BRANZ Training Manual

Version 4.0
April 2020
 Burns Registry of Australia and New Zealand
School of Public Health and Preventive Medicine
Faculty of Medicine, Nursing & Health Sciences
Monash University
This user guide was updated by
Samara Rosenblum
Contact details:
anzba.registry@monash.edu
+61 3 9903 0288
Postal address:
School of Public Health and Preventive Medicine
Monash University
553 St Kilda Road
Melbourne VIC 3004

1

Contents

System Requirements ........................................................................................................................1

1.1
1.2

Preferred browsers ........................................................................................................................1
Language of the browser ...............................................................................................................1

1.3
2

Disable Auto-complete password ..................................................................................................1
Guidelines for Data Management and Entry......................................................................................3

2.1

BRANZ Data Items ..........................................................................................................................3

2.2

Data Collection Process ..................................................................................................................4

2.3

Timelines of Data Entry ..................................................................................................................4

2.4

Data Integrity and Database Validation .........................................................................................4

2.5

Date and Time Fields ......................................................................................................................5

2.6

Quality Control ...............................................................................................................................5

2.6.1

Training of data collectors .........................................................................................................5

2.6.2

Preparation of quarterly and annual reports .............................................................................5

3

Using BRANZ .......................................................................................................................................6

3.1

Login Screen ...................................................................................................................................7

3.2

Logout and Timeout .......................................................................................................................7

3.3

Adding a new case..........................................................................................................................8

3.3.1

BRANZ Identifier.........................................................................................................................8

3.3.2

Inclusion and Exclusion Criteria .................................................................................................8

3.4

The Home Screen .........................................................................................................................10

3.5

Entering a new case .....................................................................................................................10

3.6

Registration – Admission Details ..................................................................................................13

3.7

Event ............................................................................................................................................14

3.7.1

Event Section ...........................................................................................................................14

3.7.2

First Aid Section .......................................................................................................................17

3.8

Assessment ..................................................................................................................................18

3.8.1

Burn wound Assessment Section .............................................................................................18

3.8.2

Burn Location ...........................................................................................................................20

3.8.3

Treatment ................................................................................................................................21

3.8.4

Assessment Quality Indicators Section ....................................................................................23

3.9

Inpatient Section ..........................................................................................................................25

3.9.1

ICU Details ................................................................................................................................25

3.9.2

Inpatient Quality Indicators .....................................................................................................26

3.10

Discharge ......................................................................................................................................28

3.11

ICD-10-AM Codes .........................................................................................................................30

3.12

Reviewing an existing Case ..........................................................................................................31

3.12.1 Viewing Admissions .................................................................................................................31
3.12.2 Editing Admissions ...................................................................................................................31
3.13

Adding multiple admissions .........................................................................................................32

3.13.1 Transfers between BRANZ Hospitals........................................................................................32
3.13.2 Readmissions within 28 days of acute discharge. ....................................................................32
4

BRANZ Web Reporting .....................................................................................................................33

4.1

Reporting Menu ...........................................................................................................................33

4.1.1

DIY Report ................................................................................................................................35

4.1.2

Ready-made reports ................................................................................................................40

Appendix ...................................................................................................................................................42
APPENDIX A1 – DIY REPORT PATIENT ADMISSION REPORT TAB ..............................................................43
APPENDIX A2 – DIY REPORT INJURY EVENT REPORT TAB ........................................................................45
APPENDIX A3 – ASSESSMENT AND BURN COOLING REPORT TAB............................................................47
APPENDIX A4 – INPATIENT AND DISCHARGE REPORT TAB ......................................................................49

1 System Requirements
The system requirements for the BRANZ Web Data System are the same as our recommended web browser, Microsoft Internet
Explorer version 7 (IE) or higher. This minimum system requirement information can be obtained from the Microsoft website
on http://www.microsoft.com.

1.1 Preferred browsers
Microsoft Internet Explorer is the web browser for which the system has been developed. Alternatively, Mozilla Firefox
3.0 or a higher version is also supported. A free copy of Mozilla Firefox can be downloaded from http://www.mozilla.org.
Users may experience some difficulty if using other browsers apart from these recommended.

1.2 Language of the browser
All dates in the application are in the Australian format DD/MM/YYYY. Therefore it is very important that your browser
is also configured in Australian date format and not the default format, which for most browsers are US. The date format
is determined through the browser’s language.
To do this (Instructions based on Internet Explorer 11 – but will be similar for other versions):
1)
2)
3)
4)

Open Internet Explorer.
Select Internet Options in the Settings menu.
On the general tab, click Languages, then click on Set Language Preferences.
Choose Australia from the drop-down list for Country or Region. Ensure Language chosen is English (Australia).

NOTE: Similar screens can be found in Firefox through Tools menu, Options, Advance tab and Edit Language. If a page
cannot be displayed because of a date error or the current patient label displays the date differently from what is shown
on the patient list, check the language in your browser.

1.3 Disable Auto-complete password
Most web browsers provide a means of remembering the password used to login to a web site. Due to the sensitive
nature of BRANZ data the auto-complete password option must be off to ensure privacy. You will also be required to
delete any Autocomplete history prior to using the database for the first time.
To do this:
1) Open Internet Explorer.
2) Select Internet Options in the Settings menu.
3) Click into the Content tab and click Settings in the Auto Complete section (for older versions of Windows, click
Auto Complete in the Personal Information section).
4) Uncheck the User names and passwords on forms check box See Figure 1. Autocomplete Settings.
5) Then click on Delete AutoComplete History.
6) Check Passwords then click Delete. See Figure 2. Delete Browsing History.
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Make sure this
is unchecked,
then press OK

Figure 1. Autocomplete Settings

Check
Passwords, then
press Delete

Figure 2. Delete Browsing History
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2 Guidelines for Data Management and Entry
Good management of the Registry’s data is vital to ensure an accurate record of patients managed by burns services
across Australia and New Zealand. Good management will ensure:
•
•
•
•
•
•

The required information is collected in a standard systematic fashion, to allow consistent and meaningful
comparisons across burns units within Australia and New Zealand;
The required information is collected in a timely fashion for accurate quarterly and annual reports;
The possibilities for ambiguity and error in the collation of data are minimised;
Data cleaning and re-coding before analysis is kept to a minimum;
Patient confidentiality is protected at all times;
The quality assurance initiatives stand up to audit and external scrutiny.

2.1 BRANZ Data Items
Data items for inclusion in the Burns Registry of Australia and New Zealand (BRANZ) were initially refined and developed
by the BRANZ Reference and Steering Committees in February 2009. Working with a team of experts in the area of burns,
these Committees refined the existing dataset and identified essential items that would be of use and sufficient quality
for capture in BRANZ. Data items were aimed to be suitable for both health services research and as well as burns
outcome and process analysis.
These data items were refined in July 2010. A more comprehensive upgrade was done in July 2016. This becomes more
relevant for analysis and reporting purposes, since over time some data items have become redundant, while others
have been added. This manual is designed only to address the current data items. This manual is therefore in sync with
BRANZ Data Dictionary version 2.1.
When doing the Full Data Extract report, you will notice that certain fields are suffixed by ‘(Jul10)’ or ‘(Jul16)’ – this is to
make you aware when that field became active. Please see section 4.3.1 Full Data Extract for further examples.
Data elements that are collected include the following:
•
•
•
•
•
•
•

•
•

Demographic information (e.g., age, gender, etc.);
Injury information (e.g., time, place, date, cause, etc.);
First aid Information (burn cooling);
Referring hospital (if applicable);
Assessment - the Total Body Surface Area (TBSA) and depth of burn injury, body location of Injury;
Treatment - escharotomy and first instance of a particular type of surgery occurring;
Quality indicators - indicates when deep burn excision is complete, timely occupational therapy or physiotherapy
treatment, required fluid resuscitation calculations, psychosocial indicators, sufficient pain assessment, weight
assessment, kidney function measures, multidrug resistant organisms, and use of venous thromboembolism
prophylaxis;
Outcomes (e.g., Date of Discharge-from which Length of Stay (LOS) can be determined), details in the case of
death;
Inpatient diagnoses and procedures are sourced from ICD-10-AM codes that have been entered by the hospital
clinical coders. It is recommended that these codes are sourced from your hospital IT department or health
information services (or equivalent department) and transferred electronically to Monash. This process allows for
faster and more accurate data entry. For more information about the electronic transfer of ICD-10-AM codes,
please contact registry staff.
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2.2 Data Collection Process
The data collection process will vary from site to site, depending on whether (part or all of) the BRANZ dataset is
automatically transferred across from the hospital’s local system to the BRANZ. If data transfer is an automated process,
the data collector should ensure the BRANZ dataset is recorded in their local system and co-ordinate the transfer of data
to BRANZ. Registry staff will liaise with the data coordinator and the hospital’s IT service to ensure this process is achieved
in a seamless and timely fashion.
If (part or all of) the BRANZ dataset is manually entered directly into the database, the BRANZ data collectors should
screen burns cases and obtain information about the patient using the following methods:
•
•
•
•
•
•
•

Electronic databases should be accessed, where available, to obtain or clarify data (e.g., local burns database);
Search the hospital administration system and emergency department list;
Be aware of cases that come into the Emergency Department and unfortunately die shortly after arrival;
Double-check weekly audits or similar to ensure all patients are taken into account;
Be aware of consults – patients who receive burns care but are admitted by another ward such as Trauma;
Follow up patients on the burns units;
Retrieve the medical history to obtain patient details.

Once cases have been identified, the BRANZ data collectors are responsible for the collation and completeness of
information to be entered into the BRANZ. BRANZ hospitals have devised their own routine for the frequency of data
collection, depending on the hospital’s coding regime, the availability of patient identifying reports and medical records,
and whether or not (some or all of) the data is automatically transferred across from the hospital’s local system to the
BRANZ.

2.3 Timelines of Data Entry
Timelines of data entry is tied to the routine reporting schedule of the registry. For example, admissions from January
to March of a given year are normally required to be completed by the end of May. Be aware that patients with large
burns (and therefore long admissions) sometimes will only be discharged many months later and there may be
instances where this case can only be entered once all manual medical records are scanned into the hospital system.
Even when the hospital has an electronic medical record (EMR) it is probably more prudent to wait for the patient to
be discharged before entering the patient into BRANZ. The utmost must be done to include all cases. Data collectors
will receive reminders from registry staff as to when data is due.

2.4 Data Integrity and Database Validation
Data integrity measures have been built into the BRANZ database by ensuring that mandatory data items are completed
before progression to the next data screen and before changes can be saved. Definitive list boxes are used where
applicable to adhere to predefined code sets. Where a parameter does not meet a predefined value, free text boxes are
used to specify details. Where a value is unable to be determined or is not available, predefined values are used to
identify these parameters. In order to maintain data integrity, some data items are deactivated to prevent data from
being entered when it is unnecessary. When new data is being entered, some data items are activated after a particular
value has been entered.
Validation rules have also been built into the database to ensure that dates are sequential and values are within a prespecified range. For example, the admission date must be after the date of injury, burn sizes cannot be greater than
100%, etc. A red asterisk adjacent a data item indicates either the data item still needs to be completed or invalid
characters have been entered. An error message will only be displayed after you attempt to save.
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2.5 Date and Time Fields
There are a number of factors to consider when working with date and time fields:
•
•
•
•
•
•
•

Dates and times are in the format DD/MM/YYYY hh:mm;
You are not required to enter the forward slash character (/) in between days, month, and years. Ensure that your
language of your browser has been set to English (Australia) – see section 1.2 Language of the browser;
Times are in the 24 hour format: hh:mm. You are not required to enter the colon (:) in between hours and
minutes. If the time is unknown, enter 00:00;
Midnight should be 23:59 of the previous day or 00:01 of the next day;
If a Date and Time is Unknown, enter 09/09/9999 00:00;
All Date and Time fields must be greater than 01/01/2000 and earlier than the Current Date and Time;
All Dates and Times are sequential. For example, the Date of Admission must be later than the Date of Injury. An
error message will be raised if dates and times are not in the correct sequence.

2.6 Quality Control
2.6.1 Training of data collectors
Burns data collectors designated to collect data for BRANZ perform self-guided training using the following documents:
•
•
•
•

This BRANZ Training Manual;
BRANZ Data Dictionary;
Next to the data items/fields on the screen there are some ‘?’. If you hover the mouse over the ‘?’ a more detailed
explanation of the data item will appear;
Online training videos.

Registry staff are contactable for assistance with the training process. To ensure quality control, an emphasis is placed
on the consistent collection of data and efficiency of transferring data to BRANZ.

2.6.2 Preparation of quarterly and annual reports
Prior to the preparation of quarterly and annual reports, the following quality assurance procedures are to be
completed by BRANZ data collectors:
•
•
•

Ensure all data is checked and entered into the database. Be particularly aware of Burns Consults and early deaths
in the Emergency Department;
Ensure all transfers are correctly linked on the database and check for duplicates;
Generate an automated Completeness Report - identifying patients, for whom particular data items are missing,
especially key information that impacts on data such as LOS. Refer to section 4.3.2 Completeness Report for
further information on how to generate this report. Registry staff may also contact you regarding missing data
items during the preparation of routine reports.
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3 Using BRANZ
BRANZ is accessible over the internet via a web-based interface; therefore software does not need to be installed on
your computer.
To access BRANZ, go to the web address: https://bi-nbr.registry.org.au/Application/home.aspx.
This can also be reached by entering: https://branz.org which will take you the Monash University ‘Burns Registry of
Australia and New Zealand (BRANZ)’ Page. Click on ‘Data Collectors’. See Figure 3. Login via BRANZ Website below.
Then ‘Click here to log into BRANZ database’.

Figure 3. Login via BRANZ Website

First time users will need to register so they can login to BRANZ. If you are responsible for data collection at one site,
then you only will have access to that site. Where data collectors are responsible for data collection at more than one
hospital, they will have access to multiple hospitals. If you require assistance with the Registration process please contact
registry staff by emailing anzba.registry@monash.edu.
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3.1 Login Screen

Figure 4. Login Screen

1. In the User Name field enter your user name
2. In the Password field enter your password

Note: If you do not have a login, click Need a Login? This will open up your email application (addressed to BRANZ IT staff)
so you can request a login.
If you have a login, but have forgotten the password, click Forget your Password? You will be re-directed to the Password
Recovery Process. Click Log In and the Home screen is displayed.

3.2 Logout and Timeout
You are advised to logout every time you finish working with the data system, by using the logout icon on the right hand
side of the main menu bar. This is to ensure unauthorised access does not occur. The BRANZ database is programmed
to timeout after 30 minutes of inactivity. You will then need to re-login.
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3.3 Adding a new case
When registering a patient on BRANZ, you are creating a new case. New cases are created for patients who are:
•
•
•

Admitted to a BRANZ burns unit or if the burns unit is consulted by another unit in the hospital such as Trauma,
or the patient died in the Emergency Department before being admitted to the burns unit;
Who meet the inclusion criteria (see section 3.3.2 Inclusion and Exclusion Criteria); and
The burn injury is not already registered in the system.

Each burn injury event requires entering:
•
•
•

A new patient;
A new admission;
New event data.

Note: Even if the patient is already registered in BRANZ (for a previous burn injury), the new burn injury is added as a new
case.
The cases cannot be linked in the registry because data is in a de-identified format (i.e., patient name, address, and hospital
number are excluded) and the data cannot be validated.

3.3.1 BRANZ Identifier
A BRANZ Identifier is automatically assigned to a new case. The BRANZ Identifier is a unique identifier allocated to each
case by BRANZ.

3.3.2 Inclusion and Exclusion Criteria
The data collectors are responsible for identifying burns cases meeting the BRANZ inclusion criteria at their hospital.
The following cases are eligible for inclusion in BRANZ:
INCLUSION CRITERIA
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JUSTIFICATION

1. All first admissions (up to
28 days post-injury) to an
Australian or New Zealand
burns unit where a burn
injury is the principal
reason for admission.

The burn injury must be the principle reason for
admission. Except in the case of a consult, for example
a trauma case with a burn component. The first
admission must also be within 28 days of the date of
injury to ensure the burn injury is an acute injury.

2. All transfers from another
hospital or institution for
burns care.

All patients transferred from another hospital (within
Australia/New Zealand or from overseas) to a BRANZ
hospital are eligible for inclusion in the registry,
irrespective of the time difference between date of injury
and date of admission. This is to account for delays in
transfer of an otherwise acute admission. In the case of a
patient where there is a transfer between BRANZ
hospitals, the acute initial admission needs to be entered
into BRANZ first in order that there is one unique event
for this patient. Only later the transfer should be entered
using the same BRANZ Identifier number. This admission
should be picked up by the System as having already being
entered since the Event has the same DOB and Date of

Injury. If the initial admission has not yet been entered
please contact the data collector of that service or email
anzba.registry@monash.edu for assistance.
3. All readmissions (planned
or unplanned) within 28
days of the date of
discharge from the first
admission.

28 days is defined as the inclusion time frame because
unplanned readmissions are likely to be identified within
this timeframe. The time frame was not left open ended,
because burns patients can have multiple readmissions
for reconstructive surgery, which can span decades.

4. All admissions need to be
longer than 24 hours or
involve a surgery.

All acute admissions must be greater than 24 hours. So,
for example if a patient comes into the Emergency
Department for less than 24 hours, and is then discharged
home. Then the patient comes to outpatients for review
and then gets admitted for surgery. The admission for
surgery will be regarded as their first admission.

5. If a patient dies in less
than 24 hours.

All deaths are included even if the LOS is less than 24
hours.

Cases excluded from the ANZBA registry:
EXCLUSION CRITERIA

JUSTIFICATION

1. Medical cause cases such as
SJS, TENS, etc.

Medical cases are (currently) excluded from the registry
because of the difficulties in sourcing this data. For
example, most BRANZ hospitals do not capture medical
cases in their local database because these patients are
admitted to other units (e.g. dermatology) and not the
burns unit. Medical cases include Stevens Johnson
Syndrome (SJS), Toxic Epidermal Necrolysis Syndrome
(TENS), and Graft Versus Host Disease (GVHD) which
are severe skin conditions and are treated similarly to
thermal burn injuries.

2. Admissions less than 24 hours
and no surgery where the
patient has not died.

These cases are excluded from the Registry. If they are
entered in error, these cases will be excluded from
Registry reporting and will be regarded as a SHORT
STAY.

3. Admissions more than 28 days
after injury.

Readmissions can occur several months and years
after injury.

4. Patients with erythema only.

Patient’s whose skin is red and inflamed, but the burn
is not severe enough to be considered a superficial
dermal burn.

5. A patient who is admitted and
found to have neither and
inhalation injury or cutaneous
burn.

If a patient is found not to have a cutaneous burn or an
inhalation injury they should be excluded.
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6. Pre-hospital deaths.

If a patient dies prior to arrival at the hospital then they
are excluded from the registry.

3.4 The Home Screen
The Home screen is automatically displayed when you first login to the BRANZ database. If you are already navigating the
system, it can be also accessed from the Menu Bar (top of screen) by clicking ‘Home’ or by clicking ‘Burns Registry of
Australia and New Zealand (BRANZ)’ above the Menu Bar.
The Home screen is where you can add new cases or view and edit existing cases. The Patient Summary table (right side
of screen) displays existing cases for your hospital. The Enter Patient Details box (left side of screen) is where you search
more specifically for an existing case or start the process of entering a new case.

Figure 5. Home Screen

Note: Click on the headings in The Menu Bar (located at top of all screens) to easily move between screens.

3.5 Entering a new case
When adding a new case, you must first enter the patient’s date of birth and/or date of injury so the system can search
existing records and check whether this case has been entered previously – this helps avoid the entry of duplicate events.
To narrow the search criteria, enter both the patient’s date of birth and date of injury. To broaden the search, only enter
the date of birth or date of injury. Sometimes the date of injury is not so clear and an estimate is made by the data collector
based on ambulance reports, transfer notes/letters from GP’s, or transfer hospitals etc. In such a case a broad search is
preferable to avoid duplicates.
When a patient is transferred from another BRANZ Hospital then a BRANZ Identifier should be already established for this event.
This event can then be found and the associated transfer to your hospital can be entered. Should you encounter any problems
please contact anzba.registry@monash.edu (the link to this address can be found on the BRANZ login page).
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In the Enter Patient Details section on the Home screen:
1. In the Date of Birth field, enter the date of birth
2. In the Date of Injury field, enter the date of injury

Note: For new cases, do not enter a value in the BRANZ Identifier field because a unique number is automatically assigned
to the case when it is created.
3. Click Start
If duplicates are not found (i.e. same date of birth and date of injury already exists for another case) the
Inclusion and Exclusion Criteria is displayed as a reminder what burn patients can be registered on the
system.

Note: If by chance the patient has the same date of birth and same date of injury as a patient who already exists in the
registry (for that particular hospital) but it is not the same patient, the system will not allow the patient to be added as a
new case because it is considered a duplicate. The occurrence of this scenario is extremely unlikely (i.e. two different burn
patients with the same date of birth and same date of injury at the same hospital), however if you do encounter this issue,
registry staff should be contacted for assistance.

Figure 6. Entering a New Case

4. Click New Case
The Patient Details section of the Registration screen is displayed.
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Figure 7. Registration

Note: The Patient Details section of the Registration screen is used to record demographic information. The Date of Birth
and Date of Injury are carried over from the details already entered on the Home screen.
1. In the Time of Injury field: enter a value for time in 24 hour format hh:mm. Midnight should be 23:59 of the
previous day or 00:01 of the next day.

Note: If time is not documented, you can estimate the time based on arrival at referral centre/admission time.
2. Select an option for Gender and Country of Birth.
3. Select an option for Aboriginal/Torres Strait Islander descent?

Note: For New Zealand sites, enter the Ethnicity field instead. Refer to the BRANZ Data Dictionary for further definition of
‘Ethnicity’.
4. Enter Residential Postcode

Note: If the residential postcode is unknown, enter 9999. If the patient lives overseas, enter 8888.
5. Click Save.
6. An on-screen message confirms the data is saved, a BRANZ Identifier is automatically assigned to the case and
the Admission Details section is displayed.
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3.6 Registration – Admission Details
The Admission Details section of the Registration screen is used to record the admission details and to validate that the
new case complies with the inclusion criteria. If the case does comply then Meet BRANZ will indicate ‘Yes’.

Figure 8. Admission Details

Note: If the Admission Type is ‘Acute Admission’ and the Referral Source is ‘Scene of injury via ambulance’, the
admission date must not be greater than 28 days from the date of injury. If the patient has been transferred from a BRANZ
hospital or non BRANZ hospital, the 28-day rule does not apply because all transfers are included in the registry. If the
Admission type is ‘Readmission’, the admission date must not be greater than 28 days from the date of discharge of the
first admission in order to satisfy the readmission inclusion criteria.

1. In the Hospital field: this should default to your service.
2. Presentation Type: Choose ‘Inpatient Admission’.
3. Admission Type: Choose ‘Acute Admission’ unless incident ‘Occurred during Hospital Admission’.
4. Admission Date/Time: Enter the date and time patient was first registered or triaged (whichever comes first) in
the Emergency Department or by admissions if direct admission to ICU or the ward.
5. Referral Source: Choose valid option from the drop-down list. Depending on the option chosen you will be
prompted to enter other values. If ‘Other Hospital’ is chosen you will have to choose a valid Hospital from the
drop-down list, and if not on this list choose ‘Other (specify)’ and you will be required fill in the name of the
Hospital in Specify field.
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6. If relevant you will be required to enter Initial Presentation at Referral centre Date/Time – again use the same
date/time criteria as for the Admission Date/Time. If the time is unknown enter 00:00. Try make an estimate
based on other facts in the Referral letter.
7. A patient can be referred by outpatients, however a patient can also be Admitted via Outpatients. You will
notice that if you initially select ‘Outpatients’ as the Referral Source then Admitted via Outpatients? is greyed
out.
If a Patient is referred by the Emergency Department, a GP, or another referring hospital to your outpatient’s
clinic and then are admitted for further management as an inpatient, then one can enter that referral source
and the fact that they came in via outpatients.
8. Was the patient a Burns Consult? Identifies if the patient is under a different clinical unit for the majority of the
inpatient stay and the burns service are consulting on the management of the burn injury (i.e. burns consult). It
is important to indicate if a patient is a consult since often the LOS will appear much longer than the severity of
the burn, and one can then distinguish these cases. Here you will also specify which unit is providing the
predominant care.
9. Please see 3.13.3 Adding multiple admissions (Readmissions) for detailed information on entering
readmission data.

3.7 Event
The Event screen is used to record the injury event details and to complete the First Aid section.

3.7.1 Event Section

Figure 9. Event Section
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On the Event section screen select options from the drop down lists and/or enter free-text data. See the BRANZ Data
Dictionary for definitions and further information regarding each field within the Event section.

Note: For any of these drop-down options there is the option to enter ‘Not stated/inadequately described’.
If an ‘Other’ type option is selected from the drop-down lists you will be required to enter associated ‘Other’ free-text.
If the field is not required then it will be greyed out.

Event Field

Definition

Comments

Cause 1

The primary cause of
burn injury.

You should endeavour to find the primary cause of injury.
Look throughout medical record from the ambulance
report right through to the discharge summary. Often this
can be clarified in Allied Health notes. For those patients
first presenting to outpatients prior to their admission,
outpatient notes can also be useful in identifying the
primary cause of the injury.

Cause 1 sub-category

The primary sub-cause of
burn injury.

Options are triggered based on your selection for Cause 1.

Cause 2

The secondary cause of
burn injury (if more than
one cause).

Same options as Cause 1.

Cause 2 Sub-Category

The secondary cause
subcategory of burn
injury.

Same options as Cause 1 sub-category.

Accelerant involved

Identifies if an accelerant
was used to initiate or
increase the spread of
the fire.

This is defaulted to ‘No’ for all injury causes except ‘Flame’.

Accelerant Type

This Identifies the type of
accelerant used to initiate
or increase the spread of
fire.

This is only activated if ‘Yes’ is selected to the ‘Accelerant
involved’ field.

Clothing/bedding/curtains
caught alight?

Indicates if any burning of
clothing/bedding/curtains
occurred.

Explosion/Flash
occurred?

A documented incidence
of an explosion or flash.

This is often not clear from the medical record. Search
carefully through ambulance, transfer, and Emergency
Department notes, as well as the patient’s account of
events.
This is only activated for flame-related injuries.
This is only activated for flame-related injuries.

Building or vehicle fire?

Did the incident result in
a building or vehicle fire
of any type.

Activity

The execution of a task or
action by an individual
when the burn injury
occurred.
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If the fire occurred in a building, but was contained
timeously this is not to be interpreted as a building fire.
This is only activated for flame-related injuries. Note that a
caravan fire is classified as a vehicle fire.
You should endeavour to find the Activity at the time of the
injury. Look throughout medical record from the
ambulance report right through to the discharge summary.
Often this can be clarified in Allied Health notes.

Event Field

Definition

Comments

Place

The physical location of
the person when the
injury occurred.

Place sub-category options are triggered by your selection
for Place. If the Sub-category is ‘School’ then another set
of drop-down options become mandatory to enter.

Intent

Clinician’s assessment of
the most likely human
intent in the occurrence
of the burn injury.

It is essential to clarify the intent, since the history of the
Event tends to evolve over time, and one needs to
establish the most reliable source. In cases involving selfharm or assault often this can only be clarified once the
patient is conscious and after having had psychosocial
support.

Injury event description

Patient’s personal
account or description of
injury event.

The description should be brief but detailed. Do not
include any identifiable patient details (i.e., their name) in
the free text description.
This information is useful for ‘text string’ searches. For
example include detail such as epilepsy, cupping – as these
categories are not contained in any other descriptor.
The focus should be the ‘Event’ rather than the extent of
the injury, as this is covered in the Burn Assessment.
In the case where a patient had a series of events leading
up to admission to your service. Here is a good place to list
these events, such as a self-referral where patient’s Injury
occurred overseas etc.

Injury Event Postcode

Numeric descriptor of
the locality, suburb or
place where the burn
injury occurred.

If the locality of injury is not known, but the patient first
presents to a local Emergency Department, the event
postcode can be the postcode of the referral centre.
If the event occurred overseas, the postcode should be
8888.
If the Event Postcode is unknown, but it was known that
the event occurred in a different state to the BRANZ
Hospital, the postcode should be 9999.
If the Event Postcode is unknown, but is known that the
event occurred in the same state as the BRANZ Hospital,
the postcode should be 9988.

Documented suspicion of
Drug/Alcohol contributing
to this event
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Confirmed or suspicion of
alcohol and/or drugs
contributing to the
patient sustaining the
burn injury.

This includes adults or children who were burnt as an
indirect result of the parent or caregiver being under the
influence of drugs and/or alcohol. Here drugs refer to illicit
drugs. Drugs do not include prescription medication.
It is helpful to look in the medical record for blood alcohol
levels close to admission. However, note that this data is
currently not recorded in the registry nor is it a
requirement to meet the data item definition (i.e. clinical
documentation to indicate confirmation or suspicion is
sufficient).

Click Save and Next and the Burn Cooling Section screen is displayed.

3.7.2 First Aid Section
1. Was any first aid applied? Indicates if any cooling mechanisms were used. This can include running water,
submersion, spray, wet towels, or hydrogels. Select ‘Yes’ if any of these applied. Documentation of all burn
first aid may be found in four locations of the medical record. Refer to documentation describing what
occurred at the scene of injury, ambulance report, referral centre notes, and BRANZ Emergency Department
notes. For cases that first presented to your service via outpatients, reviewing outpatient notes can also be
informative.
2. Was the first aid applied 20 minutes of cool running water within 3 hours of injury? All these conditions
need to be met in order to answer ‘Yes’ to this question.
3. Additional information regarding first aid. Give as detailed account as possible of ALL types first aid given, by
who, when, and duration. This includes first aid such as burnaid, aloe vera, sprayed water, wet towels, etc.

Note: Cool running water applies ONLY if there is a continuous flow of clean running water from tap, shower, or hose.

Figure 10. First Aid Section
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3.8 Assessment
The Assessment section is used to record the Burn Wound Assessment (the size and depth of the burn), the Burn Location
(the body areas that are affected by the burn), Treatment (the surgical procedures performed), and the
Assessment/Treatment Quality Indicators (various physical, nutritional, psychosocial, and pain indicators).

3.8.1 Burn wound Assessment Section
The Burn Wound Assessment Section captures information about whether there is an inhalation injury, the total burn
size, depth of burn injury, date and time of assessment and who made the clinical decision. Details on the Burn Location
i.e., which areas of the body of the patient have been affected are also recorded.
This assessment section should be based on an assessment by the most senior burns clinician within 72 hours of
admission. This is often at the time of first surgery. Aim to obtain the most comprehensive description of the injury.
This can be sourced by manual and electronic Burns Assessment forms, operation reports, consultant ward rounds,
discharge summaries, etc.

Figure 11. Burn Wound Assessment Section

Note: Erythema ONLY is not considered a cutaneous burn. Therefore if a patient sustained an Erythema ONLY – with
no associated Inhalation Injury, then this patient should not be included in the Registry.
In the Burn Wound Assessment section of the Assessment screen:
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1. Select Documented Inhalation Injury for Burn Wound Assessment. If there is an indication in the clinical
documentation that there is an inhalation injury answer ‘Yes’. Bronchoscopy results can be used to confirm
the presence of an inhalation injury, but is not a requirement.
2. Cutaneous Burn – identifies whether a patient sustained a burn to the skin in addition to the Inhalation
Injury. Therefore, this field is only active if the patient did sustain an inhalation injury. If they did not sustain
an inhalation injury the system will grey out this option.
3. There are also instances when the patient has an inhalation Injury ONLY. Here you enter ‘No’ for Cutaneous
Burn and the Burn Wound Assessment Section will be skipped with ‘Not Applicable’ auto-generated in Was
the burn size or depth documented?
4. Select an option for Was the burn size and/or depth documented.

Note: if the burn size (±% burn depth) was not documented in the history, you would select ‘No’. If no Burns Team
assessment is available, there will be no burn size entered; some Assessment Quality Indicators will not be triggered.
5. Enter Assessment Date/Time.
6. Select an option for Assessed by field. As mentioned, this should be the most senior clinician’s assessment
within 72 hours of admission.
7. Select an option In the Burn depth recorded?

Note: If the % burn depth is not known (or only partially known), select ‘No’ from the drop down list and the depth values
are skipped so only a total burn size is entered.
8. If applicable, enter the % burn depth for each of the superficial, mid-dermal, deep dermal, and full thickness
fields, enter either an integer or decimal values. It is valid to enter 1.5%, for example.

Note: the total burn size is automatically displayed in the % Total Burn Size box if values are entered. The system adds up
the values in the % superficial, mid-dermal, deep dermal, and full thickness burn depth fields. If % burn depth values are
entered, you cannot edit the total burn size value because the individual burn depths must add up to the total burn size.
Sometimes there is a mixed burn where the clinicians have stated that it is a 10% Superficial Dermal/Mid-Dermal Burn. In
such a case you can select ‘Yes - % unknown’ for both the Superficial and Mid-Dermal Categories and enter the %Total
Burn Size manually. Try look further in the medical record where the specific percentage amounts are noted – but if there
no further detail documented – then resort to entering the TBSA depth this way.
9. Click Save.
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3.8.2 Burn Location
Click the Burn Location tab to enter details.
In order to complete the Burn Location section of the Assessment screen look in the medical record for text
descriptions and diagrams to accurately reflect the location of the burn:
1. You will notice that all values are defaulted to ‘No’. Indicate the areas of the body the patient received burns by
choosing ‘Yes’ for some of the body areas. If it is not clear if that area of the body was burned enter ‘Not
stated/inadequately described’.
For hand and feet burns, you will need to indicate if the burns were ‘Unilateral’ or ‘Bilateral’, as well as the side of
the hand or foot affected.
For The Trunk, one will need to indicate whether the ‘Front’, ‘Back’, or both areas are affected.
2. Look for ophthalmology notes to verify if eye-related burns are confirmed.
3. Click Save and Next and the Treatment tab is displayed.

Figure 12. Burn Location
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3.8.3 Treatment
The Treatment section aims to reflect the first time to theatre for certain procedures and wound closures. One has to
systematically go through the operation reports in chronological order and list the date/time (ideally ‘Knife to Skin’
time) this surgery occurred and the associated debridement type.

Figure 13. Burn Wound Assessment Section

1. Did the patient have an escharotomy? Indicate if patient had an escharotomy and where and when the procedure
was performed. This is an emergency procedure and is often performed soon after injury and could occur in the
Emergency Department or Transferring Emergency Department to prevent compartment syndrome in the case of
full-thickness circumferential burns.

2. Note: This is the only Surgical Procedure that you need to collect that could occur outside of the BRANZ Theatre.
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This is the only Surgical Procedure that you need to collect that could occur outside of the BRANZ Theatre.
3. Select an option for Did patient go to theatre for burn wound management?
If ‘Yes’ was selected enter other required fields. For each of these surgical procedures the patient would have to
have gone to the BRANZ operating theatre.

Note: Dressing changes under sedation are not included as a burn treatment to be documented on this screen, since this
occurs outside of the BRANZ theatre.
4. For each of the procedures listed are associated debridement types which has to be selected. Note that only the
first trip to theatre for each of these procedures/closures are entered. It is very feasible that numerous procedures
take place in the same theatre visit in which case the same date could be listed against numerous procedures.
Deep Burn Excision Completed? Enter the Surgery Time by which all deep burn excision was completed. This could
be indicated on the operation report or in multidisciplinary team meeting notes – this would be site specific.
5. Were there other Burn Wound Management Procedure(s) conducted during the ‘First Theatre’? To answer this
question one only has to look at the first operation report.
There is drop-down list of other procedures likely to occur in the First Theatre. If the option you require is not listed
or you need to choose more than one option, then choose ‘Other (Specify)’ and place the details of the Procedures
performed in the free-text field.
5. Deep Burn Excision Completed? Enter the Surgery Time by which all deep burn excision was completed. This could
be indicated on the Operation Report or in Multidisciplinary Team Meeting notes – this would be site specific.
6. Click Save and Next to display Assessment Quality Indicators Section.
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3.8.4 Assessment Quality Indicators Section
The assessment quality indicators section collects specific indicators of quality of care. These indicators relate to
occupational therapy/physiotherapy, nutrition, fluid resuscitation, psychosocial care, and pain assessment.

Figure 14 Assessment Quality Indicators Section

In the Assessment Quality Indicators Detail section of the assessment screen:
1. Select an option for For a patient with LOS>48 hours, did the patient have a physical functioning assessment
by physiotherapist / occupational therapist in < 48 hours of admission?
If the Patient was admitted for less than 48 hours then one should choose the ‘Not Applicable‘ option.
One has to indicate if the patient was seen by either a Physiotherapist or Occupational Therapist within 48
hours of admission.
2. Was the patient screened for risk of malnutrition within 24 hours of admission if admission > 24 hours?
If a patient is admitted for less than 24 hours then ‘Not Applicable‘ would be the correct selection.
Each site will have their own protocol of documenting this for ward admissions and ICU admissions. Please
see data dictionary for recognised nutrition screening tools for example ‘MUST’.
This screen is to determine if further nutritional intervention is required.
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3. If the malnutrition screen was positive, was a nutrition assessment completed within 24 hours of the
positive screen?
If the nutrition screening process determined that nutritional intervention was required, was a full nutritional
assessment done within 24 hours of that screen. Choose either ‘Yes’ or ‘No’. If the screen determined that no
nutritional intervention was required ‘Not Applicable’ should be selected.
If for example the screen date/time is not clear and/or the nutritional assessment date/time is unclear then
one would not know if there was a maximum of 24 hours between the screen and the assessment. In this
case ‘Not stated/inadequately described’ should be selected.
4. Did the patient receive enteral or parenteral feeding?
Irrespective of time admitted, indicate whether the patent received enteral or parenteral feeding.
5. Was enteral or parenteral feeding commenced within 24 hours of admission?
This indicator is only enabled for adult burns who’s TBSA is greater than 20% for adult cases and for greater
than 15% TBSA for paediatric cases.
6. Was there evidence/documentation in the medical record, that an accepted formula (Parklands or similar)
was used to estimate the patient’s fluid resuscitation requirements in the first 24 hours of admission?
As above only enabled for adult burns where TBSA is greater than 20% and for greater than 10% TBSA for
paediatric cases.
7. For patients with LOS>48 hours, did they have their psychosocial needs screened during their admission?
Here if patients are admitted for 48 hours or less ‘Not Applicable’ should be selected.
Psychosocial screening has been divided into two broad categories with each having three distinct subcategories.
Social Screening – family/social supports, home and work situation, legal and financial situation.
Psychological Screening – current distress, premorbid diagnosis and reaction at time of injury.
Only answer ‘Yes’ to this indicator if in the medical record there is evidence of screening of least one subcategory from BOTH the social and psychosocial broad categories found.
If there are not both elements then ‘No’ should be entered. If one is not certain then ‘Not stated/adequately
described’ should be entered.
8. When did psychosocial screening occur?
Here the date when both components of social and psychological screening have been satisfied should be
entered. Should the date not be known then enter 09/09/9999 00:00.
9. For patients who tested positive in their psychosocial screen, were they referred to psychosocial services in
< 24 hours of the positive screen?
If the screen was negative, i.e. it was determined that the patient did not require psychosocial intervention,
then ‘Not Applicable’ should be entered.
If it is clear that the patient did require intervention, and that the patient was not referred within 24 hours to
psychosocial services then ‘No’ should be entered. Sometimes because dates and times of the screen and/or
the referral are not clear then ‘Not stated/adequately described’ should be entered since the 24 hour
timeframe required for referral cannot be determined.
If the screen was positive and one can determine that the patient was referred within 24 hours then ‘Yes’
should be entered.
10. Regardless of screening, when did psychosocial assessment occur?
This is the date and time that either a full psychological or social assessment occurred. If one did not occur
then leave the field blank. If one knows the date and not the time enter 00:00 for the time. Unfortunately if
no value is entered we at this stage cannot distinguish between ‘no entry’ versus ‘no assessment’.
11. Did the patient have a pain assessment completed (using a validated pain scale) within 24 hours of
admission?
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Only answer ‘Yes’ if pain is assessed using a validated pain scale within 24 hours of admission. See the data
dictionary for a list of validated pain scales.
12. Click Save and Next and the Inpatient screen is displayed.

3.9 Inpatient Section
The Inpatient screen is used to record details about the acute episode of care including information about ICU stays (if
applicable), kidney function, the presence of specific multi-drug resistant organism infections during admission, blood
cultures, and anticoagulation prophylaxis. Transfer from burns care prior to hospital discharge is also entered if relevant.

3.9.1 ICU Details

Figure 15. ICU Details

Here one indicates whether a patient was admitted into ICU during their admission. The date/time that they were
admitted and discharged as well as ventilation information. The same information is repeated for a readmission into
ICU. For a readmission into ICU one indicates whether a readmission was planned or unplanned. In the case of an
unplanned readmission one would state the Reason for the unplanned admission.
Was the patient mechanically ventilated in ICU: Here one enters ‘Yes- Calculated Hours’ if the total hours ventilated
are already calculated and easily obtainable from the medical record. If this the case you will be able to manually enter
the total hours ventilated during the patient’s admission in Mechanical ventilation hours(s).
If one does not have access to this information, then one will have to enter the start and stop Ventilation date/times
obtained from the ICU observation chart or similar, for both the initial ICU admission, and for the one subsequent
readmission. The system will then calculate the total ventilation times at the time of reporting.
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3.9.2 Inpatient Quality Indicators

Figure 16. Inpatient Quality Indicators

1. These indicators relate to kidney function and are obtained from pathology results in the medical record.
Baseline SCr and Baseline eGFR
•

These are the results closest to a patient’s admission. The results could precede admission date (for
example, pre-operatively in outpatients), but must occur after the injury date.

•

Enter ‘-1’ if unknown or if no results are known after injury or up to 24 hours post-admission.

•

If eGFR result is ‘ > 90’ then enter ‘90’.

Highest SCr in < 72 hours and Lowest eGFR in < 72 hours. Note that:
•

If there is only a baseline result within the first 72 hours then enter ‘-1’.

•

If the baseline is the highest result amongst 2 or more results since admission in the first 72 hours then
the baseline and highest results will be the same as the baseline result.

•

Therefore, if there is a higher result than the baseline in the first 72 hours, this will be reflected.

2. Did this patient have any new positive micro results (regardless of location, i.e. specimen type) of the following
organisms?
Tick one or more organisms for which there are positive results, else leave them blank.
There are four organisms that are evaluated. MRSA (methicillin resistant staphylococcus aureus); vancomycin resistant
enterococci (VRE); carbapenem resistant pseudomonas; and carbapenem resistant enterobacter.
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For each of the resistant microorganisms indicate whether there were any positive results throughout the acute
admission regardless of location.
If there is a positive result then enter the following:
•

Specimen Type indicates the site of the positive specimen which could be from the wound, tissue,
sputum, urine, blood, or another source.

•

The First Positive Date should be the date and time of specimen collection.

•

Was this isolated on or prior to admission?
Refer to any microbiology results taken in the first 24 hours of admission and identify if the patient had
any positive results for each of the organisms.
If the organism was isolated on admission, we can determine that it was already present, and not
associated with care received in the BRANZ Hospital.

3. Did the patient have blood cultures taken during this admission?
Determine if the Patient has had a positive blood culture at any time throughout the acute admission.
If there is a positive result ensure the date entered is the date/time of the first preliminary result, and whether they
were put on appropriate antibiotics can be assessed from that date/time.
4. If the patients is ≥16 years old, did they receive anticoagulation prophylaxis?
•

If the patient is < 16 years old, or a patient is palliated soon after admission then enter ‘Not Applicable’.

•

If an anticoagulation prophylaxis is contraindicated then enter ‘No’.

•

Otherwise enter ‘Yes’, ‘No’, or ‘Not stated/Inadequately described’.
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3.10 Discharge

Figure 17. Discharge

The Discharge screen is used to record discharge details and information about Weight Quality Indicators. One is also
given an opportunity to enter any further comments about the episode of care.
Here one indicates where the patient went after discharge. Additional details are required if the patient died.
In the case of patient who is discharged to another BRANZ hospital, inpatient rehabilitation or other health care
accommodation (unless this is usual place of residence), or if discharged to another destination one is then required to
specify more detail.

Note: That if a patient always lives in a Residential Institution – then the discharge would be to ‘Usual residence/home’.

In the case of death. This is only if the patient died at the end of the acute admission. If for example a patient is
discharged to a rehabilitation hospital and they die at the rehabilitation hospital – this death is not reflected. One is
required to enter the Cause of Death and Treatment Decision which details if and when a patient received active
and/or palliative treatment till the time of death. The Treatment Decision Date/Time also needs to be entered. This is
usually clearly documented in the medical record by a consultant meeting and/or family meeting. The Coroner’s report
may also contain this information.
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In the fields: Have ICD10 Diagnoses been coded for this admission? and Have ICD10 Procedures been coded for this
admission? In most cases select ‘Pending’.

Note: If you manually wish to enter these codes, then select ‘Available’.
Ideally these codes should be requested from your Hospital IT department, and they should be electronically uploaded.
Please contact anzba.registry@monash.edu for further assistance.
In the Weight Quality Indicators section of the Discharge screen is only activated if the Patient’s LOS is > 2 weeks:
These indicators are very specific and the exact criteria need to be satisfied in order to say that a person was weighed
and that they were weighed in the right timeframe.
Was the patient’s weight measured and recorded within 3-5 days of admission?
There has to be actual measured weights (not patient reported or estimated) recorded in this timeframe.
The reason for the exact timeframe is that there is often significant weight fluctuations in weight during the first 72
hours of injury due to fluid resuscitation.
In the Comments section of the Discharge screen:
1. Add a free text comment if anything else of importance occurred during the admission that has not been
recorded elsewhere.
2. Click new case.
The Home screen is displayed.

Note: If you click Save and Review Case, the Registration screen is displayed.
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3.11 ICD-10-AM Codes
Diagnosis and Procedure codes are sourced directly from the health information system after final coding of the medical
record. The ICD-10-AM codes can be manually entered – however this is very time consuming and a lot of data entry
errors would most likely occur. Therefore for most sites this will not be a manual process. The data will be transferred
into BRANZ via automated linkages or batch extraction.

Note: To access the ICD-10-AM Diagnosis and Procedure screens, click “ICD10” in the menu bar.

Figure 18. ICD-10-AM Diagnosis Codes

Figure 19. ICD-10-AM Procedure Codes
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3.12 Reviewing an existing Case
In the Enter Patient Details section on the Home screen:
1. Enter Date of Birth field and the Date of Injury field click Start.
2. The cases listed in the Patient Summary table are now narrowed down to the search criteria.

NOTE: If you need to search for another case clicking on reset will return all cases entered.
3. In the BRANZ Identifier column, select your case by clicking on the ID number.
4. The Registration screen is displayed for the patient selected.

3.12.1 Viewing Admissions
The Registration screen is used to record and display the patient demographic and admission detail.
•

The Admission Summary section (bottom of screen) lists the admissions related to the selected case. Multiple
admissions can be attached to one case. For example, when the patient is readmitted to the burns unit or
transferred between BRANZ hospitals.

Note: However, if the same patient is admitted for a new burn injury, it is recorded as a new case. The case cannot be
linked in the registry because data is in a de-identified format (i.e. patient name, address and hospital number are
excluded) and the data cannot be validated.
•

If multiple admissions are displayed in the Admission Summary section, move between the different admissions by
clicking on the Type. The admission detail information will change depending on which admission type you select.

•

The Data Completeness section (below Admission Summary section) summarises what data entry screens have
been completed and which screens still need to be completed. Those sections that are completed have a status of
‘Entered’ associated with that section, else a status of ‘Not Entered’ can be seen. By clicking on the status within
the screen column, you are also directed to the screen to view and/or edit.

3.12.2 Editing Admissions
To edit the Registration screen:
1. In the Admission Details section, click Edit.
2. Make any necessary changes, click Save.
3. The screen refreshes and a message is displayed to confirm the data has been saved.

Note: If you edit the screen, click Save and a message is displayed to confirm the data has been saved. Click Next to
continue moving between screens. Clicking Next will not save changes made. You can also click the headings in the Menu
Bar to easily move between screens.
1. At the Discharge screen, click Review Case and you are returned to the Registration screen.
To view/edit specific data entry screens:
1. In the Data Completeness section, click Entered/Not Entered under the section you wish to review or edit,
for example Inpatient. The specific screen is displayed.
2. Review and edit data on the screen, then click Save on left hand corner of the screen. The screen refreshes
and a message is displayed to confirm the data has been saved.

31 | P a g e

3. Click Registration in the Menu Bar.
Always go back to the Registration screen in order to navigate to other sections of the registry record, and to
review all admissions related to your case, and to see the level of data completeness.

3.13 Adding multiple admissions
Multiple admissions can be attached to one case, providing these admissions comply with the BRANZ inclusion criteria:
•

All transfers between BRANZ hospitals.

•

All readmissions (planned or unplanned) within 28 days of the date of discharge from the first admission.

3.13.1 Transfers between BRANZ Hospitals
When entering a case where the patient was transferred from another BRANZ Hospital to your service:
1. Enter the patient’s Date of Birth and Date of Injury on the Home screen.
2. The patient should come up on your Home screen under Select Patient. Click on this patient for the patient’s
Registration details to appear. Should this patient not appear, then it is likely that the transferring BRANZ
Hospital has not yet entered that patient into BRANZ. Please contact the data collector of that service or
email anzba.registry@monash.edu to assist.
3. At the bottom of the Admission Details screen click mouse on New Admission. Now proceed to enter the
remaining required admission details.
4. Choose Admission Type to be ‘Transfer from BRANZ Hospital’.
5. Choose the BRANZ Hospital from which the patient has been transferred from the drop-down list.
6. Enter Insurance or fund source.
7. Click on Save and Next.
8. You will now continue to enter all the details of this case as if it was a regular Acute Admission.

3.13.2 Readmissions within 28 days of acute discharge.
When complications such as infection result in a readmission, this is considered unplanned. This type of
admission differs from an elective (or ‘planned’) readmission for surgical/medical treatment or rehabilitative
measures. For example, it is common for paediatric burns patients to be primarily treated in the outpatient
setting but have multiple admissions for surgical intervention (e.g., skin grafting).
1. In the Admission Details section, click New Admission.
The Admission Detail section is cleared so a new admission can be added.

Note: When adding multiple admissions to a case, you can only enter New Admission if a discharge date has been entered
for the previous admission. This ensures new admissions comply with the inclusion criteria and the admission/discharges
dates do not conflict with previously entered admissions.
2. For Readmission the Presentation Type ‘Inpatient Admission’ should be chosen. Ensure Hospital is entered.
3. The Admission Type should be ‘Readmission’.
4. Enter the Admission Date/Time.
5. Enter the Referral Source. Here should the referral source be ‘Outpatients’ for a Readmission, then one will
have to enter this information via entering ‘Other(specify)’ and entering ‘Outpatients’ as text.
6. Then indicate if Admitted via Outpatients? If ‘Outpatients’ is chosen in the Referral Source then enter ‘Yes’.
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7. Important to determine Was the patient admitted within 28 days of discharge?
8. Is this readmission a result of an unexpected complication? If it is then choose the most accurate description
of the complication from the drop-down list of Readmission reason. If the complication is not listed then
choose ‘Other’ and the associated reason will be entered in the Other Reason field. If ‘Failed discharge
process’ is chosen then Failed Discharge Reason becomes active to enter a free-text description of events at
discharge such as ‘discharged against medical advice’.
9. Click Save and Next. The Burn Treatment screen is automatically displayed, so details of surgery can be
entered.
10. You will then be required to enter ICU Details and Discharge relevant to the readmission.
11. Return to the Registration screen to view the new admission.

4 BRANZ Web Reporting
This section outlines the BRANZ Web Reporting functions. The purpose of this document is to train BRANZ data
collectors on how to run ad hoc queries and reports on their own data and how to interpret the data that is output.
To access the BRANZ Reporting, use the same web address as for data entry: https://BRANZ.registry.org.au/ and the
same login and password.

4.1 Reporting Menu
The Reporting menu is only accessible after logging in on the Home screen. Hovering the mouse over Reporting will a
drop down menu with the following options: Ready-made Reports and DIY Reports.
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Figure 20. Reporting
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4.1.1 DIY Report
4.1.1.1 DIY Report Functions
Report fields are separated and grouped into four tabs according to data entry pages. Please refer to Appendix for
details of possible filed selections for each menu tab.
•

Patient/Admission

•

Injury Event

•

Assessment/Cooling

•

Inpatient/Discharge

Click on arrow
in order to
select
Readmissions

Figure 21. DIY Report

Each tab has the same heading format
•
•
•

Field Name
Search Criteria
Output

1. Field Names
Field names are consistent with data entry except for calculated fields (e.g., age, length of stay) and ranges (e.g.,
Definitive TBSA range).
2. Search Criteria
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The search criteria are used to refine the number of patients that are returned from the search. As soon as a search
criteria is selected for a particular field, the output checkbox is automatically ticked. Other fields that are not part of the
search criteria can also be selected to be displayed by ticking the Output checkbox.
•
•

The valid values that you can use for each field are clearly listed on the screen under Search criteria. Click on the
up and down arrows to see all the available options for each field. If you require to display the field irrespective
of what value it contains just tick the Output checkbox alongside that field.
If you wish to only select admissions where either one or many values apply for that field then highlight the
relevant value/s. Multiple values can be selected by holding down the <Ctrl> key and clicking on the multiple
options you require.

Default values
By default, all Inpatient acute/transferred admissions to your burns unit are retrieved (including burns consults) if the
search criteria is not refined. This ensures that one record is returned for each BRANZ patient identifier.
The search criteria can be further refined by selecting a value from afield list (e.g. Gender = ‘Male’) or ticking a check box
(e.g., Include Burns Consult?).
Selecting Readmissions
If you require to select Readmissions then click on the drop down list next to the Search by field on the Admission Type
section of the DIY Report screen. The Readmission option is hidden unless you do this. Please see the area pointed to
with the explanation in the blue box in Figure 21. DIY Report shown above. You have to select either Acute/Transfer or
Readmissions. You will not be able to select both options.
Note that Unexpected Complication only becomes active for readmissions.
Selecting multiple fields
Multiple fields are able to be selected to define the search criteria. If you would like to view the results on the screen, it
is advised to select only a few fields. However if exported to Excel, selecting many fields will be manageable. If you want
to output all fields, you can use the ‘Full Data Extract’ option on the Ready-made Reports page.

Note: This report has not been updated to allow for a number of changes instituted in July 2016. Even prior to July 2016,
this report was not designed to output all fields. As a result, the following fields cannot be viewed using the DIY Report,
such as the simplified cooling fields introduced in July 2016; the more detailed body location fields for hand, foot, and
trunk; all treatment/surgery fields; ICU readmission reason fields, inpatient fields relating to multi-resistant microorganisms and blood cultures; anticoagulation; discharge fields relating to a patient who has died; ICD-10-AM Code
completeness fields; weights; readmission fields indicating if readmission is due to complication or failed discharge.

Selecting multiple values from a field list
Multiple values for each field are able to be selected to define the search criteria from field lists. Hold down the <Ctrl>
key on your keyboard and click on the multiple values required.

Note: For fields that have ranges like Age and TBSA. More than one range option can be chosen to widen the range.
For example, if you wish to show all admissions with TBSA between 10-39 percent. You will highlight 10-19, 20-29,
and 30-39.

Output
Each field has an Output check box. By ticking the check box, the field is added to the output or results, i.e. even if not
included in the search criteria.
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Fields used to define the search criteria are automatically added to the output.

Required
Output

Command
Buttons
Figure 22. DIY Report - Output & Command Buttons

4.1.1.2 Command buttons
Command buttons perform particular actions or functions. Four command buttons are positioned at the bottom of the
page.
1. Run Report
Once the search criteria are defined, clicking on Run Report will output the results below the command buttons.
2. Reset Search criteria
The Reset Search criteria button is used to start a new search. Alternatively leaving the page will have the same effect.
3. Export to CSV
The results of a search can be extracted and/or saved to an Excel (csv – comma separated value) file for further
analysis by clicking on Export to CSV. This action can only be performed after you have run the report.
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Figure 23. DIY Report - Export to CSV

Generally it is then advisable to store the file as an Excel Workbook.
4. Show All Criteria Selected
The search criteria selected can be readily determined by clicking on Show All Criteria Selected. This is particularly
useful if you run a report using multiple tabs and/or you want to have a record of the search criteria for future
reference. The criteria selected is in a .pdf format.

Figure 24. DIY Report - My Criteria Selected

4.1.1.3 DIY Report Output
This section describes how to interpret the output or results. After the Run Report button has been clicked, the results
are output below the command buttons.
Each of the fields selected is given a name on the Report Output or exported .csv file which is the same/similar to the
Database Name in the Data Dictionary. If it is a description of the field it is suffixed with ‘_Desc’.
Definitions of each field can also be found in the Data Dictionary.

Figure 25. DIY Report Output
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Search Results Summary display 10 per page with the total number of records (items) and pages displayed at the
bottom left of the results.
1. Sorting Results
Results can be sorted on any of variables output by clicking on the Header.

Figure 26. DIY Report - Sorting Results

2. Filter Options
Additional filter options are available after you Run Report to narrow results returned. First enter the filter criteria in
the box below the field name and then click on the Filter icon.

Figure 27. Filter Options

The table below summarises the filter options available depending on the type of data of the field being filtered.
Filter Option
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Type of data
Text

Numeric

Date

NoFilter







Contains







DoesNotContain







StartsWith







EndsWith







EqualTo







NotEqualTo







GreaterThan







LessThan







GreaterThanOrE
qualTo







LessThanOrEqual
To





Between







NotBetween







IsEmpty







NotIsEmpty







IsNull







NotIsNull









For Between enter two
values separated by a
space, e.g.,
10 20 (All values between
10-20 will exclude 10 and
20),
A E (All values between A
to E – will exclude A & E)

4.1.2 Ready-made reports

Figure 28. Ready-made reports

4.1.2.1 Full Data Extract
The complete dataset is able to be extracted by selecting your hospital and clicking on Export File. This contains all the
data – since even if you select all data items in the DIY Report there will still be some values that are not reported.
Select the Hospital and Date Range for which this report is required.
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You will notice that that alongside some of the field names is the month and year when this field became active in the
database. Prior to this date you will see that there is no data entered in these fields. Some fields, for example, cooling
fields have changed, here you will see data in fields that became active in July 2010 up to June 2016. These described
cooling at the scene, ambulance, referring hospital, and BRANZ ED. From July 2016 these fields have been simplified
and replaced by:

FirstAidApplied (Jul16)

CoolWaterApplied (Jul16)

AddInfo (Jul16)

4.1.2.2 Completeness Report
The Completeness Report is combined with the Full Data Extract on the Ready-made reports menu.
Quarterly you will be required to have completed your data collection for a particular quarter. You will receive an email
reminding you when this is due. Bear in mind that often it can take a number of months in severe burns cases for a
patient to be discharged.
You will also have to find a way of sourcing how your service keeps track of Consults, as these are not in the usual
Burns Service ward.
Please be aware of patients who come into the Emergency Department and unfortunately die soon after admission.
These patients often are missed as a burns patient and will need to be entered into the Registry.
Once you are certain you have all possible cases entered in the Registry for that quarter it is advisable to run this
Completeness Report for the relevant quarter. The output of this report makes you aware of certain sections or data
items that you may not have completed. It is an excellent audit tool, and gives you an opportunity to re-look for some
data item that you have missed. You will be surprised that a new look at the case will enable you to find information,
which initially you could not find.
Select Hospital – usually only one Hospital to which you have been given permission to access is possible to select.
Enter a date range.
Press Export File and save the output as an Excel Spreadsheet. Systematically go through each case and try and resource the information that is not yet complete. It is useful to highlight each row with a specific colour to indicate that
this case has been re-checked. Once this process is complete you are ready to inform the BRANZ Monash Team that
your data collection is complete for that quarter.
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Appendix
Note: Output (Variable) Name(s) are generally the same as the Database Name in the Data Dictionary, but suffixed with ‘_Desc’. Some are suffixed with ‘Oth’ this means that ‘Other’
was chosen in the drop-down list and specified in this field – so correlates with Other(Specify) on the data entry screens.

42 | P a g e

APPENDIX A1 – DIY REPORT PATIENT ADMISSION REPORT TAB
Data Entry
Page/Form
Patient/Admission

Field Name
Admission Date
range

Meets Bi-NBR

Search Criteria
Options:

Output (Variable) Name(s)
DOA

•
Specify start and end dates (Default) OR
•
Select by Quarter (Bi-NBR reporting) OR
•
Select by year (Calendar)
Default Start Date is when site started BRANZ data entry.
If don’t specify date will include pre-Jul-09 cases.
Options :
•
•
•

MeetBiNBR

Yes
No
Unknown i.e. no discharge or treatment data

Presentation
Type

Options:

Admission Type

Options:

PresentationType_Desc

•
Inpatient (Default)
•
Outpatient
•
Outpatient – Telehealth
Defaults to ‘Inpatient’, so outpatient trial is excluded. If ‘Outpatient’ is
selected, Admission Type is disabled.
AdmType_Desc

•
Acute/Transfer (Default)
•
Readmission (If select Readmission, disables Tabs 2 and 3).
Default so that only have 1 record per patient. You can only select either
Acute/Transfer or Readmission.
Unexpected
complication

Only activated for Readmission
Options :
•
•
•
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Yes
No
Not stated/Inadequately described

ReadmissionResult_Desc

Data Entry
Page/Form
Patient/Admission
continued …
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Field Name

Search Criteria

Output (Variable) Name(s)

Referral Source

Options: choose Referral Source from drop-down list.
Options will vary based on Admission Type.

ReferralSource_Desc

Include Burns
Consult?

Burns Consult? =’Yes’ (Default)

BurnsConsult_Desc

Age Range

Options: choose Age Range(s) from drop-down list.

AgeAtInjury

Gender

Options: choose Gender from drop-down list.

Gender_Desc

Default so that cases not admitted under burns unit are included.

APPENDIX A2 – DIY REPORT INJURY EVENT REPORT TAB
Data Entry
Page/Form
Injury Event

Field Name
Burn Cause

Search Criteria
Options: choose Burn Cause from drop-down list.

BurnCause1_Desc
BurnCause2_Desc

(Primary
and/or
Secondary)
Burn sub-cause

Output (Variable) Name(s)

CauseOth1
CauseOth2
Options: The options will vary depending on the Burn Cause/s chosen.

BurnCauseSub1_Desc
BurnCauseSub2_Desc

Accelerant Involved

Accelerant Involved

Accel_Desc

=’Yes’
Accelerant Type
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Options :

AdmType_Desc

The options will display if Accelerant Involved = ‘Yes’.

AccelOther

Clothing/bedding/c
urtains caught
alight?

Clothing/bedding/curtains caught alight?

Clothing_Desc

Explosion/flash
occurred

Explosion/flash occurred

=’Yes’

=’Yes’

Explosion_Desc

Data Entry
Page/Form
Injury Event
Continued …

Field Name

Search Criteria

Output (Variable) Name(s)

Building or vehicle
fire

Options: choose from drop-down list.

HouseFire_Desc

Activity

Options: choose from drop-down list.

Activity_Desc
ActivityOth

Place

Options: choose from drop-down list.

Place_Desc
PlaceSub_Desc
PlaceSchool_Desc
PlaceOth

Intent

Options: choose from drop-down list.

Intent_Desc
IntentOth

Injury event
description

Tick if you wish to display. Search by built-in filter.

Drug/alcohol
involvement

Options: choose from drop-down list.

DrugAlcohol_Desc

Inhalation injury

Inhalation injury

Inhalation_Desc

Scroll to EventDesc once report is run. In the filter area, enter the word that
you wish the event description to contain, e.g., epilepsy. Click on the filter
icon. Choose the ‘Contains’ option. The report output will refresh taking this
word search into account.

=’Yes’
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EventDesc

APPENDIX A3 – ASSESSMENT AND BURN COOLING REPORT TAB
Data Entry Page
Assessment

Field Name
Definitive TBSA

Search Criteria
Options: choose TBSA Range/s from drop-down list.
Note: for cases after July 2016 only Definitive TBSA (TBSA and
TBSA_TBSARange) will be available.

Burn depth

Options: choose Burn depth/s required from drop-down list.
Note: for cases after July 2016 only Definitive Depth fields will be displayed
For pre-July 2016 cases it is possible that data may be output for ‘Amb’
(Ambulance assessment), ‘ED’ (BRANZ Emergency Department assessment)
and ‘Ref’ (Referring hospital assessment).

Burn location
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12 options as per Burn Location tab. Can select between 1 and 12 burn locations
to define the search but all are output.

Output (Variable) Name(s)
TBSA
TBSA_TBSARange
TBSA_Amb
TBSA_ED
TBSA_Ref
DepthSuperYN_Desc
DepthSuper
DepthMidYN_Desc
DepthMid
DepthDeepYN_Desc
DepthDeep
DepthFullYN_Desc
DepthFull
Scalp_Desc
Face_Desc
Eye_Desc
Neck_Desc
Breast_Desc
Trunk_Desc
Buttock_Desc
Perineum_Desc
Hand_Desc
Foot_Desc
LowerLimb_Desc
UpperLimb_Desc

Tab 3 – Assessment/Cooling (cont.) Note that the Cooling in this report relates to Cooling fields applicable from July 2010 to June 2016. The
report has not yet been updated. In the interim the Full Data Extract will have to be run to see cooling fields applicable from July 2016.
Data Entry Page
Cooling

Field Name

Search Criteria

Type of Cooling
•
•
•

Options:

Scene_Water_Desc

Cool running water
Hydrogels
Other

Scene_Hydro_Desc

All 4 locations included in output (as per below).
Location
•
•
•
•

Output (Variable) Name(s)

Scene_TechOth_Desc
Ambulance_Water_Desc
Ambulance_Hydro_Desc

Options:

Ambulance_TechOth_Desc

Scene
Ambulance
Referring Centre
ED

Refer_Water_Desc

All 3 types of cooling are included in the output (as above).

Refer_Hydro_Desc
Refer_TechOth_Desc
ED_Water_Desc
ED_Hydro_Desc
ED_TechOth_Desc

How long was
cool running
water applied?

•
•
•
•
•

Options:

Scene_WaterMins_Desc

< 5 minutes
Between 5 and 10 minutes
Between 10 and 20 minutes
20 minutes
Not stated/Inadequately described

Ambulance_WaterMins_Desc

Only selected if Cooling type=’Cool Running Water’.
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Refer_WaterMins_Desc
ED_WaterMins_Desc

APPENDIX A4 – INPATIENT AND DISCHARGE REPORT TAB
Data Entry Page
Inpatient

Field Name
ICU stay

Search Criteria
ICU Admission
•

Discharge
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=’Yes’

Output (Variable) Name(s)
ICU_Desc
TotalICU_Hours

Mechanical
ventilation

Was patient mechanically ventilated in ICU?
•
’Yes – Calculated Hours’
•
’Yes – Hours Not Calculated’

VentHourCalc_Desc

Length of stay

Calculated from difference between hospital discharge date/time and
admission date/time. Can exclude deaths and LOS<24 hours.

LOSdays

Discharge
disposition

Options: choose from drop-down list.

Disposition_Desc

VentHours_Total

