Patient Document System

PDS-32

Version 1.5

The Patient Document System is Copyright © 1996-2000 by Small Systems Software Development, Rochester, NY.

1. Introduction

The Patient Document System is a medical records program.  It contains most of the items normally in a patient medical record and is designed to make the entry and recall of such information fast and easy.

Disclaimer

PDS is not a complete replacement for the paper chart.  There is no way that you can sign your notes and no means for your nurse to sign off the order for a tetanus shot, and therefore not all of the requirements for a chart can be met with this software.  Also, your government and its regulatory agencies may have specific requirements regarding medical records.  The program attempts to meet the common requirements, but it is the responsibility of the user to assess the suitability and legality of the program for your intended use.  We can accept no responsibility or liability related to the use, misuse, loss of income, or damages either consequential or inconsequential due to this program.

System Requirements

The program has been tested and runs under Windows 95, Windows 98 and Windows NT version 4.  It will probably run under subsequent operating systems (i.e. Windows 2000) but has not been tested under these conditions.  A 486 DX-66 should be considered a working minimum processor, with at least 16 megabytes of RAM (more RAM will have a greater effect on performance than a faster processor), though a more powerful system may be required by your operating system.  The program will require at least 16 megabytes of disk space.  As more information is stored, this requirement will grow.  Typically, 3 years of patient information on 2000 patients will take approximately 20 megabytes.  If you use the program to store images of documents or EKGs, the storage requirements will increase commensurate with the size and number of images you are storing.

2. Installation

First, decide whether this is a stand alone system (a single user) or if you will be sharing data within an office (multi-user system).  If this is a multi-user system, you will need to decide where on the network you want the data stored.  Once you have made these decisions, you are ready to proceed.

The program uses a standard installation routine that should be familiar if you have installed software on your computer.  Run the program SETUP.EXE from the installation disk.  If this is a stand alone system, or the system that will store the data files, you need to perform the Complete installation.  If, instead, this is a computer that will access data on a different computer (a multi-user system where the data tables are stored elsewhere), choose the Typical installation.

It is advised that you close all other programs when installing the program.  

If this is a network installation, you should install this into a directory that will easily be shared by other computers.  It is suggested that the PDS application have its own partition, if possible.  All users should be able to access the data along the same path – in other words, they should reach the data tables using the same UNC (e.g. \\Server\share\pds-data) or conventional path (x:\share\pds-data) where x may vary, but the rest of the path should be the same.

3. Configuring PDS

The first time you run PDS you will need to configure the program for your needs.  Start by double clicking the PDS icon. The program first must find out where the tables have been installed.  
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The message on the form is fairly self explanatory.  If you know where the data is stored, just enter the path to the data tables in the box.  If you are on a network and the data is stored either on this machine or another, and you are planning to access the information from more than one machine, the preferred way to describe where the tables are is to use the \\server\share style.  If you wish to map a drive instead, you can, but you need to be sure that all users map the drive in exactly the same way.

If you are using a single user system and just want to point the program to the data tables you can browse to the data tables by leaving the box blank and clicking OK.  The following dialog will appear allowing you to choose the directory for the data.
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After entering that information (see above), you will also be asked where you want the “NetDir” to be installed.  
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The NetDir will contain the file that contains the locking mechanism that allows multiple users to access patient information without one user’s modifications interfering with another user’s access.  In a single user system, you may put the NetDir in any directory, though it is advised that it NOT be in the data tables’ directory.  In a network environment, all users must be able to access the NetDir, and all must be able to access it in the same manner (just like accessing the data path above).  A typical network installation will have the main share volume as a partition (say, E:) and have two subdirectories off that, one to be used as the NetDir, and the other to be used to contain the data tables.  

Again, you can choose to enter the path directly on the form, or leave the box blank and click OK to be prompted for the directory selection form.  Also, again, it is recommended that you use the \\server\share style of defining the path in multi-user systems.
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Next, the program will ask you for your User Name and Password.  The first time running the program, use the User Name “User” and the password “Password”.  This will get you into the program so that you can properly configure it for your use.
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The Main PDS form will appear on your screen.  

[image: image6.png]User Name

Access Code

The new user’s password wil be "Password"
until they login at which time they will be asked
to change their password.

/0K | X concel




To properly set up your account, choose the Passwords item on the Utilities menu.  
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You will see an entry for a user named “User”.  Change the name from User to your name.  Note that the user name is not used in the header information on notes and forms, however it is used at the bottom of printed forms to indicate who printed the information.  So, it should identify the user (names like HotSocks are probably not appropriate here).  It is suggested that you use your first initial and last name.  There is also a column for Access.  Access refers to the access level of the user.  Currently, users with an access level of 2 or more will not see the passwords option on the Utilities menu and cannot access the form you currently see.  It is therefore imperative that at least one user have an access level of 1 so that he/she may change passwords, add or delete providers, etc.  It is also advised that the best security may be provided by having only one person have an access level of 1. Level 3 providers lose the ability to do SQL queries against the data.  Level 4 users are not allowed access to the Confidential form and information there.

If you are have a single provider practice, or you are the only provider using the program in a multiple provider practice, you may now close the Passwords form and skip the next section.

To close this and any other form in PDS, there is a box marked X in the upper right corner of the form that may be used to close the form.  Clicking the OK button will also close this form.

Adding New Providers

To add a new provider, from the Passwords form click the button labeled Create Provider Record.  
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Enter the user name and then the access code (typically 2 for providers, 3 for nurses, 4 for secretaries and transcriptionists. Click the OK button.  This creates the provider information record for this user.

The password for each user at the time their account is created is “password”.  Each time they log on, until they change this to some other password, they will be asked to change their password.

You may repeat this process until you have created records for each person using the system.

Deleting Providers

Should a provider be no longer using the system, it may be desirable to remove his/her record from the system.  It is recommended that this not be done until all patients registered to this provider have been changed to a different provider, as provider fields will be incorrect on all reports on such patients until this is done.  To remove a provider, choose the Passwords item from the Utilities menu.  Select the provider to be deleted.  Click the button labeled Remove Provider Record.  The provider has now been removed from the system.

Resetting User Passwords

Should a user forget their password, it may be necessary to reset their password.  Just as initially their password was “password”, you can reset their password to “password” by selecting the user then clicking the Reset Password button on the Passwords form.

Entering Additional Provider Information

Now it is time to enter more information about the providers.  It is important to note that you can only enter information for yourself.  Each provider is therefore responsible for entering their own information.

Assuming you are in the same session, you are logged in as the person you changed “User” to.  Choose Provider Information from the Utilities menu and fill in your name, address (2 lines of address are allowed), city, state, zip, office phone number, license, DEA number (the last two items are used for prescription creation) and other information as on the form.  
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The entry for Script Printer reflects which printer will print prescriptions.  In general this will be your default printer, however if you have a special printer with special paper on which you want the prescriptions printed this may be selected. 

If you are setting up more than one provider, you will need to exit the program (choose Exit from the File menu) and restart the program, using the other provider’s User Name and Password.  You can then choose Provider Information from the Utilities menu and enter that provider’s basic information.  Or, you can just have them do it themselves!

Nurses and transcriptionists who are not the primary provider for patients do not need entries made for address, license, etc.  These users need only have their real name entered and prescription printer chosen from the drop down of available printers.

4. Overview

The main PDS form shows basic patient information, such as the patient ID or record number, last and first name, date of birth, age, sex, and when the patient was last seen.  Address information is displayed, as is email address.  There is also an entry for a contact deadline.  This is when the patient is due back in the office.  You may print a list of patients whose contact deadline has been passed and contact them by telephone.  The program will also, if you choose, create a letter to patients who are overdue for contact that you may mail, and it keeps track of such letters for documentation purposes.  There are also blanks for the patient’s primary insurance company and number and, in the ViaHealth versions, RGH and ViaHealth medical record numbers.

The main menu appears on the main PDS form, and is divided into several basic categories.  

The File menu is used to locate patients, change your printer driver, and exit the program.  

The Forms menu may be used to access the other forms in PDS.  The most commonly used forms have a “hot key”.  This means that the form may be accessed by holding the Control key down (usually labeled CTRL) and pressing another character.  For example, to bring up the patient demographics form you may select it from the menu or type CTRL-D from anywhere in the program.  

The Reports menu shows you a list of the available reports.  The most commonly used reports are the Cover Sheet report and the patient notes.  Most reports are also available by pressing a button on the form they are most closely associated with.  For example, the button to print a Cover Sheet report is on the Medication List form.  The button to print a patient note is on the Notes form.

The Utilities menu lists a variety of housekeeping and maintenance utilities.  These are used to delete patients, archive patient data, and customize the program.

The Help menu shows version information for PDS, a standard Windows help file, and offers an HTML version of this document.  

5. Creating a New Patient

From the main menu, choose File/New Patient.  You are prompted for the patient’s ID number. 
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Patient ID numbers must be unique.  If the program can find a patient record with that ID number, it will display the patient’s information.  If the program cannot find a patient with that record, it will ask if you wish to create a new record for that patient.  
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If you choose Yes, the New Patient Dialog appears.  
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Here you can enter the patient’s name, address, phone numbers, and other demographic information.  If you have entered zip code information using the Zip Codes option on the Utilities menu, then when you enter the zip code for the patient the city is automatically entered.  If the zip code is not found, the Zip Codes dialog from the Utilities menu appears so you can enter the City that corresponds to that zip.  

Similarly, you can enter the patient’s preferred pharmacy name and phone number, or select that pharmacy from the drop down list of pharmacies (if they have been entered using the Pharmacies option on the Utilities menu).  The patient’s primary insurance company may also be selected from a similar drop down list (entered using the Insurance Cos option on the Utilities menu) along with the insurance number.

There is one button on the New Patient Dialog that can be a real time saver.  Once one family member has been entered in the system, you need not enter all of the basic demographic information for others who may also be seen in your practice.  When subsequent members are to be added, create them in the usual manner, but after entering the DOB and Sex, click the Family Fill button.  
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An alphabetical list of the patients will be displayed.  Scroll to a family member who has already been entered and double click that patient.  The address, phone, and pharmacy information on the chosen patient will be also entered for the new patient.  Upon closing the New Patient Dialog the main form will display the information on the patient.

The other button of interest on the New Patient dialog is the Whiz button.  This performs the most common functions that would be used once you have entered a patient’s demographics – it closes the New Patient form, enters the current date in the Last Visit field, and enters “NKDA” for the allergies.  Obviously, any of these may then be changed. Alternatively, you can click the OK button to close the New Patient form and resume working on the main form.

The patient’s primary insurance company may be entered in the Insurance Company field or selected from the drop down menu on the main form just as on the New Patient Dialog.
You will then need to enter other important information regarding this patient into the system.  For that, let’s look at the common forms.

6. The Forms

The Main Form
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The Main PDS form contains the menu and basic identifying information on the current patient.  This basic information includes the identification number, last and first names, date of birth, sex, date of last visit, and contact deadline.  The patient’s primary provider is also identified, by number and by name, as well as a number called the “Script Multiple”.  This prescription multiplier refers to the number of months the patient’s prescription plan requests be written at one time.  For example, in New York State prescriptions for Medicaid patients should be written for one month at a time.  Hence the Script Multiple would be 1.  Many prescription plans request 3 months be dispensed at a time for chronic medications, and the Script Multiple would be 3 for such patients.  The patient’s address, phone number, and email address are also displayed in the lower right corner of the form.  In the ViaHealth version, if you wish to be able to connect to the RGH computers for viewing transcriptions and lab values, you will need to enter the RGH medical record number (later, when the lab queries will accept a ViaHealth medical record number as well, you may enter this instead).

There is a button above the RGH MR# field that looks sort of like a server.  If you click this button, the program contacts the RGH server and does a lookup on the patient’s last name, first name, sex, and date of birth and displays all patients that match (within 5 years for the date of birth).  Double click a patient on the resultant form and their RGH MR# will be entered automatically onto the main form.

In general, you will be entering the patient into the system on the day they are seen.  If you click the Last Visit field on the Main form, the current date is entered.  Of note, if you double click the Last Visit field, it will also erase the Contact Deadline field for the patient.  The other way to erase the contact deadline is to use CTRL-S when in the Contact Deadline field.

While on the topic of contact deadlines, another feature of PDS is demonstrated by right-clicking the mouse on the Contact Deadline field.  This brings up a list of common intervals for which you might wish to set a deadline.  If you have asked the patient to return in a month and want to be made aware they are overdue at six weeks, right click the Contact Deadline field and choose “6 Weeks” from the pop-up menu.

The Main form is also the form used to select the current patient.  If you know the patient’s identification number, click on the ID field.  A small dialog box appears asking for the number.  Enter the number and press Enter or click the OK button.  If a patient with that ID number can be found the patient information is displayed.  If no patient with that ID number is in the system, you will be so informed and asked if you wish to create a patient record with that number.  See the section on creating a new patient.  Also, if you wish to recall the last patient record you viewed, enter the number “0” for the ID number.

If you do not know the patient ID number but instead know the name, click on the last name field.  
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A dialog box appears where you can enter each letter of the patient’s name.  As each letter is entered, the grid underneath shows the names that most closely approximate what has been typed.  When you see the name of the patient you wish, you may double click on that name on the grid.  The patient’s information will then be displayed.

You can also locate a patient from the menus.  Choosing New Patient under File on the main menu will function the same as clicking on ID.  Similarly, choosing Search by Last Name under File on the main menu will function like clicking on the last name.  Both of these items are associated with hot keys.  Thus, the easiest way to change patients from anywhere in the program is to use the control characters CTRL-W (think “Who”) to choose by ID, and CTRL-H (think “Who”) to choose by last name.

On the lower middle part of the Main form, a button with a paper clip on it is used to attach “temporary notes” to the chart.  These serve the same function as self-sticking notes on a paper chart.  If you wish to be reminded to address a particular issue when the patient next comes in, you may attach a reminder note to the electronic chart by clicking this button.  

The advantage of these electronic reminder notes is that they may also have an expiration date.  After the expiration date you will be alerted at program startup if the reminder has not been addressed.

Upon clicking the button, the Reminders form appears.  
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A table at the bottom of the screen shows all current reminders, in date order.  The cursor is automatically placed in the alarm date field.  After entering the alarm date (the date after which you will be notified on program startup that the event has not been handled), tab to the message.  Here you record whatever message or reminder you wish.  Clicking the Record button will save the message and return you to the Main form.  Of note, you need not enter the alarm date directly.  Right-click this field and the program will present you with a list of time intervals (1 week, 2 weeks, etc.).  Choose the desired interval and the alarm date will be calculated by adding the interval to the current date.

The radio buttons on the left side of the Reminders form allow you to selectively view reminders on all patients or just the current patient.

These reminder notes, when present on a patient, appear on the right side of the main form.  To delete a reminder, call up the patient’s chart and click on the reminder to be deleted. Click the Delete button above the reminder.

If you are accessing a patient’s record that has a reminder on it and you wish to hide the reminder in order to view or change information underneath the reminder panel, you may hide the reminder panel by double clicking it.

There is a plug symbol in the middle of the form  which will be visible if you have enabled a PDS plug-in.  This is a secondary program that is accessible from within PDS.  Lab and dictation access used to be available only as a plug in option, though now they are incorporated as part of the program.  For more information on customized plug-ins, please contact Small Systems Software Development.

The Problem List form

The Problem List form is accessed from the Forms menu on the Main form or by pressing CTRL-P anywhere in the program.  Problem lists are kept in an alphabetical order, with entries for the problem, date onset, and date resolved.  Problems that are resolved are moved to the bottom of the list.

[image: image17.png]Labs Form [Tl





To enter a new problem, click the Problem area on the label bar just above the list of problems.  A blank record is inserted, and you can start typing the problem.  Guided completion is employed to make the entry of problems easier.  As you type, the list of common problems (maintained via the Problem List Items option on the Utilities menu) is checked and the closest match is displayed.  If the problem displayed is what you desired, you may stop typing.  Otherwise, continue typing and the program will continue to attempt to match.  If no match is found and the Check Probs toggle is set to Yes (see the Preferences form) the Problem List Items form is displayed with the new item entered.  You may close the form to record this as a new item on the drop down, or use the Esc key to erase the new entry and close the form.

If you prefer to select your diagnoses from the list of ICD codes, you may do so.  Rather than clicking the Problem area of the label bar, click the ICD area.  The ICD form pops up as follows:
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Entering text in the box on the left (under “Search for Code starting with”) will cause the box to scroll through the list of ICD codes.  Double click on an entry to have that problem and ICD code entered into the problem list.  If you do not know how the text for a code starts, you may instead enter text into the box at the right and click the search button.  For example, most hypertension would be coded Benign Hypertension with a code of 401.1.  If you did not know this started with the text “Benign”, and therefore could not find it on the grid at the left, you could enter “hypert” and get all listings that contain that text.  Double click an entry to have it entered on the problem list.

Clicking the Onset section of the label bar changes the Date of Onset field for the current record.  If the Onset field was blank, the current date is entered.  If the Onset field was not blank, it is made blank.  The Resolution section of the label bar works the same, however you should note that the record will be moved to the bottom of the list if the resolution field is not blank.

You may also change a problem list entry by picking the problem from the drop down list.  This list is populated from the Problem List Items form on the Utilities menu.

The Medication List form

The Medication List form is accessed from the Forms menu on the Main form, or by pressing CTRL-M anywhere in the program.  Medication lists are kept in alphabetical order, with entries for the medication, date the medication was started, date the medication was stopped, date of last refill, strength, maximum daily dose (used in printing prescriptions), and instructions (frequency).  Medications that have been stopped are moved to the bottom of the list.  There is also a flag for whether this medication has been selected for printing (prescription format).  On the One Grid and Two Grid views, this is signified by an asterisk in the P.. column.  In the Color Grid view the medication is displayed with a green background.

There are 3 views available on the medications form.  This reflects a variety of personal styles and preferences.  It is hoped that you will find one of these views to your liking.  The One Grid view contains all current and discontinued medications and uses drop down lists for medication entry along with guided completion. 
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The Color grid view has all current and discontinued medications on a single grid but gives a visual cue that a medication has been discontinued by graying that medication out.  However, this comes at the price of not having guided completion for medication entry (you still get the drop down list, however).
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The Two Grids view separates current from discontinued medications and displays current medications on a grid with the features of the One Grid view (guided completion as well as drop downs).  Discontinued medications appear in a simple grid at the bottom of the screen. Resizing the medications form will expand the number of current medications visible but will not change the number of discontinued medications visible in this mode.
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To enter a new medication on the Color Grid, you simply enter the medication on the next available line.  The remainder of this section will be devoted to the One and Two grid views.

To enter a new medication on the One Grid or Two Grid views, click on the Medication segment on the label bar.  A blank medication record is created and you may start typing in the Medication field.  This uses guided completion and a drop down list just like the Problem List form above.  When the medication name has been entered, you may Tab to the Strength field.  Enter the medication strength here, then table to the Dd field.  This is short for Daily Dose, and is used in the calculation of the number of pills when you generate a prescription using the program.  Here you should enter the number to be used each day.  If left blank, when the computer generates a prescription the amount will be 1.

If the medication is on the guided completion list, the daily dose and typical instructions will also be entered automatically.

A few tricks from experience with the Dd field may be of use.  If the prescription is for a cream and you typically prescribe a 15 gram tube, putting 0.5 as the Dd allows you to simply add Grams after the #15 on the prescription.

Tab next to the Instructions field.  The common abbreviations are available as a drop down, or you can type the instructions into the blank.  Start, Stop, and Refill are most easily handled by clicking their segments on the label bar.  To enter today’s date as the start date for the medication you are entering, click the Start segment.

What happens when you click one of these date segments depends on the contents of the field.  If the field is blank, the current date is entered.  If the field contains a date, it is made blank.  Thus, to change a date to the current date, click the segment twice.

The initial column is labeled P..  This is the flag for whether the medication is flagged for prescription printing.  You may flag a medication to be printed in one of two ways:

1. Click the Batch button then click the medication.  Double click now to add the medication to the batch of prescriptions to be printed.

2. Click the medication then click the P.. segment on the label bar.

Once you have flagged all the medications you wish to print, you can have the program print the prescriptions by clicking the Script button at the top of the Medications form.

If the medication is not in the program’s medication list you will need to type the medication name and strength fully.  If you have enabled checking against the medication list on the Preferences form then when you tab off the Medication field the Medication Names form will pop up encouraging you to make this medication available on the drop downs.  Alternatively, you may edit the list of medications used for this purpose by choosing Medication Names from the Utilities menu.

There is a bar with four possible values in the upper left region of the Medications form.  These control what action double clicking a medications will do.  The default option is to enter the current date as the date the medication is stopped, moving that medication to the bottom portion of the list.  Other options include Delete, Batch,  and Rx Rqst.  

Delete will remove the entry entirely from the list.  This is most commonly used if the list of stopped medications is getting unwieldy and you wish to clean up the list.  Click on Delete then double click the medication you want wiped from the list.  

Batch is used for prescription printing.  Click on Batch then select the medication.  Double click the medication for which you want a prescription.  Selected medications will turn green on the Color grid, otherwise the P? column will contain an asterisk.  Double click again if you made a mistake and wish to toggle the selection back off.  Then click the Script button and the prescriptions will be printed.  See the information on the Script button for more information.

Rx Rqst is used in offices utilizing the messaging capabilities of PDS.  The following scenario illustrates the use of Rx Rqst.

Prescription Request Scenario

A patient calls in requesting a refill on a medication (Synthroid, for example).  The nurse brings up the patient’s information on screen and sees that the patient is indeed on the medication.  Dosage strength and instructions are visible on screen.  The nurse clicks Rx Rqst, then double clicks on the Synthroid entry.  A form appear on screen, from which the nurse chooses which provider in the office should receive the message that the prescription request was made.  The nurse may add comments to the message, then clicks OK to send the message.  Within a minute, the provider’s main form turns yellow to denote that a message has been received.  The provider chooses Messages from the Forms menu and reviews the message.  The provider can then click Approve or Deny or choose to reply with comments.  The nurse receives the return message within seconds and uses the patient’s preferred pharmacy information to call the prescription in.  No paper chart is pulled and there are no slips to get lost.

For more information about messaging see the section on this topic.

The Script button is used to generate the prescriptions you have selected in the manner above.  Prescriber information is obtained from the provider information form you used when setting up PDS.  The patient’s name and address are pulled from the patient demographic form.  The medications and instructions are pulled from the medications form.

The number of items on the prescription is calculated according to a formula.  The maximum daily dose, from the medications form, is multiplied by 30.  This in turn is multiplied by the Script Mult field on the main form and demographics form to come up with the number of items.  Fractions are truncated.  So, if a patient uses a medication twice daily (max daily dose 2) and has a prescription rider that requests 3 month supplies on medications (Script Mult set to 3), the number entered on the prescription is 30 times 2 times 3, or 180.

If nothing has been entered on the maximum daily dose, the monthly supply is defaulted to one.  This works well for inhalers and other items for which you would want to prescribe one item per month.  Similarly, a cream for which you want to prescribe 15 grams could be entered with a maximum daily dose of 0.5.  The number 15 will appear on the prescription after which you can simply add “g”.

The prescriptions generated are designed to be legal in New York State and should be legal in most states.  However, it is your responsibility to be certain that the prescriptions comply with your state laws (in general, going over a sample prescription with a favorite pharmacist will settle the issue).

The prescriptions are printed ready to be signed.  The number of refills can be circled, and generic substitution prohibited (if desired) in whatever manner necessary for your state.

The Med List button prints a list of medications to be used as a hand out for your patients.  It contains a statement at the top that asks for the patient to call if the list of medications you hand them is not the same as what they are actually taking.  Most common abbreviations are translated into lay language (bid is translated to “twice daily”, and prn to “as needed”, for example).  And, if you tend to use abbreviations other than those in the default list, you may edit this list by choosing Utilities/Instruction Translation.

The Cover Sheet button prints a cover sheet containing patient demographic information, preventive items, problem list, medication list, and allergies.  The All Scripts button prints all of the prescriptions that are currently active.

There are a set of small bars bridging the buttons on the Medications form.  Each of these in essence presses the combination of buttons that the bar bridges.  Thus, you can with a single click generate a medication list and prescriptions, or prescriptions and cover sheet, or all three.  To create more extensive combinations, see the section on creating Macros.

The Preventative Form
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One of the ways that PDS can help to improve care is to remind the provider when a preventative item is due.  Some sample preventative items are set up in the program as you receive it, and you may modify these as you like.

Setting up preventative items is done through the Preventative Items option on the Utilities menu.  
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Here you see the name of the item, minimum and maximum ages, sex (M/F/B - B=Both), and the interval that should be between these items.  So, for example, dT boosters are currently recommended every 10 years for both sexes.  You may set up the dT item with a minimum age of 0, maximum age of 100 (or 70, depending on your point of view), B for the sex, and an interval of 10.  Mammograms are recommended by some starting at age 40, others at age 50, and with 1 or 2 year intervals.  You may set up the mammograms according to your practice preferences - Mammo for the name, 40 or 50 for the minimum age, 70 or 100 for the maximum age, F for the sex (obviously), and 1 or 2 for the interval.

Once you have your preventative items set up, you will note that on the Preventative Form (Preventative off the Forms menu, or CTRL-R) that items that are overdue are highlighted red.

Enter the dates for Preventative items the way you would for any other item.  A typical practice would be to use the date 1/1 for items where the year is known but the exact date is not, and the first date of the month for items where the month is known but the date is not.  So, for example, if a patient reports his last dT was in 1994, an entry of 1/1/94 could be made.  If a pap was performed in May of 1996, 5/1/96 would be entered.

To enter the current date for any item, double click the item.

Note that color changes may not occur immediately, but will be updated when the patient’s record is called up again.

Default entries for dT, Pap, Mammograms, PSA, Dental exam and Ophthalmology exam are entered.  Of note, items should be set up early in your use of the program and other than changing the ages and intervals should not be modified.  If you choose to no longer track Paps, for example, and change the name of the item to Sigmoid, all of the dates for pap smears will remain in the database.  You have only changed the name of the item, not any of the dates.

For this reason, it is STRONGLY recommended that you give some thought to the items you wish to track.  Intervals and ages can be modified, but removing or changing an item name is not recommended.

The Visits Form
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The Visits form is called from the Forms menu or by typing CTRL-V.  The purpose of the Visits form is to contain short (80 characters or less) summaries of each patient visit.  In general, this should be used as a trigger to remind you of the patient’s progress, as well as a summary of findings.  For example, a diabetic recheck might contain information such as “glu 223, wt 200, diet, inc glyburide to 2 bid.”  That information is enough to give you the general “gist” of the visit.  More detail would be available by bringing up the full note, but this information, coupled with similar information from previous visits, may be enough of a review before seeing the patient.

You may print a list of these visit summaries by clicking the Print button or choosing Reports/Visits from the main menu.

When you change the Last Visit field on the main PDS form, PDS automatically creates an entry in the Visits log for that date.  To turn off this feature, change the value of AutoVisit to “No” on the Preferences Form on the Utilities menu.

The Trackables and Graph Forms
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The Trackables form is used to keep track of numeric information.  The top row of the grid is used to define the names of the columns.  For example, you may have columns labeled SBP and DBP.  Up to 10 different items may be tracked.  You enter the date of the measurement in the Date column, then the actual data in the appropriate column. If you make an entry into a new row where you have not specified the date, the current date is automatically entered.

If viewing the list of numbers does not give you enough feel for the trend, you can graph any of the columns from the Trackables form.  From the Forms menu choose Graph.  A blank graph appears.  Click the Add Series button.  A dialog box appears with the items you have chosen to track for the currently selected patient.  The last item on the list will always be the patient’s weight.  Click the item you wish to track.  You can then choose the type of graph.  A Line graph connects the points with a 3D effect.  A Point graph simply displays the points as circles on the graph.
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Click OK and the graph will be displayed.  You may choose additional series by clicking the Add Series button once again.  The graph will be appropriately scaled for the data in your series.  Of note, blank values are treated as zero.  Graphs may be printed when displayed by clicking the Print button.

Double click the graph to get a wide range of additional functions regarding the current graph.  
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You may choose to change colors, use gradient fills, change the scales, use a logarithmic scale, or use any of the other many features included in the graphing package.

The Events Form

The Events form is selected from the Forms menu by clicking Forms/Events or by using the key combination CTRL-E.  The Events form is used to keep capsule summaries of significant events in the care and treatment of a patient.  For example, here you may record results of x-rays or consultations.
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There are three columns in the Events Form grid.  These are the date of the event, what the event was, and results of the event.  For example, a chest x-ray could be recorded as CXR for the event, and “Normal” or “3cm nodule in RML field” for the result.

A requirement of the patient document system is that each combination of patient/date/event must be unique.  This prevents double entry and also forces you to identify the order of events.  For example, if you are recording the results of a pair of chest x-rays done on a particular date, before and after thoracentesis, the events could be labeled CXR -1 and CXR -2, or CXR pre and CXR post, but the program will give you a “key violation” error if you attempt to create entries for the same date both labeled CXR.  

Aside - what is a Key Violation?

A key violation is the computer term for an attempt to make a double entry of some sort into the program.  In general, this will be when you have forgotten that you already made an entry with that date (for example, 2 entries on the Visits form with the same date).  In other situations, it may be double entry of a particular problem or event (on the Problems form, you cannot create two problems with the same problem name, date of onset, and date of resolution.  On the other hand, if any of those three fields is different, the program will accept the entry).  In general, you should not run into key violations.  If they occur, think for a moment about what you are doing and what you are trying to record.  See if another entry exists with the same information.  Finally, make a minor modification in the field farthest to the left on the screen that you can (keeping the information valid).

Key violations are intercepted by the program with the display of a dialog that states that “An Exception has reached the Application level” with the explanation that it is a key violation.  Other errors can also reach this level.  If a serious error occurs, click the OK button to close PDS.  Otherwise, you can click the Cancel button and return to the program.

The Notes Form

The Notes form is available by selecting Forms/Note Entry from the main form or by the hot key combination CTRL-O.  The Notes form is used to enter patient progress notes and the main body of physicals.
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The Notes form is loosely divided into four sections.  The top portion of the form refers to the whole note.  Here you have the date of the note, who saw the patient, their weight, and a “Navigator”.  Navigators consist of a set of buttons that look vaguely like VCR controls.  They allow you to move from item to item in each section of the form.  In this case, the navigator allows you to move from note to note.  The leftmost button will take you to the first note on this patient.  The next button takes you to the previous note.  The next goes to the next note.  The next button takes you to the last (most recent) note.  The Plus button starts a new note, and the X button cancels the changes you have made to the whole note section of the form.

Also, a provider drop down is displayed at the very top of the form.  This is used to select the default provider for note entry.  Thus, if a transcriptionist is working from a tape from one provider, that provider will be entered as the provider for that visit whether the patient usually sees that provider or not.

The next section is the History section.  This consists of a large band into which you may enter the patient’s history, and a navigator for moving between history paragraphs.  This navigator adds one button - the Minus button will delete a history paragraph.

Pressing the Tab key or Insert key when entering a history paragraph saves this paragraph and clears the band for you to enter the next paragraph.  To move to the next section (Exams), press the Enter key.

The Exams section consists of a small field that contains the system being examined, a larger band that contains the findings, a navigator for moving from exam entry to exam entry, and a button.  The system field has an associated drop down list and uses a technique called “guided completion”.  As you type characters into the systems field, the program fills the remainder of the field with the best match from a list of systems that is kept separately.  So, for the cardiovascular system you may need only to type “C”, see that the proper system is displayed, then tab over to the findings section.

On arrival in a blank findings section, the program will display a set of default sets of findings.  Double clicking one of those findings will enter that into the findings band. You may then modify that as needed.  If, instead, you type any character (including the Shift or Ctrl keys) then the list of default sets will disappear.  Press the Insert key to make a new exam record entry when in the Findings field.

You may modify the sets of systems and default findings by selecting Utilities/Systems/Defaults from the main menu.

The button, marked “Add all systems/defaults”, is used typically with complete physicals.  Clicking on that button will add entries for all systems you have defined using the first set of default physical findings for each of those systems.  They will be recorded in the order in which they are defined in the Utilities/Systems/Defaults form.  You may then use the navigator and move back through the list, adjusting the findings as needed.

The next section is the Plans section, consisting of a field for the problem and a larger band for the plan.  There is also as series of buttons, used to print or preview the notes, and a navigator for this section as well.  The problem may be entered directly as text, selected from a drop down that contains all the items on the problem list, or by clicking the ICD button.  This brings up the same ICD form as discussed under the Problems form.  Double clicking an entry enters the text description as well as the ICD code in the Problem text.

Of note, the ICD form lists nearly all diagnoses (15000+) from the ICD-9.  As other lists become available this list may be amended.

The Print button is used to print typical notes.  These notes will contain the information contained on the Notes form.  The Preview button displays this same report on the screen.  The CPE button is used to print multiple page reports used as a CPE.  The Prevention items, problem list, medication list, allergies, and family and social histories will all be included in this report, so before clicking the CPE button you should be sure that all of the above information has been entered and is current.  The CPE Preview button displays this report on the screen.  The Note and Cover button prints the note and a new Cover Sheet.  The CPE and Cover button prints the note in CPE format along with a Cover Sheet.

At the side of each section you are given the option of using the built in spell checker.  If the computer does not recognize a word you are shown the unrecognized word.  Clicking the suggest button brings up suggested spellings. Click the ignore button to ignore the word, change to change to the selected word (or corrected spelling you enter instead), or add to add the word to your dictionary.

The Free Form Note Form

The Free Form Note form is used to enter notes in an unstructured manner, rather than the structure imposed by the Notes Form.  This form may be called up by choosing Forms/Free Form Note from the main menu, or by typing CTRL-N from anywhere in the program.
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The Free Form note form has many of the same fields as the structured note form, except that the body of the note is left open.  The date, provider, and weight fields are across the top, and a navigator is on the form to allow you to move from note to note.  The Print button will print the currently displayed note.

This form is preferred by many who use a transcriptionist or voice recognition software for their note entry.  Although it has no defaults or special formatting like the formatted note form, it allows a greater flexibility in note construction.

The Demographics Form

The Demographics form may be viewed by choosing Forms/Demographics from the main menu or by using the combination CTRL-D.  The Demographics form covers much the same information as the New Patient Dialog you use when entering a new patient.  The Demographics form gives you the opportunity to change the information you originally entered for the patient as their circumstances change.  A Family Fill button is available on this form as well (see the section on creating a new patient record and the New Patient Dialog).
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Patient demographics are printed on the Cover Sheet report and should therefore be kept up to date.  It is also important that the patient’s primary provider be identified in order to have proper headings on all of the reports.

The Family/Social History Form

The Family/Social History form may be viewed by choosing Forms/Family and Social History from the main menu.  This form combines information from two areas (family and social history).  To create a new entry, click the New button.  If you are making the entry on a date other than when the patient is seen, correct the date then tab to the Father field. You may enter information as available and tab from field to field.  The Comments field under the family entries should be used for comments pertaining to family history items.  You then move to social history items, starting with the patient’s birth place.  A second comments field marks the end of the social history items.
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A button over the family history items gives you the ability to copy the patient’s prior family history entries (if there are any) to the current record.  You may then make any corrections to reflect the current state of the patient’s family health.  Similarly, a separate button can be used to copy the patient’s social history items from the prior entry.

The family and social history may be printed as a report by selecting Reports/Family and Social History from the main menu.

The Correspondence Form

The Correspondence form may be viewed by selecting Forms/Correspondence from the menu on the main form.  The Correspondence form is essentially a log of any letters written regarding the patient.  The four columns are for the date of the letter, destination of the letter, a summary of the letter, and the path and filename of the letter (for example, C:\DOCUMENT\SMITH.DOC).  In this way, you can keep track of letters to patients or to referring physicians.
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The Correspondence log has its own mini-menu.  By clicking Options, you see two items.  The Overdue Letter option will create a letter to the patient telling them that they are overdue for followup.  So, after creating the Overdue for Followup report from the Reports menu, you will have a list of those patients whose contact deadlines have expired.  Bringing up the records on each of these patients, you may then choose to send a letter to that patient reminding them that they need to return for followup.  Upon creating the overdue letter, an entry is made into the correspondence log.

The second option is to Launch your word processor with the selected file.  You can click on a correspondence entry then choose this from the Options menu.  Your word processor will start up and automatically load the file contained in the Path To Document entry.

You may wonder how PDS knows which word processor you have and where to find it.  The truth is, PDS does not have to know this.  Windows will look at any document’s 3 letter extension and launch the program that has been set up for that extension.  So, a file with the extension DOC would typically be loaded by Microsoft Word, while a file with the extension WPD would be loaded by Word Perfect.

A tip.  There may be times when you would want to associate information on a particular patient with their PDS record that might not otherwise be anticipated.  For example, you may have a spreadsheet file with information about the patient, or a set of Microsoft Power Point slides prepared for a lecture that refer to a patient.  By storing the filename and extension in the correspondence log, your presentation graphics program or spreadsheet program may be automatically called by clicking the item and selecting the Launch “word processor” item on the Options menu.

The Images Form

The Images form can be viewed by selecting Forms/Images from the menu on the main form.  The purpose of the Images form is to store and view images related to a particular patient.  For example, if you have access to a scanner you could keep scanned images of any EKGs or important reports on file.
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As opposed to the Correspondence form, the Images form actually stores the image in the PDS data.  To make an entry from an image in a file, click the Load Image from File button.  A typical Open File dialog appears requesting the filename.  The image is then stored in the database.  If the image is from a date other than today, you will need to change the Date field.  The extension from the original file is kept so that Windows will know what program to use to view the image should that be requested. The View Full Screen button is a bit of a misnomer – it launches a form that contains just the image instead of the thumbnail that is visible beside the list of images.  That form can be maximized to full screen.  The View Image Using Default button saves the image in a file then launches the default program that would access such a file.   The Acquire Image button allows you to acquire the image from a scanner directly.  All TWAIN compliant scanners and devices (digital cameras, for example) are supported.  You will first be asked which TWAIN source you would like to acquire your image from, then that device’s image acquisition interface will be used to obtain the image.

Finally, the Printer button, if clicked, will print the image.

The Messages Form

The Messages form may be accessed by choosing Forms/Messages from the main menu on the main form.  The Messages form and its related forms are used in situations where multiple providers are using PDS and need to communicate regarding patients.
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The typical use of this set of forms is the situation where a nurse or secretary is using PDS while handling telephone calls.  The nurse receives a call from a patient with a complaint.  The nurse clicks the New button on the messages form and fills in the blanks with the information supplied by the patient.  After clicking OK, the new message is saved.  The main form of the provider receiving the message turns yellow.  This alerts the provider that there is an incoming message.  Launching the Messages form in the same way as the nurse, the provider reads the message and clicks the Reply button.  The provider then enters a response, and clicks OK.  Once all pending messages have been addressed, the provider’s main form turns back to gray.

The nurse’s main form turns yellow once the reply has been sent.  The nurse reads the reply, replies back to the provider if needed or clicks the Addressed box if there is nothing more to do.  The nurse may then call the patient with the reply.

The Trace buttons are used to trace through a series of messages so you can follow what happened at each step.  The arrows at the top of the screen allow you to move from message to message without regard to whether the message is a related to the prior message or not.  In other words, the Trace buttons follow the “thread” of messages regarding a particular problem.  The navigator moves through the messages in date/time order.

The Addressed check box is used to set whether a message has been addressed or not.  If you reply to a message, that message is automatically marked as addressed.  It is this information that is checked to see if there are any pending messages - the main form is turned yellow if you have any messages addressed to you that do not have the addressed box checked.

Requests for prescription refills are so common that a special procedure is set up to speed the messaging for this purpose.  If a patient calls for a refill on an established prescription (one that is on the medication list), the nurse may click the RxRqst button on the medication form then double click the medication.  A message box pops up where the nurse may record the pharmacy name/number, number of requested refills, and any other information.  At the provider end, the provider need only click the Approve or Deny buttons, make comments as needed, and the message is handled.

The Allergies Form

The allergies form is used to record adverse reactions.  In general this is used to record medication allergies and intolerances, but can also be used for recording other types of allergies or problems.
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The form is called up by choosing Allergies off the Forms menu, or by pressing CTRL-A.   The form has two columns, one for the medication and one for the reaction.  Typically, a line on this grid will be used to record “NKDA” if the patient has had no adverse medication reactions, or Review and a date in the Reaction column if the patient does have reactions, in order to record when the adverse reactions were last reviewed.  Double clicking the grid will make an entry with NKDA as the med and the current date for the reaction.

The Dictations Form

This form is specific to the ViaHealth version of the program.  The dictations form is used to view dictated information from the RGH Vax system.  Admission notes, discharge summaries, radiology results, nuclear imaging results, consults, and pathology reports may be available on line for your patient.  Of note, you must be connected to the ViaHealth network for this form to operate.
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The most important item is the drop down list at the right side of the form.  This will show the types of documents available.  Once you select a document type, the documents of that type will appear on the grid on the left side.  Double click on any document there and the document will be downloaded from the RGH computers and displayed.  Clicking the Print button will print the currently displayed document.  If there is a problem with connecting to the RGH computer, clicking the Cancel button will halt your request.

The Labs Form

This form is also specific to the ViaHealth version of the program.  The labs form is similar to the dictations form.  It allows you to access lab information from the RGH Vax computer.  This form is available from the Forms menu.
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There are 2 date fields at the top, allowing you to set a date range for accessing information.  After setting these values you may click the Request button to send your request to the RGH computers (this form, like the dictations form, only works if you are connected to the ViaHealth network).  The tests, dates, results, normal range values, and comments are displayed on the grid, and the Print button may be used to print the results.  If there is a problem connecting to the RGH computers, you may cancel your request by clicking the Cancel button.  If the test is a culture and additional information is available, double clicking the culture result will bring up a separate form with the full text of the test result.

The External Orders form

This form is used to enter and print orders for tests and single order prescriptions.  Pressing CTRL-Q or choosing External Orders from the Forms menu brings up the following form:
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The top grid shows the prior orders on the patient.  The bottom half is divided into 3 sections – indication, test, and current order.

You can select an indication in one of 3 ways.  You can enter the indication directly in the Indication box, or you can double click a problem from the problem list (re-displayed on the form), or click the Select by ICD form button to pick a diagnosis from the ICD list.  Next, select the test to be ordered.  You can double click a test from the list, or enter it in the test box below and click the Order test button.  The test and its indication will then appear in the list at the right side of the screen.

You may then repeat the process to order more tests on the current patient.  If you do not change the Indication, the same indication will be used on subsequent tests.

Finally, click the Print and post current order button to have the order printed on a large sized prescription blank and recorded onto the grid above.

Clicking the Clear button clears the indication field and current order grid.

7. The Reports

Several reports, all available from the Reports menu on the main form, simply show information from a single or several common forms.  These would include the Visits report, Events report, Trackables report, and Family/Social History report.  Several other reports, though, have no corresponding single forms.

The Cover Sheet Report

The Cover Sheet Report is based on information contained in the Demographics, Problem List, Medication List, and Preventive forms.  It is designed to be used as a face sheet for the paper charts.

The Overdue for Contact Report

This report lists all patients whose due dates have passed.  Periodically you should run this report in order to contact patients that are overdue for contact.  The report includes the patient’s ID number, name, address, phone number, and when they were due.  With this in hand, you can quickly generate letters to overdue patients using the Options/Overdue Letter items on the Correspondence form menu.

The Messages Report

The Messages report is used to create a paper record of the messages created through the Messages and related forms.  The report can be customized to include a specific span of dates and/or just a particular patient.  Thus, for documentation purposes you may wish to print out all messages at the end of the day to keep on file.  If a copy of a patient’s record has been requested (by social security, for example) you may wish to generate a printout of all phone messages that apply to that patient.

After selecting the Messaging Report from the Reports menu you are presented a dialog box where you can select the start and stop dates for inclusion in the report.  You may also leave the report to the default of all patients for that date range, or just the current patient.  On clicking the OK button the report is printed.

Ad Hoc Report

The ad hoc report feature allows you to create a report based on any table, or an SQL statement, and display or print that report.  Reports may be saved and reloaded.  This essentially gives the user the ability to create their own reports based on individual needs.
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After clicking the new report button you see a menu bar as well as a set of check boxes for the types of bands that will be available in the report.

A separate document may be available for the user if ad hoc report use is anticipated, or else you may just play and see what you are able to accomplish.

8. Utilities

Change Patient ID
Choosing Change Patient ID from the Utilities menu brings up a dialog box where you can specify the old ID number and new ID number for the change.  This allows you to fix any typographical errors.  If the new ID already exists, a “Key Violation” will occur to alert you to this.

Delete Patient
Choosing Delete Patient from the Utilities menu brings up a dialog box where you can specify the ID number of the patient to be deleted.  Since this is irreversible, it is advised that the patient record first be archived (Extracted).

Extract
Choosing Extract from the Utilities menu brings up a dialog box where you can specify the ID number of the patient record to extract, the file path you wish to extract to, and a 5 character “root” that is used to identify the patient files.  Actually, you can use more than 5 characters but restricting this to 5 characters will allow your extracted files to be available to earlier versions of PDS as well as to DOS programs and utilities.  Typically, the file path would be a separate directory such as “C:\ARCHIVES”, or a floppy disk such as “A:\”.  The 5 character root refers to the first 5 characters for each of the tables that result from the extraction.

What the extraction does is create a set of tables just like the tables in PDS but containing only the data for that individual patient.  The names of the tables consist of the 5 character root you define plus a 3 character tag that identifies the table from which the new table is derived.  The most common root would be the identification number, though you may use part of the patient name or any other means to identify the file set.

Note that the extraction does not remove the patient information from the PDS database - it only makes a copy.  To remove the patient information you would need to follow this with the Delete Patient option on the Utilities menu.

Incorporate
Choosing Incorporate from the Utilities menu brings up a dialog where you can define the path to the file set you wish to incorporate as well as the 5 character root.  This adds the record you previously extracted and deleted back into the PDS database.

Medication Names

Choosing Medication Names from the Utilities menu brings up a dialog where you can define what medication names are on the lookup list used by the medications form.  Commonly used medications should be added and infrequently used medications deleted.  A properly configured medication names list will make it faster and easier to enter medications onto the patient medication lists.  Maximum daily dose and frequency entries will be made into medication lists if they are entered here.

Problem List Items

Choosing Problem List Items from the Utilities menu brings up a dialog where you can define what problems are on the lookup list used by the Problem List form.   On the Preferences form you can set whether this form pops up whenever a problem that is not already on the list is entered. Problems on the list will appear on the problem list drop down.

Set Up Prevents

Choosing Set Up Prevents from the Utilities menu brings up a dialog where you can define what preventive care items you wish to track and how the red flags should be displayed.  Each item has a name, minimum age, maximum age, sex, and frequency.  If the entry on the Preventive form for a patient is such that they are above the minimum age, less than the maximum age, have the correct sex (M=Male, F=Female, B=Both), and the date of the item suggests that the item has not been done in the interval defined by frequency, that item will be highlighted red on the Preventive form.  For example, if you have an item labeled “dT’, with a minimum age of 20, max of 80, sex of “B”, and interval of 10, then if the patient does not have a dT recorded within the past 10 years that item is red.

See the section on the Prevents form for some caveats regarding setting up your preventive entries.

Systems/Defaults

Choosing Systems/Defaults from the Utilities menu brings up a dialog where you can define the items that will appear on the list of systems on the Notes form and the various default values that can be selected when making exam entries on that form.

After making an entry on the systems side, you may make as many entries as you like for potential default entries.  The top entry is the one that will be chosen when you click the Add All Systems/Defaults button on the Notes form.

Provider Information
Choosing Provider Information from the Utilities menu will bring up a dialog where you can define the basic information the current provider will have printed on the various reports in PDS.  Entries for name, address, city, state, etc. are self explanatory.  The Script Printer is what printer will be used for printing prescriptions (it may or may not be the same as that used for other PDS reports - that printer is chosen from the Printer Setup item on the File menu).  AutoVisit is used to determine whether a new entry in the Date Last Visit field on the main form will cause an entry to be automatically made into the Visits table (having this enabled may be a time saver).

Front List
Choosing Front List from the Utilities menu will bring up a dialog where you can choose which forms you wish to bring to the front through the CTRL-F key combination.

A typical use would be to set the forms you usually like to see when a new patient arrives.  That way, no matter what other forms you may be working on you can bring up those forms in one quick keypress.

Clicking on a form name and then the > button will move that form to the “selected” list.  Items will be displayed with the topmost form on top, second next, etc.  Clicking the >> button moves all forms to the “selected” list.  Similarly, forms may be deselected all at once (using <<) or individually (using <).  Click OK to save your selections, or Cancel to cancel any changes.

Of note, forms need not be opened to be brought forward.  Even if the only form open is the main form, pressing CTRL-F will open and display the forms on your front list.

SQL Viewer
The SQL viewer is chosen from the Utilities menu, and is available to anyone with a Access level of 2 or less.  Using the SQL viewer you can submit SQL queries and view the results.  A full explanation of SQL syntax is well beyond this document, but example would be:

select * from demog d, probs p where (d.id = p.id ) and (p.”Problem” = “HTN”);

This selects all patient information on patients with HTN on their problem list.

After designing your SQL query, clicking the Execute button causes the query to be performed and the result to be displayed in the grid below.  The Export button will then become visible, allowing you to export your query results to another table.  Clicking the Export button brings up a dialog where you can choose the filename (the type will be .db, the Paradox table type, so ignore that section of the Save As dialog) you wish for your destination.

The SQL viewer is best used by experienced database personnel for the purposes of statistical analysis.  For example, if you wish to see how many patients of a particular insurance type that you saw in the past 6 months, or wish a list of all diabetic patients for an audit, this is the tool for you. Also, if you need a list of all patients on a particular medication in the case where a medication has been recalled (such as when the studies came out showing the dangers of Flecainide and Encainide), you may create such a list using the SQL tool.

The Passwords Form (Level 1 users only)
See the section regarding initial setup.

Zip Codes, Pharmacies, Insurance Cos
Each of these options, chosen from the Utilities menu, allow you to create lists that are used elsewhere in the program.  If a zip code is on the zip code list, when you change a patient’s zip code the city will be automatically entered.  The pharmacy list populates the drop down list for selection on the demographics form.  The Insurance Cos list populates the drop down list for selection on the new patient dialog and the main PDS form.

Current Date => Last Visit
This is a reminder that from anywhere in the program, the key combination CTRL-L will enter the current date into the Date Last Visit field.

Problem List Names

Instruction Translation

This form is designed to allow you to edit the translation of patient instructions for the patient medication list report.  Typically, qd means daily, bid means twice daily, etc.  However, if there are abbreviations that you use that are not included in the standard configuration, you may add these through the Instruction Translation dialog.
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There are two columns, one for the MedSpeak (medical abbreviation) and one for a real English translation.  Whatever you include in your instructions that appears in the medspeak column will be translated to the English value when you print the Medication list report from the Medications form.

Change Password
The Change Password dialog may be used by any user to change his/her own password.  The format is similar to many other programs and the Windows operating system.
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The user must type the current password into the Old Password box, then type the new password into both the New Password and Confirm boxes.  The entries being typed are visible only as a series of asterisks.  Clicking OK changes the password if:

a. The old password is correct AND

b. The New Password and Confirm boxes contain the same text.

Preferences

The preferences dialog allows you to customize a variety of the features in PDS.  
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The first switch allows you to turn on and off whether changing the Last Visit field will automatically create an entry in the Visits form for that new visit.

The second switch determines whether the current date is entered into the Date Start and Date Refilled fields when a  new medication is entered on the Medications form.

The third switch determines whether a new problem entered on the problem list will be checked against the list of problem items and, if not found, launch the Problem List Items form and enter that new problem.

The fourth switch determines whether a medication that has just been entered onto the medication form will be flagged for printing as a prescription.

The fifth switch turns hints on and off.  Hints are the little messages that appear when the mouse cursor hovers over an item for a while.  This generally gives you a clue as to what the item does.

The sixth switch is just like the third switch, just for the medications form instead of the problem list form.

The seventh switch turns on and off checking for messages (see the section on sending messages within the program).

Macros

Macros are user defineable function keys that allow you to automate many of the activities in PDS.  On choosing the Macros option on the Utilities menu, you are presented with the following form:
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A list of the available actions is on the left side of the screen, and those actions currently programmed are displayed on the right.  Choose an action you wish to perform, then click the top button to move that item to the programmed actions.  Choose another action, and repeat.  To remove an item from the Programmed Actions list, click it and click the lower button to move it back to the list.  Please note that an action may be performed more than once in a macro.  In fact, you may program up to 100 actions for a single macro, from the available roughly 50 possible actions.  Once you have all the actions you want performed by a particular function key listed, click the Save button.  Then, on the form that appears, click the function key that you wish to have perform that set of steps.
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For example, click the Search By Last Name item and the button to move it over.  Click the Click Last Visit item and move it over.  Then click the Front Group item (you will need to scroll down – this one is near the end) and move it over.  Then click the View Visits Form item and move it over.  Click the Save button and choose F2, click OK.  You have now created a macro such that pressing the F2 function key will prompt you for the new patient ID, call up that patient’s record, enter the current date in the Last Visit field, bring up your front group and finally go to the Visits form.  This macro might be used at a patient visit.  Similarly, F3 could be programmed to View Notes Form, Click the New Note button, and Move to the History Field.  Any set of actions that you perform repetitively can be set up as function keys.

Please note that macros can call other macros, and even, though not recommended, themselves.

If you wish to edit an existing macro, you can load it by clicking the Load key, then choosing the function key the macro is associated with.

9. Help

The Help menu consists of 3 items - the About Box, a standard Windows help file, and a HTML version of this document. The HTML version of this document will require a browser to view - at this point the most common browsers are Netscape Navigator and Microsoft Explorer.
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