
 

 
 
 
 

MediBank 
Specialised Clinical Software 

 

Manual 
 
 
 

 
 
 

Contact Details: 
Sandy:  082 553-6064 
Stef:  082 411-7245 

Website:  www.medibank.co.za 
 
 

Keep your finger on the pulse of trauma management within in your practice 

 
       
 
 



 1 

CONTENTS 
 
Introduction   ……………………………………………………………….. 2 
Demographics   …………………………………………………………….. 4 
Searching for records   ……………………………………………………… 5 

- Quick Filter   …………………………………………………….. 5 
- Query   …………….…..………………………………………… 6 

      Inserting a New Patient   ……………………………………………………. 8 
      The South African Triage Score  ……………………………………………     10  

Incident   ………………..…………………………………………………… 12 
Pre Hospital   ………………………………………………………………… 14 
Referring Hospital   ………………………………………………………..... 16 
Emergency Unit Admission   ……………………………………………….. 18  
Emergency Unit Data   …………………………………………………….... 20 

      Theatre and Other Procedures     ……..…………………………………….... 25 
      ICD 10 Complications   …………………………………………………….. 29 
      Diagnosis and ISS Scores   ………………………………………………….. 31 

- Prehospital  Probability of Survival Scores   ……………………. 31 
- Admission Probability of Survival Scores   …………………….. 31 

      Medical ICD 10 Codes   …………………………………………………….. 37 
      ICU Data   …………………………………………………………………… 41 

- Day Zero Admission Scores   ………… ………………………... 43 
- Day Zero Admission Scores – SAPS II  ………………………… 44 
- Day Zero Admission Scores – KES   ………………………….... 46 
- Day Zero Admission Scores – APACHE II   ………………….... 48 
- Daily ICU Scoring – SOFA   …………………………………… 51 
- Daily ICU Info   ………………………………………………… 52 
- Cultures   …………………………….………………………….. 54 

      Performance Review   ………………………………………………………. 57 
      Hospital outcome   ………………………………………………………….. 60 
      Reports   …………………………………………………………………….. 62 

- Individual Patient report   .…………………………………….... 64 
- Death Report   …………………………………………………… 70    
- Search for ISS Diagnosis Report   ……………………………….. 72 
- Incident Search Report   …………………………………………    75 
- Male / Female, Blunt / Penetrating Report   …………………….. 78   
- Graph Reports  ……………………………………………………   79  

      MediBank Security   ……………………………………………………… 81 
Login Screen   …………………..………………………………………….. 82 
Register Product   ……….………………………………………………….. 83 

 

 
(Revised July 2008 - MediBank version 4.23) 

 
 



 2 

MEDIBANK  
 
 
MediBank is a program developed to track and manage detailed information for 
Emergency Unit patients.  The system also follows these patients through surgical 
procedures, ICU (if applicable, with automated calculation on multiple ICU scoring 
systems), complications, and discharge.  It includes detailed diagnoses with ISS, NISS 
and Probability of Survival predictors.  All diagnoses (medical and trauma) have 
appropriate ICD10 codes allocated to them.  The program is easy to use and when the 
basic operating steps are understood, the data capturer can quickly enter data. The 
program can be operated by using a mouse, the ‘tab’ key on the keyboard, or by using the 
‘hot keys’ on each page. Using the TAB key to move forward through the program or the 
SHIFT and TAB keys together to move backwards will help you navigate the program 
and minimize the chance of inadvertently omitting sections.  The ‘hot keys’ are marked 
by an underlined letter in each operation button.  Pressing both the ALT key and the 
UNDERLINED LETTER key together on your keyboard will be the same as clicking the 
mouse on the desired button on the screen.  For example: pressing ‘Alt’ and ‘P’ at the 

same time will activate the  button. 
 
It is advisable to complete all relevant fields even if the entry is ‘not recorded’ or ‘not 
known’.  This will indicate that the information was not available as apposed to not 
entered.  Reports will then reflect that the information was not known rather than leaving 
blanks.   
 
Every screen in MediBank works in a similar fashion. The similarities are listed below. 
You may not understand exactly what they mean right now so I would suggest reading 
them again after you have a better understanding of the program. They will then be more 
helpful and make more sense.  
 

·  To add a record to any list screen, click on the INSERT button. 
·  If INSERT is pressed by mistake, do NOT press the OK button on the blank 

record view to exit. This will add a blank record. Rather press the CANCEL 
button on your screen or the ESC key on your keyboard. 

·  To view a current record and not change any info by mistake, use the VIEW 
button. The record will be displayed but info cannot be changed in this mode. 

·  To change a record, use the CHANGE button. The record will be displayed and 
any changes can be made. Press OK to accept changes. 

·  To delete a record, use the DELETE button. Note that a main record cannot be 
deleted while the patient has other details on record. Every sub-record will need 
to be deleted in order to delete the main record. If you get an error stating ‘This 
record cannot be deleted while references exist’ then you have not deleted all  
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references to this record. This feature is enabled so that a patient cannot be 
deleted accidentally. 

·  To automatically resize a column’s width, double click on the right hand column 
separation line for that column.  Click and drag can also be used at this point to 
make the column the width you choose. 

·  All DATE FIELDS have a block to the right of them. Pressing the block brings 
up a calendar and the date entry can be selected with a mouse click. 

·  All drop down lists (e.g.: Patient Gender in Demographics) can make a selection 
by pressing the first letter of the selection. For example to select ‘Male’ under 
patient gender in demographics, simply type an ‘m’ on that field. If there are 2 
‘m’s’ in the list, pressing ‘m’ once displays the first M choice and pressing it 
twice displays the second M choice etc.. A mouse click on the arrow � to the 
right of the field can also be used to drop down the selection.  Pressing the down 
�  arrow on your keyboard while in a field which has a drop down list will also 
bring up the list of options. 

·  A record identifier is visible at the top of each screen. This tells the user which 
patient is being worked on. 

·  The TAB key moves you forward around the form, while holding the SHIFT key 
when pressing TAB moves you backwards. Pressing the ENTER key on the 
keyboard is the same as selecting the OK button.  

·  CONTROL-H is a history key. The program will remember what you entered at 
that specific field on your previous record and DITTO it onto the same field on 
the record you are in.  This is useful when entering numerous members of the 
resus team who were all called at the same time. 

·  If you select a field that calls up a list and you make the wrong selection from 
the list, clear the selection in the field, press SHIFT TAB to move to the 
previous field and TAB to move back into the field to call up the list again. If the 
field has data entered, the list box will not display. 

·  If a calculated field gives you a ‘0 – not calculated’ you haven’t entered all the 
data to do the calculation.  

·  Fields required to do automated calculations are highlighted pink – if scores such 
as Probability of Survival are ‘not calculated’ go back and make sure you have 
entered all the required info in the pink fields. 

 
 
 

  Login codes: 
 
To allow viewing of data only (no changes):  Login: trauma; Password:  trauma 
Emergency Unit Login:  casualty 
ICU Login:  ICU 

 
Each section of MediBank will now be discussed in detail.  
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DEMOGRAPHICS  
 

The DEMOGRAPHIC information for the patient must be entered before any other data 
can be entered. 
 

 
 
The demographics screen is the first screen that appears when running MediBank (see 
above).  It lists the following: 
 

·  A PATIENT NUMBER which auto increments and cannot be changed. This 
number shows you how many patients have been added to your program. 

·  A HOSPITAL NUMBER which is chosen by the user. 
·  A HOSPITAL ARRIVAL DATE, entered by the user. 
·  Patient FIRST NAME and SURNAME. 
·  Patient GENDER, RACE, AGE and INCIDENT SUBURB. 
·  The INCIDENT (what happened to the patient) will be displayed once entered. 
·  EMERGENCY UNIT DISPOSITION (where the patient went from the 

emergency unit) and FINAL HOSPITAL DISPOSITION (discharged to where 
from hospital) will be displayed once entered. 

 
Once you have patients entered onto your system your list may be sorted by any column 
on the demographics screen.  You will notice there is a (� ) next to the heading in the 
‘Patient no’ column.  By clicking your mouse over the heading of the columns a ‘(� )’ or 
‘( � )’ will appear, this means that the program is sorting the list by this column, either in 
ascending or descending order (alphabetically or numerically).  For ease of identification, 
on this list, the patient you are working on will be highlighted grey, ICU patients will be 
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highlighted red, and any mortalities (patient’s whose disposition in ‘Hospital Outcome’ 
contains ‘died’) will be highlighted blue.  MediBank incorporates the South African 
Triage Score and colour coding is in keeping with the Triage colours.  
 

SEARCHING FOR RECORDS 
 
On the top right of the main demographics screen you will find the QUICK FILTER, 
QUERY and RESET QUERY buttons.  
 

 
 
 These buttons allow you to search on numerous fields. 
 

Pressing the  button will take you to the following screen: 
 

 
 
 
Click on the �  to show the fields you may search on. 
Should you, for example, wish to identify the record of a patient by using the hospital 
number, choose ‘Hospital Number’ from the list and type the hospital number into the 
‘Value to Look For’ field.  Your patient will be identified and brought out of the main 
demographics list.  You may then work on the patient record while it is isolated, or press 
the ‘Reset Query’ button which will bring back your entire demographics list.  The 
patient you identified will be highlighted on the list. 
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Pressing the button and then clicking on ‘new’ will bring you to this 
screen: 

 
 

·  Search the list to identify the field / value you would like to analyze and then 
click ‘Next’. 

·  The next screen allows you to choose your range of data:  
 

 
 



 7 

·  Should you, for example, wish to search for all patients who had an ISS equal to 
41, choose ‘ISS ISS Score’ in ‘Field Selection’, highlight ‘Is Equal To’ in 
‘Operation Selection’, click on ‘next’ and enter 41. 

·  Follow the prompts and ‘finish’ the Query.  All patients with an ISS score of 41 
will now be isolated from your demographics list.  Red text under the 

 buttons will alert you that 
a Query is active, and describe the Query. 

·  Info on these cases may then be exported to Excel by pressing 

the  button and following the prompts, or custom reports can be 

created on these cases by pressing the  button and following the 
prompts. 

·  Remember to click the  button when you have finished working 
with your Query and wish to return to the complete ‘unfiltered’ demographics 
screen and again display all your patients. 
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Inserting a new patient is done in the following way: 
 
Patients are added to the Demographics list using the INSERT NEW PATIENT  button. 
When pressing INSERT NEW PATIENT a blank form appears as follows: 
 

 
 
 
 
 

·  If you are capturing data in real time just tab through the date and time fields as 
the current day’s date and time will be displayed.  If you are entering data 
retrospectively simply tab into the block to the right of the date field to bring up 
the calendar from which you can choose the date by clicking on it.  Enter the 
patient’s arrival time (24hr clock, enter 4 numbers e.g. 0800 and as you tab out of 
the field the punctuation will appear:  08:00) 

·  Insert the HOSPITAL NUMBER. 
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·  Insert the FIRST NAME and SURNAME (you need not capitalize the first letter 
yourself, the system will do it). 

·  Insert the patient’s AGE in YEARS or in MONTHS (only if younger than 2yrs). 
·  Press the �  next to GENDER and RACE fields to bring up the drop down lists 

from which to select the choices needed, or press ‘M’ for male, ‘F’ for female, 
etc. Only the choices in the dropdown boxes are allowed. (If other choices are 
necessary contact a MediBank consultant and the necessary changes can be 
made.) 

·  The default value for COUNTRY OF RESIDENCE will be South Africa, but 
should the patient be a resident of another country, the country can be typed in. 

·  Choose the PROVINCE the patient resides in. 
·  When entering the RESIDENTIAL SUBURB field, a new screen opens 

displaying a list of Suburbs. Highlight one and press SELECT on the screen or the 
‘Enter’ key on your keyboard to bring it into the Residential Suburb field. If the 
suburb you are looking for is not on the list press INSERT to add it to the list. The 
new Suburb will be remembered and will not need to be added again. 

·  Click on the box to the right of the date field to bring up the calendar from which 
to choose the arrival date. 

·  Non-trauma patients may be included into MediBank, but in order to be able to 
exclude these cases from reports which calculate average ISS scores, etc, you 
need to mark these cases NON-TRAUMA cases. 

·  If you are not using the Triage function of MediBank, you need to record whether 
your patient is a priority 1, 2 or 3 case. 

 
When all the info has been added, press the OK button. This option will ensure that your 
entry is saved and will now be displayed on the main Demographics screen along with a 
Number assigned to it. If you had chosen not to add the info the CANCEL button would 
result in the info being cleared. 
 
 

THE SOUTH AFRICAN TRAIGE SCORE  
 
 
MediBank incorporates the South African Triage Score and provides a standardized 
approach to triaging patients in the Emergency Unit setting, should you wish to use this 
function.  The ideal is to have a computer point in the triage area.  The patient’s 
demographics (as shown on the previous screen) are entered into MediBank on 

presentation, at which point, by clicking on the   button, MediBank 
will take you through the Triage process, calculate the TEWS score for you, and guide 
you through the appropriate discriminator list .  Your patient will then be assigned a 
colour code, a target treatment time, and a report can be printed which will give 
guidelines as described by the South African Triage Group for the management of that 
particular patient based on the information entered into the system.  This patient will then 
be added to the FULL TRIAGE SCREEN which is an active screen listing all the patients 
waiting to be treated along with their colour coding and goal treatment times.  
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To Triage your patient:  

·  Make sure that he/she is highlighted on the main demographics list. 

·  Click on the  button on the bottom of the screen. 
·  The triage table will appear, click on INSERT (bottom right) and your patient’s 

AGE APPROPRIATE triage TEWS calculator and discriminator list screen will 
appear:  
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·  Make your selection from the options in the ‘Mobility’ drop down list to best 
describe the patient’s current condition. 

·  Enter the patient’s respiratory rate, heart rate, systolic BP and temperature. 
·  Use the selections in the ‘AVPU’ drop down list to describe whether the patient is 

alert, responsive to voice, pain or unresponsive. 
·  Now select ‘yes’ or ‘no’ for the ‘Trauma?’ question. 
·  Once all values have been entered, the TEWS score will automatically be 

calculated and displayed.  A colour code will be assigned to this patient based on 
the information supplied thus far, and your cursor will be taken to the 
DISCRIMINATOR LIST, starting with the most serious risks first.  Simply tab 
through the list, and if one of the items on the list is relevant to your patient 
choose ‘Yes’ from the list or simply type a ‘Y’.  Your choice may alter the colour 
coding of your patient. 

·  In the example below our patient was initially classified as a yellow patient 
according to the TEWS score, but after we selected ‘Threatened limb’ from the 
discriminator list, the colour classification was changed to orange.  The target 
treatment time is reflected at the bottom of the screen: 

 

 
 

·  Click on ‘OK’.  A report can now be generated on your patient with guidelines on 
treatment, arrival date and time and vitals entered for calculation of the TEWS 

Score by clicking the  button on the bottom left of 
this triage table. Clicking the ‘Close’ button on the bottom right of the Triage 
table will return you to the demographics screen. 
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·  Now you can proceed to enter data on the other aspects relating to your patient. 
·  If at any stage you would like to view or display (in the waiting area for example) 

all patients waiting to be treated with their priority colour coding and position in 

the queue simply click on the  button next to the 

 button.  This screen can be permanently displayed in a 
waiting area while running and working on MediBank in your Unit.  Once 
treatment time is entered by going back into the patient’s triage record, clicking 
on CHANGE and entering the treatment time the patient will disappear from this 
active list of waiting patients. 

·  From the main demographics screen, use the buttons along the bottom to 
complete other aspects as follows: 

 
 
 

INCIDENT  
 
 

 
 

As the name implies, this is the screen where the INCIDENT  resulting in the patient 
being taken to hospital is entered. Again an Incident can be INSERTED, VIEWED, 
CHANGED or DELETED. 
  
To add a new INCIDENT: 
 

·  Press the INCIDENT button at the bottom of the screen while the patient in 
question is highlighted in the Demographics or main screen. The following 
screen appears: 
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The patient’s name will be at the top of the screen. This table will list the date and 
time incident that took place, as well as where it happened.  
 
 
·  Press the INSERT button. The following screen appears: 

 

 
 
 
 
 
 
 
 
 
 

·  Select an Incident DATE and enter the TIME (24hr clock, enter 4 numbers e.g. 
1530). 

·  When you go into the MECHANISM field a drop down list will appear showing 
all the options for this field.  Typing the first letter of the option you require 
should take you to that option.  Then simply tab out of the field. 

·  The ‘HOW IT HAPPENED’ field lists the ‘Incidents’ with their ICD10 Incident 
codes. Typing an ‘s’ for example will take you to the incidents beginning with ‘s’ 
and typing ‘s’ a number of times will take you down the ‘s’ options. 
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·  COUNTRY OF INCIDENT records where the incident happened, and the default 
value again is South Africa, but should you need to enter another country, it may 
be typed into the field. 

·  Choose the PROVINCE in which the incident occurred. 
·  Tabbing into the SUBURB field will bring up a list of suburbs to which you can 

add by using the ‘INSERT’ button at the bottom of the screen.  Your entry will 
then be added to the list and saved for future use. 

·  ‘SITE’ records the type of area where the incident occurred. Select a ‘SITE’ from 
the list or enter a new ‘SITE’ if required. 

·  Select ‘YES’ or ‘NO’ for the ‘INTENTIONAL?’ question. If the injury was 
intentional you can select and enter the ‘BY WHOM’ info. If you selected ‘NO’ 
for ‘INTENTIONAL’, the ‘BY WHOM’ field will be blanked out and no info 
can be added. 

·  Select OK to accept or CANCEL to reject your entry. 
 
Your INCIDENT for the selected patient is added to the Incident list. 
 
Press CLOSE to exit the INCIDENT FILE. 
 
 
 
 
 
 
 
 

 
PREHOSPITAL  

 

 
 
The patient’s PREHOSPITAL  data is stored on this sheet. PREHOSPITAL data can be 
INSERTED, CHANGED, DELETED and VIEWED on this screen.  Record the patient’s 
initial scene vitals. 
 
To add a new PREHOSPITAL sheet: 
 

·  Ensure that the relevant patient is highlighted on the main DEMOGRAPHICS 
table and select PREHOSPITAL from the PATIENT DEMOGRAPHICS 
SCREEN buttons. 

·  Press the INSERT button. The following screen is displayed: 
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·  Type in the AMBULANCE number. 
·  Select the Emergency Medical Service used from the list or add your own as you 

did in the SUBURB field in INCIDENT. 
·  Select ‘YES’ or ‘NO’ in the HELICOPTER USED field. 
·  Enter the data for IF HELICOPTER USED FROM WHERE. If ‘NO’ is selected 

from HELICOPTER USED then you cannot enter FROM WHERE. 
·  Enter the EMS DISPATCH TIME, SCENE ARRIVAL TIME, SCENE 

DEPARTURE TIME and HOSPITAL ARRIVAL TIME. Enter them in a 24 hour 
clock format (00:01 – 23:59). 

·  The SCENE TIME and TRANSPORT TIME are calculated and displayed. You 
must have times entered in all relevant fields or you will get a ‘0’ under Scene and 
Transport time. 

·  Enter the patient’s initial  PULSE RATE, RESPIRITORY RATE and SYSTOLIC 
BP data. 

·  Select the relevant ‘EYE OPENING’, ‘VERBAL RESPONSE’ and ‘MOTOR 
RESPONSE’ GCS scores (again initial  scene GCS).  As these GCS fields are 
used to calculate the total GCS and RTS scores, a ‘0’ will be reflected if data is 
missing and the calculations cannot be done. 

·  Respiratory Rate, Systolic BP and GCS are used for the RTS calculations. If 
one is not entered, RTS will not be calculated. 
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·  Select the prehospital HIGHEST LEVEL OF AIRWAY MANAGEMENT and IV 
ACCESS. Select CRYSTALLOIDS and COLLOIDS used and enter the volumes 
infused. 

·  DRUGS USED and OTHER USED are entered in the following manner: Press 
ADD DRUGS or ADD OTHER. A list will appear. Make your selections by 
moving your cursor over the row required and pressing the F4 key on your 
keyboard to select (highlight red). Multiple rows can be selected. If you want to 
deselect a selection (i.e. the row has already been highlighted red using the F4 
key), move your cursor over that row and press F5. If your choice is not listed, 
press the INSERT button on the screen and add your choice to the list.  Your 
addition will be listed by pressing OK to accept it, pressing CANCEL will reject 
it.  Once your selections are highlighted red press the SELECT button on your 
screen or the ‘Enter’ key on your keyboard to confirm your selection. Your 
prehospital drugs administered, and then other prehospital interventions will be 
added to your patient’s record. 

·  Finally press the OK key to accept the PREHOSPITAL form or CANCEL to 
reject the form and loose your data. 

·  Your new PREHOSPITAL record is saved and listed.   
 
 
 

REFERRING HOSPITAL  
 

 
 

The REFERRING HOSPITAL  screen is used to record information if a patient is 
transferred from another hospital. To enter REFERRING HOSPITAL data: 
 

·  Ensure that the patient in question is highlighted on the demographics list. 
·  Select REFERRING HOSPITAL from the main Demographics screen buttons.  
·  Press INSERT to insert a new record. The following screen appears: 
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·  Select ‘YES’ or ‘NO’ for the TRANSFERRED? question. 
·  If you select ‘NO’ then no further data will need to be inserted on this record, so 

press the OK button on the screen or the ‘Enter’ key on the keyboard. 
·  If the answer to the TRANSFERRED? question is ‘YES’, then tab to the 

TRANSFERRED FROM field and highlight the hospital the patient was 
transferred from. Press the SELECT button on the screen or the ‘Enter’ key on 
your keyboard to select the hospital.  If the hospital is not listed, press INSERT 
and add the hospital to the list. 

·  Select an EYE OPENING, VERBAL RESPONSE and MOTOR RESPONSE 
score for the patient at the time of his arrival at the Referring Hospital. 

·  Insert a PULSE RATE, RESPIRATORY RATE and SYSTOLIC BP. 
·  Any additional information can be added into the INTERVENTION MEMO field 

(management at the Referring Hospital such as airway management, medications 
administered or X-Rays done). 

·  Press the OK button to accept the entry or CANCEL to reject it. 
·  The record is saved and added to the table. 
·  If the patient has not been transferred from another hospital, I would suggest 

entering a record with ‘NO’ selected in the TRANSFERRED? Field rather than 
entering nothing at all. Definitive records stating that the patient was or was not 
transferred will prevent confusion resulting from blank records. 
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EMERGENCY UNIT ADMISSION  
 

 
 

This section of the program is used to track the level of prehospital care and 
EMERGENCY UNIT A DMISSION data.  Admission time, time spent in the 
Emergency Unit and info regarding who was involved in the patient’s management are 
recorded here.  
 

·  Ensure that the patient in question is highlighted on the demographics list. 
·  Select EMERGENCY UNIT ADMISSION from the main Demographics screen.  
·  Press INSERT to insert a new record. The following screen appears: 

 

 
 

·  The patient’s arrival date will have been brought across from the admission date 
field you entered when you inserted the patient. 

·  As you tab through the time field the time you entered as the patient’s admission 
time when you inserted the new patient will display. 

·  Make a selection from the PATIENT ARRIVED FROM list. 
·  Make a selection from the TRANSPORT USED table in the same way (this is 

your record of the level of prehospital care used). 
·  Enter your times for ‘Primary Survey Complete’, ‘Secondary Survey Complete’, 

and ‘Resus Complete’.   Primary Survey, Secondary Survey and Resus times are 
automatically calculated. 
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·  Press INSERT to insert the RESUS TEAM ACTIVATED. The following screen 
appears: 

 

 
 

·  Enter the time the resus was activated. 
·  Select the MEDICAL PERSON called for the resus by highlighting your selection 

and pressing the SELECT button or the ‘Enter’ key on the keyboard, or add 
another to the list by pressing the INSERT button.  

·  Select a TITLE from the Consultant/Registrar/RN/Radiographer/Other drop down 
list. 

·  Enter an ARRIVAL TIME for that person (24 hour clock). 
·  If an Arrival Time is inserted, the PRESENT field defaults to ‘YES’ (the person 

was present.) If that is not the case select ‘NO’ or ‘NOT RECORDED’. 
·  Make a selection from the NOTES: field. The Notes field lists the reason the 

person was delayed, or did not attend the resus. 
·  Press the OK button or ‘Enter’ on the keyboard to save your entry. 
·  Press the ‘Insert’ button again (or Alt and the ‘I’ key) to add the next member of 

the team.  
·  When entering subsequent members to the team, the same TIME ACTIVATED as 

the previous record can be called by pressing the ‘CONTROL and H’ keys on 
your keyboard. CONTROL-H is the history key and can be used on any form at 
any field to DITTO your field entry from the previous form. 

·  Enter an Emergency Unit DISCHARGE DATE and DISCHARGE TIME (this is 
the time the patient left the emergency unit).  

·  TIME SPENT IN THE EMERGENCY UNIT is automatically calculated. 
·  When the EMERGENCY UNIT ADMISSION record has been completed, press 

the OK button to save or the CANCEL button to reject the record 
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EMERGENCY UNIT DATA  
 
 

 
 
 

To enter an EMERGENCY UNIT  DATA record, ensure that the relevant patient is 
highlighted on the list and then select the EMERGENCY UNIT DATA button from the 
main Demographics screen. The following screen appears: 
 

 
 
 

·  Press INSERT to add a record. The following screen appears: 
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·  Enter the patient’s initial admission vitals: PULSE RATE, patient’s OWN 
RESPIRATORY RATE (used in Probability of Survival calculations) / 
VENTILATOR RATE and SYSTOLIC BP. In order to enter a VENTILATOR 
RATE, the patient’s RESPIRATORY RATE must be ‘0’.  However, if the patient 
is breathing at an unsustainable rate e.g. 3 breaths per minute on admission, and 
requires ventilation, record the patient’s respiration rate as 3 and leave out the 
ventilator rate.  Revised Trauma Scores and Probability of Survival calculations 
require the patient’s actual rate. 

·  Enter the patients TEMPERATURE by entering 3 numbers with no punctuation. 
i.e. 37 is entered as 370 (37.0) 35.5 as 355. 

·  Select the relevant EYE OPENING, VERBAL RESPONSE and MOTOR 
RESPONSE scores for the patient in order to calculate the ADMISSION GCS. 

·  Respiratory Rate, Systolic BP and GCS are used to calculate ADMISSION RTS. 
If they are not all entered, the RTS will remain at ‘0’ – not calculated. This will 
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later impact on your Probability of Survival calculations, which will also remain 
‘0’ – not calculated until all info required to do the calculations is entered. 

·  Record whether or not alcohol is suspected, there is also a field to enter a 
measurement. 

·  Press ADD COMORBIDITY to add any pre-existing comorbidity data. A list of 
possible comorbidity selections will display. Press F4 to highlight the data you 
require. You may highlight more that one row. If the comorbidity you require is 
not on the list, press the INSERT button to add a new comorbidity. Press the 
SELECT button on the screen or the ‘Enter’ key on your keyboard to bring your 
selections onto your patient’s record. 

·  Enter the HIGHEST LEVEL OF AIRWAY MANAGEMENT used in the 
Emergency Unit as well as the TOTAL IV ACCESS the patient had.  

·  Select any CRYSTALLOIDS and COLLOIDS administered and enter the volume 
infused during the Emergency Unit stay. 

·  Enter the number of UNITS OF BLOOD and UNITS OF FFP ordered and the 
number of units administered to the patient in the Emergency Unit. 

·  Enter estimated blood loss from injury to end of resuscitation, as well as blood 
loss from any Intercostal drains inserted. 

·  DRUGS USED are entered in the following manner: Press the ADD DRUGS 
button. A list will appear. Make your selections by highlighting the row required 
and pressing the F4 key to select (highlight in red). Multiple rows can be 
selected. If you need to deselect a selection, highlight it and press F5. If your 
choice is not listed, press the INSERT button and enter your choice in the field as 
requested. Your addition will now be listed if you press OK to accept, or lost if 
you press CANCEL to reject it.  Now select it from the list using F4.  Press the 
SELECT button on your screen or the ‘Enter’ key on your keyboard to accept 
your selections onto your patient’s record. 

·  EMERGENCY UNIT PROCEDURES performed during the resuscitation of the 
patient are entered in the same manner as DRUGS USED.  Press the ADD EU 
PROCEDURES button and the following list will display: 
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·  You can navigate around the menu by pressing the first letter of the choice 
you require e.g. typing ‘s’ once will take you to ‘Splint – arm’, typing ‘s’ 
twice will take you to ‘Splint  - leg’, etc. 

·  Select the procedures needed by pressing the F4 key once the cursor has been 
moved to the required row. Press F5 if you need to deselect an entry. Many 
procedures can be selected from this list by pressing F4 at each selection 
required. 

·  Press the SELECT button or the ‘Enter’ key on the keyboard when you have 
made your choices. 

·  Your choices will then be brought onto your patient’s record and displayed on 
the EMERGENCY UNIT DATA screen.  If you have selected a greater 
number of procedures than can be displayed in the box a scroll bar will appear 
to the right of the box and may be used to scroll down your list.  (Once you 
have clicked your mouse over one of the items on your patient’s list you may 
also use the arrow keys on your keyboard to go down the list.) 
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·  DIAGNOSTIC INVESTIGATIONS (along with their results) which were done 
during the emergency unit stay are recorded in the same manner. 

·  Click on the ADD DIAGNOSTIC INVESTIGATIONS button and the following 
screen displays: 

 

 
 

·  Select the investigations performed by pressing the F4 key once the cursor is 
over the relevant row. Press F5 to deselect an entry. Many entries can be 
selected from this list by pressing F4 at each selection required. 

·  Press the SELECT button on the screen or ‘Enter’ on your keyboard when you 
have made your choices. 

·  Your diagnostic investigation selections are now brought onto your patient’s 
record and displayed on the EMERGENCY UNIT DATA screen.  Again, if 
you have selected a greater number of procedures than can be displayed in the 
box, a scroll bar will appear to the right of the box and may be used to scroll 
down your list.  (Once you have clicked your mouse over one of the items on 
your patient’s list you may also use the arrow keys on your keyboard to go 
down the list.) 
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·  When the EMERGENCY UNIT DOCTOR field is entered, a list of Emergency 
Unit Doctors will be displayed. Make your selection by pressing the SELECT 
button on the screen or the ‘Enter’ key on the keyboard when your choice is 

highlighted.  Your doctors can be added to the list by pressing the  
button.  The names you add will be retained in the list for future use. 

·  Record whether the emergency unit doctor is ATLS trained. 
·  When the EMERGENCY UNIT DISPOSITION field is entered a list will appear. 

Make your selection as you did before.  (This field records where the patient went 
to from the Emergency Unit.) 

 
Press the OK button to accept the EMERGENCY UNIT DATA sheet or CANCEL to 
reject the sheet and loose any data entered. 
 

 
 
 
 
 

THEATRE AND OTHER PROCEDURES  
 
 

 
 
 
 

The THEATRE AND OTHER PROCEDURES section records all Surgical Operations 
and other procedures done on a specific patient. Note that this section EXCLUDES 
procedures already recorded in the EMERGENCY UNIT DATA section under 
‘EMERGENCY UNIT PROCEDURES’. 
 
 To enter Procedures do the following: 
 

·  Ensure that the relevant patient is highlighted in the demographics list. 
·  Select the THEATRE AND OTHER PROCEDURES button from the main 

Demographics screen. 
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·  Date, time, location, units of blood and FFP used are displayed on this table. 
·  This is a table in which you MAY have more than one entry should the patient 

have various procedures performed, unlike the previous table screens where only 
one entry would be made. 

·  Press INSERT to add Procedures. 
·  The following screen will be displayed: 
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·  Select the DATE the Procedures were done. 
·  Insert the TIME (24 hour clock format) performed. 
·  Make your selection from the LOCATION drop down box. 
·  Enter the number of UNITS OF BLOOD administered during the procedure. 
·  Enter the number of UNITS OF FFP administered during the procedure. 
·  If cell saving was utilized the volume infused (mls) can be recorded. 
·  INSERT the surgical team involved. 
·  Press INSERT PROCEDURE to bring up the list from which to select the 

procedures.  
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·  Place your cursor over the procedure required and press the F4 key to select (it 
will highlight red). 

·  Multiple procedures may be selected. 
·  Where, for example, a nephrectomy and liver repair were performed, remember to 

also select LAPAROTOMY. 
·  Press the SELECT button on the screen or the ‘Enter’ key on your keyboard after 

making your selections from the list. 
·  Press the OK button when you have added all information required. The 

information will be added to your patient’s record. 
·  Add any other subsequent Procedures, which may take place at a later stage, as 

explained above. 
·  Your procedure table will list all the dates, times and location of procedures as 

well as the number of units of blood and FFP administered during the procedure.  
There may thus be multiple entries on this table. 

·  Press CLOSE when you have added all Procedures. 
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ICD10 COMPLICATIONS  
 

 
 

The ICD10 COMPLICATIONS  section is used to record any complications (with the 
relevant ICD10 code, if applicable) that a specific patient may experience during his/her 
hospital stay.  Scene or Referring Hospital complications can also be recorded here.   
 
To add Complications do the following: 

·  Ensure that the patient in question is highlighted on the Demographics list. 
·  Click on the ICD10 COMPLICATIONS button in the main Demographics screen. 
·  A list of any previously entered ICD10 COMPLICATION dates and occurrence 

locations is displayed (if previous entries have been made). 
·  As in THEATRE AND OTHER PROCEDURES, this is a table in which you 

MAY have more than one entry should more than one complication occur during 
the patient’s hospital stay. 

·  Press INSERT to add a complication. The following screen is displayed: 
 

 
 

·  Select the DATE the COMPLICATION occurred by pressing the lookup block to 
the right of the date field. Click on the date required. 

·  When you tab to the OCCURRENCE LOCATION field, a lookup block appears. 
·  Highlight your OCCURRENCE LOCATION and press the SELECT button or 

type ‘Enter’ on your keyboard. 
·  Now press the INSERT COMPLICATIONS button.  
·  A list of Complication Descriptions together with the relevant ICD10 codes is 

displayed: 



 30 

 
 
·  Highlight the COMPLICATIONS you require, pressing F4 at each entry required. 

Press F5 should you need to deselect.  
·  You can find specific COMPLICATIONS by using the ‘Query’ button and 

following the prompts to search the descriptions for a key word e.g. ‘ARDS’. 
·  Press the SELECT button or ‘Enter’ on your keyboard and your selections are 

listed together with the ICD10 codes. 
·  Tab to the REMARKS field and add any relevant info on management, progress, 

etc. 
·  Click on OK to select, or CANCEL to reject your information. 
·  Your COMPLICATION date and occurrence location is now displayed. 
·  You can add Complications that occurred at other dates or locations by pressing 

INSERT  on this screen. 
 

 
 
The list above shows 2 COMPLICATION entries at different locations and dates. Press 
INSERT and add complications records as they occur. REMEMBER: If, for example, 
you need to add a complication to the CT Scanner Complication record listed above 
which occurred at the same time, highlight the ‘CT Scanner’ record and press CHANGE. 
DON’T press INSERT at this screen. INSERT inserts a whole new complication record 
at a specific Location or a specific Date. 
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DIAGNOSIS AND ISS SCORE 
 

 
 
The DIAGNOSIS AND ISS section is used to record the patient’s injuries and to 
determine the Injury Severity Score (ISS). This section also calculates the patient’s 
PROBABILITY OF SURVIVAL  and the NEW PROBABILITY OF SURVIVAL  
(derived from the NISS – New Injury Severity Score) for the patient both at the 
PREHOSPITAL stage and at the EMERGENCY UNIT arrival stage.  ICD10 codes have 
been allocated to all listed injuries.  
 
The Prehospital Probability of Survival will only be calculated if the following fields are 
completed (fields used for calculations in MediBank are highlighted pink): 
 
FIELDS REQUIRED FOR CALCULATION OF PREHOSPITAL PROB ABILITY 
OF SURVIVAL SCORES: 
 

·  The PREHOSPITAL Respiratory Rate. 
·  The PREHOSPITAL Systolic Blood Pressure. 
·  All three PREHOSPITAL Eye Opening, Verbal and Motor Response GCS scores.  

(All this info is used to calculate the PreHospital GCS and RTS scores and make 
these scores available to calculate the PreHospital Probability of Survival.) 

·  ‘Mechanism’ i.e. Blunt or Penetrating has been selected (in the INCIDENT 
section). 

·  The ISS injuries have been entered. 
·  The patient’s age (in the Demographics section). 
·  If any of the above information is missing PREHOSPITAL PROBABILITY OF 

SURVIVAL cannot be calculated and a ‘0’ / ‘Not Calculated’  will display. 
 

FIELDS REQUIRED FOR CALCULATION OF ADMISSION PROBAB ILITY OF 
SURVIVAL SCORES: 
 

·  The EMERGENCY UNIT DATA Respiratory Rate. 
·  The EMERGENCY UNIT DATA Systolic Blood Pressure. 
·  All three EMERGENCY UNIT Eye Opening, Verbal and Motor Response GCS 

scores.  (All this info is used to calculate the Admission GCS and RTS scores and 
make this info available to calculate the Admission Probability of Survival.) 

·  ‘Mechanism’ i.e. Blunt or Penetrating has been selected (in the INCIDENT 
section). 

·  The ISS injuries have been entered. 
·  The patient’s age (in the DEMOGRAPHICS section). 
·  If any of the above information is missing ADMISSION PROBABILITY OF 

SURVIVAL cannot be calculated and a ‘0’ / ‘Not Calculated’  will display. 
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To enter ISS Diagnosis information for your patient do the following: 
 

·  Ensure the patient in question is highlighted on the Demographics list. 
·  Select the DIAGNOSIS AND ISS SCORE button from the main Demographics 

screen. 
·  Press INSERT to insert new data. The following screen appears: 
 

 
 
 

 
 
·  If the patient has PREHOSPITAL and EMERGENCY UNIT information entered, 

the GCS and RTS scores should be displayed under PROBABILITY OF 
SURVIVAL. 

·  Your mechanism of injury will have been brought across from your ‘INCIDENT’ 
data.  A ‘B’ for blunt injuries or a ‘P’ for penetrating injuries will display. 

·  Your cursor will be on the INSERT INJURIES button. Click on it or press enter 
on your keyboard to access the injuries list. 

·  All the ISS injuries along with their allocated AIS scores will be displayed.  
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·  The injuries are sorted alphabetically by Body Region first, Anatomical 
Classification second and Detailed Description last. 

·  If you would like to view, for example, all the ‘Head’ injuries then type an ‘H’ on 
the keyboard and you will be taken to ‘HEAD’ on the list. 

·  Here is the summary of the BODY REGION classifications for your reference:             
‘H’ – Head                                                                                                              
‘F’ –  Face                                                                                                               
‘N’ – Neck                                                                                                                  
‘T’ – Thoracic                                                                                                             
‘A’ – Abdominal Contents                                                                                           
‘U’ – Upper Extremities                                                                                                              
‘L’ – Lower Extremities                                                                                                                
‘E’ – External      

·  The sections included under ANATOMICAL CLASSIFICATION  include: 
INTERNAL ORGANS  found within the BODY REGION concerned. 
MUSCLES, TENDONS, LIGAMENTS  found in that specific body region. 
NERVES 
SKELETAL STRUCTURES 
SKELETAL JOINTS 
SPINE (CORD), listed under the body region it is found in, e.g. L-Spine will be 
listed under ‘Abdominal Contents’.    
SPINE (SKELETAL)  also specific to the body region you are looking at. 
VESSELS 
WHOLE AREA  – superficial wounds such as abrasions, lacerations, etc.  These 
injuries are calculated under the EXTERNAL body region in the ISS score. 
WHOLE AREA / EXTERNAL  – more serious injuries relating to the specific 
body region, e.g. avulsions, unspecified penetrating injuries (such as stab wounds 
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and gunshot wounds).  These injuries are calculated under the specific body 
region in the ISS/NISS scores.                                    

·  The preferred way to select injuries onto your patient’s record is to use the entire 
list and type in the first letter of the BODY REGION injured. The specific injury 
can then be located by paging down the screen to select the appropriate 
ANATOMICAL CLASSIFICATION and then find the DETAILED 
DESCRIPTION.  Select your injury, then move to the next injured BODY 
REGION.  Selecting injuries this way means you need enter the list only once. 

·  Select the specific injuries you require by moving your cursor over the relevant 
row and pressing F4 to select (highlight red) or F5 to deselect. Many injuries can 
be selected. 

·  If you could not find one of the injuries you require on the entire list you may do a 
‘QUERY’  to identify that specific injury after you have added the ones already 
selected to your patient’s record by pressing the ‘ADD INJURY TO MY LIST’ 
button or simply typing ‘Enter’ on your keyboard.  Here is where you will need to 
exit and re-enter the list.  

·  REMEMBER!  If you make selections from the list and then want to do a 
QUERY, add the injuries you have already selected to your list FIRST by 
pressing the ADD INJURIES TO MY LIST button, then press INSERT 
INJURIES again to do your QUERY. Selecting injuries by using the QUERY 
function removes any selections you may have already made and not saved to 
your patient’s record. 

·  If you would like to display only certain Injuries i.e. DO A QUERY, proceed as 
follows: 

·  Once in the ISS Injury list press the QUERY button on the top right of your 
screen. 

·  Click on ‘New’. 
·  You will then need to select the section of the list you would like to search on.  It 

is most useful to search by ‘DETAILED DESCRIPTION’.  Click ‘Next’and 
choose an OPERATOR (usually ‘CONTAINS’), click ‘Next’ again and type in 
the VALUE you would like to search for (e.g. ‘pneumothorax’). 

 
 

·  Your screen should now look like this: 
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·  Click the ‘Next’ button, then click ‘Finish’ once you have confirmed your Query. 
·  You can simply view the data, or you can save the Query for future use. 
·  The filtered data is displayed to make your selection easier:  only injuries 

containing ‘pneumothorax’ will now be displayed. 
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·  You can choose injuries from this list by moving your cursor over the relevant 

row and then pressing F4 on your keyboard to select that row (it will highlight 
red).  F5 will deselect any injury you may have selected by mistake if the cursor is 
over it.  You may select multiple injuries.  Once you have made your selections 
press the ADD INJURY TO MY LIST button or type ‘Enter’ on your keyboard.  
This will transfer your selections from the query screen to your patient’s record, 
adding them to the selections you may have already made. 

·  To clear your filtered list and display all injuries again (if you do not wish to 

make a selection from that Query list) press the  button. The entire 
list will again be displayed.  Note that while a Query is active the description of 

the Query will be displayed in red text under the  and 

 buttons as follows:    
·  You can filter any field in the same manner. You can select a Body Region, 

Anatomical Classification or ICD10 code if necessary, just remember to 

  after you have filtered data if you do not select an injury to your 
patient’s record. 

·  Once you have selected all the injuries you require (by highlighting them red on 
the list using F4) press the ‘ADD INJURIES TO MY LIST’ button or the ‘Enter’ 
key on your keyboard to send them to your patient’s record. 

·  Your injuries are now displayed on your patient’s record. 
·  The INJURY SEVERITY SCORE DATA section on the screen lists all the 

highest scores for the regions selected as well as the ISS itself. 
·  The ISS is calculated using the 3 highest scores per body region while the NISS is 

a calculation of the highest 3 AIS scores, regardless of anatomical body region 
location. 

·  Some of the injuries will not be displayed where you might expect them to be, for 
example, any injury with an Anatomical Classification of WHOLE AREA is 
calculated under EXTERNAL and not under that injury’s SPECIFIC body region. 

·  The program displays the ISS and NISS as well as all possible PROBABILITY 
OF SURVIVAL  scores which are calculated using the ISS and NISS scores at the 
Scene and Emergency Unit Arrival  stages. 

·  Press OK to save your selections. 
·  The patient’s ISS data is displayed on the table. 
·  Press CLOSE to exit the ISS section. 
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MEDICAL ICD10 CODES  
 

 
 

If the patient you are capturing is a non-trauma patient use this section to record the 
diagnosis with the appropriate ICD10 code.   
 
To add the information, proceed as follows: 
 

·  Ensure that the patient in question is highlighted on the list. 
·  Press the MEDICAL ICD10 CODES button on the main Demographics 

screen: 
 
 

 
 
 
 

·  Press INSERT to add an ICD10 DIAGNOSIS to your list. The following 
screen is displayed: 
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·  Press INSERT DIAGNOSIS. The following screen is then displayed: 
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·  To find your DIAGNOSIS you can sort the list by any of the columns simply 
by clicking on the heading of the column you wish to sort by.  If you sort by 
codes you can find a specific code as they will be listed alphabetically.  You 
can also sort and search by group descriptions or full descriptions.  As in the 
Trauma list, the QUERY function may assist in finding specific diagnoses. 
This is a standard QUERY function. You can search for a DIAGNOSIS or a 
CODE from this table. (See the section on QUERIES under the DIAGNOSIS 
AND ISS SCORE section for more info on running a QUERY, pg 34). 

·  Click on the ‘QUERY’ button, then click on ‘New’, choose what you would 
like to search e.g. ‘full description’, click on ‘Next’ and choose the operator 
e.g. ‘contains’ and type in the value you are searching for: 

 

 
 
 
 
 

·  Click on ‘Next’ then ‘Finish’, you may save your query should you wish to 
have it available for future use or simply view the list without saving it.  A list 
of all the ICD10 diagnoses containing ‘pneumothorax’ will be displayed. This 
makes finding a Diagnosis very simple. 
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·  You may now use the F4 key to highlight the diagnosis you require.  Click on 

‘A CCEPT INJURIES’ button or hit ‘Enter’ on the keyboard to bring the 
diagnosis you highlighted onto your patient’s record.  Note that the red text 
below the ‘QUERY’ and ‘RESET’ buttons indicate that a ‘QUERY’ is active 
and describes it. 

·  If you had not selected a diagnosis from the list, the ‘RESET’ button would 
clear the ‘QUERY’ and return you to the complete list. 

·  Because the ICD10 list is so extensive the ‘QUERY’ option is the best way of 
finding your diagnoses, but selections need to be done one at a time. 

·  You may choose to view and become familiar with the entire ICD10 LIST  so 
that you can select (using F4) all your diagnoses entering the list only once. 

·  Make your selections from the list by pressing F4 once your cursor is over the 
relevant row (it will highlight red), then press the ‘ACCEPT INJURIES’ 
button on the screen or the ‘Enter’ key on the keyboard. 

·  Your selection will be added to your patient’s ICD10 DIAGNOSIS list: 
·  Press the OK button when all of your patient’s diagnoses are present on the 

list. 
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ICU DATA  
 
 

 
 

The ICU DATA section of the program tracks the patient’s ICU stay, should the patient 
be admitted to ICU. To insert ICU data for the patient, ensure that the relevant patient is 
highlighted in the main DEMOGRAPHICS screen and press the ICU DATA button. 
 
The following screen is displayed: 
 

 
 
·  The list will display the ICU admission date and time, once entered.  
·   Note that once initial data on the patient’s ICU stay has been entered, you will go 

into that SAME record to enter ALL SUBSEQUENT DAILY INFO.  Once the 
patient has been discharged from ICU, the discharge DATE and DISPOSITION 
will be reflected on the list.  Only once a discharge date has been entered would 
you be able to insert a second ICU admission should the patient be readmitted to 
the ICU.  

·  Press INSERT to add an ICU admission if the list is empty, or CHANGE to 
change or add to data that has been entered. The following screen is displayed: 
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·  The patient’s name is automatically listed above. 
·  Select an ICU ADMISSION DATE by pressing the block to the right of the field. 
·  Insert the ICU ADMISSION TIME (24 hour clock). 
·  Press ADD REASONS to add reasons for the ICU admission. The following 

screen is displayed: 
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·  Highlight your selections by pressing the F4 button or F5 to deselect any reasons. 
·  Press SELECT on the screen or ‘Enter’ on the keyboard when you have 

highlighted your reasons (more than one reason may be selected). 
·  Your selections will be listed on the main screen. 

 
DAY ZERO ADMISSION SCORES 
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The SAPS II, KES, and APACHE II are admission scores and are done on a one time per 
patient basis only. These scores work on the WORST values recorded for each required 
field OVER THE FIRST 24 HOURS of ICU admission.  To calculate the SAPS II 
admission score do the following: 
 
SAPS II ADMISSION SCORING SYSTEM 
 

·  Press INSERT under the SAPS II table. The following screen displays: 
 

 
 

·  This is where your SAPS II data is entered and the SAPS II Score and Predicted 
Death Rate is calculated. 

·  Either select the relevant data from the drop down lists or enter the data at each 
field. As the data is entered the score per field and the totals are calculated as 
shown below: 

 



 45 

 
 

·  When you have entered all data press OK and the SAPS II Score and Predicted 
Death Rate are listed in your main ICU screen. 
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KES ADMISSION SCORING SYSTEM 
 
 

·  Press INSERT under the KES table. The following screen displays: 
 

 
 

·  This is where your KES data is entered and the KES Score and Predicted Death 
Rate is calculated. 

·  Either select the relevant data from the drop down list or enter the data at each 
field. If you have entered information in the SAPS II section, it is automatically 
transferred to the KES section. This can be overwritten if required. As the data is 
entered the score per field and the totals are calculated as shown below: 



 47 

 
 

·  When you have entered all data press OK and the KES Score and Predicted Death 
Rate are listed in your main ICU screen. 
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APACHE II ADMISSION SCORING SYSTEM  
 

·  Press INSERT under the APACHE II table. The following screen displays: 
 

 
 
 
 

·  This is where your APACHE II data is entered and the APACHE II Score and 
Predicted Death Rate are calculated. 

·  Either select the relevant data from the drop down lists or enter the data at each 
field. Info from SAPS II and KES will be carried over where relevant. 

·  The program will try to prevent you from entering invalid data. E.g.: If you enter 
data at the IF FI02 < 0.5 field then the IF FIO2 >= 0.5 field will be grayed out and 
no info can be entered there. If you enter Arterial pH, serum HCO3 is grayed out 
and if you enter Serum Creatinine WITHOUT Acute Renal Failure, the WITH 
renal failure field is grayed out. 

·  If you make a mistake move back and delete the field. The grayed out field will 
then become active again. 

·  Finally make the most relevant selection from the ADJUSTED PREDICTED 
DEATH RATE list: 
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·  This will give you your adjusted predicted death rate: 
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·  When you have entered all data press OK and the APACHE II Score and 
Predicted Death Rate are listed in your main ICU screen. 

 

 
 
 
Use the following DATA COLLECTION FORM from the MediBank Data Collection 
Form Set over the first 24hrs in ICU to collect all the relevant info for these 3 admission 
scores (remember to use all the WORST values recorded over the first 24hrs): 
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DAY ONE AND SUBSEQUENT DAYS 
 

 
 

 
 
The SOFA scoring system can be used on day 0 with the other admission scores, and on a 
daily basis. The software calculates the SOFA score and allows you to enter OTHER 
DAILY INFO regarding the patient’s management and progress.  It is recommended that 
info obtained from the morning ICU round is used for this section. 
 
SOFA 
 
Press INSERT under the SOFA screen. The following screen appears: 
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·  Select the date of the SOFA calculation at the DATE field. 
·  Select relevant data from the drop down lists and enter the rest of the data 

manually. 
·  The SOFA score is calculated. 
·  Press OK to save your score on the list. 
·  When you wish to do subsequent SOFA calculations you will repeat this sequence 

(most units do SOFA scores 2-3 times a week). The main ICU list will show all 
the scores on the SOFA table as shown below: 

 

 
 
 
·  SOFA scores are represented in graphic form below this block to give a visual 

representation of the progression. 
 
 

 
 
 

OTHER DAILY INFO  
 
 

 
 
 
Press INSERT under OTHER DAILY INFO. The following screen appears: 



 53 

 
 
 

 
·  This data is entered on a daily basis. 
·  Enter all relevant data then press OK to save. 
·  Press INSERT from the main ICU table to enter another day’s data as 

required. Your ICU OTHER DAILY INFO screen will then look like this: 
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Note that the summary of ventilated days, inotrope days, dialysis days and TPN days 
which appear on the Hospital Outcome summary are added up from entries into this 
section.  A tally is shown on the ICU screen including number of units of blood 
administered during ICU stay. 
 
CULTURES:  
 

 
 

·  This section tracks specimens sent for MC&S, what organisms were 
identified, what they were treated with, over which period, and whether or not 
the treatment was successful. 

·  Numerous specimens can be tracked. 
·  Click on Insert and the following screen will display: 
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·  Complete the info and click OK to save the info onto your patient’s record. 
 
·  Complete the ICU DISCHARGE DATE and DISPOSITION fields. Once 

admission and discharge dates are entered the program automatically 
calculates days spent in ICU.  Press OK and the entire ICU record is saved. 
The complete record will look something like this. 

 

 
 

 
 
 
 
 
·  After you press OK the following screen appears: 
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You would press the CHANGE button to change, or add to, any data you have already 
entered i.e. to add subsequent daily SOFA, OTHER DAILY INFO or information on 
CULTURES and TREATMENT. 
 
Only once you have entered the ICU discharge date will the ‘INSERT’ button become 
active again to allow for a SECOND and SEPARATE ICU admission if applicable. 
 
Pressing CLOSE takes you back to the main DEMOGRAPHICS screen. 
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PERFORMANCE REVIEW  
 
 

 
 

The PERFORMANCE REVIEW  section documents any event requiring peer review as 
well as the outcome of such a review.  To add a Performance Review do the following: 
 

·  Highlight  the patient concerned. 
·  Press the PERFORMANCE REVIEW button from the main Demographics 

screen. 
·  A list of Performance Reviews for the selected patient is displayed (if already 

entered). 
·  Press INSERT to add a Performance Review. 
·  The following screen will be displayed: 
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·  Press the block to the right of the DATE field and select a date from the calendar. 
·  Press the INSERT DESCRIPTION button to select reasons for the Performance 

Review. The following list is displayed: 
 

 
 

·  Position your cursor over the specific reason for review and press F4 on each 
reason you wish to select. Press F5 to deselect a reason you may have selected by 
mistake. Press the SELECT button or ‘Enter’ on the keyboard when your 
selections have been made. 

·  Press Tab and enter any COMMENTS you would like to make about the specific 
Performance Review, for example, Post Mortem results in the Trauma Death 
Review. 

·  Select a JUDGEMENT from the dropdown list. 
·  Press OK to save the review. 
·  Your data is displayed on the list. 
·  Press the CLOSE button to exit Performance Review. 
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HOSPITAL OUTCOME  
 
 

 
 
 

The HOSPITAL OUTCOME  section saves all information regarding the patient on 
discharge or death. To enter the Hospital Outcome information proceed as follows: 
 
 

·  Highlight the patient concerned on the main demographics list. 
·  Press the HOSPITAL OUTCOME button. 
·  A summary of the patient’s hospital stay is displayed on the table screen. 
·  Press the INSERT button to add a Hospital Outcome record. 
·  The following screen appears: 
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·  The patient’s Arrival Date, as entered when you inserted the patient, is displayed. 
·  Press the block to the right of the DISCHARGE DATE field and select the 

discharge date from the calendar. 
·  The number of DAYS the patients spent IN HOSPITAL will be calculated. 
·  Provided you have entered the ICU admission and discharge dates in the ICU 

DATA section of the program, the number of days the patient spent in ICU will 
be calculated and displayed. 

·  Enter the number of days spent in High Care. 
·  The VENTILATED, INOTROPIC support, TPN and number of days the patient 

was DIALYSED for are all automatically calculated from the daily ICU info 
entered in the ICU section and displayed. 

·  The CONDITION ON DISCHARGE field gives an indication of the patient’s 
condition on discharge from your hospital.  Make your selection from the list. 

·  DAYS BOOKED OFF WORK, if available, can be entered to give and indication 
of the impact of trauma on productivity.  

·  When you Tab to the DISPOSITION field, a list of the Disposition options is 
displayed. Make your selection (e.g. type ‘D’ a number of times until you come to 
‘Discharged’ on the list), then press the SELECT button on the screen or the 
‘Enter’ key on the keyboard. If your selection was not listed press INSERT and 
add your selection to the list.  Any patient who’s DISPOSITION contains ‘died’  
will be highlighted BLUE on the main demographics list. 

·  Press Tab to move to DISCHARGE SERVICE field.  
·  A list displaying the Discharge Service data stored is displayed. 
·  Make your Discharge Service selection by, for example, typing ‘H’ a number of 

times until you come to ‘Home’ on the list, then press the SELECT button on 
your screen or ‘Enter’ on the keyboard. If your selection is not listed press 
INSERT and add your selection to the list.   

·  If DISCHARGE SERVICE = ‘Mortuary’ the DEATH LOCATION field will 
become active.  Select the appropriate location by highlighting it and pressing the 
SELECT button on the screen or the ‘Enter’ key on the keyboard.  Check the 
ORGAN DONATION and POST MORTEM REPORT boxes if they are 
applicable.   

·  If the DISCHARGE SERVICE is not ‘Mortuary’ (i.e. the patient did not die) a 
default N/A is displayed in the DEATH LOCATION field. The ORGAN 
DONATION and POST MORTEM REPORT fields are then bypassed. 

·  The final amount billed can be entered. 
·  Press OK to save your data. 
·  Your entry is displayed on the list. 
·  Press CLOSE to exit the Hospital Outcome Table. 
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REPORTS 
 
 

The most important part of a computerised database system is what it can produce in 
terms of REPORTS. MediBank is a very powerful tool when it comes to Output. A 
number of standard reports are currently built into the program including various 
GRAPH REPORTS. 
  

The  and  functions can be used to  

and .  These functions were briefly described in the ‘SEARCHING 
FOR RECORDS’ section on page 5. 
 
Any more complicated custom report you may require can be generated by our team 
and added to your system. Whatever has been ‘Inputted’ can be called up in whatever 
format is required. 
 
If you are reading this manual on your computer screen and cannot see the reports 
listed because they are to small, use your ZOOM facility on your reader program. 
 
Contact our support team on info@verticalapps.co.za , visit www.MediBank.co.za or 
phone us on 082 411-7245 and we will be glad to quote you on generating whatever 
report you require.  
 
The report section is accessed from the REPORTS drop down list located at the top 
left of the screen as shown: 
 
 

 
 
 
 
 
 
Click on the word ‘Reports’ and a list similar to this one will appear: 
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The reports all work in a similar way: 
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THE INDIVIDUAL PATIENT REPORT  
 
 
Click on ‘INDIVIDUAL PATIENT REPORT’ and the following screen will appear: 
 

 
 
Enter the MediBank number found to the far left of the DEMOGRAPHICS main 
screen (the number column) of the patient you require a report for. A report will print 
as follows: 
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DEATH REPORT  
 
Select ‘DEATH REPORT’ from the Report drop down menu. 
The following screen appears:  
 

 
 
 
You can pull a report on all patients who died between the dates you enter. 
Dates need to be entered in the following format:  DD/MM/YYYY  (if you are 
working in the current year you need only enter the day and month – the system 
will allocate the current year) 
You can choose to select Trauma, Non Trauma or both categories. 
Patient identifiers (names and hospital numbers) can be included or excluded 
from the report. 
Press ‘GO’ to generate the following report: 
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THE SEARCH FOR ISS DIAGNOSIS REPORT 
 
This report uses a key word which is entered to find all ISS injuries which contain 
that key word. The report then prints all injuries for the relevant patients. 
 
Example: 
To generate a report which will find all ‘Haemo-pneumothorax’ ‘Pneumothorax’ and 
‘Haemothorax’ injuries from the 1/10/2005 to the 10/10/2005 you will need to do the 
following: 
 
·  Select the ‘ISS DIAGNOSIS REPORT’ from the ‘REPORTS’ drop down list. 
·  Enter the ‘FROM DATE’ and the ‘TO DATE’. 
·  Type your key word into the ‘KEYWORD’ field. 
·  Your screen should look something like this: 
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(You could choose to search ‘BODY REGION’ e.g. to find all ‘HEAD INJURIES’, 
you could search ‘ANATOMICAL CLASSIFICATION’ to find, for example, all 
‘SPINAL CORD INJURIES’ or you could search the DETAILED DESCRIPTION’ 
for a specific KEY WORD.) 
 
The Injury KEY WORD is not case specific. Any part of the injury description 
can be entered. By entering ‘mothorax’ the following report will be generated: 
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THE INCIDENT SEARCH REPORT  
 
In a similar fashion, a report looking at specific modes of injury, can be generated as 
follows:   
 
·  Click on REPORTS on the top left of the DEMOGRAPHICS screen. 
·  Select the ‘INCIDENT SEARCH REPORT’ from the ‘REPORTS’ drop down 

list. 
·  The following prompt will display: 
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·  Enter the date range you would like to analyse. 
·  Now enter the type of incident you would like to look at (part of the description 

may be entered).  The report will list all records containing what you have typed 
into the incident field on the prompt screen above.  This report searches the ‘How 
it Happened’ field on the patients’ INCIDENT records. 

·  If you would like to look at a very specific range of data, type in what you would 
like to look at exactly as it is listed in the ‘How it Happened’ List in the 
INCIDENT  section of MediBank.  For example, if you would like only to view 
MVCs which involve Taxis then type in:  MVC – Taxi.  All Motor Vehicle 
Crashes which were recorded as involving a Taxi will then be included in the 
report.  If you had simply typed MVC into the field above, your report would be 
larger and would include any record where ‘MVC’ is contained in the description 
of ‘ How it Happened’. 

 
For example let’s look at incidents involving various falls.  The word FALL was typed 
into the incident field on the ‘GENERATING REPORT’ screen: 
 

 
 
 

 
The following report was then generated: 
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THE MALE VS FEMALE   BLUNT VS PENETRATING  
 
By simply entering the dates to define the period you are looking at, as shown in the 
following example, the report on the next page will be generated:  
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Many other reports come standard with the MediBank program and they all work in 
the same manner. Remember too that custom reports can be created at your request. 
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GRAPH REPORTS 
 

By clicking on GRAPH REPORTS (just next to REPORTS on the top left of the 
Demographics screen you can select from a number of graphs which will display 
automatically after you enter the date range you require.  Some examples follow: 
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AGE ANALYSIS: MALE VS FEMALE  
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MEDIBANK SECURITY  

 
MediBank has user security modules built into the program. This prevents unauthorized 
people accessing data. The first time you access MediBank you will receive the following 
notification screen: 
 

 
 
Select the NO option and the following screen will display: 
 

 
 
Select YES and you will be prompted to fill in a user form. Complete the form entering 
data for your first user as follows: 
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As stated under the ‘Login’ section, a user is added with the user name of ‘John’ and a 
password of ‘John’ is automatically assigned. (This password may later by changed by 
logging in using the password ‘john’ and then pressing the CHANGE PASSWORD 
button on the bottom left of your demographics screen and following the instructions.)  
Pressing the OK button now presents you with the following Login screen: 
 

 
 
Enter a Login of ‘John’ and Password of ‘John’. The program should now open and the 
main Demographics screen should show as follows: 
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This is the main starting point of the MediBank program. All the sections below assume 
you are starting from this screen.  (You may now change your password should you wish 
to.)  
Please note: If the primary MediBank screen looks as follows (i.e. everything seems 
grayed out): 
 
 

 
 
 
 
you will need to get a new registration code from your supplier. This will happen if the 
program is copied from one computer to another, if the program license has expired or if 
the computer date is working erratically (if it goes backwards). 
 
To get a new registration code, phone your supplier and click on the REGISTER 
PRODUCT button located on the bottom left of the screen. A screen similar to the 
following one will appear: 
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Your supplier will give you the relevant information to fill in as well as an activation 
code. Filling in the information will make your program fully functional. 
 
The next step in setting up your program security would be to set up users that will be 
accessing the system. To do this click on the BROWSE USERS button on the bottom left 
of your Demographics window. You will get a screen that lists the user you set up earlier. 
You can INSERT a new user, DELETE the current user or CHANGE the highlighted 
user.  The user you added earlier will be set up as a Supervisor. This gives him/her access 
to the entire program. He/she in turn can give or restrict access to anyone who is set up as 
an Operator. The window shows all the users set up on your system: 
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Let’s add a new user:  click on the INSERT button, the following screen will display: 
 

 
 
This screen is similar to the one you used to add the first user. The only difference is the 
‘Level’ section.  Here a user can be given ‘Supervisor’ access (all areas of the program 
are accessible), ‘Operator’ access (the supervisor may restrict certain access to various 
operators), or ‘No access’. The ‘No access’ option is used to temporarily restrict all 
access to a user for whatever reason. This can only be done by a user with Supervisory 
rights. 
 
To set up Operator restrictions you need to do the following:   
Log on as a Supervisor.  
Move to the screen you would like to restrict access to, e.g. in the ISS DIAGNOSIS 
section of MediBank, the program has all the ISS injuries listed along with their relevant 
AIS scores. You can get to this screen by selecting the DIAGNOSIS AND ISS SCORE 
button from the main Demographics window. Press INSERT, and then INSERT 
INJURIES. The list containing all the ISS injuries and scores from which selections are 
made is then displayed: 
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As you can see the INSERT, CHANGE and DELETE buttons are active (i.e. not grayed 
out). This means you could delete or change an injury in the main injury table. This is 
something you would not want to do. (This is the main injury table. You will make your 
selections from this table but only change something if you find an error in the MediBank 
program injuries). You therefore don’t want inexperienced operators deleting injuries by 
mistake. To change the access to this screen press the CONTROL and F8 keys 
simultaneously on your keyboard when you are in this screen.  The following screen will 
then display:  
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This screen is a list of the Operators with restrictions to this screen. The user above has 
no access at all to this screen. The options above could give Jill: 
 

·  Access: If set to yes, the Operator can access the screen (recommended). 
·  Insert: If set to yes, the Operator can Insert injuries (not recommended). 
·  Change: If set to yes, the Operator can Change injuries (not recommended). 
·  Delete: If set to yes, the Operator can Delete injuries (not recommended). 

 
If Jill is given access to the screen but no Insert, Change or Delete options, when she gets 
to the same screen, it will look like this: 
 

 
 

 
As you can see, Jill cannot Insert, Change or Delete injuries on the MediBank injury list. 
She can only select injuries on the list using F4, then add them to the record of the patient 

she is working on by using the  button.  She may also use the 

 button to Search for injuries she requires. 
 
The following security warning will display if an operator tries to access an area of the 
program which has been restricted for him/her: 
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The user does not have rights to use that section of the program. A Supervisor must log 
on, go to the relevant screen and allow access to that screen. 
 
 

Other security options on the main screen are  (the person logged in can 

change his or her password using this button), and  (this shows a list of 
logged on users which is useful when a backup needs to be made and everyone should be 
logged out of MediBank). 

 
 
 
This is the end of the MediBank manual. I hope you will find the program as useful as 
I have intended it to be.  
 
 
This program has been designed and written in conjunction with The Trauma Society 
of South Africa by VerticalApps. 
 
Input from the following specialists in the field is acknowledged: 
 
Frank Plani, Trauma Surgeon, Johannesburg / University of the Witwatersrand 
Ken Boffard, Professor and Head of Surgery, Johannesburg Hospital / University of 
the Witwatersrand 
Jacques Goosen, President of the Trauma Society of South Africa and Head of the 
Johannesburg Hospital Trauma Unit 
Elmin Steyn, Surgeon, Cape Town 
Dave Muckart, Critical Care, King Edward Hospital, Durban 
Sats Bagwanjee, Professor of Anaesthetics, University of the Witwatersrand 
 
 
VERTICALAPPS CONTACT DETAILS: 
 
Web: www.MediBank.co.za  
Email: info@verticalapps.co.za 
Tel: 27824117245 


