
Coding 
 
We’ ll look at coding by considering a consultation with Mickey.  Today Mickey has 
abdominal pain (everybody say “Aw”). We will enter this diagnosis by typing P for 
problem in consultation mode, which brings up the following screen: 
 

 
 
You’ ll see that there is a list of past problems, which could be selected if relevant by 
entering the appropriate letter. If I knew the Read Code for abdominal pain I could 
enter it directly. However as I don’ t I will find it by entering ‘Abd pain’  ( typically 
enter at least three letters of each word you want to search for). This brings up a 
choice of possible matches.  
 



 
 
I select A for abdominal pain, which brings up two further choices: 
 

 
 
Again I select A for abdominal pain, which takes us to the next screen.  
 



 
 
At this point I can then add some extra free text directly to this Read-coded entry, and 
then when I press return the cursor disappears from the coding part of the screen, and 
H (for History) in the menu section is highlighted. 
 

 
 
If I now press return again, or type H, I will be able to enter the details of the history 
in free text 



 

 
 
When I press return again the cursor moves again to the menu part of the screen, 
automatically highlighting E for examination 
 

 
 
Again if you press return, or type E, examination  will open. It actually doesn’ t matter 
if you enter your history in history and examination findings in examination. 



Personally I enter all of my free text entries – history, examination and all, in history.   
You can also enter free text in C – comment/explanation – if you have the urge. 
 
If you want to enter a new line in free text, for example in history, press return  to go 
back to the menu, then type H again to go back into history. Lo and behold – you get 
a new line.  
 

 
 
We now want to close this consultation. Type F8 to file: the following screen opens. 
 



 
 
 
We can code the diagnosis as significant (S) or minor (M). It is unusual to code health 
administration (H) or not a problem (N).  
 
How do we choose what is a minor problem and what is a significant problem?  The 
importance of this can be seen by looking at the Medical Record screen.   
 

 



 
Problems coded as minor will disappear from this view after 3 months whereas 
problems coded as significant will always remain in this view.  If every problem was 
coded as significant this screen would soon be cluttered up with lots of trivial 
problems which would hide or obscure the important diagnoses.  As a rule of thumb, 
SYMPTOMS should be coded as MINOR problems no matter  how ser ious the 
symptoms may be.  Therefore for example haemoptysis should be coded as minor 
even if the diagnosis when established would be very likely to be coded as significant.  
Minor diagnoses – URTI, tonsillitis, fracture toe – should obviously coded as minor. 
On the other hand diagnoses of lasting significance - even relatively minor 
conditions such as hay fever or eczema-  should be coded as significant.  
 
Usually the system will choose whether the episode is a first episode (F) or a review 
(R) for you. Occasionally you will want to choose end of episode when you have 
completely cured your patient (all too infrequent, I fear � ); or new episode when in 
fact they come back again with the same problem all over again. 
 
Note that you can also code diagnoses in Medical Record, although these will not then 
be linked to specific consultations. 
 
One point to watch for when coding is that if you type F1 when you are in the 
diagnosis coding screen, for example to try to go back a level: 
 

 
 
you will see the following: 
 



 
 
If you enter a diagnosis at this point it will be in free-text and will not be Read-coded. 
 

 
 
Useful perhaps if the diagnosis you want to enter does not exist as a Read code, for 
example if your patient is a cartoon mouse. 
 
 



 


