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If you’re one of those doctors who
hates putting data into the computer
because it’s slow, then there are a large
number of things that you can do to
make life easier for yourself.
Learn to use the keyboard
First and foremost, learn to use the key-
board—not with one or two fingers but
with full ten-finger touch-typing. It isn't
as difficult as it sounds. Buy one of the
typing tutor programmes such as
‘Mavis Beacon’—they’re very cheap.
Practice on it assiduously at home for
about three weeks and you'll find that
you keyboard speed rockets. From then
on, every time you sit at the surgery
computer, make a point of typing in a
ten-finger touch-typing manner: you’ll
gain practice (and even more speed) on
the job!

Once you’re a ten-finger typist you’ll
be amazed at how quickly and effort-
lessly you can enter information—and
after a time you won’t even have to
think about the typing itself: it will
come as naturally and automatically to
you as writing does now.

Velocity coding is an immense time-
saver and is available on System 51 and
System 6000 v3 which is soon to be
released. Note however that it doesn’t
operate automatically: from time to
time you have to tell the computer to
sort its Read codes according to fre-
quency of use, using an ancillary pro-
gram. This program may take up to
eighteen hours to run and will be
scheduled for the following Sunday
morning (when the practice is not
open) if you choose not to run it right
away

Minimise your typing
There are several ways to minimise
typing. 
● Search on part words. In searching

for patients, addresses and Read
codes you don’t have to type in com-
plete words in order to find relevant
items. Most patients can be found by
typing in the first three letters of their
surname and the first three letters of
their first name. Obviously, this
depends upon the nature of their 
surname but quick thought about
what sequence of characters to use in
each case may, over the day, reduce
considerably the amount of typing
you do.
For example, you can probably find
‘Chantelle Davis’ immediately by
searching for a surname of 'D' and a
first name of 'Chan' because there
are relatively few people whose first
name begins with ‘Chan’. 

● The same principle applies over 
selecting Read codes. You may need
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Fast and painless data entry
One of the biggest problems of using the computer

during surgery consultations is the difficulty of enter-
ing information. Moving onto the computer slows

most people down at first, adding on average ninety sec-
onds to each consultation. But it’s not just time that’s the
problem: enormous frustration can be produced through
not being able to record consultations as quickly and effort-
lessly as with hand-written notes. Couple that with the idio-
syncrasies of the Read codes and the irritation of not being
entirely sure how to use the clinical system, and we have
the recipe for an emotional and time disaster of giant pro-
portions. No wonder so many practices are still using paper
notes and doubling up the work by duplicating important
entries on to the computer!

But it needn’t be like this. There are many ways to ease
the problem of speedy data entry, so much so that a suit-
ably tooled-up practitioner can make notes on the computer
more quickly and more comprehensively than he or she can
by hand. 

To get to this stage you will need to acquire some new
skills. Some are techniques that you, the user, need to learn

yourself; other parts of the solution involve setting up the
computer so that it does a lot of the routine data entry for
you. As with everything concerned with computers, it pays
to take the time and trouble both to prepare yourself (and
also to set up the computer) so as to minimise your input
and maximise your output.

Getting to grips with speedy input is probably the most
useful, yet at the same time the most neglected, aspect of
using the surgery computer efficiently. Here are three arti-
cles about how to do it: firstly, some general advice on
speedy input; next, tips from David Wright on how he’s
solved the problem in his practice; and finally, Bradley
Cheek writing on the use of macros to speed up data entry. 

These ideas are complementary, not mutually exclusive:
learn speedy input, couple it with the use of synonyms and
shortcuts, and where possible add the use of macros to
automate and speed up your input, and you will soon find
that putting in information soon becomes interesting rather
than a chore.

John Lockley

Flying fingers—an overview
of speedy data entry

Dr John
Lockley

General
Practitioner

Learn the Read code hierarchy.
You can save a lot of time through
understanding the overall layout of the
Read codes. For example, to know that
chapter 6…. deals with (among other
things) the administration of pregnancy
care whereas chapter L… (in 5-byte
Read Codes—K in 4-byte) relates to
obstetric conditions helps you sort out
quickly which of the two chapters to
use when faced with the picking list
you obtain after typing in ‘Pregnancy’. 

An excellent help in working with
Read codes is velocity coding. With a
velocity coded system, after you’ve
given the computer your search ‘words’,
the computer presents you with a pick-
ing list ranked in the order in which your
practice uses these codes. This means
that you can type in a small search
string such as ‘diab’ and the computer
will present you with ‘Diabetic monitor-
ing’ as the top selection, (if that’s what
your practice uses most) neatly relegat-
ing ‘Diabetic coma’ to further down the
list, and reducing the need for further
key presses or mouse clicks to move to
the desired code. 

It pays to take the time
and trouble both to 

prepare yourself (and
also to set up the 

computer) so as to 
minimise your input 
and maximise your 

output
1 Velocity coding has been available on
System 5 since 1994 as a User Group 
supported enhancement. An official 
upgraded version is being considered for
inclusion in v5.7.2. 
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only to put in the first few characters
of the item you are looking for1.  It
also helps to use two or more ‘words’
in your search string—the first to
address the Read code index, the sec-
ond to provide additional information
to help cut down the resulting 
picking list
For example, 'Pat rev' will find
'Patient reviewed', though ‘Patie rev’
will find it more speedily through cut-
ting down the number of matches
between the first ‘word’ of the parsed
input and the Read code index.
Using several ‘words’ helps enormous-
ly in selecting drugs. ‘Amoxy’ will give
you a large picking list, but ‘amoxy 500
ca’ will give a picking list of just one
item—Amoxycillin 500mg Caps.  
As with searching for patients’
names, searching efficiently for Read
codes is a matter of trial and error,
getting a feel for the right trade-off
between short search strings (so
there’s less typing but more process-
ing time needed) or longer search
strings (which need more typing but
need less time to find a match).

●  For frequently-used terms, insert the
Read code itself into the search
box—then you bypass the picking
list. (This can save enormous
amounts of time.) 

●  In the same way, having menu lists
(perhaps via a macro2) of difficult-to-
find Read codes may avoid you hav-
ing to go through the routine that we
all know and hate of inserting a search
string, finding an answer that is near
to the desired code, then going into
the Read code hierarchy and painstak-
ingly moving up and down it until you
find the code you want. Direct input
via a macro is much quicker (and
saves having all those irritating post-it
notes with codes on stuck round the
edge of the VDU.)

●  Use abbreviations, where 
appropriate, in free-text work. The
use of abbreviations can undoubtedly
save time. However… although we all
know the classic ones such as Rx,
PERL, etc. care has to be used over
abbreviations that are not generally
known. VMB foxed me for a long
time (it stands for very much better!)
and older doctors may be less accus-
tomed to the use of mets for metas-
tases or Sx for symptoms. 
Be particularly careful with any
abbreviation that can mean two
things—such as PID or IUD. It’s better
not to use ones like this at all.
Remember also that in the fullness of
time, when inter-surgery electronic
communication of patients’ notes
becomes a reality, the text on which
you are currently working may well
be transferred electronically to a
computer in a different practice
(where your patient has re-regis-
tered); so make sure that any abbre-
viations you use are likely to be
understood completely and without
confusion by other practitioners.

● There’s an additional way of using
abbreviations: if the abbreviations are
unique sequences of letters which
you don’t get in ordinary English
(‘Rx’, for example) you can use a
global Macro program (see below) to
expand the abbreviation into its full
form, automatically.

Set up your own Read codes
You can set up your own Read codes
and shortcuts to existing codes using
the Read code Editor. Shortcuts to
existing codes have the great advan-
tage that you can use your own 
synonyms with perhaps three or four
unusual characters, which won’t match
anything else in the Read code index:
this means that you can type less and
have minimal processing time as you
will instantly find the Read code you
are searching for (because it comes 
in a picking list of one item!) Again,
this can save enormous amounts of
keyboard time3. 

partial front end to the system, working
in specifically defined areas such as
cardiovascular, asthma and diabetes to
alert the user to missing information,
or the need for further monitoring or
prescribing; giving reasons for its
advice (if the user wants to see this)
and selecting and recording relevant
Read codes automatically4. 

Hooked SOPHIEs
Another way off speeding up data entry
is to use hooked SOPHIEs5. These
SOPHIEs are started automatically, trig-
gered by the user putting in a certain
Read code. For example, entering the
code for atrial fibrillation could trigger
the Atrial Fibrillation SOPHIE which
looks for the prescription of aspirin or
warfarin in specific age ranges and it if
it doesn’t find an up-to-date entry,
warns of the importance of prescribing
these agents.

Most hooks have to set up by the
user, but judicious use of them means
that instead of having laboriously to
remember that you need to carry out
an action, or even run a SOPHIE, the
hook will start the SOPHIE for you auto-
matically, enabling you to enter or
receive information without having to
think specifically about doing it.

Hooked SOPHIEs are only available in
System 6000, but a slightly modified
procedure is available for System 5.
Tricks and tips 
If you have a Windows-based system
you can save a lot of keyboard work by
using simple Windows commands such
as CTRL-C and CTRL-V to copy and
repeat information. (To copy text, high-
light it and press CTRL-C; to place this
text in another site, put the cursor to
the new position and press CTRL-V6.)
Both the donor and the recipient pro-
gram need to be Windows’ based for
this to work.

The usefulness of this procedure
depends on how you choose to enter
details about patients. If you want to
Read code everything—such as details
of each part of your examination (‘liver
not enlarged’, ‘no basal creps’ etc.)—
then you’ll just have to do it the long
way round, (perhaps with judicious use
of SOPHIEs), using one Read code for
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1 Exactly how many letters depends upon
the system you are using and whether you
are using a four or five-byte Read code set.
With a 4-byte set there’s no point in typing
more than four characters in the first ‘word’,
because that is the length of the keywords
provided by the NHS. The keywords for 5-
byte Read Codes are up to 10 characters
long. Clearly ASTHMA is a valid keyword for
5-byte and is less than 10 long, but ASTH is
sufficient for 4-byte. Typing less than four
characters for 4-byte Read Codes actually
makes the search much slower because it
has to find all combinations by padding out
to four characters.
2 A macro is an automatically-inserted string
of characters. See later in this article, and
Bradley Cheek’s article on Page 12.
3 For details of how to do this, see the article
‘Electronic paperless consulting: Part 2’ on
Page 8.
4 See ‘News’ on Page 23. Also, CDSS will be
the subject of an article in next quarter’s Torus.
5 Hooks will be covered in a future edition of Torus.
6 This doesn’t work in the early versions of
‘Select Read code or Search Text’ part of the
System 6000 ‘Add Note’ window, but does
in v3.

To copy text from a
Windows program, 

highlight it and press
CTRL-C. To insert this
text at another point, 
put the cursor to the 

new position and press
CTRL-V

Set up your own formulary 
Speeding up Read code selection is
almost always helped by having a per-
sonal or practice formulary, because
instead of searching the whole of the
Read code hierarchy for a match, the
computer is instructed only to search
from the limited selection of codes that
you’ve put in the formulary, reducing
the picking list in the process. This may
only save a few key presses per search,
but over the course of days, weeks and
months the saving of time and frustra-
tion can be considerable. 
Automatic entry using SOPHIEs
and CDSS
Rather than selecting Read codes by
hand or typing free-text directly, it’s
much quicker to get the computer to
code information for you, automatical-
ly. A system like this acts temporarily
as a front end. (A ‘front end’ is a pro-
gram, bolted on to a core system,
which allows the user to access the
core system in a more user-friendly
fashion.) A front end in a medical sys-
tem will allow user-friendly input in
medical English, using one or more of
a variety of tools such as picking lists,
diagrams, check boxes, sliders, etc.
Then the front end will interpret the
answers, translating the input into com-
puter codes and automatically record-
ing it in the right place.

This is where SOPHIEs can be so
powerful. In the time that it takes to a
search for a single Read code by hand
a user may be able to get through a
complete SOPHIE protocol. What’s
more, the SOPHIE will select the Read
codes it uses in a thoroughly consistent
manner—which is more than can be
said for a disparate group of users each
selecting Read codes ‘freehand’! 

An alternative method, soon to be
released, is a program called CDSS,
written by the pharmaceutical company
MSD. CDSS is a cross between
SOPHIEs and PRODIGY and acts like a
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each item of the examination and histo-
ry. But if, like our practice, you Read
code only the overall problem or activi-
ty, putting the details of the history and
examination in free text, then it is
worthwhile thinking about using the
Windows’ cut, copy and paste mecha-
nisms to speed up this procedure.

For example, it is perfectly feasible to
have, constantly running in the back-
ground, a Word or Notepad document
containing standard phrases and exam-
ination details. One of its sentences
could read: 'O/E SLR (R)90,(L)90 Power
in ankle and knee normal. Ankle and
knee jerks normal.  Lumbar side-bend-
ing normal.’ 

Then, any time you want to record in
detail the examination of someone with
lumbago, simply switch to this docu-
ment, overline this particular paragraph
with the mouse, press CTRL-C to copy
it, switch to your clinical system and
press CTRL-V to place this information
into the freetext box. Then amend this
free text as needed, according to the
examination findings 

A refinement of this procedure is to
use the AutoText function of Word.
Using this you can insert whole para-
graphs of information using a few char-
acters followed by the F3 key. Here’s
how to do it.

1. Prepare Word beforehand
● Start Word
● Type a piece of text that you use fre-

quently—for example, the description
of a standard normal chest examina-
tion: ‘Chest: Air entry equal; ausculta-
tion nad; percussion nad’

● Highlight this
● Go to Insert/AutoText/New (Fig.1.)
● Give a memorable two-or three-

character name for this  entry—such
as ‘oc’ (for ‘On examination, Chest’)
(Fig.2.)

● Make as many entries as you want for
other standard entries—complex
chest examination, abdominal exami-
nation; short CNS examination,
detailed CNS examination and so on.
Just make sure you have a memo-
rable short title for each, then you
can call up the full text without need-
ing to pause and think about it.

● Close the Word document: the prepa-
ration is finished.

2. To call up the text 
To make a speedy yet complex 
automated text entry for a person with
no chest signs, do the following:
● Find the appropriate Read code to

cover the entry (perhaps ‘Upper respi-
ratory tract infection’)

● Switch to Word and a blank document
(already running in the background)

● Type the history. When you come to
the examination, type OC and then F3

● The complete AutoText entry will be
inserted, replacing the ‘OC’ that you
have just typed

● Highlight the whole entry and press
CTRL-X to cut it to the clipboard, thus
leaving a blank document ready for
the next occasion

● Switch to your Torex application, put
the cursor where you want the free-
text entry to go and press CTRL-V.

The whole of your free-text entry will
be inserted.

This may sound complicated, but in
practice it is a remarkably quick proce-
dure. Assuming you’ve already set up
the AutoText function comprehen-
sively1, a standard examination of a
child with a cold and a cough might be
recorded as follows in the word 
processor:-
● ‘c/o cold for 2/7 followed by cough

and fever last night’ (Typed in, 
literally.)

● / F3
nt F3
ur F3
oc F3
(This expands to ‘c/o cold for 2/7 fol-
lowed by cough and fever last night
O/E Temperature 37; ears nad, throat
nad, no neck lymphadenopathy;
Chest: air entry equal; auscultation
nad; percussion nad.’)

● Don’t forget that you can amend the
text in the word processor in any way
you want, so that if you wanted to
change the entry to include ‘a few
creps on the right side’ you can do it
before transferring it to the Torex sys-
tem. (You can also amend the free-
text after you’ve pasted it into the
Torex system, of course.)

● Now cut and paste the whole para-
graph to your clinical system (over-
line, CTRL-X, switch to the clinical
system, CTRL-V, taking care not to
include any paragraph markers as
this may upset the layout of the text
in your clinical system).

The great advantage of this method is
that you only have to set up the
AutoText entries in Word once: they
will be permanently available after-
wards. (If you change your mind and
want to delete or amend AutoText
entries, utilise the Insert/AutoText win-
dow from the Menu bar.)

An alternative method of fast data
entry (but one that’s just as useful) is to
use the AutoCorrect function to replace
text as you type. For example, you
could use AutoText to replace any iso-
lated examples of ‘R ’ and ‘L ’ (i.e. R or
L with a space afterwards) with (R) and
(L).
An even better way—use a 
global macro program.
A macro is a collection of key presses
and mouse clicks that is entered
automatically, as if typed in directly
at the keyboard, when a triggering
sequence is initiated. The AutoText
function in Word is a macro, but it
only works within Word, and to be
honest, as far as clinical data entry is
concerned, the workarounds I’ve
described are a fudge—a convenient
way of getting round some of the
shortcomings of direct text entry
without going to any extra expense.
The real answer to speedy text entry
in this manner is to purchase a third-
party global macro program, such as
Macro Express or Macro Magic,
which will work in any Windows
System (including your Torex
Windows’ application) without your
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Fig.1  Creating an autotext entry in Word

Fig.2  Giving a short name to the 
autotext entry

1 I’m assuming here that you’ve also set u[
AutoText entry ‘/’ to read ‘O/E’, entry ‘nt’ to
expand to Temperature 37.0 C; and ‘ur’ to
‘ears nad, throat nad, no neck 
lymphadenopathy’.
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needing to go into a different program
to use it1.  

Voice processing
There’s no reason why you shouldn't
use voice processing to write free-text
entries. With a Windows system, and a
voice processor already running in the
background, simply switch to the voice
processor, dictate the entry you wish to
make, correct it (voice processors are
not 100% error-free) and transfer the
free-text it produces to your clinical
system. For someone who can’t type
quickly this could be a speedy way to
input a lot of data.

However, this situation can get
fraught.
● It’s not easy to use it in the surgery

with the patient present2. 
● Voice processors aren’t perfect at

recognising speech, and you may
find that while you save lots of time
through dictation, the time spent
making the corrections removes any
benefit. 

● Voice processor programs need train-
ing, and this takes time: they are also
trained to a particular voice, so that
recognition may drop dramatically if
you get a cold. 

A number of voice processors are avail-
able: ViaVoice and Dragon Dictate are
among the front-runners.

Drawings
System 6000 and Premiere can accept
drawings. Don't be afraid to use this
facility. There are several standard
drawing templates that can be loaded
and it may be quicker to draw and
write upon these than to try to
describe the clinical situation as text.
As they say, a picture is worth a thou-
sand words, and to a slow typist this
principle still remains wonderfully
true! 

Direct input
Direct entry of other information may
save time at the keyboard. Examples
include:-
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1 See the article on Macros on Page 12. Note
that both Macro Express and Macro Magic
are for Windows’ workstations. Macro Magic
will (mostly) operate within a Windows DOS
box; Macro Express won’t.
2 Glyn Hayes and Mike Bainbridge have an
hilarious sketch to illustrate this, with the
‘doctor’ saying ‘Up, up’, to the voice-driven
surgery system, and the ‘patient’ getting up
out of his chair with each command!
3 An article on the direct input of ECGs will
appear in the March edition of Torus.

Letters for publication 
should be sent to the editor, 

Dr John Lockley, at 
JohnLockley@compuserve.com

Letters
Sir,
As far as the changes to the helpdesk
are concerned (Changes to the
helpdesk, Sept 2000), for me the old
system of hanging on was so much
better than not knowing if or when you
would be rung back and then (usually)
not being able to answer the call-back
anyway, as you have a patient with
you!

I also think that there should be some
sort of priority number or priority ser-
vice that those of us who know what
we are talking about can use.  It seems
very unfair that practices like ours that
make one call every few months to the
support centre, should be treated the
same as those practices who make one
or more calls every day—especially as
our support charge is at the same rate
as those higher users of the system.

Could Torex perhaps look at a priority
service either for those practices where
doctors run the IT set-up (and don’t
have the luxury of an IT manager!) or
for practices who can demonstrate that
they have reached a certain level of
competence in self-managing their sys-
tems. 

A priority option for low-frequency
users would encourage more practices
to make use of training courses or local
user groups where information/training
could be disseminated and this would
then be rewarded by faster access to
the support centre staff, when it was
really needed.

Alternatively how about different
bands of service charges depending on
how much you use the support desk
i.e. those people who use it most pay
the most? Or a ‘no-call’ or ‘low-call’
bonus leading to reduced support
charges?
John Lowes

David Davies, Customer Support
Manager, Torex, writes:- On the subject
of user competence we have on many
occasions in the past, with the support
of the user group, clearly indicated the

importance of training. However, it has
always been a heated debate amongst
the user base as to whether poorly-
trained users should receive the same
level of help as well-trained users. The
support centres are NOT a substitute
for training, and calls regarded as
‘training calls’ are given a lower priori-
ty. However, if a practice has new staff
and fails to train them, or takes a new
system and only buys the minimum
training (despite the best efforts of our
sales staff) then we can only persuade,
not use force. I firmly believe that this
is where the user group, both locally
and nationally, has a serious role to
play in recognising practices who don't
train staff, and apply peer pressure to
encourage them to do so—this is a
serious problem.

Sir,
Having read the latest edition of Torus,
I am writing to support System 6000
against the sad criticisms that appeared
in the letters column (Sept. 2000). 

I don’t know what these people 
are grousing about. I started with 
System 5, and when we upgraded, my
staff had Windows experience, but 
no-one had any difficulty in picking up
System 6000, and within a week we
had the system sorted.

It just needs training, which my prac-
tice manager gives to each new mem-
ber of staff. Even non-computer-literate
people soon pick it up 

Of course there are bugs and glitch-
es, but has anyone got a copy of
Windows that doesn’t have similar
problems? We just work with them,
don’t we?

With System 6000 we are at the front
end of General Practice computing. It's

all developing so fast that things are
likely to get worse, not better, whatever
system you use, so if people want to
jump out of the frying pan into the fire,
then be my guest.

Of course, no-one wants systems
that don’t work properly, but if you
want progress, then you have to accept
that in a complicated program there
isn’t time to iron out every problem at
once. 

However, what really disturbed me
was the one-liner from Torex implying
that we are going to lose the superb
System 6000 layout when System 6000
merges with Premiere. Torex needs to
remember that System 6000 people
chose System 6000 because of the lay-
out and functionality. I sincerely hope
that the various views will not be lost,
because the problem orientated
approach is a vital tool which enables
the user to find the relevant note
speedily. It also helps staff to place
administrative items in the correct
place. Viewing X-ray and lab results is
easy too.

Any loss of such major functionality
would be a much greater stimulus to
join Roy Sharma than a few minor
problems with X's, tabs and returns!
Jeremy Jackman

Dr Glyn Hayes (Medical Director, Torex
Health) replies:- I can reassure all
System 6000 users that they are not
going to lose anything. The ‘views’ of
information and the layout of 
System 6000 are the most advanced
way known of handling complex 
medical data and I will ensure that
they remain in the merged version.

I will also be ensuring that the
Premiere forms-based entry is also
maintained. Users of both System 6000
and Premiere can rest assured that they
are not gong to lose the way their 
system looks and feels. In practice,
most of the merging will actually take
place ‘under the bonnet’.

● Use of a digital camera
● Direct input from ECGs and other

equipment3

● Pathology links, allowing results to be
incorporated directly into the record
straight from the lab without any
retyping

● Registration and Item of Service links,
avoiding the need for  secretaries to
re-key information

● …and in the fullness of time, e-mail-
ing of letters from the hospital will
allow information to go straight into
the patient’s record.




