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Chiropractic Note System and CNS are registered trademarks names of Beyond Software. The software is copyrighted by Beyond Software. All rights are reserved. This software is protected by United States copyright laws and international treaty provisions. Unauthorized duplication or distribution of this software, in whole or in part, is prohibited

License Agreement

This software is for use on one computer for the purpose of patient data documentation. No other uses are implied or intended. Beyond Software does not accept any responsibility for any events occurring as a result of use of this software.  This software can not be transferred or sold to any other users. The software and supporting documentation can not be copied without written permission from Beyond Software.

System requirements 

This software will perform on any Pentium class IBM compatible computer.  A CD-Rom drive is needed for installation.  We recommend 64 megabytes or more  of RAM. CNS will run fine with less memory however performance will be hindered.  CNS was designed to run on a standard 640 x 480 screen resolution or higher.
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How to Use This Document

The information in this user guide, as outlined in the Table of Contents, is divided into sections corresponding to the organization of functions within the CNS application.  Like the application’s tabbed interface, there are major sections for Subjective, Objective, Assessment, and Plan/Treatment.  Subsections within each provide specific information for using the various options available under that section.

The first part of this guide contains a “Quick Guide” containing general instructions and information for using the CNS application.  You should read and understand the “Quick Guide” section before attempting to use the application. 

Following the “Quick Guide” instructions is the “Detailed Guide” which will further describe each of the main tabs of CNS as well as the sub tabs within them.  The “Detailed Guide” will also describe sections of the application that will help you further customize the application to fit your needs.

Introduction

Welcome to CNS!  You are using what we feel is the most advanced chiropractic patient information management software available. This software has been custom designed for use in chiropractic offices for producing automated patient visit notes. It will provide you with fast, accurate, and detailed documentation of your patient’s visits. 

The heart of the program is the random text generation. CNS uses a unique methodology to generate complex sentence structures that make it impossible to tell that your notes were computer generated. 

We are also proud of the ease of use and simple learning curve that was built into the program. CNS was designed to provide the perfect balance between simplicity and functionality. This program is ready for you to use right out of the box but gives you the opportunity to customize virtually every screen to fit your specific needs .


The “quick guide” part of this manual is designed to be a quick reference to familiarize you with the basic use of CNS in order to get you going right away. Then, as you are using the program the “detailed guide” will help you learn the many features of the program that are designed to save you even more time.

Quick Guide

How the program works

The program is designed to allow you to quickly gather data. The data is organized into logical screens which are all visible by means of their “tabs”.  You will simply select a tab, choose data on that screen and then go to the next screen by clicking on it’s tab. As you leave any screen your information is auto-saved. When you have gathered the data you want, click on the “note” tab and you can generate a note for that patient visit. Your patient notes are stored for you to access at any time. 

This section will give you a quick  summary of each screen, just to get you started. When you want more detailed information, see the Detailed Guide. 

The Patient Search Screen

Select a patient file by typing letters of the last name, a space, and letters of the first name Ex.(sm jo) for Joe Smith. Then simply click the patient file you need. If you see several files listed, you can also just type more letters of the first name to further narrow the list. If a patient needs to be entered into CNS. Click on the New Patient button at the bottom of this box.

Patient Screen

The patient screen collects patient information such as name, address and phone number. Also, you have access to previously created notes, digitally stored x-rays, and patient comments (information you wish to be reminded of). The New Empty Note button will take you to the screens used to gather data for a note. The Copy Previous button will bring in all of the data selected on this patient’s previous visit. This is a real time saving feature. Phone calls and other patient encounters that are not an actual visit can be documented with the Calls / Conversation feature.

Subjective Screen

The subjective screen is used to document the chief complaint as well as other presenting complaints. Select an area of the body. You will then see a list of possible parameters for use in documentation. Check the parameters you want to use and then set them on the right side of the screen. When you are done simply go to the next screen and everything is saved automatically for you. 

The “force prior visit” check box near the bottom of the subjective screen is important for correct text generation. If the patient you are documenting has been treated by you previously for this problem and this is the first time you have used CNS for this complaint, check this box to cause the program to generate text that reflects that the patient has been in before for this problem. If this box is not checked the text will be worded for a new complaint.  This check box is used only on the first entry of a note into CNS.  On subsequent note entries CNS automatically determines if this complaint was present on the previous visit and adjusts the note text for you without you having to do a thing.

The “force new complaint” check box is used to force CNS to view a complaint as a new complaint.  If the previous note for the patient has the same complaint you are documenting for this note then CNS will automatically treat it as a continuing complaint. However if this is now a new complaint you can force CNS to write the text as a new complaint by checking this box.

Objective Screens

The objective sub-screens allow you to collect many different types of data pertaining to your examination of the patient. These screens are: Range of Motion, Orthopedic, Muscle Strength, Dermatomes, Reflexes, Spinal Exam, and X-ray examination. These objective screens are where most of your data will be gathered. See the Detailed Guide for more information on the function of these screens. 

Assessment Screen 

The assessment screen allows you to set diagnosis codes,  prognosis, care progress, type of care, and treatment problems. You can view codes by body area by clicking on the figures at the bottom of the screen. 

Plan / Treatment Screens 

These screens document treatment schedule, treatment goals, treatment methods and any modalities used.

Plan - Set any treatment schedule that you wish to use either for a simple or detailed schedule.  Short and long term Goals are set by clicking on the icon and choosing from the pop-up list. 

Treatment - When you arrive at this screen, any data that you selected on the objective spinal exam screen will be displayed for your reference. Hold over the highlighted segments to see the data that you chose. The auto adjustment button is a custom per/user feature that will save you a lot of time. See the Detailed Guide for help in setting up this feature.  To set an adjustment to a segment, click on the Adj. Tech. button, from the pop-up list, select a technique, then click on all of the spinal segments that you used this technique on. This list is customizable. See the Detailed Guide. 

Note Screen 

When you first get to this screen, what you will see is the empty template for the patient note. Click on the Entire Note button and all of the data that you selected will be used to generate your patient visit note. At this point the note can be edited in any way you wish.

Detailed Guide

We encourage you to become familiar with the more advanced features of CNS. They have been designed to save steps and time. This guide will explain all of the features on each screen. Also, there are many utilities that are accessed on the main menu at the top of the screen. These will be explained as well.
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Patient Search Screen

This is the screen that you will use to open any patient file. It is the first screen that you see on startup of CNS. Simply enter a few letters of the patients last name. You do not need to press enter. All files that match will appear. If you want a more accurate search, enter a few letters of the last name, a space, and a few letters of  the first name. When you see the file you want, double click on it to open it. If it is the only one showing just hit enter on the keyboard or click on “Open”. The “New Patient” button at the bottom of this box takes you to the enter patient dialog box.  

Entering a patient into CNS 

There are two ways to enter a patient into CNS. At the top of the screen, click on “Patient File”. From the drop down menu choose “New”. The other method is to click on the “New Patient” button located at the bottom of the patient search screen.  This will bring up the new patient dialog box.

New Patient Dialog Box
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Enter the patient’s last name, first name, title, and gender. These fields are required in order for the text in your patient’s notes to be correct. The title field has a drop down box that will show your available choices. The first and last name fields will auto capitalize as you type. You must also enter a patient ID that is unique. The Patient's Doctor drop down is available for those offices who have multiple chiropractors using CNS.

Patient Screen
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The patient screen has several main functions. It is where the patient’s file information is located such as address and phone number. This screen serves as an entry point to several other functions as well. The layout of this screen has three areas. The top of the screen contains all of the patient’s file information. The bottom left area will show all of this patient’s visit dates in chronological order. The bottom right area contains several buttons that lead to file functions. 

File information area 

This area will be partially completed the first time you see this screen for a new patient. To finish the data, place the cursor in a field such as the address field and fill it in. The tab key will move the cursor from field to field. These fields will auto-capitalize for you. The insurance field is optional and is for sorting purposes. 

The patient comments box is for entering any information that you wish to be reminded of. For example ; patient’s preferred adjusting method, health history, or children’s names. This box appears at the top of every screen.

Patient Note History

The lower left area of the patient screen is your index to all of this patient’s office visits or other documented information. You will see two tabs. The “Notes” tab will be on top by default. The notes will be listed with the most recent at the top. The top note on the list will be selected by default. Select any note by clicking on the date field for that note. The small arrow to the far right will indicate which note is selected. The type of visit field is an optional field that lets you classify each visit. This can be useful in when you need to find a particular past note. When you click in this field a black arrow will appear. This arrow leads to a drop down list. There are several items in the list and you can modify the list as you wish. You may choose to mark each visit in which an x-ray is taken, or each visit in which a new complaint occurs. The list is easily modified. For help see the section of the manual on drop down list modification. The description field works in much the same way. This file allows you to enter text of your own to further describe a particular visit. 

The selected note can be viewed by clicking the “Preview” button on the right. Also the selected note’s original  data screens can be seen by clicking on the S.O.A.P. tabs at the top of the screen. 

The calls / conversations tab leads to a different list. This is where you can document patient encounters that fall short of an office visit. Many times a patient will call or you may talk to them at a social function. Click on the “New Call” button to write a note. The date is on the left. Type the text you wish in the second box. The “Remove Call” button will delete the selected note.

Note Functions

The lower right part of the patient screen contains several buttons.  

 New Empty Note - This button will open a new note with no pre-selected data. This is the button that will be used on a new patient visit or an existing patient, new complaint visit. Next to this button is a drop down arrow that will give you an option to create an empty note, copy the last note, copy the data from the note selected in the note list to the left, or create a note using the data from a predefined note saved earlier.

Copy Last Note – This button is one of the many time savers in CNS. This button is use on a follow up visit in which most the data from the previous visit is unchanged. Clicking this button will open a new note with the current date and will copy all data from the last visit for this patient. You will then simply change any data that you wish and then go to the note screen and press the “Entire Note” button to re-randomize the text. The green checks that you may notice tell which screens have data selected on them. This feature is very helpful when using the “copy last note” feature. This process will produce a different note with the same data even if you change nothing.   

Remove Note – This button will delete the currently selected note.  

Lock Note – This button will immediately lock the currently selected note.  

Predefined – This button lets you select a note template from the list of pre-defined notes you have saved and apply that data to the currently selected note in the list. You also use this button to select a note from the list and save it as a pre-defined note.  There is a drop down arrow to the right of the button that lets you access this feature.  

Preview Note – This button will present a full page preview of the currently selected note. 

X-rays / Images – This button leads to one of the most powerful features of CNS. You can digitally store your patient’s x-ray images and view them on your screen. The patient x-ray screen contains three fields for each film that is stored. A date field, a description field, and a thumbnail view of the stored image. To make use of this feature see the explanation in the section of the manual on Objective screens , X-ray screen.  

The remaining screens will all aid you in sorting quickly through a vast amount of data in order to collect the data that you need to document a patient visit. One of the features of CNS that makes it easy to learn is that all of the screens operate in the same basic way.  Let’s look at them. 

Subjective Screen  
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This is the screen that documents what the patient tells you. The body to the left is where you select an area of complaint. Simply hold the mouse over the area and click to select it. You will notice that as you select areas of the human figure they are circled in green.  This indicates the currently selected complaint region.  Other complaints already completed will be circled in black indicating other complaints.  Clicking on the black circled regions will activate that complaint and the circle will then be green.  Right clicking a selected area allows you to remove it. The “minus” image above the body will remove the currently highlighted complaint. The “Recycle Bin” above and right will remove all complaints. 

 Once you select a complaint you will be given a list of standard parameters to document the complaint.  Check each parameter that you need. As you check a parameter, a corresponding field will show up to the right. Some of the fields are drop down boxes in which case you click the black arrow to drop the box and then select a choice. You will also notice that if you just type in the field an incremental best match search is done so most of the time you only have to type a few characters to find what you want and you never even have to drop down the box.  

Several of the parameters lead to an icon such as feels better, and prior treatments. Clicking the icon will take you to a selection box with a list on the left. Click each choice to move it to the right. Double clicking on your selected choices on the right will remove them. The red arrows in the center of this screen can also be used to select and remove. 

A few of the parameters warrant further explanation.  

The 'Get Prior” button will give you the option to copy the data from the previous note.

The “location” field will default to the area of the body that you select but can be changed for more specificity. If you click the black arrow to the right of this field, you will see a drop down list that may have several more choices as well as a “by area” choice at the top. Clicking on “by area” takes you to a set up box for this field. Each body area can have other sub choices tied to it. For example, when you choose neck, you may want to have lower neck, and upper neck as sub choices. To modify the choices, select a body area such as shoulder, and add to the choices as you wish. This process is described in detail in the ““Common Screen Features””  section of the manual under “customizing a list”. 

The “severity trend” parameter is visit specific.  This means that the text that will be generated depends on whether this is a first visit or a subsequent visit for this complaint. If this is a new complaint the text will reflect the trend since the problem started. If this is a subsequent visit for this complaint or if the “force prior visit” check box is checked (see explanation for this box below), the text will reflect the trend since the last treatment.

The “VAS” parameter  is for documentation using the visual analog scale. This is a device in which you have the patient rate their pain on a scale of 1-10, 10 being the worst. 

The “exacerbated” field will generate text that will reflect a change in the patient’s progress due to a specific event. 

The subjective screen has several additional features designed into it. The “Get Prior” button will copy the information on this screen only from this patient’s prior visit. This is a variation of the “Copy Last Note” button on the patient screen. 

The “Pre-Defined” feature is also contained on several other screens and can be a tremendous time saver. This feature will save a particular screen set-up that you may use on a regular basis.  For example, if you routinely ask patients that have been involved in an injury about specific parameters, you can set up a screen with those parameters selected and save it as your “injury” screen. Then you can drop down the pre-defined list and select that set-up. This feature is further explained in the “Common Screen Features” part of the manual. 

The “force prior visit” check box near the bottom of the subjective screen is important for correct text generation. If the patient you are documenting has been treated by you previously for this problem and this is the first time you have used CNS for this complaint, check this box to cause the program to generate text that reflects that the patient has been in before for this problem. If this box is not checked the text will be worded for a new complaint. This check box is used only on the first entry of a note into CNS.  On subsequent note entries CNS automatically determines if this complaint was present on the previous visit and adjusts the note text for you without you having to do a thing.

The “force new complaint” check box is used to force CNS to view a complaint as a new complaint.  If the previous note for the patient has the same complaint you are documenting for this note then CNS will automatically treat it as a continuing complaint. However if this is now a new complaint you can force CNS to write the text as a new complaint by checking this box.

The “Additional Subjective Information” area at the bottom if for entering anything that you wish to be included in the subjective part of the final patient note. The top / bottom check box determines if this information appears a the beginning or end of the generated text for this section. There is also a common phrases button which allows you to bring common phrases into the additional text area.  This feature is defined in another area of the manual.

Objective Screens

The objective screens are designed to let you quickly reach the information you need. Most of these screens are set up in the same way. The basic objective screen operation is explained in the “common screen functions” part of this manual.  Each screen’s unique features are explained next.

The “Additional Objective Information” area is at the bottom of every objective sub tab for entering anything that you wish to be included in the objective part of the final patient note. The top / bottom check box determines if this information appears a the beginning or end of the generated text for this section. There is also a common phrases button which allows you to bring common phrases into the additional text area.  This feature is defined in another area of the manual.

There is also a “Get Prior Objective Findings” button that will retrieve the data from the previous note and populate the objective screens automatically.

Range of Motion (ROM) Screen 
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The ROM screen allows you to fully document the range of motion of any joint. Select a joint on the body, and you will see the standard ranges available for that joint. The screen keeps track of right and left for you.  There are two ways to document. By default, you will see the general evaluation.

With the general evaluation you have three choices to describe motion restriction; slight , moderate, and severe. You simply move the slider bar to your choice. The box for that range is checked for you automatically when you select. 

If you prefer to be more specific, check the “detailed” box above the body.  Now each joint range will be in degrees. The number is shown as a number over the normal for that joint such as 45/55. Set the slider bar at your measurement. Clicking next to the slider bar will move it in that direction 5 degrees at a time. 

To remove a joint from the body, click on it again. To remove all selected joints, click the “recycle bin”.  

Orthopedic Screen
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This screen operates as described in the section on “objective screen function”.  It has several special features. The plus and minus signs determine if the tests you select are shown as positive or negative. Simply select one and choose tests from the list of available tests. 

The small figures at the bottom of the “available tests” area will present your orthopedic tests to you by patient position and can be used in conjunction with the body to the left. For example, if you want to see cervical spine tests that are performed in the sitting position, click on the c-spine on the body and then click on the sitting patient.  You can check the “Preferred” button to see only the tests you've marked as your preferred tests. 

 The orthopedic Setup screen is very specific. When you enter a new test, be sure to choose a region,  patient position, whether the test has a positive / negative choice, a right / left, a range of motion finding, and whether it is one of your preferred tests. 

Muscle Screen 
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This screen operates as described in the section on “objective screen function”.  You can check the “Preferred” button to see only the tests you've marked as your preferred tests.  

This screen documents muscle strength. To document muscle tightness and tenderness go to the spinal screen. The standard 0-5 grading system is used. To see these choices click the grade field and drop down the list by clicking the black arrow. The default grade is 5 (normal). 

The Setup screen lets you add other muscles if needed. On the setup screen, be sure to check a body region and whether it is a preferred test for you. 

Dermatome Screen
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The dermatome screen allows you to document findings that relate to a specific nerve root innervation. Click a nerve root on the picture. Right and left is tracked for you. 

You will need to select a finding and a method of testing in the selected dermatome area. Drop down the lists with the black arrow and select. These lists can be customized as described in the “common screen feature” section of the manual. 

You can click the trash can to clear all highlighted dermatomes

Reflex Screen
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This screen operates as described in the section on “objective screen function”.  You can check the “Preferred” button to see only the tests you've marked as your preferred tests.  

Selected reflexes will default to “grade 2” which is normal. You can select a different choice by clicking on the black arrow on the right side of the grade field box. 

The Setup button will take you to the setup screen where you can customize the list of reflexes. Be sure to choose a body region and your preferred tests. 

X-ray Screen
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This is used to document which films are taken on a patient as well as the findings on those films. You can check the “Preferred” button to see only the findings and views you've marked as your preferred ones.  

Also, you have access to digitally stored x-ray images of your patients. The general operation of this screen is described in the ““Common Screen Features”” part of the manual. One difference on this screen is that there are two “available” lists. One is for the x-ray views and one is for the findings. Choose a body area and you will see x-ray views and findings that apply to that area. Select your views and findings by double clicking on them. If a particular findings has a location or a right/left designation, simply select the appropriate choice in those fields. 

The Setup for this screen has two tabs, one for views and one for findings. Be sure to choose a region for all entries and check your preferred choices. 

X-ray Viewing
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The “X-rays” button lets you view patient x-ray images that are stored in the computer digitally. This button is also located on the patient screen. Before you use this function you will need images stored in the computer. There are a few ways to do this. An x-ray digitizer is the best choice and will give you the clearest images. They are expensive to purchase, however some x-ray facilities will digitize your films for a fee. We have achieved satisfactory results with a common desktop scanner. Most scanners only allow for 8 ½ x 11 inch scans.  When scanning large films, you can include the area of the film that is of most interest to you or you can take several scans to include different areas of the film. Place the x-ray images into a directory of your choice on your hard drive. The images are stored as a file and can be moved on your computer like any other file. Your Windows help index will explain this procedure, search for files---moving. Once you have the x-rays stored in a directory as image files, you can set up this feature. 

Make sure that the files are named in such a way that you can locate a specific patients films by date. The set up is on a per patient basis.  Click the x-ray button to open this feature. There are three fields per item. On the left is the date field, enter the date the films were taken in this field. In the center is the description field. Here you can enter anything that you like to describe the film.  

The box on the right is a thumbnail image display of a particular film for this patient. A film image will need to be “assigned” to this box. To do this, right click the box and choose Load. A windows selection box will appear. You then need to navigate this box to the directory and particular film that you want to assign. Your Windows help function can explain this procedure. When it is located, click “Open”. This image will now be displayed in the thumbnail area.   Right click the box and choose View to open up the Image Viewer to view, modify, and annotate your images. If you right click the thumbnail image and select “Delete”, the image will be removed from the patient’s file. 

It is important to understand that at this time the image is COPIED and stored within CNS.  Even if you delete the original image file CNS will retain a copy of this until you delete it from within CNS. 

X-Ray Image Viewer
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To view the image larger , right click the thumbnail and select “View”.  There are several features that are available on the Image View screen.  

Spinal Screen
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This screen will be used frequently by most chiropractors. It documents many different aspects of your evaluation of the patients spine including listings, segmental range of motion, tenderness, spasm, edema, as well as extremity findings. In spite of this vast amount of data, the screen is very easy and quick to use. 

There are three main areas to the screen. On the left is a figure of a skeleton and muscle diagram. In the center of the screen, you will see every spinal segment as well as the pelvis. The third area is hidden until you choose a spinal segment. This is the spinal segment dialog box.  

Segment Listing Screen
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If you click on any spinal segment, a dialog box opens to the right of the screen. This box can be moved by grabbing the title bar with a mouse click and holding the mouse down while dragging the dialog to move it around. 

The red arrows are tied to specific listings. There are default listings loaded but you can customize as you wish.  See the Application Setup part of the manual for help in this.  This makes it very easy to choose any of your commonly used listings. Any other listings can be set up in the listing drop down box.  See the “Common Screen Features” – Customizing a List section of the manual for help in this. 

You will notice that the default listings are tied to the appropriate segmental range of motion restrictions. Otherwise you can choose any ROM restrictions that you wish by checking the appropriate box. Check it again to de-select. The “tenderness” field can be dropped down by the black arrow. Choose your selection. Check the “inflamed” box to document inflammation in the area. 

The spinal segment dialog box can be left open as you choose other segments to document. Each segment you choose will have the attributes shown unless you change them or close the box. When you are done with segmental documentation close this box with the X in the upper right. Auto-save is always in effect.

Muscle Selection Screen

[image: image16.png]Muscles
Left Pelvic () Muscle Prlems

Sos AfectedMuscles Blivicd sty

| ohteus mecius
| ohteus minimus





The muscle figure is used to document muscles problems such as  spasms, tenderness, trigger points or other problems defined by you in any body area. Click on a body area, you will see a box open with a list of muscles or muscle groups for that area. Right and left is tracked automatically.  

Click a choice once to select it and move it over to the selected list.  From there you can click on the three dots in the problem column and select from a list of muscle problems to associate with this muscle.  The list of muscle problems is customizable like all other lists.  See the “Customizing a List” section of the manual for further information. You can choose other body areas without closing this box. Close the box when you are done with the X in the upper right.   

The Setup button allows you to customize the list of muscles for each body region.. 

Joint Findings Screen
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The skeletal figure is used to document extremity joint findings. Select a joint or joint area by clicking on it. A box will open up with a list of all joints pertaining to that area. 

The setup button allows customization of the list of joints. When adding to the list you must enter a body region and can also enter a default adjusting technique for the joint if you wish. 

Setting up the default adjusting technique list is explained in the Application Setup section of the manual. 

Select the joint that you wish to document. Click the tenderness box if you want the note to reflect pain.  The listing and ROM fields can be dropped down with the black triangle to select a choice. Both of these lists can be customized as explained in “Common Screen Features”. 

Assessment Screen
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The assessment screen was very carefully designed to allow efficient selection of diagnosis codes from a list of many choices. In addition to your diagnosis codes, you can easily document other aspects of your assessment of the patient including prognosis, type of care, progress, % improvement, and treatment problems. 

The screen operates in much the same way as the other screens in CNS with a few added features. The figures at the bottom of the left side of the screen give you a quick way to sort your codes. Clicking each figure will show you codes associated with that body area. Your preferred / all settings will further refine your search. 

The PSAC buttons located between the “available” and “ selected” boxes control whether the codes you select will be primary, secondary, associated with, or complicating diagnoses. You can control these same settings by dropping down the type field in the selected box. 

The “recycle bin” will remove all current choices. 

You can add to the list of codes and set your preferred codes by clicking the setup button. When adding codes, you must set a body region and you may select your preferred codes. 

The “Pre-Defined” feature is also contained on several other screens and can be a tremendous time saver. This feature will save a particular screen set-up that you may use on a regular basis. It works well on this screen to save groupings of diagnosis codes that you frequently use. This feature is further explained in the “Common Screen Features” part of the manual. 

Prognosis is set by dropping down the list and selecting a choice. Type of Care can be set at acute or maintenance. This is sometimes helpful  from a patient management standpoint. Progress is a drop down list that is customizable as described in “Common Screen Features”. This can be a very important aspect of documentation for insurance carriers. The % Improvement choice generates text that reflects the doctor’s opinion as to the patient’s progress since onset of the problem. 

Treatment Problems can be documented by clicking the icon. This will take you to a selection box with a list on the left.  Click each choice to move it to the right. Clicking on your selected choices on the right will remove them. The red arrows in the center of this screen can also be used. 

The “Additional Assessment Information” area at the bottom if for entering anything that you wish to be included in the assessment part of the final patient note. The top / bottom check box determines if this information appears a the beginning or end of the generated text for this section.

Plan / Treatment Screens

Plan Screen
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The plan screen serves several functions. On the left, you can set a complex or a simple patient visit schedule. The top five fields can be used in combinations to set a pre-determined schedule. Just drop down each list with the black arrow and select your choices. You will notice that all options refer to the same list. This may seem complicated. We encourage you to “play around” with this feature on a sample patient. A lot of design work went into this feature and we are sure that once you get used to it, it will work well for you.  

The bottom two fields,  “as needed” and “other” are for more simple patient schedules. “As needed”  refers to the same list as the others but leaves the schedule up to the patient. The “Other” field is simpler yet. These list’s can be customized as described in “Common Screen Features”. 

The “recycle bin” will remove all current choices.  

Short term and long term goals can be described on the plan screen as well. Clicking the appropriate icon will take you to a selection box with a list on the left. Double click each choice to move it to the right. Double clicking on your selected choices on the right will remove them. This is a shares list and can be customized as described in “Common Screen Features”. 

The “recycle bin” will remove all current goals. 

The “Additional Plan Information” area at the bottom if for entering anything that you wish to be included in the plan part of the final patient note. The top / bottom check box determines if this information appears a the beginning or end of the generated text for this section. 

Treatment Screen

[image: image20.png]stient Ele  Utities  Reports

Paime 83
5] 1

Dats telp

A=
(641) 357-5588

Nole Date  1/16/2007 '+

=
This test bos can be used for amthing abow the patient you wish to s on ol -
2 patient| -2 gubiective | X Obietive (22 assessment [ PlaniTeatment| £ ote
12 E\anW
Muscles Muscles e
Front Back 7 S

e





The treatment screen looks a lot like the spinal evaluation screen. It serves several important functions. This screen determines how each spinal or extremity joint is adjusted. Also any modalities, either in the office or home instructions can be documented.  From this screen you can also document  active release techniques applied to muscles.  

The first thing that you will notice when you reach this screen is that any selections that you made on the “Spinal” screen will be highlighted here. If you hold the cursor over a segment, joint, or muscle with a green circle around it, you will see the data that you have tied to this segment, joint, or muscle. 

There are three ways to set the adjusting technique that you used on a segment, each being a little more automated. The first method is to click on the “adjustment techniques” button. This will open a box with a list of all of the techniques that you use. Like many other lists, it can be customized and has the preferred and all settings. 

Click “setup” to add or remove techniques as described in the “Common Screen Features” section on customizing a list. 
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To apply a technique to a segment, highlight a technique by clicking on it, then click on each segment you want to apply this technique to. If you click on a joint or muscle then a popup will show the specific muscles or joints associated with the highlighted area so you can apply techniques down to the specific muscle or joint.  

The open box can be dragged by clicking and holding on the title bar to move it out of the way to access areas underneath it..  

The “Auto Adjustment” feature speeds up this process considerably.  Clicking this button will automatically assign a predetermined adjustment to each selected segment or joint as set up by you. This setup is performed in “application setup” and is explained in the “Main Menu” part of the manual under application setup. If you desire an even more automated process, you can set the auto-adjustment feature to happen automatically. In this case, CNS will assume that each segment that you have selected is going to be adjusted with your default technique for that segment. You always have the option of changing this in the final note if you wish. The auto-adjustment by default feature is located in the application setup and is explained in that part of the manual under “Main Menu”.  

Modality Selection
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The “Modalities” button on the treatment screen will take you to a modality selection sub-screen. Double click your choice on the left. It will move to the right and will display certain default settings. Each field can be changed by dropping down the list with the black arrow on the right of the field. The office / home setting is important for proper text generation.  Location is important as well. It will be set automatically to the location on the original complaint of the subjective screen.  

As with the rest of CNS, this is fully customizable. Click “setup” to see the setup screen. The title bar at the top contains labels for each field. Fill in each field that you wish to have a default setting in. The drop down lists can be modified as explained in “Common Screen Features”.  You can label certain choices as preferred.  

Note Screen
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When you finish selecting the items that you wish to document. Click the “Note” tab. The screen contains a template that your data will be placed into. The only step you need to take on this screen is to click the “Entire Note” button at the bottom. You will now see your note formulated and displayed for you in an editor. 

The text can be edited by placing the cursor where you need and typing. If you place your cursor within a section of the note and click your right mouse button a popup menu will appear showing you the available option you have in editing your note.  This includes fonts, bold, italic, colors, bullets, etc.  

The notes are generated from a template called the “Master Note Template”. This template can be modified to look any way you want. The S.O.A.P. headings can be altered as well. This is explained in the “Main Menu” part of the manual.  

We talked about the “Entire Note” button earlier. The other four buttons at the bottom of the screen labeled Subjective, Objective, Assessment, and Plan will randomize or re-randomize that specific part of the note. If you are not happy with how a note reads, just re-randomize it. 

The “Print” button will print the current note displayed. The “Preview” button will show you the current note as it will look on paper.

CNS has a built-in spell check that will highlight any words it cannot find in it's dictionary.  It will also automatically correct commonly mis-spelled words as you type.  You can run this spell check manually at any time by clicking the Spell Check button.
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The “Phrases” feature is one of many time saving bonuses built into CNS. Click this button and a box will open that can contain phrases that you enter. These can be common things that you say or other repetitive items. 

You can “drag and drop” the phrases into any part of your note. Just place the cursor over the phrase you want, press and hold the left mouse button and move the mouse until the cursor is located where you want the text and let go of the mouse button. 

The phrase box can be moved by grabbing the title bar. This list of phrases can be modified. Click the “add” button and type your text. Leave a space at the front of the phrase to ensure proper spacing. “Remove” will delete the currently highlighted phrase.  

Common Screen Features

Customizing a  List
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All but a few of the lists in CNS can be customized to fit your specific needs. If you want to modify a drop down list, click on the “other” choice that is at the top of the list. If there is not an “other” listed, the list is not customizable. 

A word of caution is needed at this point. The text that CNS generates is dependent on grammar. When you modify a list, make sure that what you enter will be able fit into a sentence in place of one of the currently listed choices. If you get a patient note that does not read correctly, check the lists that you have modified. 

Clicking on “other” will take you to a dialog box. To remove a choice, highlight it by clicking on it and press the “Remove” button.  To add a new choice, place the cursor in the white box near the bottom and type your choice. Now click the “Add” button. If you type a choice and press “Use” your text will be used in the current note but not added to the list.

Pre-Defined Set Up
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The pre-defined feature is found on several screens including: subjective, assessment, and plan. Learning to use this feature will save a lot of time. It allows you to save a specific screen set-up. 

When you have one of the above mentioned screens filled out with data that you use over and over again, click on the black arrow on the pre-defined field and choose “save current screen”. You will be prompted for a name. When you need this particular setup again, drop down the list and select the one you want, then click “load”.  The “modify” choice lets you remove a choice from this list.

Objective Screen Function

All of the objective screens except for (ROM), (Dermatome),  and (Spinal)  are set up with three areas. To the left is a body, in the middle is an available test area, and to the right is a selected test area.  Clicking on a body area on the left side of the screen will bring up available tests that are associated with that body area. These tests will be listed in the center part of the screen. Generally, if you click outside the body, you will see all choices. You then double click each test you want to select and it moves to the “selected tests”  area on the right. 

The red arrows in between these fields will move highlighted  tests back and forth as well. The “recycle bin” on each screen will remove all selected items.  In most situations the tests will default to a common setting. In the selected tests area you can change the test properties. If you click on the field you want to change you will see a black arrow on the right of the field. Click on the arrow to drop down the list of available choices and choose one by clicking on it.  

The “available tests” area in the center is completely customizable by you. You will see “preferred” and “all” check boxes above this area. If the “all” box is checked, you will be shown all of the items that are stored in this list. If “preferred” is checked, you will only see the ones that you have specified on the setup screen as being your preferred tests. This eliminates having to sort through long lists. Most of you will normally use a certain selection of tests or items. If you need to see more, just click the “all” box.  

There is a “Setup” button at the bottom of the center area of each of these screens. Clicking this button will take you to the setup screen. Here you have the ability to add or remove choices from your list. See “customizing a list”. Many of the items that you enter will need specific body regions or patient positions specified. The specific features are explained under the section for each screen. 

Green Check Marks
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The green checks that you may notice tell which screens have data selected on them. This feature is very helpful when using the “copy last note” feature explained in the patient screen section. You do not need to search for data that was selected on a prior visit. 

The Main Menu

There are many features and utilities that can be reached from the main menu at the top of the screen.  These will be explained as they occur on that menu.

Patient File Menu

New -This takes you to the New Patient Entry dialog box

Open - Leads to the Patient Search Screen.

Close - Closes the currently opened patient.

Delete - Deletes the currently opened patient.

Exit - Closes CNS

Utilities Menu

Application Setup 

General Tab – Application Setup

As CNS was designed. The idea of user customization was a major priority. Customization makes this program quicker and easier for each individual user. Many of these features are organized in the application setup. When you visit this utility, you will see six tabs. 
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Show hints – a check in this box will allow all of the balloon hints throughout the program to occur as you hold over an item.   Remove the check to disable this feature.

Note font size- the default size is 12. Experiment to see what you prefer. 

Lock Notes – Check this box if you want your note to automatically lock after the number of days specified in the “Days before Locked” entry.  Notes will only lock if the note text has been generated.

Security – Check the “Use Logon Option” to enable the security feature in CNS.  Add or remove users through the “Maintain Users” button.

Subjective Tab – Application Setup
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Automatic Selection Popup – Check this box if you want the drop downs to automatically popup when you check the entry on the Subjective screen.

Additional Text Placement – On the subjective screen you are able to enter additional text at the bottom of the screen.  The text you enter there will be put at the beginning or end of the generated text in the subjective section.  This setting determines this. 

Objective Tab – Application Setup
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Disable Objective Screens – if you do not wish to use or see a particular screen, you have the option to turn it off. 


Default Objective Screen – this setting controls which screen you see first when you click on the objective tab.


Preferred / all lists – Do you wish to see every item in a list by default or would you rather just look at your preferred items. Preferred items are set up in the “setup” screen for that item. 

Default Objective Screen – this setting controls which screen you see first when you click on the objective tab.

Default Segment Properties – When you open the segment screen for a segment these settings determine what the Tenderness and Inflamed options will be defaulted to.

Orthopedic Test Position – determines the default “position” button that will be depressed when you enter the orthopedic screen..

Additional Text Placement – On the subjective screen you are able to enter additional text at the bottom of the screen.  The text you enter there will be put at the beginning or end of the generated text in the subjective section.  This setting determines this. 

ROM Normal Range – Use this control to enter the normal range of motion values.

Objective Tab Order – Click and drag the entries to order the list.  The order of the list is what the order of the objective tabs will be..

Spinal Screen Tab – Application Setup
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Spinal Screen Type – The spinal screen can be setup to function by segments or motion units. 

Segment Listing Arrow Assignment – These arrows appear on the spinal examination screen. This feature lets you assign a listing of your choice to each arrow. 

Default Adjustment Techniques – This feature allows you to assign a default adjusting technique to each spinal segment, motion unit, or joint. Setting up this feature can save a lot of time in note generation. When you click on the auto-adjustment button on the treatment screen. The program will check which segments, motion units, and joints are selected on the spinal screen and assume that you adjusted each one with the default technique assigned to it. Appropriate text reflecting this will then be generated. This can even be set to occur automatically as you will soon read.  

The first step to setup is to create a list of your particular adjusting techniques. Click the “Adjustment techniques” button. You will see a box open. Add or remove techniques. For help, see “customizing a list” in the “Common Screen Features” part of the manual. Once you have your techniques set up, you can assign them. Leave the technique box open or re-open it if it is closed. Click on a specific technique to highlight it. The in the list of segments on the left, click on every segment that you would normally adjust with this technique. Repeat this procedure until you have assigned a technique to each segment you want to. Now when you click on the “Auto adjustment” button on the treatment screen, the program will write text that reflects your treatment of each segment that you selected on the spinal screen. If you check the “Auto Adjust By Default” box, this process will occur without your even clicking the auto adjust button.  You may with to read the section on “treatment screen” for further explanation of this feature. 

Assessment Tab – Application Setup
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Dx Codes Area - determines which body figure and it’s corresponding codes appear first when you get to the assessment screen. 

Additional Text Placement – On the assessment screen you are able to enter additional text at the bottom of the screen.  The text you enter there will be put at the beginning or end of the generated text in the assessment section.  This setting determines this. 

Preferred / All Lists – This setting determines whether the Preferred or All radio button is clicked first when entering the Assessment screen. 

Plan Tab – Application Setup
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Additional Text Placement – On the plan screen you are able to enter additional text at the bottom of the screen.  The text you enter there will be put at the beginning or end of the generated text in the plan section.  This setting determines this. 

Preferred / All Lists – This setting determines whether the Preferred or All radio button is clicked first when entering the adjustment techniques or modalities screens from the treatment section. 

Archive Feature
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The archive feature is used to remove old notes from your main database and put them into a separate archive database.  This helps keep your main database leaner, faster, and more manageable. 

The “Send To Archive” tab is very simple.  Just select a date and click the “Send To Archive” button.  Any note from any patient that was created prior to the selected date will be sent to the archive database and removed from the main database.

The “Archive List” tab allows you to retrieve notes from the archive database and bring them back into the main database under the original patient they were created for.  

Simply select a patient, date range, or both to bring up the notes currently in the archive.  Now it's just a matter of checking the check box next to the note or notes you want to work with.  Once you've checked all the notes you can click the “Delete From Archive” button to remove the notes forever or you can click the 'Restore from Archive” button to move the notes from the archive back into the main database. 

Delete Notes
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This feature allows you to purge notes. You can select by patient or by date. Select an item by clicking within the check box. Select a range of notes and click “OK”.  

You can select a large range by choosing the first note, then press shift as you click the last note, all notes in between will be selected as well. 

Delete Patients
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Select the patient or patients you wish to delete by clicking the check boxes and press “OK”.

Calendar
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The calendar is simply for your use to look up dates.

Reports Menu

Note Preview
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This is where you will go to print notes on a patient for a third party person to review a series of notes on a patient.

You can select notes from the current patient only or all patients.  You can also select only the current note or select a date range. Once the notes are selected, you can view them page by page or print them.

Call Preview
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This is where you will go to print the calls and conversations you have documented on a patient.

You can view the calls on only the current patient or select All Patients to view calls from all of them.  You can also select a date range to report on.  Once the preview shows you can view them page by page or print them

Customized forms  
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This is a very useful feature.  You can easily set up a form of any type using a wide range of variables such as patient name, birth-date, address, etc. You can also use a custom field of your design.  Notice the items above.  These are custom fields placed in the “Records Transfer Request” form.

 When you call up this report, you will be prompted for any necessary information setup in the form for data entry, and any variable such as name and address will be entered for that patient. Select some of the forms that are already in the drop down list. You will see that you are asked for any information that is needed. Hit “preview” to see what it looks like. Print it if you like. 

On the next page we will show you the custom form setup screen where you can modify the existing forms or setup your own.
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To set up a new form, choose “other” from the drop down list, you will be asked for a name for the form. You can type in the white field as you would in any word processor. The text can be edited as usual. If you open the “variables” list by clicking on the icon, you will see the available choices. Drag and drop them into the report as you wish. The “your label here” variable can be placed in the text. Then change the text from “your label here” to a prompt for what ever information the report will require her such as “enter patient’s weight restriction at work”.  The “money” field can be used in and report that needs a dollar amount entered such as a credit agreement. You may need to play around with this feature but we encourage you to learn how to use it as it is very useful. The phrases variables work the same way but do not prompt for information unless a variable is placed within a phrase.     

Data Menu
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The data menu give you easy access to all of the customizable lists contained in CNS. Each list can be modified here as well as where it actually occurs in the program.  For help in altering a list, read the section on “customizing a list” under “Common Screen Features”.   

Master Note


The “master note” item in this menu warrants more discussion. This was mentioned briefly on the “note” section of the manual. The master note is the “template” that your text is generated into and consists of six areas. There is a header and footer as well as the S.O.A.P. fields. 

Each area can be altered in any way that you wish using standard word processing methods. You can change font size, font color, add words, remove words, etc. If you place your cursor within a section of the master note and click your right mouse button a popup menu will appear showing you the available option you have in editing your master note.  This includes fonts, bold, italic, colors, bullets, etc.  This screen also includes the “splitters” between each section that allows you to shrink or grow each section to see more information on a particular section.  

In addition, you have a list of variables that can be accessed by clicking the “variables” icon. These variables can be dragged and dropped into the master note. For instance, if you place that variables “@LASTNAME, @FIRSTNAME” in the header. This variable will be replaced by the patient’s last name and first name separated by a comma when the note is generated. The date field and notedate fields are different. Date is the current date and will change if the note is re-randomized. Notedate is the date the note was originally created. 

If you remove the S.O.A.P. headings, your patient note will have more of a report look. The text will still be grouped in those categories. 

A change on this screen will not affect previously written notes.  Any changes will only be in affect for notes written after that point.  Just as a change on any individual note will not in any way affect the master note.

