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NETWORK 2 STANDARDS FOR MEDICAL RECORD DOCUMENTATION 

1.  PURPOSE: To establish standards for the timely and accurate completion of Medical Records within Network 2.

2.  POLICY:  The Department of Veterans Affairs medical record will reflect the highest quality of care, comprehensiveness, clarity, interdisciplinary communication, research, training and patient education.  Electronic storage and capture of patient medical information will be implemented to the extent possible to enhance access to patient data by health care providers and support personnel.  The electronically stored and/or printed patient information is subject to the same medical and legal requirements as the handwritten information in the medical record.

3.  RESPONSIBILITY:  


a.  The Attending Physician shall be responsible for the accuracy of the medical record for each patient under his or her care.


b.  Health care providers shall be responsible for completing their respective notes for patients under their care.


c.  All Network 2 employees who are involved with direct patient care are responsible for documenting patient care activities in CPRS (Computerized Patient Record System) whenever possible.

4.  PROCEDURES:  

a.  General Guidelines:



1.  The Network 2 medical record is comprised of progress notes, lab, radiology, consults, treatment plans and other necessary documents to assist with quality patient care.  In all cases the medical record must clearly demonstrate the active involvement of the attending physician.



2.  The primary source of documentation for all patient care activities within Network 2 shall be CPRS.  Electronic input of data, in conjunction with the Network 2 initiative to achieve a complete electronic medical record, should be explored in all cases where a manual system of entry still exists.  Where manual systems are used, all entries will be in English.



3.  Medical records must, at all times, be immediately available for patient care.



4.  Medical and administrative processing of records, including qualitative and quantitative analysis, and completion of deficiencies by responsible parties will be accomplished within 30 calendar days.



5.  All parts of the medical record as described in this memorandum must be completed before a record will be considered complete for filing purposes.  Problem cases will be referred to the Care Line Leaders, Lead Specialty Physicians, Physician Executive or designee for final disposition, as appropriate.



6.  Medical records will contain original signed documents and/or electronically authenticated documents.   Use of rubber stamp signatures will not be permitted.  When the responsible physician is unavailable, the Lead Specialty Physician or designee will review those medical records for which he/she is responsible after all efforts to reach the physician have been exhausted.  In this case, the following statement will be used to administratively complete the record, “This record is being closed administratively due to the fact that the provider is permanently unavailable.  This statement does not legally imply that the signer is validating the contents of the document but is only administratively completing the medical record.” This statement will not be used on a routine basis to close records resulting from the failure of an available provider to sign his/her documents.



7.  All entries in the record will be authenticated by signature, title and date.  The signature in the electronic record will be electronically timed stamped upon completion.  In CPRS documentation can be edited on line prior to authentication with an electronic signature.  After a document is signed all corrections need to be done through the Privacy Act Officer or designee.



8.  The Privacy Act of 1974 contains provisions for the amendment or correction of a medical record.  In order to effect this requirement in CPRS, the Privacy Act Officer or designee will be provided a security key to access the computer based record for purposes of amending or correcting the record.



9.  All forms which become part of the medical record must receive prior approval of the Medical Record Committee.  Requests for new forms should be limited to those forms that can be entered into electronic format.  Requests should be forwarded to the Health Information Manager or the Chairperson, Medical Record Committee.



10.  When preprinted instructions are given to the patient or designee, the record should so indicate.



11.  The use of symbols and abbreviations will be kept to a minimum.  Reference Attachment A to this policy for the “To Use” and “Not To Use” Abbreviations Acronyms and Symbols listing.  Note under procedures in attachment A,  those circumstances when abbreviations, symbols and acronyms are not to be used.

 

12.  When there is a history of allergies, adverse reactions or other conditions, which, in the physician’s opinion, merits special attention, the information will be immediately placed in the medical record per current procedures.



13.  Every episode of clinical care will be documented by the respective clinical staff as defined by their scope of practice in a progress note.  Progress notes will be entered into CPRS by the clinician providing the service to the patient.  Progress notes must be dated and 

identified by the name and progression of the individual making the entry.  Progress notes will generally give a pertinent chronological report of the patient’s course, changes in condition, response to medications and plans for the results of treatment.



14.  Consultation requests will include a brief description of the patient’s condition, reason for the consultation, other information of value (such as medication which may affect the condition being evaluated) and the electronic signature of the requesting physician.  The consultation report will contain a comprehensive assessment and clinical recommendations by the consultant date of the consult and electronic signature.  Consultations should be performed in a timely fashion, reflecting the urgency of the patient’s clinical needs.  Emergency consultations should be requested as a “stat consultation”  and should be communicated directly from the requesting to the consulting physician, in addition to the electronic request.  A consult shall be considered complete when the patient is seen or evaluated by the service or provider that is being consulted and the results of that evaluation are available.  Consults that are for Non-VA services will be considered complete when a note is entered by the person who is making arrangements for follow-up which explains the particulars of where and what care is to be received. 



15.  Order entry for laboratory tests, imaging services, tissue examination, nuclear studies, shall be completed in full;  clearly identifying patient location, requester, test date, special handling, and all necessary clinical data as defined by the situation.  The appropriate personnel will communicate urgent findings directly to the responsible clinician.  Reports will reflect a complete record of procedure performed and findings.  Signature, initials or electronic signature must authenticate all reports.



16.  All orders for treatment will be documented appropriately and signed by the practitioner or practitioners responsible for the patient.  Medical students may write and sign orders, provided a supervising physician immediately countersigns the orders.  All orders must contain the date and time the order was written.  The responsible clinician will be accountable for the accuracy of the order.  When the automatic stop order policy applies, the physician should be notified when the drug expires.  The physician will be required to respond within 24 hours of being notified, or sooner as appropriate for the clinical setting.  



17.  Verbal orders must be signed or initialed by the prescribing physician’s signature, including date and time the order is signed.  Only authorized individuals can accept verbal orders.



18.  Computer generated reports will identify the clinician responsible for the interpretation of test results.


b.  Acute Care Records:



1.  Each medical record will have at least the following component parts:  history and physical examination, progress notes, vital signs, doctors order, a comprehensive multidisciplinary treatment plan, nursing care documentation and discharge summary.  When applicable, the record will include informed consent or documentation of administrative consent, operation reports, pathology reports, and autopsy findings.



2.  Medical records of hospitalized patients will be arranged according to the proper procedure set forth in M1, Part 1, Chapter 5.  Upon discharge the ward coordinator will reverse the paper medical record in the required format and forward it to the HIMS (Health Information Management Section) for processing.



3.  A complete inpatient admission (including transfers in from another VA facility) history and physical (H&P) examination will be performed within 24 hours of admission and signed by a physician.  If performed by a physician assistant or nurse practitioner, an attending physician will countersign it.  Qualified oral surgeons may complete the history and physical examination of dental and oral surgery patients admitted to Dental Service.  The note will be transcribed in the medical record and signed or countersigned appropriately.  



4.  An initial treatment plan, documented by the clinician, as part of the physical examination, will be established on all patients within 24 hours of admission on acute medical and psychiatric units.



5.  The attending physician will countersign any inpatient admission history and physical examination, procedure note, consultation, operative report, orders or discharge summary completed by a medical student.  An attending physician will countersign any inpatient admission history and physical examination, procedure note, consultation, operative reports, and discharge summary performed by house staff.  In addition to the above, any orders written by nurse practitioners and/or physicians’ assistants will be cosigned as defined by the specific clinical service or affiliation agreement.



6.  Each inpatient record will contain a nursing admission assessment within eight (8) hours of admission, that will be utilized as part of the multidisciplinary approach to the patient’s care.



7.  Nursing progress notes will document ongoing assessment and reassessment of the patient’s condition per current nursing standards and guidelines.



8.  When a patient is readmitted within a 30-day period, the previous history and physical examination may be used.  In this case, an interval note will be entered and will indicate that the previous H&P has been reviewed and will note pertinent changes or lack thereof.  The initial H&P will not be moved forward, but will remain with the original period of hospitalization.



9.  A service treatment plan will be documented by each support service represented on the patient’s multidisciplinary team, (e.g., Nutrition, Rehabilitation) in compliance with JCHAO requirements and as clinically appropriate.



10.  A pre-anesthesia evaluation will be completed by the anesthesiologist (or qualified oral surgeon if the patient is a dental patient without medical problems), who will document pertinent information relative to choice of anesthesia (i.e., general, spinal, regional, etc.), surgical procedure anticipated, previous drug history, other anesthetic experiences and any potential anesthetic problems.  A post-anesthesia note will be written by the anesthesiologist or designee and will include the patient’s level of consciousness on entering and leaving the 

recovery room, vital signs and when used, the status of infusions, surgical dressings, tubes, catheters, and drains and status of any relevant clinical requirements as appropriate to the procedure.  The medical record will document the name of the clinician responsible for the patient’s release from the recovery room and clearly document the discharge criteria used to determine release.  There shall be at least one post-anesthesia visit, after leaving the recovery room, describing the presence of absence of anesthesia related complications.



11.  All operations will require a preoperative and postoperative note by the attending surgeon.  Supervision by attending surgeons will also be noted in the progress notes during the course of each patient’s hospitalization.  



12.  An operative report will be fully dictated and signed by the operating surgeon immediately after surgery.  It shall contain the indication for the procedure, operative findings, the technical procedure used, specimens removed, postoperative diagnosis and the names of the attending surgeon, primary surgeon and assistants.  Detailed reports of diagnostic and therapeutic procedures not performed in the operating room will be documented in the progress notes and will contain:  name of procedure, person performing procedure, details of performance, major finding and conclusions, whether or not tissue was removed, any complications, signature, title, and date.  Postoperative documentation will include, vital signs and level of consciousness, medications and blood and blood components, any unusual events or postoperative complications, readiness for discharge from post-anesthesia care and details of the discharge, including blood transfusion reactions and the management of such events.  Also listed will be the names of providers of direct patient care nursing services.



13.  The responsible nurse who was present during the surgery will enter the Nurse Intra-Operative Circulating Report into the computer.  A hard copy will be printed and signed for the paper record.  The recover room nursing care will be documented on the recovery room record or directly entered into CPRS.



14.  Medication orders must be reviewed and rewritten following surgical procedure which require general anesthesia.  For patients transferred between services or when there is a change in the level of care, the responsible clinician will review all orders, and if necessary, rewrite all order per 10N2 106-00 Network Inpatient Pharmacy Service Policy.



15.  There shall be sufficient evidence as documented in the medical record to substantiate active participation in, and supervision of , the patient’s care by the attending physician.  The frequency of such notes shall be determined by the nature of the patient’s condition, the likelihood of changes in the treatment plan, the complexity of the care and experience of the trainee being supervised.



16.  A minimum of a daily progress note will be required for each inpatient episode of care by the assigned house staff or clinician as clinically indicated.



17.  Only attending physicians may write DNR orders.  In the event the attending physician is not on site, the resident physician may take a telephone order from the Attending.  Nurses may not take verbal orders for DNR.



18.  DNR orders are not subject to renewal (unless timely review is specified in local policy), and are considered to be in effect for the duration of the current admission, unless specifically revoked by the responsible physician.  An accompanying progress note will include, at a minimum, diagnosis, prognosis, patient’s wishes when known, family wishes, and consensual decision and recommendations of the treating team.  The note shall include appropriate dates and times and any applicable documentation of “informed consent” or patient’s wishes for confidentiality form family.  The attending physician will be the only one to enter the note in the patient’s record.



19.  If the patient completes an advance directive, a copy will be filed in the medical record and administrative record.  At minimum, documentation will reflect communication about the need for advance directives.  The paper medical record will be labeled to reflect that the advance directive is on file.  The clinic staff will be responsible for placing an Alert Progress note in the patient’s electronic medical record.



20.  When a patient is transferred between specialties (e.g., Medicine, Surgery, and Psychiatry), or facilities, a transfer note will be entered into the medical record.  The transfer note will give a concrete recapitulation of the hospital course to date, include the indications for the transfer, be developed to assist the receiving unit or facility and be co-signed by the attending physician.  This note will be documented prior to the patient’s transfer.  Nursing transfer notes will be documented by the transferring and receiving units and shall note the patient’s response to care and status.  Transfer notes will be entered into CPRS and not dictated, due to timeliness issues.



21.  A concise clinical resume and a discharge summary will be completed at the time of discharge or transfer of the patient for each period of hospitalization.  In all cases where the discharge summary is completed more than 24 hours prior to discharge an addendum will be competed at the time of discharge.  The discharge summary will contain the reason for hospitalization, significant findings, procedures performed and treatment rendered, the patient’s condition at discharge, and instructions to the patient and family.



22.  In cases involving death of the patient, the time and date when the patient expired, and the vents leading to the death must be recorded by the physician and the nurse.  Any patient leaving against medical advise will have a final progress note written by a physician indicating the reason for leaving and any special disposition arrangements.



23.  Patients will be discharged only by order of a physician.



24.  Preliminary or provisional anatomical autopsy diagnoses will be documented within 72 hours.  Final protocols will be completed, signed and properly filed within 60 days.


c.  Outpatient Clinic Records:



1.  When a patient is first admitted to VA care on an ambulatory and/or outpatient care level, a relevant history of the illness or injury and physical findings will be documented in the patient record.  For those patients undergoing procedures, the history and physical exam 

must be documented by the provider performing the exam, in the time frame defined by each medical centers rules and regulations.



2.  Each time a patient visits the ambulatory care setting a progress note will be recorded.  Documentation shall include an accurate summary of the clinician-patient interactions.



3.  If a patient has been on ambulatory outpatient status for one year the patient will be assessed at the next visit, as clinically appropriate, for the condition for which care is authorized.  An assessment as to whether continued care is required will be documented in the medical record.



4.  An attending physician from each clinic will be responsible for care provided in that clinic.  The appropriate clinic physician must countersign any clinic notes that are written by medical students.



5.  The problem list will be initiated and maintained by the third visit to the health care provider and shall include known significant diagnoses, conditions, procedures, drug allergies and adverse reactions.  Entries other than diagnoses,  if significant for the information of the health care team, may be recorded on the problem list. The health care problems listed will not be numbered and the list will be updated as necessary upon subsequent outpatient visits.  Problems identified will be listed as chronic, acute or historic.



6.  The preventative health Screening and Chronic Disease Record from will be used to document the assessment and counseling of chronic disease indexes and preventative health issues.  Information documented on this form will also be reflected in the visit progress note.  In the paper record it will be completed and placed on top of the record.  The encounter form and the clinical reminder VISTA package may also be used to address clinical reminders pertaining to relevant chronic disease index and preventative health issues.


d.  Hospital Based Home Care:



1.  There shall be a written plan of care for all hospital based home care patients that is updated at least every 90 days.  It shall contain:



      a.  All pertinent diagnoses

                 b.  Prognosis including short and long-term objectives



      c.  Type and frequency of service required




d.  Functional limitations of patient and activities permitted




e.  Required  safety measures



       f.   Sociopsychological needs



2.  The following additional information will be recorded:




a.  Designation of primary care physician(s)




b.  Household composition including person assuming responsibility for care




c.  Suitability of residence for provision of care




d.  Progress note for each visit




e.  Summary


e.  Ambulatory Surgery Settings:



1.  Ambulatory surgery will be documented in the appropriate format in the medical record immediately following the procedure.



2.  A pre-anesthesia evaluation will be completed by the anesthesiologist (or qualified oral surgeon if the patient is a dental patient without medical problems), who will document pertinent information relative to choice of anesthesia (i.e., general, spinal, regional, etc.), surgical procedure anticipated, previous drug history, other anesthetic experiences and any potential anesthetic problems.  A post-anesthesia note will be written by the anesthesiologist or designee and will include the patient’s level of consciousness on entering and leaving the recovery room, vital signs and when used, the status of infusions, surgical dressings, appropriate to the procedure.  The medical record will document the name of the clinician responsible for the patient’s release from the recovery room and the discharge criteria used to determine release.  There shall be at least one post-anesthesia visit, after the patient leaves the recovery room, describing the presence or absence of anesthesia related complications.



3.  All operations will require a preoperative and postoperative note by the attending surgeon.  Supervision by attending surgeons will also be noted in the progress notes during the course of each patient’s hospitalization.  An operative report will be fully dictated and signed by the operating surgeon immediately after surgery.

It shall contain the indication for the procedure, operative findings, the technical procedure used, specimens removed, postoperative diagnosis and the names of the attending surgeon, primary surgeon and assistants.  Detailed reports of diagnostic and therapeutic procedures not performed in the operating room will be documented in the progress notes and will contain:  the name of procedure, person performing procedure, details of performance, major findings and conclusions, whether or not tissue was removed, any complications, and conclusions, whether or not tissue was removed, any complications, signature, title, and date.  Postoperative documentation will include, vital signs and level of consciousness, medications and blood and blood components, any unusual events or postoperative complications, readiness for discharge from post-anesthesia care and details of the discharge, including blood transfusion reactions and the management of such events.  Also listed will be the names of providers of direct patient care nursing services.



4.  The responsible nurse who was present during the surgery will enter the Nurse Intra-Operative Circulating Report into the computer.  A hard copy will be printed and signed for the paper record.  The Recovery Room nursing care will be documented on the Recovery Room record or directly entered into CPRS.



5.  Medication orders must be reviewed and rewritten following surgical procedures, which require general anesthesia.



6.  Patients will be discharged only by order of a physician.


f.  Behavioral Health Settings



1.  A complete inpatient admission (including transfers in from another VA facility) history and physical (H&P) examination will be performed within 24 hours of admission and signed by a physician on acute units.  In Mental Health long-term care units, completion of H&Ps will be subject to the “Rules and Regulations” of each facility.



2.  Psychiatry programs will formulate comprehensive assessments and treatment plans which indicate a multidisciplinary approach to the patient’s care.  The plans will conform to JCAHO standards and with individual care line Network policies.



3.  An initial treatment plan, documented by the clinician, as part of the physical examination, will be established on all patients within 24 hours of admission on acute psychiatric units.  In Mental Health long-term care units, completion of initial treatment plans are subject to the “Rules and Regulations” of each facility.  It will specify diagnostic and therapeutic plans for each problem, plans for patient education and discharge plan, which document efforts to place the patient at the most appropriate level of care.  Revisions will be undertaken as necessary.



4.  Special justification and documentation is required for the use of:




a.  Electro-convulsive and other forms of convulsive therapy




b.  Psychosurgery or other surgical procedures to alter or intervene in an emotional, mental or behavioral disorder, and




c.  Behavior modification procedures that use aversive conditioning



5.  When requested for adjudication purposes, a 21-day certificate will be completed and will list the diagnosis responsible for the patient’s inpatient stay.  The discharge summary should indicate the patient’s competency to handle VA funds.

g.   Long Term Care Settings:



1.  A complete inpatient admission (including transfers in from another VA facility) history and physical (H&P) examination must be completed not more than 24 hours before admission or within 72 hours after admission and signed by a physician on the unit.



2.  An initial treatment plan, documented by the clinician, as part of the physical examination, will be established on all patients and is subject to the “Rules and Regulations” of each facility.  It will specify diagnostic and therapeutic plans for each problem, plans for patient education and discharge plan, which shall document efforts to place the patient at the most appropriate level of care.  Revisions will be undertaken as necessary.



3.  A note will be documented on all LTC patients by a pharmacist.  This note will indicate that the drug regimen for the patient has been reviewed according to standards and regulations, that it is considered appropriate ( or inappropriate), and will recommend changes, if any, to be implemented.  This note will be documented at least every 30-calendar days.



4.  Long-Term Care programs will formulate comprehensive assessments and treatment plans, which indicate an interdisciplinary approach to the patient’s care. The plans will conform to standards in the most recent manuals of JCAHO and with individual care line or Network policies.



5.  A Registered Nurse and other members of the interdisciplinary team will complete an RAI/MDS on each admission to NHCU within 14 days.  An individualized interdisciplinary care plan will be developed within 7 days of RN verification of complete assessment but no later than 21 days after admission.



6.  When an inpatient has been hospitalized a year or longer, an annual physical examination is required and will be completed by the attending provider.

h.  Domiciliary Care Settings:



1.  In long-term care units, completion of H&Ps is subject to the “Rules and Regulations” of each facility.



2.  A Registered Nurse and other members of the interdisciplinary team will complete an RAI/MDS on each admission to a NHCU within 14 days.  An individualized interdisciplinary care plan will be developed within 7 days of RN verification of complete assessment but no later than 21 days after admission.



3.  Seclusion and restraint orders shall follow the network restraint policy.



4.  On long-term care units, orders will be reviewed monthly and rewritten quarterly.

5.  REFERENCES:  M1, Part 1, Chapters 5,9; Privacy Act of 1974, Network 2 Bylaws; 38 CFR 17.34, M-2, Part 1, Chap 23; M-3, Pt.1, Ch. 9; HAS 2000 Hospital Accreditation Standards, VHA Handbook 1400.1 Resident Supervision, 10N2-106-00 Network In patient Pharmacy Service, VHA directive 97-001 Interfacility Transfer Policy, HCFA rules 482.23c(2)(ii).

6.  RECISSIONS: None

7.  FOLLOW UP RESPONSIBILITY:   Network 2 Compliance Officer, Network 2 Physician Executive.  Author:  Patricia M. Simon, (585) 393-8260.

8.  AUTOMATIC RESCISSION DATE:  










        WILLIAM F. FEELEY






                                                              Network Director

DISTRIBUTION:  Network 2 Medical Centers

                            Network Care Line Managers

                            Management Systems

                            VISN 2 Network Web Site
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ABBREVIATIONS,

ACRONYMS

AND

SYMBOLS

ABBREVIATIONS, ACRONYMS, AND SYMBOLS

1. PURPOSE:  The purpose of this attachment is to standardize the abbreviations, acronyms, and symbols accepted for use throughout the healthcare system.  Abbreviations, acronyms and symbols that are NOT to be used have also been identified.   

2. POLICY:  Abbreviations, acronyms, and symbols accepted for use as well as those NOT to be used are defined in this attachment. The abbreviations, acronyms, and symbols listed within this attachment apply to all clinical documentation (electronic and handwritten entry) including all types of orders, progress notes, consultation reports, operative reports and any updates to patient records.  

3.  RESPONSIBILITIES:  This attachment found within the Network Medical Records Memorandum is applicable to all professional and administrative personnel who document in the Consolidated Health Record. (CHR).

4. PROCEDURES:  

A. Abbreviations are used to lighten the burden of medical record documentation.  Abbreviations and symbols should be used carefully.  The abbreviation should be easily identified from the context in which it is written.   Abbreviations are not to be used in the final diagnoses, on informed consents, and in operation/procedure titles.  Abbreviations should also be avoided when completing a discharge summary and in the development and use of patient education materials. 

B. This standardized list of Abbreviations, Acronyms and Symbols is divided into four sections:  

Section 1:

Abbreviations, Acronyms and Symbols NOT to be used - Pg. 4

Section 2:
 
Approved Symbols To use - Pg. 5

Section 3:

Approved Medical Abbreviations To Use  - Pg. 6 -27

Section 4:

Approved Administrative Abbreviations To Use Pg. 28 - 32

The administrative abbreviations are terms sometimes used by the Administrative and Professional staff personnel that may be found documented in the records.

C. The National Pharmacy Package contains some medications that have lengthy names and will be automatically abbreviated on the National Pharmacy Package printouts.  These medications have been closely examined by the National Pharmacy Benefits Management Strategic Healthcare Group (PBM) to minimize the risk factor associated with the use of abbreviated medication names.  

D. Required Physician Order Entry and utilization of software applications has assisted to minimize the risk of using abbreviations.  Medical record reviews and periodic risk assessments will assist in focusing on hazard vulnerabilities in the system.

5.  REFERENCES:  Joint Commission on Accreditation of Healthcare Organizations. 2003 Accreditation Manual; Joint Commission on Accreditation of Healthcare Organizations. 2003 Patient Safety Goals; Joint Commission on Accreditation of Healthcare Organizations. Sentinel Event Alert, Issue 23-September 2001; Joint Commission on Accreditation of Healthcare Organizations. Joint Commission Perspectives on Patient Safety. Volume 3, Issue 1, January 2003; VA National Center for Patient Safety (NCPS). TIPS. Volume 2, Issue 5, December 2002; Institute for Safe Medical Practices (ISMP). www.ismp.org/MSAarticles/specialissuetable.html; Cohen, Michael R. “Medication Errors Causes, Prevention, and Risk Management. 1999.

Section 1:

List of Abbreviations, Acronyms and Symbols NOT To Be Used

	Dangerous Abbreviations/Dose Expressions
	Intended Meaning
	Potential Problem
	Approved Term



	Apothecary Symbol
	dram

minim
	Misunderstood or misread: Symbol for dram misread for the number three (“3) and minim misread as “mL.”
	Use the metric system



	CPZ
	Compazine (prochlorperazine)
	Chlorpromazine
	Use complete spelling for drug names.



	HCT
	Hydrocortisone
	Hydrochlorothiazide
	Use complete spelling for drug names



	MS

MSO4

MgSO4
	Magnesium Sulfate

Morphine sulfate


	Confused for one another.  Can mean morphine sulfate or magnesium sulfate


	Write “morphine sulfate” or “magnesium sulfate”



	ZnSO4
	Zinc sulfate
	Morphine sulfate
	Use Complete spelling for drug names



	µg  
	Microgram
	Mistaken for “mg” (milligrams) when hand written use “mcg”.
	Use “mcg”



	Q.D. and Q.O.D. 
	Latin abbreviation for once daily and every other day
	Mistaken for each other.  The period after the Q can be mistaken for an "I" and the “O” for an "I"
	Write “daily” and “every other day”



	Per os
	Orally
	The “os”can be mistaken for the “left eye”
	Use “PO”, “by mouth” or “orally”



	U
	Unit


	Mistaken as zero, four or cc
	Write “unit”



	IU
	International unit
	Mistaken as IV (intravenous or 10 (ten)
	Write “international unit”



	Trailing zero (X.0mg)

Lack of leading zero (.Xmg)
	Reference Required Term
	Decimal point is missed
	Never write a zero by itself after a decimal point (X mg), and always use a zero before a decimal point (0.Xmg) 



*i.e., for drug orders, a leading zero should always precede a decimal point, (0.25 mg, not .25 mg), and a trailing zero should never follow a decimal point (2 mg, not 2.0 mg)

Section 2:

Approved Symbols To Use  
	(
	
	None

	♀
	
	Female

	♂
	
	Male

	(
	
	Increase

	(
	
	Decrease

	#
	
	Number

	%
	
	Percent

	(
	
	Change

	(
	
	Infinity

	+
	
	Plus or Minus

	2(
	
	Secondary or Second Degree

	@
	
	At

	O
	
	Caries Restorable (teeth)

	[ ]
	
	Fixed Bridge (teeth)

	÷
	
	Divided By, Division

	X
	
	Missing (teeth)

	XXX
	
	(Teeth) Replaced by Denture

	(L)
	
	Left

	(R)
	
	Right

	~
	
	Approximately

	^
	
	Above, Elevated, Enlarged, Increased, Upper

	v
	
	Below, Decreased, Down, Lower

	(-)
	
	Negative

	(+)
	
	Positive


Section 3:

Approved Medical Abbreviations To Use

	#1 - #32
	
	Indicates the tooth to be treated.

	111In or In-111
	
	Radioactive Indium

	123I or I-123
	
	Radioactive Iodine

	131I or I-131
	
	Radioactive Iodine

	133Xe or Xe-133
	
	Radioactive Xenon

	201Tl or Tl-201
	
	Radioactive Thallium

	3P
	
	Protamine Sulfate

	 32P or P-32
	
	Radioactive Phosphorus

	 51Cr or Cr-51
	
	Radioactive Chromium

	  57Co or Co-57
	
	Radioactive Cobalt

	  67Ga or Ga-67
	
	Radioactive Gallium

	  99mTc or Tc-99m
	
	Radioactive Technetium


	A
	
	

	A&O
	
	Alert and oriented

	A&P
	
	Auscultation and percussion

	A&W
	
	Alive and well

	a.m
	
	Before noon

	A:
	
	Assessment  

	AAROM
	
	Active Assistive Range of Motion

	Ab
	
	Antibody

	Abd
	
	Abdomen

	ABE
	
	Acute Bacterial Endocarditis

	ABG
	
	Arterial blood gas

	Abn
	
	Abnormal, Abnormality

	Abx
	
	Antibiotic

	AC
	
	Acromioclavicular

	ACL
	
	Anterior cruciate ligament

	a.c.
	
	Before meal

	ACLS
	
	Advanced cardiac life support

	ACTH
	
	Adrenocorticotrophic hormone

	ADH
	
	Anti-diuretic hormone

	ADL
	
	Activities of daily living

	Ad. Lib.
	
	As much as needed; as desired

	AEA
	
	Above Elbow Amputation

	AF
	
	Atrial fibrillation

	AFB
	
	Acid fast bacillus

	AFO
	
	Ankle Foot Orthosis

	Ag
	
	Antigen

	AHF
	
	Antihemophilic factor

	AHG
	
	Antihemophilic globulin

	AI
	
	Aortic insufficiency

	AIDS
	
	Acquired Immune Deficiency Syndrome

	AIWMI
	
	Anteroinferior wall myocardial infarction

	AJ
	
	Ankle jerk

	AK
	
	Above knee

	AKA
	
	Above knee amputation

	AL
	
	Arterial line

	Alb
	
	Albumin

	Alk. Phos
	
	Alkaline phosphatase

	amb.
	
	Ambulation

	amp
	
	Ampule

	ALS
	
	Amyotrophic lateral sclerosis

	Alveo
	
	Alveoplasty, Alveolectomy

	ALWMI
	
	Anterolateral wall myocardial infarction

	AMA
	
	Against medical advise

	AMI
	
	Acute myocardial infarction

	ANA
	
	Anti-nuclear antibodies

	Ant
	
	Anterior

	AP;a-p; a/p
	
	Anteroposterior

	APTT
	
	Activated Partial Thromboplastin Time

	AROM
	
	Active range of motion

	AS
	
	Aortic Stenosis

	ASA
	
	Aspirin (acetylsalicylic acid)

	AS/AI
	
	Aortic stenosis, Aortic insufficiency

	ASAP
	
	As soon as possible

	ASCAD
	
	Arteriosclerotic coronary artery disease

	ASCVD
	
	Arteriosclerotic cardiovascular disease

	ASD
	
	Atrial septal defect

	ASH
	
	Asymmetrical septal hypertrophy

	ASHD
	
	Atherosclerotic heart disease

	ASI
	
	Addiction Severity Index   

	ASIH
	
	Absent sick in hospital   

	ASMA
	
	Anti-smooth muscle antibody

	ASMI
	
	Anteroseptal myocardial infarction

	ASO
	
	Anti-streptolysin O titer   (of blood antibodies)

	ASPVD
	
	Arteriosclerotic peripheral vascular disease

	ATN
	
	Acute tubular necrosis

	AV
	
	Arterioventricular

	AVB
	
	Atrioventricular block

	AVM
	
	Arteriovenous malformation

	AVR
	
	Aortic valve replacement

	AWMI
	
	Anterior wall myocardial infarction

	Ax
	
	Axillary


	B
	
	

	baso 

	
	Basophile

	BB
	
	Bibasilar

	BBB
	
	Bundle branch block  (right or left)

	B.C.G. (vaccination)
	
	Bacille Calmette Guerin

	BCP
	
	Birth control pill

	BE
	
	Barium enema

	BEA
	
	Below Elbow Amputation

	BG
	
	Blood glucose

	b.i.d
	
	Twice daily

	bili
	
	Bilirubin

	BIPAP
	
	Bi-level Inspiratory Positive Pressure

	BK
	
	Below knee

	BKA
	
	Below knee amputation

	BLS
	
	Basic Life Support

	BM
	
	Bowel movement

	BMR
	
	Basal metabolic rate

	BOM
	
	Bilateral Otitis Media

	BOT
	
	Base of tongue

	BP
	
	Blood pressure

	BPH
	
	Benign prostatic hypertrophy

	BRP
	
	Bathroom privileges suggested removal

	BS
	
	Bowel sounds

	BSA
	
	Body surface area

	BSP
	
	Bromsulphalein excretion (liver function test)

	BTL
	
	Bilateral tubal ligation

	BUF
	
	Burning, Urgency, Frequency

	BUN
	
	Blood urine nitrogen

	BW
	
	Bite wing radiograph

	Bx 
	
	Biopsy


	C
	
	

	C&D
	
	Crown and dental debridement

	C&S
	
	Culture and sensitivity

	C1 C2 ect.
	
	First cervical vertebra, second etc

	Ca
	
	Carcinoma 

	Ca ++
	
	Calcium

	CAB
	
	Coronary artery bypass

	CABG
	
	Coronary artery bypass graft

	CAD
	
	Coronary artery disease

	CAT Scan
	
	Computerized tomography preferred over CAT

	Cath
	
	Catheter

	CBC
	
	Complete blood count

	CBD
	
	Common bile duct

	CBDE
	
	Common bile duct exploration

	CBS
	
	Chronic brain syndrome

	CCU
	
	Coronary Care Unit

	CE
	
	Carotid Endarterectomy

	CF
	
	Cystic Fibrosis

	cgm
	
	Centigram

	CHD
	
	Congenital heart disease

	CHF
	
	Congestive heart failure

	CHI
	
	Creatinine height index

	Chol
	
	Cholesterol

	CI
	
	Cardiac index

	circ
	
	Circumference

	CK
	
	Creatine kinase

	Cl
	
	Chloride

	CLL
	
	Chronic lymphocytic leukemia

	cm
	
	Centimeter

	CMG
	
	Cystometrogram

	CMI
	
	Cell mediated immunity

	CMV
	
	Cytomegalovirus

	CNS
	
	Central nervous system

	Co
	
	Centigrade (Celsius)

	C/O
	
	Complains of

	CO2
	
	Carbon dioxide

	coag
	
	Coagulation

	COBS
	
	Chronic Organic Brain Syndrome

	Comp & Pen
	
	Compensation and Pension 

	cong
	
	Congenital

	cont
	
	Continued

	Coord
	
	Coordination

	COPD
	
	Chronic Obstructive Pulmonary Disease

	COPE
	
	Chronic Obstructive Pulmonary Emphysema

	COR
	
	Cardiovascular

	CPAP
	
	Continuous Positive Airway Pressure

	CPK
	
	Creatinine Phosphokinase

	CPR
	
	Cardiopulmonary resuscitation

	creat
	
	Creatinine

	CRF
	
	Chronic renal failure

	CSF
	
	Cerebrospinal fluid

	CT
	
	Chest Tube

	CT Scan 
	
	Computerized tomography preferred over CAT

	CTR
	
	Carpel Tunnel Release

	CTS
	
	Carpal tunnel syndrome

	CV
	
	Cerebrovascular

	CVA
	
	Cerebrovascular Accident

	CVD
	
	Cardiovascular Disease

	CVI

	
	Cerebrovascular Insufficiency

	CVL
	
	Central Venous Line

	CVP
	
	Central Venous Pressure

	CXR
	
	Chest x-ray

	Cyl
	
	Cylinder


	D
	
	

	D&C
	
	Dilation and curettage

	D/C
	
	Discontinue

	D&E
	
	Dilation and evacuation

	D&I
	
	Dry and Intact

	D1, D2 , etc
	
	First dorsal vertebra second, etc

	D5W
	
	Dextrose 5% water

	DBP
	
	Diastolic Blood Pressure

	DDD
	
	Degenerative disc disease

	Debrid
	
	Debridement

	decub.
	
	Decubitus

	Derm
	
	Dermatology

	Diff
	
	Differential blood count

	Dig.
	
	Digoxin

	DIP
	
	Distal Interphalangeal Joint

	DISH
	
	Diffuse idiopathic skeletal hyperostosis

	DJD
	
	Degenerative joint disease

	DKA
	
	Diabetic ketoacidosis

	dl  
	
	100 ml

	DLE
	
	Disseminated Lupus Erythematosus

	DM
	
	Diabetes Mellitus

	DNA
	
	Deoxyribonucleic acid

	DNR
	
	Do not resuscitate

	DNS
	
	Deviated Nasal Septum

	DOA
	
	Dead on Arrival

	DOB
	
	Date of Birth

	DOE
	
	Dyspnea on Exertion

	DP
	
	Diastolic Pressure

	drsg
	
	Dressing

	DSA
	
	Digital Subtraction Angiography

	DSD
	
	Dry Sterile Dressing

	DSS
	
	Department of Social Services recommend adding 

	DT
	
	Delirium tremens

	DTC
	
	Day Treatment Center 

	DTPA
	
	A chelating agent used by Nuclear Medicine Doesn’t this stand for something?

	DTR
	
	Deep tendon reflexes

	DU
	
	Duodenal Ulcer

	DVT
	
	Deep Vein Thrombosis

	Dx
	
	Diagnosis


	E
	
	

	EAA
	
	Essential amino acids

	EAC
	
	External auditory canal

	EBL
	
	Estimated blood loss

	EBV
	
	Epstein-Barr virus

	Echo
	
	Echocardiogram

	ECHO virus
	
	Enterocytopathogenic human orphan virus

	ECG
	
	Electroencephalogram

	E.Coli
	
	Escherichia coli

	ECT
	
	Electroconvulsive Therapy

	ED
	
	Emergency Department

	EEG
	
	Electroencephalogram

	EENT
	
	Ear, Eye, Nose, Throat

	e.g.
	
	For example

	EGD
	
	Esophagogastroduodenoscopy

	EKG
	
	Electrocardiogram

	ELR
	
	Elevating Leg Rests

	EM
	
	Electron microscopy

	EMG
	
	Electromyogram

	ENG
	
	Electronystagmography

	ENT
	
	Ear, nose, throat

	EOM
	
	Extraocular movement

	EOMI
	
	Extraocular movements intact

	EOS
	
	Eosinophil count

	epith
	
	Epithelium or epithelial

	E.R.
	
	Emergency Room

	ERCP
	
	Endoscopic retrograde cannulation of pancreatic bile duct

	ERPF
	
	Effective renal plasma flow

	ESHF
	
	End Stage Heart Failure

	ESP
	
	Extra sensory perception

	ESR
	
	Erythrocyte sedimentation rate

	ESRD
	
	End stage renal disease

	EST
	
	Electroshock therapy

	E-stim
	
	Electrical Stimulation

	ESWL
	
	Extracorporeal Shock Wave Lithotripsy

	ET tube
	
	Endotracheal tube

	ETA
	
	Estimated Time of Arrival 

	ETOH
	
	Ethanol, alcohol

	ETS
	
	Endotracheal suction

	EUA
	
	Examination under Anesthesia

	Eval
	
	Evaluation

	exc
	
	Excision

	Ex fix
	
	External Fixator


	F
	
	

	Fo or  oF
	
	Fahrenheit

	Fmx
	
	Full maxillary prosthesis

	Fmn
	
	Full mandibular prosthesis

	FA
	
	Fatty acid

	F.B.
	
	Foreign body

	FBS
	
	Fasting blood sugar

	FC
	
	Full crown (tooth)

	FCM
	
	Floor of mouth

	FD
	
	Focal distance

	FDP
	
	Fibrin Degradation Products

	Fe
	
	Iron

	FeSo4
	
	Ferrous Sulfate

	FEV
	
	Forced expiratory volume

	F/F
	
	Upper and lower dentures

	FH
	
	Family history

	Fi02
	
	Fractional Concentration

	FM
	
	Face mask

	FMC
	
	Fine Motor Coordination

	FPP
	
	Fixed partial plate

	FROM
	
	Full Range of Motion

	FSH
	
	Follicle-stimulating hormone

	FSP
	
	Fibrin Split Products

	Ft
	
	feet

	FTA
	
	Fluorescent treponemal antibody

	FTG
	
	Full thickness graft

	FTI
	
	Fluorescent Treponeme Immobilization

	F/U
	
	Follow-up

	FUO
	
	Fever of undetermined or unknown origin

	FVC
	
	Forced vital capacity

	FWB
	
	Full weight bearing

	fx
	
	Fracture


	G
	
	

	g
	
	Gram

	G
	
	Gravida

	GA
	
	General anesthesia

	GB
	
	Gallbladder

	GC
	
	Gonorrhea

	GCS
	
	Glasgow Coma Scale

	GE
	
	Gastroesophageal

	GERD
	
	Gastroesophageal reflux disease

	GG
	
	Gamma Globulin

	GGTP
	
	Gamma Glutamyl Transpeptidase

	GHA
	
	Gluco heptonate 

	GI
	
	Gastrointestinal

	Glu
	
	Glucose

	Glu ox
	
	Glucose oxidase

	gm
	
	Gram

	GMC
	
	Gross Motor Coordination

	G6PD
	
	Glucose 6 Phosphate Dehydrogenase

	Gs
	
	Gross scaling

	gtt
	
	Drops

	GTT
	
	Glucose tolerance test

	GU
	
	Genitourinary

	GXT
	
	Graded Exercise Test

	Gyn
	
	Gynecology


	H
	
	

	H/A
	
	Headache

	HAA
	
	Hepatitis-associated antigen

	HASCVD
	
	Hypertensive arteriosclerotic cardiovascular disease

	HBIG
	
	Hepatitis B immune globulin

	HBP
	
	High blood pressure

	HbcAG
	
	Hepatitis B Core Antigen

	HbsAG
	
	Hepatitis B Surface Antigen

	HBV
	
	Hepatitis B virus

	HCG
	
	Human Chorionic Gonadotropin

	Hct
	
	Hematocrit

	HCTZ
	
	Hydrochlorothiazide

	HCVD
	
	Hypertensive Cardiovascular Disease

	HDL
	
	High density lipoprotein

	H&E
	
	Hemorrhage and exudate 

	HEENT
	
	Head, Eyes, Ears, Nose, Throat

	Hg
	
	Mercury

	Hgb
	
	Hemoglobin

	HGH
	
	Human Growth Hormone

	HGR
	
	Heaves, Gallops, Rubs

	H&H
	
	Hemoglobin and hematocrit

	HIV
	
	Human Immunodeficiency Virus

	HJR
	
	Hepatojugular reflux (reflex)

	HLA
	
	Human Leukocyte Antigen

	HOH
	
	Hard of hearing

	H20
	
	Water

	HOP
	
	High Oxygen Pressure 

	HNP
	
	Herniated nucleus pulposus

	H&P
	
	History and Physical

	HPI
	
	History of present illness

	/hpf
	
	Per high powered field 

	H. Pylori
	
	Helicobacter Pylori

	hr
	
	Hour

	HR
	
	Heart rate

	h.s.
	
	Hour of sleep, at bedtime

	HSA
	
	Human serum albumen

	HSM
	
	Hepatosplenomegaly

	ht
	
	Height

	HTLV
	
	Human T-Lymphotrophic virus

	HTN
	
	Hypertension

	HVD
	
	Hypertensive Vascular Disease

	Hx
	
	History


	I
	
	

	IASD
	
	Interatrial Septal Defect 

	IB
	
	Inclusion body

	IBC
	
	Iron binding capacity

	IBW
	
	Ideal body weight

	ICCE
	
	Intracapsular cataract extraction

	ICH
	
	Intracerebral hemorrhage

	ICS
	
	Intercostal space

	ICU
	
	Intensive Care Unit

	I&D
	
	Incision and drainage

	IDDM
	
	Insulin Dependent Diabetes Mellitus

	i.e
	
	For example

	Ig
	
	Immunoglobulin

	IgA
	
	Immunoglobulin A

	IgD
	
	Immunoglobulin D

	IgE
	
	Immunoglobulin E

	IgG
	
	Immunoglobulin G

	IgM
	
	Immunoglobulin M

	IHSS
	
	Idiopathic hypertrophic subaortic stenosis

	IM
	
	Intramuscular

	Imp
	
	Impression

	IMV
	
	Intermittent mandatory ventilation

	In
	
	Inch

	inf
	
	Inferior

	INH
	
	Isoniazid

	Inj
	
	Injection

	Insp
	
	Inspiration or inspiratory

	I&O
	
	Intake and output

	IOL
	
	Intraocular Lens

	Ionto
	
	Iontophoresis 

	IP
	
	Interphalangeal Joint

	I&P
	
	Impression and Plan

	IPH
	
	Inflammatory Papillary Hyperplasia

	IPPB
	
	Intermittent Positive Pressure Breathing

	IQ
	
	Intelligence quotient

	IR
	
	Internal Rotation

	IRM
	
	Intermediate restorative material

	IRV
	
	Inspiratory Reserve Volume

	IS
	
	Incentive Spirometry

	IT
	
	Incentive therapy 

	ITP
	
	Idiopathic thrombocytopenic purpura

	IUD
	
	Intrauterine device

	IUP
	
	Intrauterine Pregnancy

	IV
	
	Intravenous

	IVC
	
	Intravenous Cholangiogram

	IVCD
	
	Intraventricular Conduction Defect

	IVH
	
	Intravenous Hyperalimentation

	IVP
	
	Intravenous Pyelogram

	IVBP
	
	Intravenous Piggyback

	IVSD
	
	Interventricular Septal Defect

	IWMI
	
	Inferior Wall Myocardial Infarction

	IWR
	
	Ideal Weight Range


	J
	
	

	Jt
	
	Joint

	Jt mobs
	
	Joint Mobilizations

	JVD
	
	Jugular Venous Distension

	JVP
	
	Jugular Venous Pressure


	K
	
	

	K
	
	Potassium

	KAFO
	
	Knee Ankle Foot Orthosis

	kcal
	
	Kilocalorie

	K Cl
	
	Potassium Chloride

	K-wire
	
	Kirschner wire

	kg
	
	Kilogram

	Kg-cal
	
	Kilocalorie

	KJ
	
	Knee jerk

	km
	
	Kilometer

	KUB
	
	Kidney, ureter, bladder

	KVO
	
	Keep vein open


	L
	
	

	L
	
	Liter

	L&S

	
	Ligation and stripping

	lab
	
	Laboratory

	LAD
	
	Left anterior descending

	LAE
	
	Left Atrial Enlargement

	LAH
	
	Left Atrial Hypertrophy

	LAP
	
	Leukocyte (neutrophil) alkaline phosphates

	LAQ
	
	Long Arc Quadriceps Exercise

	lat
	
	Lateral

	lb
	
	Pound

	LBBB
	
	Left bundle branch block

	LBM
	
	Lean body mass

	LBP
	
	Low Back Pain

	LCL
	
	Lateral Collateral Ligament

	LCT
	
	Long chain triglycerides

	LDH
	
	Lactic dehydrogenase (serum enzyme)

	LE
	
	Lower extremity

	L.E.
	
	Lupus erythematous, L.E. cell, L.E. prep

	LFT
	
	Liver function tests

	LGA
	
	Large for Gestational Age

	LGV
	
	Lymphogranuloma venereum

	LH
	
	Luteinizing hormone

	Li or LiCO3
	
	Lithium

	LIH
	
	Left inguinal hernia

	liq
	
	Liquid recommended removal

	LLC
	
	Long Leg Cast

	LLE
	
	Left lower extremity

	LLL
	
	Left lower lobe-lung

	LLQ
	
	Left lower quadrant-abdomen

	LMP
	
	Last menstrual period

	LNMP
	
	Last normal menstrual period

	LOA
	
	Left Occipitoanterior

	LOC
	
	Loss of consciousness

	LOM
	
	Left Otitis Media

	LOP
	
	Left Occipitoposterior

	LOT
	
	Left Occipitotransverse

	LP
	
	Lumbar puncture

	LPF
	
	Leukocytosis-prompting factor

	Lpm
	
	Liters per minutes

	LRD
	
	Least Restrictive Device

	LR
	
	Lactated Ringers

	LS
	
	Lumbosacral

	LSD
	
	Lysergic acid diethylamide

	Lt
	
	Left

	LT
	
	Low transverse

	LUE
	
	Left upper extremity

	LUL
	
	Left upper lobe-lung

	LUQ
	
	Left upper quadrant-abdomen pressure

	LV
	
	Left ventricle

	LVEDP
	
	Left ventricular end-diastolic pressure

	LVEF
	
	Left ventricular ejection fraction

	LVH
	
	Left ventricular hypertrophy

	LWMI
	
	Lateral Wall Myocardial Infarction

	lytes
	
	Electrolytes


	M
	
	

	M
	
	Murmur

	MAA
	
	Macroaggregated albumin

	MAC
	
	Mid-arm circumference

	MAE
	
	Moves all extremities

	MAL
	
	Midaxillary line

	MAMC
	
	Mid-arm muscle circumference

	Mand
	
	Mandibular

	MAT
	
	Manual Arts Therapy

	MBC
	
	Maximum breathing capacity

	MCA
	
	Middle cerebral artery

	mcg
	
	Microgram

	MCH
	
	Mean corpuscular hemoglobin

	MCHC
	
	Mean corpuscular hemoglobin concentration

	mCi
	
	Millicurie

	MCL
	
	Medial Collateral Ligament

	MCP
	
	Metacarpophalangeal joint

	MCR
	
	Metabolic clearance rate

	MCT
	
	Medium chain triglycerides

	MCV
	
	Mean corpuscular volume

	MDP
	
	Methylene (bone imaging agent)

	MDR
	
	Minimum daily requirements

	MEA
	
	Multiple endocrine adenomatosis

	Meds
	
	Medications

	mEq (mEq/L)
	
	Milliequivalent (per liter)

	MET
	
	Metabolic equivalents

	MEV
	
	Million electron volts

	mg
	
	Milligram

	mg%
	
	Milligram per deciliter

	MGA
	
	Striated muscle antibodies

	MI
	
	Myocardial infarction

	MIP
	
	Metacarpal interphalangeal

	ml
	
	Milliliter

	mm
	
	Millimeter

	MmHg
	
	Millimeters of Mercury

	MMPI
	
	Minnesota Multiphasic Personality Inventory

	MMSE
	
	Mini-Mental state exam

	MMT
	
	Manual Muscle Test

	Mn
	
	Manganese

	mono
	
	Monocyte

	mOsm
	
	Milliosmole

	mOsm/L
	
	Milliosmole per liter

	MP
	
	Menstrual period

	MPV
	
	Mean Platelet Volume

	MR
	
	Mitral Regurgitation

	MRI
	
	Magnetic Resonance Imaging

	MRSA
	
	Methicillin Resistant Staphylococcus Aureus

	MS
	
	Multiple Sclerosis

	M.St.
	
	Mitral stenosis

	MSL
	
	Midsternal line

	MTA
	
	Mitochondrial antibodies

	MTHR
	
	Maximum Target Heart Rate

	mu
	
	Millimicron

	MUGA
	
	Multigated Acquisition

	MULTIVITS
	
	Multivitamins

	MVA
	
	Motor-vehicle Accident

	MVD
	
	Maximum venous drainage

	MVI
	
	Multivitamin infusion solution

	MVP
	
	Mitral valve prolapse

	MVR
	
	Mitral valve replacement

	MVV
	
	Maximum voluntary ventilation


	N
	
	

	Na
	
	Sodium

	NAS

	
	No added salt

	NBQC
	
	Narrow Base Quad Cane

	nc
	
	Nasal Cannula

	NC/AT
	
	Normocephalic a traumatic

	NCS

	
	No concentrated sweets

	NCV
	
	Nerve conduction velocities

	NDNA
	
	Native deoxyribose nucleic acid

	Neb
	
	Nebulizer

	neg
	
	Negative

	NET
	
	Nasoendotracheal Tube

	Neuro
	
	Neurology or neurologic

	NG
	
	Nasogastric

	NH3
	
	Ammonia

	NHCU
	
	Nursing Home Care Unit

	NIDDM
	
	Non-insulin dependent diabetes mellitus

	NKA
	
	No known allergies

	NKDA
	
	No know drug allergies

	nl
	
	Normal limits

	NMF
	
	Neuromuscular facilitation

	Noct
	
	Nocturnal

	No.
	
	Number

	NPH
	
	Neutral Protamine Hagedorn-NPH insulin

	NPO
	
	Nothing by mouth

	NRBC
	
	Nucleated red blood cell

	N.R.C.
	
	Normal retinal correspondence

	N/S
	
	Normal saline

	NSAID
	
	Non-steroidal anti-inflammatory

	NSR
	
	Normal sinus rhythm

	NST
	
	Non-stress test

	NSVD
	
	Normal Spontaneous Vaginal Delivery

	NT
	
	Nasal tracheal

	NTG
	
	Nitroglycerin

	Nut
	
	Nutrition

	NWB
	
	Non weight bearing

	N&V
	
	Nausea and vomiting 


	O
	
	

	O:
	
	Objective

	O2
	
	Oxygen

	O2  cap
	
	Oxygen capacity

	O2 sat
	
	Oxygen saturation

	OB
	
	Obstetrics

	ob
	
	Occult blood

	OBS
	
	Organic brain syndrome

	obst
	
	Obstruction

	OCG
	
	Oral cholecystogram

	OCT
	
	Oxytocin challenge test

	OD
	
	Right eye (oculus dexter)

	OG
	
	Orogastric

	OH
	
	Oral hygiene

	OHI
	
	Oral hygiene instruction

	OINT
	
	Ointment

	OKN
	
	Optokinetic nystagmus

	OM
	
	Otitis media

	O.N.C.
	
	Over the needle catheter

	oob
	
	Out of bed

	op
	
	Operation

	OPCD
	
	Olivopontocerebellar degeneration

	OPG
	
	Oculoplethysmography

	Ophth
	
	Ophthalmology or ophthalmologic

	OR
	
	Operating Room

	ORIF
	
	Open reduction internal fixation

	Oriented x3
	
	Oriented to person, place and time

	Ortho
	
	Orthopedics or orthopedic

	OS
	
	Left eye (Oculus Sinister)

	Osteo
	
	Osteomyelitis

	Osx.
	
	Oral surgery

	OT
	
	Occupational Therapy

	OTC
	
	Over the counter

	Oto
	
	Otology

	OU
	
	Both eyes together (oculi unitas)

	oz
	
	Ounce


	P
	
	

	P:
	
	Plan

	P
	
	Pulse 

	P2
	
	Pulmonic second heart sound

	P/
	
	Maxillary partial prosthesis

	P/F
	
	Partial upper and full lower dentures

	P1
	
	Pulmonic first sound

	/P
	
	Mandibular partial prosthesis

	P&A
	
	Percussion and auscultation 

	P-A
	
	Posteroanterior

	PAC
	
	Premature atrial  contraction 

	PAD
	
	Provisional anatomic diagnosis

	PAF
	
	Paroxysmal Atrial Fibrillation

	PA line
	
	Pulmonary artery line

	PAN
	
	Panorex x-ray

	PAP smear
	
	Papanicolaou Smear

	PAR
	
	Post-anesthesia Recovery

	Para
	
	# of Pregnancies

	PARR
	
	Post Anesthesia Recovery Room

	PASA, PAS
	
	Para-aminosalicylic acid

	PAT
	
	Paroxysmal atrial tachycardia 

	Path
	
	Pathology

	pb
	
	Lead

	PBI
	
	Protein-Bound Iodine

	p.c.
	
	After meals

	PCA
	
	Patient Controlled Analgesia

	PCL
	
	Posterior Cruciate Ligament

	PCN
	
	Penicillin

	PCM
	
	Protein Calorie malnutrition

	PCO2
	
	Partial pressure of carbon dioxide

	PCWP
	
	Pulmonary Capillary Wedge Pressure

	PD/
	
	Maxillary partial denture keep?

	/PD
	
	Mandibular partial denture Keep?

	PDA
	
	Patent Ductus Arteriosus

	PDH
	
	Past Dental History

	PX)
	
	Physical Exam

	PE
	
	Pulmonary Embolus

	PEEP
	
	Positive End Expiratory Pressure

	PEFR
	
	Peal Expiratory Flow Rate

	PEG
	
	Percutaneous endoscopic gastrostomy

	PEM
	
	Protein energy malnutrition

	Perio
	
	Periodontal

	PERRLA
	
	Pupils, equal round, and reactive to light and accommodation

	PETN
	
	Pentaerythritol tetranitrate

	pf
	
	Plantar Flexion

	PFI
	
	Profile I

	PFII
	
	Profile II

	PFIII
	
	Profile III

	PFM
	
	Porcelain fused to metal crown

	PFMC
	
	Porcelain fused to metal crown

	PFR
	
	Peak flow rate

	PFT
	
	Pulmonary Function Test

	ph
	
	Hydrogen ion concentration; acidity

	PHACO
	
	Phacoemulsification

	P&I
	
	Patent & Intact

	PID
	
	Pelvic inflammatory disease

	PIE
	
	Pulmonary Interstitial Emphysema

	PIP
	
	Peak Inspiratory Pressure

	PIP joint
	
	Proximal interphalangeal joint

	PIVC
	
	Prolonged Intraventricular Conduction

	PJC(s)
	
	Premature junctional contracture

	PK
	
	Psycho kinesis

	PKU
	
	Phenylketonuria (test

	PLT
	
	Platelet

	pm
	
	After noon 

	PMH
	
	Past medical history

	PMI
	
	Point of maximum impulse

	PMN
	
	Polymorphonuclear neutrophil

	PMP
	
	Past Menstrual Period

	PMR
	
	Polymyalgia rheumatica

	PNB
	
	Prostate needle biopsy recommended removal

	PNC
	
	Peripheral Nerve Clinic

	PND
	
	Paroxysmal nocturnal dyspnea

	PNF
	
	Proprioceptive Neuromuscular Facilitation

	po
	
	By mouth

	PO2
	
	Partial Pressure of Oxygen

	POA
	
	Para-osteoarthropathy

	POD
	
	Postoperative day

	POI
	
	Post-Operative Instructions

	Polys, PML
	
	Polymorphonuclear leukocytes

	Porc
	
	Porcelain 

	Post
	
	Posterior

	Post op
	
	Post-Operative

	PP
	
	Postpartum

	PPA
	
	Pedal pulse absent

	PPD
	
	Purified protein derivative (tuberculin)

	ppm
	
	Parts per million

	PPP
	
	Pedal pulse present

	pr
	
	Per rectum

	PR
	
	P wave to the R wave interval in the ECG/EKG reading

	PRBC
	
	Packed red blood cells

	Prep
	
	Preparation

	Pre op
	
	Preoperative

	PRI
	
	Patient review instrument 

	prn
	
	As necessary

	Prog
	
	Prognosis

	PROM
	
	Passive Range of Motion

	pro time
	
	Prothrombin time

	PRROM
	
	Progressive Resistive Range of Motion

	PRRP
	
	Psychiatric Residential Rehabilitation Program

	PSA
	
	Prostate-specific antigen

	Psi
	
	Pounds Per Square Inch

	PSIS
	
	Posterior Superior Iliac Spine

	PSP
	
	Phenolsulfonphthalein

	PSV
	
	Pressure Support Ventilation

	Psych
	
	Psychiatry

	PT
	
	Prothrombin time

	P.T.
	
	Physical Therapy

	pt
	
	Patient 

	PTA
	
	Prior to admission

	PTB
	
	Patella Tendon Bearing

	PTCA
	
	Percutaneous transluminal coronary angioplasty

	PTI
	
	Prepare, Temporize and Impression

	PTSD
	
	Post-traumatic Stress Disorder

	PTT
	
	Partial thromboplastin time

	PUD
	
	Peptic ulcer disease

	PVC
	
	Premature ventricular contraction

	PVD
	
	Peripheral vascular disease

	PVR
	
	Post void residual

	PWB
	
	Partial Weight Bearing

	PX
	
	Prognosis


	Q
	
	

	q.a.m.
	
	Every morning

	QC
	
	Quality control 

	q.d.
	
	Every day

	q.h.s.
	
	Every hour of sleep

	q.i.d.
	
	Four times daily

	QNS
	
	Quantity not sufficient

	q.o.d.
	
	Every other day

	QT
	
	EKG interval

	quad
	
	Quadrant


	R
	
	

	RA
	
	Rheumatoid arthritis

	RAD
	
	Radiation absorbed dose 

	RAI
	
	Radioactive Iodine

	RAM
	
	Rapid alternating movements

	RAP
	
	Right atrial pressure

	RBBB
	
	Right bundle branch block

	RBC/rbc
	
	Red blood count /Red blood cell

	RBF
	
	Renal blood flow

	RBS
	
	Random Blood Sugar

	RCA
	
	Right coronary artery

	RCF
	
	Root canal filling

	rcm
	
	Right costal margin

	RCT
	
	Root canal therapy

	RCU
	
	Respiratory Care Unit

	RDA
	
	Recommended daily allowances

	RDS
	
	Respiratory distress syndrome

	RDW
	
	Red cell distribution width

	re
	
	Regarding

	Rec.
	
	Recommend

	Reg
	
	Regular (Diet)

	Rehab
	
	Rehabilitation

	Rests
	
	Restorations (fillings)

	retics
	
	Reticulocytes

	RF
	
	Rheumatoid factor

	Rh
	
	Rhesus blood factor

	RHD
	
	Rheumatic heart disease

	Rh neg
	
	Rhesus Factor Negative

	Rh pos
	
	Rhesus Factor Positive

	RI
	
	Radioisotope

	RIA
	
	Radioimmune assay

	RIF
	
	Right internal fixation

	RIH
	
	Right inguinal hernia

	RISA
	
	Radio iodinated serum albumin

	RLE
	
	Right lower extremity

	RLL
	
	Right lower lobe-lung

	RLQ
	
	Right lower quadrant-abdomen

	RML
	
	Right middle lobe-lung

	Rn
	
	Radon

	RNA
	
	Ribonucleic acid

	R/O
	
	Rule out

	ROA
	
	Right occipital-anterior

	ROM
	
	Range of motion 

	ROP
	
	Right occipital-posterior

	ROS
	
	Review of systems

	ROT
	
	Right occipital-transverse

	RPF
	
	Renal plasma flow

	RPP
	
	Rate Pressure Product

	RPR
	
	Rapid plasma reagin

	RQ
	
	Respiratory quotient

	rpm
	
	Revolutions per minutes recommended removal

	RR
	
	Recovery room

	RROM
	
	Resisted Range of Motion

	RRE
	
	Round, regular and equal

	RRR
	
	Regular rate and rhythm

	RSA
	
	Right sacro-anterior

	RSB
	
	Right sternal border

	RSR
	
	Regular sinus rhythm

	RSP
	
	Right sacro-posterior

	Rt
	
	Right

	RTC
	
	Return to clinic recommended removal

	RUE
	
	Right upper extremity

	RUL
	
	Right upper lobe-lung

	RUQ
	
	Right upper quadrant-abdomen

	RVH
	
	Right Ventricular Hypertrophy

	Rx
	
	Prescription


	S
	
	

	S:
	
	Subjective

	S/P
	
	Status post operative

	S3, S4
	
	Third, fourth heart sound

	S&A
	
	Sugar and acetone 

	S&P
	
	Scaling & prophylaxis (cleaning)

	S/R
	
	Suture removal

	SA
	
	Sinoatrial

	SAH
	
	Subarachnoid hemorrhage

	Sat
	
	Saturation

	SAQ
	
	Short Arc Quadriceps Exercise

	SARRTP
	
	Substance Abuse Residential Rehabilitation Treatment Program

	SATP
	
	Substance Abuse Treatment Program

	sb
	
	Side Bend

	SB
	
	Sinus Bradycardia

	SBE
	
	Subacute Bacterial Endocarditis

	sbl
	
	Side Bend Left

	SBO
	
	Small bowel obstruction

	SBP
	
	Systolic Blood Pressure

	sbr
	
	Side Bend Right

	SQ
	
	Subcutaneous

	SCI
	
	Spinal Cord Injury

	SC I thru VI
	
	Indicates the Dental Service-connected categories for eligible veterans

	SC/RP
	
	Scale and root planning

	SDAT
	
	Senile dementia of Alzheimer's type

	SDH
	
	Subdural hematoma

	SDOH
	
	State Department of Health

	sed. rate
	
	Erythrocyte sedimentation rate

	SGOT
	
	Serum Glutamic Oxaloacetic Transaminase

	SGPT
	
	Serum Glutamic Pyruvic Transaminase

	S.H.F.
	
	Standard Heparin Flush

	S-I
	
	Sacroiliac

	SIADH
	
	Syndrome of inappropriate Antidiuretic hormone

	sig.
	
	Let it be labeled

	SL
	
	sublingual 

	SLE
	
	Systemic lupus erythematosus

	SMA
	
	Smooth muscle antibodies

	SMA-12
	
	12 Channel biochemical profile

	SMR
	
	Submucous resection

	SNAGS
	
	Sustained Natural Apophyseal Glides

	SOB
	
	Short of breath

	sol
	
	Solution

	sono
	
	Sonogram (ultrasound)

	SO2
	
	Oxygen saturation

	S/P
	
	Status post

	spec
	
	Specimen recommended removal

	SPEP
	
	Serum protein electrophoresis

	sp.gr.
	
	Specific gravity

	sph
	
	Spherical or spherical lens

	SPS
	
	Stand-pivot-sit

	SPT
	
	Stand Pivot Transfer

	SR
	
	Sinus rhythm

	SROM
	
	Self Range of Motion

	s/s
	
	Signs and symptoms

	Staph
	
	Staphylococcus

	STAT
	
	Immediately

	STD
	
	Sexually Transmitted Disease

	STG
	
	Split thickness graft

	STH
	
	Somatotropic hormone (lab test)

	STS
	
	Serological test for syphilis

	STSG
	
	Split thickness skin graft

	Strep
	
	Streptococcus 

	Supp
	
	Suppository

	Surg
	
	Surgery 

	SV
	
	Sacral vertebrae

	SVG
	
	Saphenous vein graft

	SVR
	
	Systemic vascular resistance

	SVT
	
	Supraventricular tachycardia

	SWD
	
	Short wave diathermy

	sympt.
	
	Symptoms


	T
	
	

	T1 , T2 etc.
	
	First thoracic vertebra, Second thoracic vertebra, etc

	T3
	
	Triiodothyronine (lab test)

	T4
	
	Thyroxine (lab test)

	T&A
	
	Tonsillectomy and adenoidectomy

	Tab(s)
	
	Tablet(s)

	TAH
	
	Total Abdominal Hysterectomy

	TAHBSO
	
	Total Abdominal Hysterectomy with Bilateral Salpingo-Oophorectomy

	TAPVR
	
	Total Anomalous Pulmonary Venous Return

	TB
	
	Tuberculosis

	TBI
	
	Traumatic Brain Injury

	Tbsp.
	
	Tablespoon

	TBW
	
	Total Body Weight

	TCU
	
	Transitional Care Unit

	TDWB
	
	Touch Down Weight Bearing

	TE
	
	Tracheoesophageal

	Tech
	
	technician 

	Temp
	
	Temperature

	TENS
	
	Transcutaneous electrical nerve stimulation

	TER
	
	Transurethral electro resection

	TFA
	
	Tran femoral Angiogram

	TFM
	
	Transverse Friction Massage

	TG
	
	Triglycerides

	tha
	
	Thyroid antibodies 

	TIA
	
	Transient ischemic attack

	TIBC
	
	Total iron binding capacity

	t.i.d.
	
	Three times daily

	TKA
	
	Total Knee Arthroplasty

	TKR
	
	Total knee replacement

	TL
	
	Total laryngectomy

	TLC
	
	Total lung capacity

	TM
	
	Tympanic

	TMJ
	
	Temporomandibular joint

	T.N.M
	
	Tumor, Nodes, Metastases (cancer staging)

	T&P
	
	Turned and positioned

	TP
	
	Total protein

	TPA
	
	Tissue Plasminogen Activator

	TPH
	
	Trans sphenoidal Hypophysectomy

	TPI
	
	Treponema pallidum immobilization

	TPN
	
	Total parenteral nutrition

	TPR
	
	Temperature, Pulse, Respiration

	TR
	
	Tincture

	Trach
	
	Tracheostomy

	Troch
	
	Lozenge

	TRP
	
	Therapeutic root planning (dental)

	TSF
	
	Triceps skin fold

	TSH
	
	Thyroid stimulating hormone

	tsp.
	
	Teaspoon

	TSS
	
	Toxic Shock Syndrome

	TTP
	
	Tine test positive

	TUR
	
	Transurethral resection

	TURBT
	
	Transurethral resection of a bladder tumor

	TURP
	
	Transurethral resection of the prostate

	TV
	
	Total Volume

	TVC
	
	Total vital capacity

	TVH
	
	Total Vaginal Hysterectomy

	TVO
	
	Telephone Verbal Order

	Tx
	
	Treatment


	U
	
	

	UA
	
	Uric acid

	U/A
	
	Urinalysis

	uCi
	
	Micro curie

	UE
	
	Upper extremity

	UGI
	
	Upper gastrointestinal Series

	UL
	
	Upper left

	ung
	
	Ointment 

	UPJ
	
	Ureteropelvic junction

	UR
	
	Upper right

	U.R.I
	
	Upper respiratory infections

	US
	
	Ultrasound

	UTI
	
	Urinary Tract Infection

	UV
	
	Ultraviolet

	UVJ
	
	Ureterovesical junction


	V
	
	

	V
	
	Vision

	va
	
	Visual acuity

	Vag.
	
	Vaginal

	VATER
	
	Vertebra Artery Trachea Extremity Renal

	VBAC
	
	Vaginal Birth After Cesarean Section

	VBG
	
	Venous blood gas

	vc
	
	Acuity of color vision

	VC
	
	Vital capacity

	VCU
	
	Voiding Cystourethrogram

	VD
	
	Venereal disease

	VDRL
	
	Venereal Disease Research Laboratory

	Vent
	
	Ventilator

	Vet
	
	Veteran

	vf
	
	vision field 

	VF, V-fib
	
	Ventricular fibrillation

	VH
	
	Vaginal Hysterectomy

	Vit.
	
	Vitamin (when followed by specific letter; i.e. Vit. A)

	VMO
	
	Vastus Medialis Muscle

	VPB
	
	Ventricular premature beat

	VQ
	
	Ventilation perfusion scan

	VR
	
	Vocal resonance

	VS
	
	Vital signs

	VSD
	
	Ventricular Septal Defect

	VSS
	
	Vital signs stable

	VT
	
	Ventricular tachycardia

	V-tach
	
	Ventricular Tachycardia

	VTX
	
	Vertex


	W
	
	

	WAIS
	
	Wechsler Adult Intelligence Scale

	WAIS-R
	
	Wechsler Adult Intelligence Scale – Revised

	Wass
	
	Wasserman 

	WB
	
	Weight Bearing

	WBAT
	
	Weight Bearing As Tolerated

	WBC/wbc
	
	White blood count/white blood cells

	WBQC
	
	Wide Base Quad Cane

	W/C
	
	Wheel chair

	WD
	
	Well-developed

	WF
	
	White female

	WFL
	
	Within functional limits

	WL
	
	Wave length

	WM
	
	White male

	WN
	
	Well nourished

	WNL
	
	Within normal limits

	WP
	
	Whirlpool

	WPW
	
	Wolff Parkinson-White Syndrome

	Wt.
	
	Weight

	W/u
	
	Work Up


	X, Y, Z
	
	

	x
	
	Times

	XRT
	
	Radiation Therapy

	y/o
	
	Year old

	Zn
	
	Zinc

	ZnOPO4
	
	Zincoxyphospate cement


Section 4:

Approved Administrative Abbreviations To Use
	A&A
	
	Aid and attendance

	A.C.S.
	
	American College of Surgeons

	A.D.A.
	
	American Dental Association

	A.H.A.
	
	American Hospital Association

	A.T.
	
	Addiction Therapist 

	AABB
	
	American Association Of Blood Banks

	AC 
	
	Ambulatory Care 

	ACOS
	
	Associate Chief of Staff

	ACP
	
	American College of Physicians

	ADA
	
	American Diabetes Association

	ADC
	
	Average daily census

	ADHC
	
	Adult Day Health Care 

	Adm
	
	Admission

	ADP/NS
	
	Associate Director for Patient/Nursing Service

	AFIP 
	
	Armed Forces Institute of Pathology

	AI
	
	Administrative Investigation

	ALOS
	
	Average length of stay

	AMIE
	
	Automated Management Information Exchange System

	ANA
	
	American Nurses' Association

	AO
	
	Agent Orange

	AOD
	
	Administrative Officer of the Day

	APN
	
	Advanced Practice Nurse

	ASA
	
	American Society of Anesthesiologists

	ASCII
	
	American Standards. …

	ASCP
	
	American Society of Clinical Pathologists

	ASU
	
	Ambulatory Surgery Unit

	AWOL
	
	Absent without official leave

	BC 
	
	Blind Copy

	BVAC
	
	Behavioral Heath Care

	C&P
	
	Credentialing and Privileging 

	C.D.
	
	Certified Dietitian

	C.N.S.
	
	Clinical Nurse Specialist

	C.P.H.Q.
	
	Certified Professional In Healthcare Quality

	C.R.T.T.
	
	Certified Respiratory Technician

	C.S.W.
	
	Certified Social Worker

	C.T.R.S.
	
	Certified Therapeutic Recreation Specialist

	CARP
	
	Council on American Rehabilitation Facilities

	CASAC
	
	Credentialed Alcoholism and Substance Abuse Counselor

	CBOC
	
	Community based Outpatient Clinic recommend adding

	CBOP
	
	Community Based Outpatient Practice

	CCC-AUD
	
	Certificate of Clinical Competence - Audiology

	CCC-SLP
	
	Certificate of Clinical Competence - Speech /Language Pathology

	CDRP
	
	Chemical Dependency Rehabilitation Program

	CHAMPUS
	
	Civilian Health and Medical Program of the Uniformed Services

	CHAMPVA
	
	Civilian Health and Medical Program of the Veterans Administration

	CHR
	
	Consolidated Health Record

	CMT
	
	Certified Medical Transcriptionist

	CNH
	
	Contract or Community Nursing Home

	COB
	
	Close of Business

	COS
	
	Chief of Staff

	COTA
	
	Certified Occupational Therapy Assistant

	CPRS
	
	Computerized Patient Record System

	CR
	
	Cancer Registry

	CWB
	
	County Welfare Board

	CWD
	
	County Welfare Department

	D&T
	
	Diagnostic & Therapeutics

	D.A.A.
	
	Domiciliary Administrative Assistant

	D.D.S.
	
	Doctor of Dental Surgery

	D.O.
	
	Doctor of Osteopathy

	DD
	
	Direct Deposit

	DOD
	
	Department of Defense or Date of Discharge or Date of Death

	DVA
	
	Department of Veterans Administration


	DVAVS
	
	Department of Veterans Affairs Volunteer Service

	e.g.
	
	For example

	EEO
	
	Equal Employment Opportunity

	EOD
	
	Entrance on duty

	EOM
	
	End of month

	EOY
	
	End of year

	EPRP
	
	External Peer Review Program

	EXT.
	
	Extension 

	F.E.G.L.I.
	
	Federal Employee Group Life Insurance

	F.I.C.A.
	
	Federal Insurance Contribution Act

	FLSA
	
	Fair Labor Standards Act

	FT
	
	Full-time

	FTE
	
	Full-time equivalent

	FTEE
	
	Full-time employee equivalent

	FTPA
	
	Full-time permanent appointment

	FTS
	
	Federal Telecommunications System

	FY
	
	Fiscal year (October1 – September 30)

	G&L
	
	Gains and Losses

	GAF
	
	Global Assessment of Functioning

	GEC
	
	Geriatric and Extended care

	GS
	
	General Schedule

	GSA
	
	General Services Administration

	HAS
	
	Health Administration Service

	HBPC
	
	Home Based Primary Care

	HFMEA
	
	Healthcare Failure Mode and Effects Analysis

	HIMS
	
	Health Information Management Service 

	I.C.N
	
	Infection Control Nurse

	i.e.
	
	That is

	ICD-9-CM
	
	International Classification of Diseases – Clinical Modification

	ICDA
	
	International Classification of Diseases Adapted

	IG
	
	Inspector General

	IRS
	
	Internal Revenue Service

	IS
	
	Information Systems

	JCAHO 
	
	Joint Commission on Accreditation of Healthcare Organizations 

	K.T.
	
	Kinesiotherapist

	K.T.A.
	
	Kinesiotherapy Assistant

	LOA
	
	Leave of Absence

	LOS
	
	Length of stay

	LPN
	
	Licensed Practical Nurse

	LWOP
	
	Leave without pay

	M&R
	
	Maintenance and Repair

	M.D.
	
	Medical Doctor

	M.I.T.
	
	Medical Instrument Technician

	M.O.D
	
	Medical Officer of the Day

	MAA
	
	Medical Administration Assistant

	Mgmt
	
	Management

	MHC
	
	Mental Hygiene Clinic

	MIA
	
	Missing in Action

	MRC
	
	Medical Records Committee

	MSW
	
	Masters Social Worker

	MVAC
	
	Medical VA Care

	N.A.
	
	Nursing Assistant

	N.P.
	
	Nurse Practitioner

	NCPS
	
	National Center for Patient Safety

	NCQA
	
	National Committee Quality Assurance

	NH
	
	Nursing Home

	NHCU
	
	Nursing Home Care Unit see above

	NOS
	
	Not Otherwise Specified

	NSC
	
	Non-service connected

	nsg
	
	Nursing

	OD
	
	Officer of the Day

	OPM
	
	Office of personnel Management

	OPT
	
	Outpatient 

	OPT/NSC
	
	Outpatient Non-service connected

	OPT/SC
	
	Outpatient Service connected

	OTR
	
	Certified Occupational Therapist

	OWCP
	
	Office of Workers Compensation

	P.A.
	
	Physicians Assistant

	P.A.P.
	
	Patient's Assistance Program

	P.T.
	
	Physical Therapist

	P.T.A.
	
	Physical Therapy Assistant

	PCG
	
	Primary Care Group

	PD
	
	Position Description

	PDR
	
	Physician's Desk Reference

	PG
	
	Persian Gulf

	Pharm. D.
	
	Doctor of Pharmacy

	PHE
	
	Patient Health Education

	PI
	
	Preventative Index

	PIR 
	
	Patient Incident Report

	PL
	
	Public Law

	PM
	
	Performance Management 

	PM&R
	
	Physical Medicine and Rehabilitation

	PMR Therapist
	
	Physical Medicine & Rehabilitation Therapist

	POW
	
	Prisoner of War

	PRRTP
	
	Psychiatric Residential Rehabilitation Treatment Program 

	PSRS
	
	Patient Incident Reporting System

	PTE
	
	Peacetime Enlistment

	PTF
	
	Patient treatment file

	PVAP
	
	Prevocational Apprenticeship Program

	R. Ph.
	
	Registered Pharmacist

	R.D.
	
	Registered Dietitian

	R.N.
	
	Registered Nurse

	R.P.A.
	
	Registered Physicians Assistant 

	R.P.T
	
	Registered Physical Therapist

	R.T.
	
	 Recreation Therapist

	RCA
	
	Root Cause Analysis

	RDMS
	
	Registered Diagnostic Medical Stenographer

	Reg
	
	Regulation

	RHIA
	
	Registered Health Administration Administrator 

	RHIT
	
	Registered Health Information Technician 

	RIF
	
	Reduction in Force

	ROI
	
	Release of Information

	RT
	
	Radiologic Therapist 

	RT®(CT)
	
	Radiologic Technologist Registered Computed Tomography

	RTD
	
	Return to duty

	S.W.A.
	
	Social Work Associate

	SARRTP
	
	Substance Abuse Residential Rehabilitation Treatment Program 

	SATP
	
	Substance Abuse Treatment Program

	SAW
	
	Spanish American War

	SC
	
	Service connected

	SF
	
	Standard Form

	SL
	
	Service Line

	SS
	
	Social Services 

	ss
	
	Subsection

	SSA
	
	Social Security Administration

	SSDB
	
	Social Security Disability Benefit 

	SSI
	
	Social Security Income

	SSN 
	
	Social Security Number

	SW
	
	Social Worker

	SWS
	
	Social Work Service

	T/A
	
	Target allowance

	temp
	
	Temporary

	TRRTP
	
	Transitional Residence Rehabilitation Treatment Program 

	TRS
	
	Therapeutic Recreation Service 

	U.S.P.
	
	United States Pharmacopoeia 

	UR
	
	Utilization Review

	USC
	
	United States Code

	V.I.P.
	
	Veteran's Industries Program

	V.R.S.
	
	Vocational Rehabilitation Specialist

	VAC
	
	Veterans Administration Center

	VACO
	
	Veterans Administration Central Office

	VAD
	
	Veterans Administration Domiciliary

	VAF
	
	Veterans Administration Form

	VAMC
	
	Veterans Affairs Medical Center

	VAO
	
	Veterans Affairs Office

	VARO
	
	Veterans Affairs Regional Office

	VBA
	
	Veterans Benefits Administration

	VE
	
	Vietnam Era

	VERA
	
	Veteran's Equitable Resource Algorithm

	Vet
	
	Veteran

	 Vet
	
	Veteran

	VHA
	
	Veteran's Hospital Administration

	VHA
	
	Veterans Health Administration

	VISN
	
	Veterans Integrated Service Network

	VISTA
	
	Veterans Health Information and Health Technology Architecture

	VTU
	
	Veteran's Transition Unit

	VVRP
	
	Vietnam Veteran Readjustment Program 

	WOC
	
	Without compensation

	WWI
	
	World War I

	WWII
	
	World War II
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