIG. 14.

In the previous embodiment the weighting of the scaled
lifetime attributable risk (410) and the scaled usage metric
(1010) was equal, thus a scaled LAR weighting factor (420)
was 0.5 and a scaled usage weighting factor (1020) was 0.5.
One skilled in the art will realize that the scaled LAR
weighting factor (420) and the scaled usage weighting factor
(1020) could be as low as zero, provided their sum adds up
to 1.0. Thus, in the prior example explained with reference
to FIGS. 1-7, the composite radiation and diagnostic study
score (10) can be thought of as being determined using a
scaled usage weighting factor (1020) of zero and represents
a pure scaled lifetime attributable risk (410) score. Con-
versely, a composite radiation and diagnostic study score
(10) with a scaled LAR weighting factor (420) of zero would
represent a pure scaled usage metric (1010) score. Indepen-
dent of any composite scoring methodology the scaled
lifetime attributable risk (410) and the scaled usage metric
(1010) represented in this document represent two individu-
ally useful metrics that may be used independent of one
another to sort and report on large populations of patients. In
one further embodiment the scaled LAR weighting factor
(420) ranges from 0.2 to 0.8, the scaled usage weighting
factor (1020) ranges from 0.2 to 0.8, and the sum of the
scaled LAR weighting factor (420) and the scaled usage
weighting factor (1020) is 1.0, while in an even further
embodiment the scaled LAR weighting factor (420) ranges
from 0.4 to 0.6, the scaled usage weighting factor (1020)
ranges from 0.4 to 0.6, and the sum of the scaled LAR
weighting factor (420) and the scaled usage weighting factor
(1020) is 1.0.

Yet another usage metric can be made using a similar
method as the lifetime attributable risk (400) and scaled
lifetime attributable risk (410), as well as the usage metric
(1000) and the scaled usage metric (1010), using the calcu-
lations and transformations previously described. For
instance, the general process of (1) assigning a variable to a
radiologic study, (2) summing the values of that variable for
individual patients, and (3) creating a scaled metric by
comparing the individual’s sum to a plurality of the popu-
lation can be used with any metric of value.

For example, the radiation and diagnostic scores (10)
described above are heavily weighted towards radiological
tests (200) that use ionizing radiation. However, many types
of radiologic tests (200) involve no radiation whatsoever
(i.e. MRI) but yield some of the highest quality images
obtainable. Thus, knowledge of previous high-resolution
images may eliminate the need for further testing of the
same region using lower resolution approaches such as plain
film x-ray. For this reason, in yet another embodiment a
variable that captures the resolution value of previous stud-
ies will add to the utility of the radiation and diagnostic
scores (10).

A resolution metric (1100) can be derived by assigning a
resolution value approximately equivalent to the amount of
ionizing radiation used in a radiologic test (200), with the
general understanding that more radiation generally results
in high resolution or more complex images. A different
approach to assigning a resolution metric (1100) for radio-
logic tests (200) that don’t use ionizing radiation (i.e. MRI
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and ultrasound) is required. In the case of these two modali-
ties, a MRI can be thought of as being generally equivalent
to a CT Scan, and an ultrasound can be generally thought of
as equivalent to plain film x-rays. As such, in one embodi-
ment a MRI can be assigned a resolution metric (1100) equal
to the average of all CT Scans and an ultrasound can be
assigned a resolution metric (1100) equal to the average of
all plain film x-rays.

Alternatively, in a further embodiment another method of
resolution assignment for individual radiologic tests (200)
may utilize a third party system that generally captures the
radiologic complexity of the study involved. For example,
Relative Value Units (RVUs) as dictated by Medicare are
assigned to every CPT code and generally represent the
expertise required, associated practice expense, and liability
expense. In practice, a radiologic reading of an MRI of an
extremity may have an RVU assignment of approximately 2
and a plain film x-ray of the same region may have an RVU
assignment of approximately 0.2.

FIG. 22 represents a total resolution metric (1100) calcu-
lation for Patient A. In this example, the radiation dose
values, in mSv, from FIG. 2 are used to as the resolution
metric (1100) for radiologic tests (200) associated with
ionizing radiation. However, as seen in FIG. 2, test 5 did not
have an associated radiation dose value, thus a value of zero
was used in FIG. 4. Now, we are going to account for this
radiologic test (200) by assigning it a resolution metric
(1100) equal to the highest mSv value, namely a resolution
metric (1100) of 20 as seen in FIG. 22. This example
calculation is consistent with Test 4 being representative of
a CT Scan and Test 5 representing an MRI. Thus, in this
embodiment the use of a resolution metric (1100) accounts
for radiologic tests (200) associated with ionizing radiation,
as well as those that are not associated with ionizing
radiation but should be factored in to the creation of the
radiation and diagnostic study score (10).

A total resolution metric (1100) is depicted for Patient A
in FIG. 22. One skilled in the art will appreciate that this
resolution metric (1100) can be transformed by the score
processor into a scaled resolution metric (1110) by consid-
ering a representative sample of the general population in
the same manner as previously explained with respect to (a)
the total lifetime attributable risk (400) being transformed
into a scaled lifetime attributable risk (410), and (b) the
patient’s total usage metric (1000) into a scaled usage metric
(1010), thereby resulting in a scaled resolution metric (1110)
ranging from 0-99 as graphically illustrated in the diagram
of FIG. 23. Alternatively, the total resolution metric (1100)
calculation for Patient A shown in FIG. 22, may assign a
resolution metric (1100) of zero for radiologic tests (200)
associated with ionizing radiation because some embodi-
ments incorporating a scaled lifetime attributable risk (410)
have already accounted for these radiologic tests (200), and
then, in this case, the total resolution metric (1100) and the
scaled resolution metric (1110) represent the additional
consideration associated with radiologic tests (200) that are
not associated with ionizing radiation.

Regardless of the actual method used to assign a resolu-
tion metric (1100) value to the radiologic tests (200), as seen
in FIGS. 23 and 24, one skilled in the art will appreciate that
a scaled resolution metric (1110) can be generated and used
in the same manner as the scaled usage metric (1010)
described above. This scaled resolution metric (1110) can
then be incorporated into the radiation and diagnostic scores
(10) through the application of a scaled resolution weighting
factor (1120).
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This scaled resolution metric (1110) can also be combined
with the scaled lifetime attributable risk (410) and/or the
scaled usage metric (1010) in a weighted fashion to generate
a composite score. For instance in one embodiment if Patient
A were determined to have a scaled lifetime attributable risk
(410) of 36 (as demonstrated in the examples above), a
scaled usage metric (1010) of 54, and a scaled resolution
metric (1110) of 24, an equally weighted composite radia-
tion and diagnostic study score (10) would be equal to
36/3+54/3+24/3=38. The weighted composite radiation and
diagnostic study score (10) may include any combination of
weighting 2 or more of the scaled resolution metric (1110),
the scaled lifetime attributable risk (410), and/or the scaled
usage metric (1010). Further, in an additional embodiment
incorporating a third digit representing the recent study
indicator (500), or quantity of recent radiologic tests (200)
within the recent indicator time period (510), if Patient A had
2 recent radiologic tests (200) within the recent indicator
time period (510), a further composite radiation and diag-
nostic study score (10) would be equal to 382, as graphically
illustrated in the diagram of FIG. 24.

In the previous embodiment the weighting of the scaled
lifetime attributable risk (410), the scaled usage metric
(1010), and the scaled resolution metric (1110) were equal,
thus a scaled LAR weighting factor (420) was 4, a scaled
usage weighting factor (1020) was 3, and a scaled resolu-
tion weighting factor (1120) was V4. One skilled in the art
will realize that the scaled LAR weighting factor (420), the
scaled usage weighting factor (1020), and the scaled reso-
Iution weighting factor (1120) can be as low as zero,
provided their sum adds up to 1.0. Independent of any
composite scoring methodology the scaled lifetime attrib-
utable risk (410), the scaled usage metric (1010), and the
scaled resolution metric (1110) represented in this document
represent individually useful metrics that may be used
independent of one another. For instance, having a scaled
LAR weighting factor (420) of 1.0, with a scaled usage
weighting factor (1020) of zero, and a scaled resolution
weighting factor (1120) of zero, effectively results in the
radiation and diagnostic score (10) methodologies illustrated
in FIGS. 11 and 12. Yet some health care providers may want
to utilize a radiation and diagnostic score (10) methodology
that is more influenced by repeated radiologic tests (200), in
which case a scaled usage metric (1010) is factored in by
having a non-zero scaled usage weighting factor (1020), as
illustrated in FIGS. 13 and 14. Even further, some health
care providers may want to utilize a radiation and diagnostic
score (10) methodology that does not ignore radiologic tests
(200) that are not associated with ionizing radiation. In this
situation the health care provider may want to utilize a
radiation and diagnostic score (10) methodology incorpo-
rating the resolution metric (1100) procedure alone, or
weight it in combination with lifetime attributable risk (410)
and/or the scaled usage metric (1010), as illustrated in FIGS.
23 and 24. Thus, the many embodiments disclosed provide
a health care provider to consider many different factors in
arriving at a radiation and diagnostic score (10). Therefore
it is anticipated that one health care system may prefer a
radiation and diagnostic score (10) that only considers
radiologic tests (200) associated with ionizing radiation;
while a second health care system may a prefer radiation and
diagnostic score (10) that is influenced by repeated radio-
logic tests (200), as would be the case with a methodology
incorporating the usage metric (1000); while a third health
care system may prefer a radiation and diagnostic score (10)
that is influenced by radiologic tests (200) that are not
associated with ionizing radiation.
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In one embodiment the scaled LAR weighting factor
(420) ranges from 0.1 to 0.8, the scaled usage weighting
factor (1020) ranges from 0.1 to 0.8, the scaled resolution
weighting factor (1120) ranges from 0.1 to 0.8, and the sum
of the three weighting factors is 1.0; while in another
embodiment the scaled LAR weighting factor (420) ranges
from 0.2 to 0.6, the scaled usage weighting factor (1020)
ranges from 0.2 to 0.6, and the scaled resolution weighting
factor (1120) ranges from 0.2 to 0.6, and the sum of the three
scaled weighting factors is 1.0; and in an even further
embodiment the scaled LAR weighting factor (420) ranges
from 0.5 to 0.9, while the scaled usage weighting factor
(1020) and the scaled resolution weighting factor (1120) are
each less than 0.5.

The above examples utilize a closed universe of 25
individuals (Persons A-Y), all of variable age, who have
been subject to only 5 possible radiologic tests (Test 1-5) in
an effort to simplify the explanation of a complex invention,
however one skilled in the art will appreciate that this
invention is preferably applied to an open system in which
people are added to, and removed from, the database (100)
regularly. Similarly the example was limited to 5 possible
radiologic tests (200), a fraction of those present in the real
world. Additional examples of radiologic test (200) data are
seen in FIG. 16.

The previously mentioned database (100) may reside on
a state medical system server, however one skilled in the art
will appreciate that the database (100) described herein is
not limited to a statewide system or a federal system, as it
may be a hospital specific database, a commercial database,
a data aggregator database, an insurance company database,
or community specific database (100). Similarly, the data-
base (100) need not reside on a server but rather may reside
on a local memory device in a standalone manner, and
further, in anticipation of advances in health care IT infra-
structure, the database (100) may be created for an indi-
vidual patient by broadly electronically querying a network
of health care providers and aggregating the collected data,
which may be completed in virtually real-time. The radio-
logic test (200) data may be found in numerous locations. A
hospital or imaging center may store the information within
its own Radiology Information System (RIS). A Health
Information Exchange (HIE) may hold references to the RIS
data, or the actual RIS data, for many regionally related
hospitals. Billing information containing radiology data is
transmitted to insurers for payment and creates yet another
source of radiology data, namely a database of Current
Procedural Terminology (CPT) codes, Revenue Codes, and
Health Care Common Procedure Coding System (HCPCS)
Codes, aggregated at the insurer level. Because patients
often obtain diagnostic radiology services at a variety of
locations, data aggregators such as an HIE or insurance
company represent some of the best sources of data, how-
ever one skilled in the art will appreciate that the database
(100) described herein is not limited to any of the above.
Similarly, the database (100) need not reside on a server but
rather may reside on a local memory device in a standalone
manner, and further, in anticipation of advances in health
care IT infrastructure, the database (100) may be created for
an individual patient by broadly electronically querying a
network of health care providers and aggregating the col-
lected data, which may be completed in virtually real-time.
Regardless of the scope, location, or creation of the database
(100), it contains at least one of record indicative of the
imaging studies performed on a patient.

One illustration of patient data available in a database
(100) is seen in FIG. 15. A record may contain patient data
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and radiologic test (200) data. Patient data may include
information such as a unique patient ID and/or a patient birth
date, in addition to any number of additional patient specific
data that is not relevant to the present discussion. Radiologic
test (200) data may include information such as imaging
billing code(s), imaging identifiers indicative of the type of
imaging study performed and the area of the patient exposed
to the study, the imaging date, and the imaging provider. In
many cases, the record for a patient contains duplicate
references to the same imaging event. This may occur as a
result of a hospital submitting a bill capturing the technical
performance of a CT Scan and a provider submitting a
separate bill for the professional reading of the CT Scan.
Addendums to previously completed studies are another
possible source of duplicity. Additionally, differences can
exist in the date of service for the same study (where it is
performed on one day and read on the next) and how
individual studies are classified. The end result of the
duplicates and differences is that a collection of radiology
records for a single patient often must be reduced to the set
of studies that correspond to the set of singular imaging
events at the source of all records. One skilled in the art will
appreciate that many methods of alternative design may be
required to properly combine, normalize, and de-duplicate
data from disparate sources. In one particular embodiment
the imaging data consists solely of one or more billing codes
and imaging dates, then the radiological exposure processor
must then correlate the billing codes to radiologic tests
(200), which may include the use of a billing code correla-
tion protocol and/or database. For example, it is not uncom-
mon for a single radiologic test (200) to result in three or
four billing codes in the database (100). Thus, the billing
code correlation protocol and/or database recognizes com-
mon billing code combinations for certain radiologic tests
(200) and transforms the billing-code specific data into a
record that is radiologic test (200) or procedure specific. For
instance to arrive at a radiologic test (200) of a “CT Head”
the radiological exposure processor may need to recognize
multiple imaging billing codes commonly associated with a
CT imaging study, and perhaps additional imaging billing
codes to ascertain that the CT imaging study was associated
with a specific area of the body, such as the head in this
example. Thus, the type of radiologic test (200) may be
readily available in the database (100) or it may need to be
established by the billing code correlation protocol and/or
database.

As previously mentioned, the act of creating the scaled
lifetime attributable risk (410), and in some embodiments
the scaled usage metric (1010) and/or a scaled resolution
metric (1110), consists of comparing a particular patient’s
total lifetime attributable risk (400), within the study period,
with the total lifetime attributable risk associated with a
large pool of patients that accurately represent the general
population. In one embodiment the large pool of patients
contains at least 1000 patients, while another embodiment
contains at least 500,000 patients, and in an even further
embodiment contains at least 1,000,000 patients. In the big
picture the comparison simply results in at least an indica-
tion of where the patient data ranks when compared to
similar data that is representative of a larger population of
patients. For example, one embodiment may simply identify
whether the patient data is in a below normal range, a normal
range, or an above normal range when compared to a larger
population of patients. Alternatively, another embodiment
may determine a percentile ranking of the patient data
compared to the larger population of patients.
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As previously discussed, a scaled lifetime attributable risk
(410) is derived by comparing the patient’s total lifetime
attributable risk (400) with the total lifetime attributable risk
(400) for a plurality of the general population. In one
embodiment this comparison is scaled to a value that is
proportional to the percentile ranking of the individual
patient risk within the general population. As such, the
scaled lifetime attributable risk (410) value for all patients
will fall within a range of 0 to 99. The method of determin-
ing the scaled values is based on calculating the total lifetime
attributable risk (400) for a large group of patents that
accurately reflect the general population and rank ordering
them from lowest to highest. The % contribution to total
population lifetime attributable risk is assigned to each
patient and the patient’s individual contributions are then
added until an integer percentage is obtained. The total
lifetime attributable risk values at each integer transition
point are used to establish a range for which all total lifetime
attributable risk values equate to a single scaled lifetime
attributable risk (410) between 0-99. Calculating the total
lifetime attributable risk for the large group of patients and
determining integer transition points results in the graph
seen in FIG. 17.

In order to impart even more meaning into the radiation
and diagnostic study score (10), in one embodiment the
reference tables that form the foundation of the comparative
scoring paradigm were uniformly transformed to align with
recognizable risk data points inherent in medicine. One
simple, key risk metric in medicine is 1%. This metric aids
many conversations and thoughts about risk as it represents
a 1 in 100 chance. For example, when discussing subarach-
noid hemorrhage as a source of headache, the incidence in
the emergency department population of patients presenting
with headache is thought to be approximately 1%. This 1%
risk of subarachnoid hemorrhage has led to a strong empha-
sis on detection, and has resulted in very sophisticated and
detailed workup strategies. Thus, in one embodiment, when
creating a patient’s scaled lifetime attributable risk (410), the
population curve was shifted (intact) such that a scaled
lifetime attributable risk (410) value of 50 equates to 1%
lifetime attributable risk (400). This shifted population
curve, seen in FIG. 18 results in a scaled lifetime attributable
risk (410) value of 99 being equal to 10% or greater LAR.

Regardless of exact embodiment previously disclosed,
knowing that a patient has a radiation and diagnostic study
score (10) of 805 informs the provider of several key
historical facts. On a scale of 000 to 999, an 805 is obviously
skewed to the higher range and represents a relatively high
radiation exposure level. In light of the unique way the
population incidence of risk was used to generate the scaled
scores, the provider knows that a person with a radiation and
diagnostic study score (10) of 805 has a much higher (and
rarer) exposure history than a patient with a radiation and
diagnostic study score (10) of 305. With knowledge and
understanding of the relationship between total lifetime
attributable risk (400) and the radiation and diagnostic study
score (10) system, the provider can also deduce that the
patient with a radiation and diagnostic study score (10) of
805 has a lifetime attributable risk of approximately 3%.
Further, clearly this example is an embodiment having a
recent study indicator (500), thus the 5 in the radiation and
diagnostic study score (10) of 805 indicates there are several
recent radiologic tests (200) the provider should be aware of.

As a result of the methodology used in creating the
radiation and diagnostic study score (10) system, providers
will now have access to an intuitive scoring system that
matches with their clinical expectation and matches with the
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prevalence of radiology usage and radiation exposure within
the general population. Providers will be able to easily
compare patient scores and associated risk and more easily
explain to patients what their risk score means in real terms.
In some embodiments a provider will be able to explain to
a patient that a score of 500 means they have acquired an
approximate 1% additional risk of cancer, and if their score
continues to increase, they will approach a 10% or greater
additional risk as they get closer to a radiation and diagnostic
study score (10) of 990, as seen in FIG. 21. Thus, one
embodiment further includes the step of scaling the general
population radiologic test data so that the total lifetime
attributable risk (400) of approximately unity is associated
with a predetermined scaled lifetime attributable risk (410).
In an even further embodiment the predetermined scaled
lifetime attributable risk (410) associated with the total
lifetime attributable risk (400) of approximately unity is
approximately 50. Similarly for the total usage metric, one
embodiment further includes the step of scaling the general
population radiologic test data so that the total usage metric
(1000) of approximately unity is associated with a prede-
termined scaled usage metric (1010). In an even further
embodiment the predetermined scaled usage metric (1010)
associated with the total usage metric (1000) of approxi-
mately unity is approximately 50.

Initial studies on a large population of almost 900,000
patients reveal that approximately 1-2% of the population
has a radiation and diagnostic study score (10) of 500 or
greater. This 1-2% of the population also accounts for about
25% of the CT Scans and associated radiation exposure in
the entire population, so although one would expect that a
score of 500 would be rarely seen, this initial study predicts
that about 1 in 4 CT scans will be performed on a patient
with a score of 500 or greater.

Throughout this document there are multiple references to
a step of comparing a quantity with the plurality of general
population data to determine a scaled value, whether it be
the scaled lifetime attributable risk (410), the scaled usage
metric (1010), or the scaled resolution metric (1110). In
some of the many disclosed embodiments the determination
of an alert value includes a determination of whether the
quantity is within an acceptable range or an unacceptable
range, however other embodiments determine approximate
percentile rankings of the quantity compared to the general
population data. In one embodiment the general population
radiological exposure data referenced is data associated with
at least 1000 patients over the period of interest. In one
embodiment this general population data is present in the
database (100) and is extracted by the score processor for
use in arriving at the scaled values. The general population
data need not be extracted by the score processor each time
patient specific data is retrieved from the database (100);
rather the general population data may be extracted after
extended intervals, which may be months or even years.
Therefore, the act of comparing a quantity with the plurality
of general population data to determine a scaled value may
include the step of previously acquiring the general popu-
lation data, processing the data, converting the data into a
quickly accessible electronic format, and storing the con-
verted data on hardware for use in determining the radiation
and diagnostic study score (10) in less than 5 seconds,
whether the general population is local or on a hardware
device on the other side of the planet. Thus, in one embodi-
ment a local score processor securely retrieves and stores
into memory patient specific data from a database (100), the
local score processor securely retrieves and stores into
memory previously compiled and transformed data repre-



US 11,375,971 B2

17

sentative of the general population radiological exposure,
the local score processor retrieves portions of this stored
data to form and store at least a scaled lifetime attributable
risk (410) value, and transform the data into the radiation
and diagnostic study score (10), and the local score proces-
sor formats and transmits the radiation and diagnostic study
score (10) to display on a visual media. Further, in light of
confidential patient data security, the local score processor
may then clear the patient specific data from the local
memory, as well as leave a timestamp within the remote
database (100) to serve as an indicator of when a patient’s
data was accessed. The score processor may further securely
transmit the radiation and diagnostic study score (10) back
to the database (100) for storage and retrieval during sub-
sequent data requests. Thus, a system for carrying out the
determination of a radiation and diagnostic study score (10)
may consist of several securely connected pieces of hard-
ware communicating with the specially programmed score
processor to determine the radiation and diagnostic study
score (10). As the local score processor retrieves the patient
specific data from the database (100), it may create a local
patient-specific database for temporarily storing and pro-
cessing data. The local patient-specific database may be
cleared of patient specific data upon the creation of the
radiation and diagnostic study score (10) and any associated
reports that are simultaneously created.

The score processor is a specially programmed computer
device such as a personal computer, a portable phone, a
multimedia reproduction terminal, a tablet, a PDA (Personal
Digital Assistant), or a dedicated portable terminal that can
perform the secure retrieval and processing of input, output,
storage and the like of information. It goes without saying
that such a program can be distributed through a recording
medium such as a CD-ROM and a transmission medium
such as the Internet. Further, the present invention may be a
computer-readable recording medium such as a flexible
disk, a hard disk, a CD-ROM, an MO, a DVD, a DVD-
ROM, a DVD-RAM, a BD (Blu-ray Disc), flash drives,
thumb drives, and a semiconductor memory that records the
computer program. Thus, the distributed program may be
used to program a computer to create a score processor
thereby becoming a special purpose computer to securely
perform particular functions pursuant to instructions from
program software.

The radiation and diagnostic study score (10) and/or
report (700) may be displayed on visual media. Such visual
media referenced herein may be a Cathode Ray Tube (CRT)
monitor, a Liquid Crystal Display (LCD) monitor, a plasma
monitor, a PC, a laptop, a tablet, a smart phone, a projector
and screen, paper, and/or any other such visual display
device known to those of ordinary skill in the art.

The development of a mechanism to generate an intuitive
and meaningfully rich radiation and diagnostic study score
(10) significantly advances the state of art. It may be
preferable to also have a radiation and diagnostic study score
(10) distribution and report mechanism to reach maximum
effect. The report (700) is the vehicle for communicating the
details behind the radiation and diagnostic study score (10).
The report also guides the provider in understanding the
radiation basics behind the assessment and enables individu-
ally relevant discussions with the patient. FIG. 19 illustrates
one embodiment of a front page of the report (700), and
FIGS. 20 and 21 illustrates one embodiment of a rear page
of the report (700), which demonstrates how the steps
required to generate the score can be broken down and
displayed in a clinically meaningful manner.
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One particular embodiment of FIG. 19 shows a report
(700) in which the score processor has transformed the raw
data into a graphic “study timeline” section in which the
frequency and relative amount of ionizing radiation associ-
ated with a patient’s radiologic tests (200) can be easily
visualized. Each vertical bar represents a radiologic test
(200) and the height of the vertical bar is an indication of the
amount of ionizing radiation associated with the particular
radiologic test. In a further embodiment, imaging studies not
associated with ionizing radiation such as MRI’s and ultra-
sounds are also displayed in the graphical “study timeline,”
but are separate from the ionizing radiation radiologic tests
(200), in this case below the x-axis timeline, to further aid
a provider in identifying duplicative imaging studies; how-
ever, as previously disclosed such non-ionizing radiation
radiologic tests (200) may be incorporated in the radiation
and diagnostic study score (10) via associating them with a
resolution metric (1100).

The distribution mechanism for the radiation and diag-
nostic study score (10) and report (700) can be as hard copy,
an electronic image file such as a PDF, a web service that
accepts patient IDs and returns a radiation and diagnostic
study score (10) as data and reports (700) as an image file,
and additionally can adhere to an HL.7 message standard and
provide the scores and report as results. The report (700) can
also be delivered as an interactive web page that allows the
user to drill down and obtain finer detail to include impres-
sion and finding data. One skilled in the art will recognize
that a multitude of distribution mechanisms exist for the
scores and reports, and the above represent only an exem-
plary subset of the embodiments.

Numerous alterations, modifications, and variations of the
preferred embodiments disclosed herein will be apparent to
those skilled in the art and they are all anticipated and
contemplated to be within the spirit and scope of this
application. For example, although specific embodiments
have been described in detail, those with skill in the art will
understand that the preceding embodiments and variations
can be modified to incorporate various types of substitute
and or additional or alternative steps, procedures, and the
order for such steps and procedures. Accordingly, even
though only few variations of the present methodology and
system are described herein, it is to be understood that the
practice of such additional modifications and variations and
the equivalents thereof, are within the spirit and scope of this
application. The corresponding structures, materials, acts,
and equivalents of all methods, means, and steps plus
function elements in the claims below are intended to
include any structure, material, or acts for performing the
functions in combination with other claimed elements as
specifically claimed.

We claim:

1. A method for determining a patient radiation and
diagnostic study score (10) associated with a series of past
diagnostic radiologic tests associated with a patient, and
treating the patient to manage the risk of cancer associated
with future radiologic testing, comprising the steps of:

a) accessing, by at least one score processor, a database
(100) and retrieving data indicative of a plurality of a
patient’s past radiologic tests (200) during a scoring
period, wherein the plurality of past radiologic tests
(200) includes at least two different past radiologic
tests;

b) associating, by the at least one score processor, a
measure of radiation with each of the plurality of the
patient’s past radiologic tests (200) from the scoring
period;
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c¢) forming, by the at least one score processor, a lifetime
attributable risk (400) for each of the plurality of the
patient’s past radiologic tests (200) from the scoring
period, and creating a total lifetime attributable risk
(400) for the scoring period;

d) transforming, by the at least one score processor, the
total lifetime attributable risk (400) for the scoring
period into a scaled lifetime attributable risk (410) for
the scoring period by comparing the total lifetime
attributable risk (400) for the scoring period with
general population radiologic test data, wherein the
scaled lifetime attributable risk (410) indicates a mea-
sure of the total lifetime attributable risk (400) relative
to the general population;

e) creating, by the at least one score processor, the patient
radiation and diagnostic study score (10) from the
scaled lifetime attributable risk (410) to display on a
visual media; and

f) treating the patient and directing future radiologic
testing at least in part on the patient radiation and
diagnostic study score (10).

2. The method of claim 1, wherein the step of forming the
lifetime attributable risk (400) for each of the patient’s past
radiologic tests (200) within the scoring period is further
modified by an age adjustment factor (300), wherein the at
least one score processor determines the age adjustment
factor (300) by analyzing a patient birth date retrieved from
the database (100) and a radiologic test date for each
radiologic test (200) retrieved from the database (100), and
wherein the at least one score processor scales the measure
of radiation for each radiologic test (200) by the age adjust-
ment factor (300) for each radiologic test (200) to form the
lifetime attributable risk (400) for each radiologic test (200).

3. The method of claim 1, wherein the step of comparing
the total lifetime attributable risk (400) for the scoring
period with general population radiologic test data, further
includes the step of scaling the general population radiologic
test data so that the total lifetime attributable risk (400) of
approximately unity is associated with a predetermined
scaled lifetime attributable risk (410).

4. The method of claim 3, wherein the predetermined
scaled lifetime attributable risk (410) associated with the
total lifetime attributable risk (400) of approximately unity
is approximately 50.

5. The method of claim 1, wherein the step of creating, by
the at least one score processor, the patient radiation and
diagnostic study score (10) from the scaled lifetime attrib-
utable risk (410) to display on a visual media, further
includes the step of determining a recent study indicator
(500) indicative of the number of radiologic tests (200)
performed within a recent indicator time period (510) of no
more than one year and including the recent study indicator
(500) as a single digit in the patient radiation and diagnostic
study score (10).

6. The method of claim 1, wherein the measures of
radiation are measures of ionizing radiation.

7. The method of claim 1, further including the steps of
creating, by the at least one score processor, a score alert if
the patient has the radiation and diagnostic study score (10)
is above a predetermined score alert value (600), and treat-
ing the patient and directing future radiologic testing at least,
in part on the score alert.

8. The method of claim 7, further including the steps of
creating, by the at least one score processor, an indicator
alert if the patient has the recent study indicator (500) is
above a predetermined recent study alert value (520), and
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treating the patient and directing future radiologic testing at
least in part on the indicator alert.

9. A method for determining a patient radiation and
diagnostic study score (10) associated with a series of past
diagnostic radiologic tests associated with a patient, com-
prising the steps of:

a) accessing, by at least one score processor, a database
(100) and retrieving data indicative of a patient’s past
radiologic tests (200) during a scoring period;

b) associating, by the at least one score processor, a
measure of radiation with each of the patient’s past
radiologic tests (200) from the scoring period;

¢) associating, by the at least one score processor, a
previous study factor (800) for each radiologic test
(200) from the scoring period that has been performed
2 or more times;

d) associating, by the at least one score processor, a time
decay element (900) for each radiologic test (200) from
the scoring period that has been performed 2 or more
times;

e) forming, by the at least one score processor, a test
specific usage metric (1000) for each of the patient’s
past radiologic tests (200) from the scoring period,
wherein the at least one score processor scales the
previous study factor (800) for each radiologic test
(200) by the time decay element (900) for each radio-
logic test (200) to form the test specific usage metric
(1000) for each radiologic test (200), and using the test
specific usage metric (1000) for each radiologic test
(200) to create a total usage metric (1000) for the
scoring period;

) transforming; by the at least one score processor, the
total usage metric (1000) for the scoring period into a
scaled usage metric (1010) for the scoring period by
comparing the total usage metric (1000) for the scoring
period with general population radiologic test data,
wherein the scaled usage metric (1010) indicates a
measure of the total usage metric (1000) relative to the
general population;

g) creating, by the at least one score processor, the patient
radiation and diagnostic study score (10) from the
scaled usage metric (1010) and a scaled usage weight-
ing factor (1020), and displaying the patient radiation
and diagnostic study score (10) on a visual media; and

h) treating the patient and directing future radiologic
testing at least in part on the patient radiation and
diagnostic study score (10) to manage the risk of cancer
associated with radiologic tests.

10. The method of claim 9, further including the steps of:

a) forming, by the at least one score processor, a lifetime
attributable risk (400) for each of the patient’s past
radiologic tests (200) from the scoring period, and
creating a total lifetime attributable risk (400) for the
scoring period;

b) transforming, by the at least one score processor, the
total lifetime attributable risk (400) for the scoring
period into a scaled lifetime attributable risk (410) for
the scoring period by comparing the total lifetime
attributable risk (400) for the scoring period with
general population radiologic test data, wherein the
scaled lifetime attributable risk (410) indicates a mea-
sure of the total lifetime attributable risk (400) relative
to the general population; and

¢) wherein the step of creating, by the at least one score
processor, the patient radiation and diagnostic study
score (10) includes the scaled lifetime attributable risk
(410) and a scaled LAR weighting factor (420).
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11. The method of claim 10, wherein the scaled LAR
weighting factor (420) ranges from 0.0 to 1.0, and the scaled
usage weighting factor (1020) ranges from 0.0 to 1.0.
12. The method of claim 10, wherein the step of forming
the lifetime attributable risk (400) for each of the patient’s
past radiologic tests (200) within the scoring period is
further modified by an age adjustment factor (300), wherein
the at least one score processor determines the age adjust-
ment factor (300) by analyzing a patient birth date retrieved
from the database (100) and a radiologic test date for each
radiologic test (200) retrieved from the database (100), and
wherein the at least one score processor scales the measure
of radiation for each radiologic test (200) by the age adjust-
ment factor (300) for each radiologic test (200) to form the
lifetime attributable risk (400) for each radiologic test (200).
13. The method of claim 9, further including the steps of:
a) associating, by the at least one score processor, a
resolution metric (1100) with at least each of the
patient’s past radiologic tests (200) that are not asso-
ciated with ionizing radiation, from the scoring period,
and using each test specific resolution metric (1100) to
create a total resolution metric (1100) for the scoring
period;
b) transforming, by the at least one score processor, the
total resolution metric (1100) for the scoring period into
a scaled resolution metric (1110) for the scoring period
by comparing the total resolution metric (1100) for the
scoring period with general population radiologic test
data, wherein the scaled resolution metric (1110) indi-
cates a measure of the total resolution metric (1100)
relative to the general population; and
c¢) wherein the step of creating, by the at least one score
processor, the patient radiation and diagnostic study
score (10) includes the scaled resolution metric (1110)
and a scaled resolution weighting factor (1120).

14. The method of claim 9, further including the steps of:

a) associating, by the at least one score processor, a
resolution metric (1100) with at least each of the
patient’s past radiologic tests (200) that are not asso-
ciated with ionizing radiation, from the scoring period,
and using each test specific resolution metric (1100) to
create a total resolution metric (1100) for the scoring
period;

b) transforming, by the at least one score processor, the

total resolution metric (1100) for the scoring period into
a scaled resolution metric (1110) for the scoring period
by comparing the total resolution metric (1100) for the
scoring period with general population radiologic test
data, wherein the scaled resolution metric (1110) indi-
cates a measure of the total resolution metric (1100)
relative to the general population; and

c¢) wherein the step of creating, by the at least one score

processor, the patient radiation and diagnostic study
score (10) includes the scaled resolution metric (1110)
and a scaled resolution weighting factor (1120).

15. A method for determining a patient radiation and
diagnostic study score (10) associated with a series of past
diagnostic radiologic tests associated with a patient, and
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treating the patient to manage the risk of cancer associated
with future radiologic testing, comprising the steps of:

a) accessing, by at least one score processor, a database
(100) and retrieving data indicative of a plurality of a
patient’s past radiologic tests (200) during a scoring
period, wherein the plurality of past radiologic tests
(200) includes at least two different past radiologic
tests;

b) associating, by the at least one score processor, a
resolution metric (1100) with at least each of the
plurality of the patient’s past radiologic tests (200) that
are not associated with ionizing radiation, from the
scoring period, and using each test specific resolution
metric (1100) to create a total resolution metric (1100)
for the scoring period;

¢) transforming, by the at least one score processor, the
total resolution metric (1100) for the scoring period into
a scaled resolution metric (1110) for the scoring period
by comparing the total resolution metric (1100) for the
scoring period with general population radiologic test
data, wherein the scaled resolution metric (1110) indi-
cates a measure of the total resolution metric (1100)
relative to the general population;

d) creating, by the at least one score processor, the patient
radiation and diagnostic study score (10) from the
scaled resolution metric (1110) to display on a visual
media; and

e) treating the patient and directing future radiologic
testing at least in part on the patient radiation and
diagnostic study score (10).

16. The method of claim 15, wherein the step of associ-
ating, by the at least one score processor, the resolution
metric (1100) with at least each of the patient’s past radio-
logic tests (200) that are not associated with ionizing radia-
tion, from the scoring period, further includes the step of
associating a resolution metric (1100) with every radiologi-
cal test (200) from the scoring period.

17. The method of claim 15, wherein the step of creating,
by the at least one score processor, the patient radiation and
diagnostic study score (10) from the scaled resolution metric
(1110) to display on a visual media, further includes the step
of determining a recent study indicator (500) indicative of
the number of radiologic tests (200) performed within a
recent indicator time period (510) of no more than one year
and including the recent study indicator (500) as a single
digit in the patient radiation and diagnostic study score (10).

18. The method of claim 15, further including the steps of
creating, by the at least one score processor, a score alert if
the patient has the radiation and diagnostic study score (10)
is above a predetermined score alert value (600), and treat-
ing the patient and directing future radiologic testing at least
in part on the score alert.

19. The method of claim 18, further including the steps of
creating, by the at least one score processor, an indicator
alert if the patient has the recent study indicator (500) is
above a predetermined recent study alert value (520), and
treating the patient and directing future radiologic testing at
least in part on the indicator alert.
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