Management or Comment Shortcuts samples for Progress Notes
	Shortcut
	Description

	.ALC
	Discussed target alcohol consumption as:

< ^   standard drinks per day

Ideal consumption:

<= 2 standard drinks per day (men)

<= 1 standard drinks per day (women)

	.AMB

	Ambulance called.

Discussed with Emergency Department at ^. 

Transferred to ^.

	.ANT
	Discussed options for antenatal care.

Referred to ^

Antenatal screening - ^

Advised of complications of early pregnancy.

	.AST
	Patient presented with audible wheeze and clear signs of asthma.  
Gave patient ^ puffs of ^.  
Asthma Care plan given.  
Asthma patient handout given and explained.  
Patient advised to return for review in ^ weeks.

	.ASP
	Advised mother to follow asthma plan:

Redipred (5ml 1St day, 4ml 2nd day, 3ml 3rd day)

Ventolin (2 puffs 4 hourly as necessary)

Flixotide (1 puff 3 times per day)

	.ATC
	Patient has been attempting to conceive for ^.  
Information given on ^. Advised to ^.  Review ^.

	.BEX
	Biopsy lesion ^- performed under sterile conditions

Local anaesthetic: ^% xylocaine with adrenaline

Instruments Sterilisation No: ^

Suture Material: ^

Number of sutures: ^

Removal of sutures in ^ days

Education re care of wound given.
Specimen sent to ^

	.BI
	Patient brought in by ^

	.BIM
	Patient brought in by mother.

	.BPH
	Blood results given over the phone

	.CAN
	Explained to patient about cancer treatment.  Gave information for ^.

	.CEL
	Celestone chronodose 5.7mg (1ml) + 1.5 ml 2% plain xylocaine injected ^ heel

	.CERT
	Clinic certificate supplied for ^ days off work.

	.COU
	Counselling for anxiety and depression.  Referred to a Psychologist. 
 Mental Health Care plan discussed and consented.

	CRAP
	chronic recurrent abdominal pain

	.DEB
	Serial debridement of plantar wart after destruction by Posalfin ointment.  Review: 1 week.

	.DUO
	Clean/Debride wound and apply Duo Derm dressing.

	.DEPO
	Depo Provera 150 mgm given IMI in ^ buttock.

Batch No. ^. Expiry Date: ^/^. 

Next due: ^/^/^,

	.EOA
	Excision of abnormal lesion - ^.

Local anaesthetic ^ infiltrated.

Lesion excised and sent for histopathology.

Would closed ^.

Dressing applied ^.

Patient advised it is essential to contact ^ if pain or.

	.ETO
	Patient has history of ethanol abuse.

	.EW
	Procedure explained to patient.  
Informed consent obtained.   
Ears syringed with lukewarm water.  
Examined post procedure.  
Wax removed - ears ^

	.EX
	Excision lesion ^- performed under sterile conditions

Local anaesthetic: ^% xylocaine with adrenaline

Instruments Sterilisation No: ^

Lesion Size: ^

Suture Material: ^

Number of sutures: ^

Removal of Sutures in ^ days

Education re care of wound given

Specimen sent to ^

	.EYE
	Eye Injury

Mechanism of injury ^

High velocity – eg. hammer striking metal, angle grinding.

Low velocity – eg. dust blowing into eye 

Using ophthalmoscope to examine the eyes:

Examination of both eyes:

Pupil size ^

Reaction to light ^

Examine under the eyelid for abnormality/foreign body ^

Photophobia ^

Cornea – is it clear or cloudy? ^

Eye movement in all directions - ^ 

Visual acuity ^

If foreign body is visible on the cornea or pain restricts adequate examination, instil methocaine ^

Eye drops and examine using the slit lamp.

Fluorescein – no foreign bodies or abrasions and no obvious corneal ulceration ^

	.EXAM
	Ears, nose and throat 
^ signs of bleeding/pain/bruising/haematoma/CSF

^ abnormal gait/weakness/ abnormal limb movement, disturbed sensation of limbs or parasthesia

Denies nausea/vomiting, drowsiness

	.FUP
	Follow up if increased symptoms.

	.GAS
	Advised patient to increase fluids, Panadol as needed and rest.

	.GE
	Vomiting, diarrhoea, symptomatic treatment and fluids.

	.HINJ
	Head Injury

Mechanism of injury ^

Time of occurrence ^

Intensity of pain ^ 

Seizures – before, during or after injury 

Any loss of consciousness as a result of the injury? ^
Any amnesia for events before or after the injury? ^
Any persistent headache since the injury? ^
Any vomiting episodes since the injury? ^
Any previous cranial or neurosurgical interventions? ^
Any history of bleeding or clotting disorder? ^
Any current anticoagulant therapy? ^
Any suspicion of non-accidental injury? ^
Any irritability or altered behaviour ? ^
Any loss of vision or photophobia? ^
Any inappropriate/abnormal behaviour? 


	.HDM
	Presents for House Dust Mite desensitisation.  Dose: ^ml of Bottle ^ given by s/c injection.  Patient observed for 20 mins.  Review ^ weeks.

	.HX
	Explained the natural history of the disease.

	.HMR
	1.  Patient consent to obtained for HMR referral

2.  Pharmacy:- ^

3.  Home Medicines Review brochure given to patient

	.HRT
	Risks and benefits of Hormone Replacement Therapy explained.  Patient aware of risks.  Publications given ^.

	.lD
	IDC replaced under sterile conditions.

Chlorhex wash/LA

16G catheter with ^ml balloon inserted.  ^ml sterile water into balloon.

Draining urine OK

Change in 6/52.

	.IMRX
	Parent advised child had reaction to immunisation.

Reaction was ^

Suggested ^

Review in ^ weeks.

	.IMP
	Implanon inserted with sterile technique in ^ arm following infiltration with 1% Xylocaine ^ mls. 
Waterproof pressure dressing applied.  
Implant successfully palpated in patient’s arm by inserting doctor and patient.

Consumer medicine information user guide given to patient.

Batch no: ^. Expiry date: ^/^.

	.IMP
	Aseptic technique. 

^ bicipital groove, ^mls 1% xylocaine and adrenaline SCI at distal end of implant.  

^mm incision and Implanon removed intact.  

Steristrips, opsite, pressure bandage applied. 

Post op instructions given.  

	INJ12
	Vaccinations @ 12 months
1. COMVAX - prox left thigh

2. MenCCV - distal left thigh

3. MMR - right thigh


	INJ2
	Vaccinations @ 2/12:-
1. COMVAX - prox left thigh

2. Prevenar - distal left thigh

3. QUADRACEL - right thigh

	INJ4
	Vaccinations @ 4/12:-
1. COMVAX - prox left thigh

2. Prevenar - distal left thigh

3. QUADRACEL - right thigh 

	INJ6
	1. Quadricel LEFT thigh

2. Prevenar RIGHT thigh

	.KIDS
	Ears - ^
Nose - ^
Throat - ^
Heart Sounds - ^
Chest - ^
Abdomen - ^

CNS - ^
Rash - ^l

	.LC
	Lifestyle changes of ^ advised.

	.LIPID
	Chol ^

TG ^

HDL ^

LDL ^

	.LIQN
	Apply Liquid Nitrogen to warts – minimum of x4 freeze thaw cycles.  
Natural history post freezing explained.  Review prn.

	.MIG
	Patient presents with migraine.  Advised patient to increase fluids, rest & take ^ if necessary.

	.NHQ
	Is there a current power of Attorney?  ^ 

Is there a current Advanced Care Directive?  ^

If yes, when was it last reviewed? ^

	.NSI
	No signs of secondary infection

	.NSL
	No suspicious lesion found.

	.OC
	Patient commenced oral contraceptive pill.  
No contraindications.  
Discussion regarding usage.

	.OM
	Patient presented with red, inflamed ^ ear.

^ respiratory distress.

Given ^ml of ^

Advised to return in ^ weeks.

	.PD
	Unintended pregnancy – will need time to consider options.

Pregnancy options discussed.

Pregnancy options booklet given.

	.PMEN
	Perimenopausal symptoms experienced:

Hot flushes ^. 

Night sweats ^. 

Formication ^.

Sleep disturbances ^. 

Vaginal dryness ^.

Sexual difficulties ^.  

Memmory loss, 

Poor concentration ^.

	.POH


	Past Obstetric History

Patient has been attempting to conceive for ^.  

Patient has used ^ contraception in the past.

Previous Pregnancies ^

	.PHS

	Previous skin cancer ^

Previous melanoma ^

Site:  ^

Depth ^

Date ^

	.PI
	Patient given information on ^

	.REA
	Patient reassured and the natural history of the presenting complaint explained.

	.REV
	Patient presents for review of investigations taken at previous consultation.  All tests unremarkable.  Patient reassured and given general health preventive advice.

	.ROS
	Patient presented for removal of sutures.  Wound was cleaned and sutures removed.  Supportive tape was applied to wound edges.

	.RRR
	Rest, rehydrate, relieve pain by ^.  Review if not improved.

	.RRP

	Rest, rehydrate, relieve pain by Panadol.  Review if not improved. Advised to return if not improved.

	.SBE
	Self Breast Exam technique taught to patient.

	.ST


	Wound sutured lignocaine 1% infiltrated.  ^ /0 nylon, removal sutures ^ days.  

Would care instructions given.

	.WCL
	Wound cleaned and redressed.

	.LA
	Local Anaesthetic

	.MED
	Phone call re medications – repeat script written

	.MIG
	Migraine cocktail provided as follows: Soluble aspirin 300mg x 3, Panadeine Tabs x 2, Maxolon Tabs 10mg x 1, Migral tabs x 1, Valium tabs 5mg x 1 with printed directions of what and when to take them.

	.PAL
	palpitations

	.PHX
	Past History

	.PND
	Post Nasal Drip

	.POL
	Presents for pollen desensitisation.
Dose: ^ml of ^given by s/c injection.

Patient observed for ^ mins.

Review in ^ weeks.

	.PPT
	Precipitating

	.PPW
	Patient presented with ^.   

	.PNCH
	Punch biopsy to ^. Cleansed with betadine.  Local xylocaine ^ given.  Cleaned again with betadine.  ^ mm punch biopsy performed.  ^ sutures with ^ nylon.  For review and removal of sutures on ^.


	.URTI
	Patient presents with ^ day productive cough.  
Sputum ^ in colour.  
General myalgia/arthralgia ^.  
On examination chest ^,

	.URT
	Patient presents with a history of typical viral URTI. 
^ days of fever
^ sweats myalgia, arthralgia
^ ENT
^ throat. 
On Examination:  Looks ^l 
ENT ^ 
Chest ^ 
Management:  
Panadol, increase fluids, rest, Demazin repetabs.


	.TEL
	Telephone consultation for repeat medication(s) as below:

	.UTI
	Urinary symptoms

History of dysuria, frequency, urgency, cloudy or malodorous urine

Onset symptoms –

Severity of symptoms ^

Sexual risk behaviours ^

Fever ^

Urethral or vaginal discharge ^

LMP -  ^ 

Possibility of pregnancy ^

	.WA
	Warned about ^
Advised to ^

Review in ^ weeks.

	.WAX
	Patient presents with wax in ^ ear.  
Water warmed to body temperature and was gently syringed out. 
Dry external canal.  Ear drum observed to be intact and patient’s hearing improved.  
Review as necessary.

	.WELL
	Well - nil complaints.  BM & UO ^.  Sleep ^.  ex tol ^

	.WND
	Wound ^

Location ^
Size ^
Appearance -  depth (moist/dry, warmth), swelling ^
Wound type – color, necrotic/ sloughy/ granulating/ epithelisation 

Exudates - colour, amount, consistency, odour, and blood stained

Wound caused by mechanism of injury. 
Onset of inflammation ^

	.VGB
	P/V bleeding

Gynaecological history -  previous episodes of abnormal vaginal bleeding and previous

investigations / management ^
Pap test history ^
Past history of gynaecological surgery ^
Obstetric history -  parity ^
Menstrual history - LMP ^
Any presence of pregnancy symptoms ^
Age at menarche ^   and menopause ^; 

Any Intermenstrual bleeding (IMB) ^
Usual cycle length ^ , duration ^ , presence of clots ^
Contraceptive Use - type, length of time used, any side effects ^
Sexual History ^
Any risk of sexually transmissible infections & blood borne viruses ^
Any post coital bleeding (PCB)^

Any family history of breast, endometrial or bowel cancer - ^
Any thyroid condition or any other medical condition - ^
Any past history of abnormal bleeding including known blood dyscrasias, coagulation defects, haemorrhage or bruising ^



	1/12
	One month

	1/52
	One week

	1/7
	One day

	2/12
	Two months

	2/52
	Two weeks

	2/7
	Two days

	23
	Standard consultation

	3/12
	Three months

	3/52
	Three weeks

	3/7
	Three days

	36
	Long consultation

	4/12
	Four months

	4/7
	Four days

	44
	Prolonged consultation

	5/12
	Five months

	5/7
	Five days

	6/12
	Six months

	6/7
	Six days

	ABS
	Antibiotics

	AM
	Morning

	l
	left

	R
	right


The difference between a Management shortcut and a Comment shortcut is the Management ones are inserted with a bolded Management: heading above them.

To insert the symbol ^ (called a caret) hold down the shift key and press 6 on your keyboard.

To move between carets when using the shortcut, hold down the Ctrl and F5 keys simultaneously, 
or select the ^ icon from the progress notes page.

If these shortcuts have been downloaded (or emailed) you can copy them directly into Medical Director:

1. Select the required text from this word document (by clicking and dragging your mouse over the required words) and then rightclick.

2. Select Copy
3. Open MD into the Progress Notes tab

4. Click on either the Management or Comment tabs (depending on where you want the shortcut to appear) 

5. Select Add to List
6. Rightclick and paste to insert the text you had previously selected.

7. Add the shortcut name and save.

See separate detailed FAQ on Using Shortcuts – www.trainitmedical.com.au
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