FIGURE 3

Pneumonia inpatient recording form

 Hospital-------------------------------------------------------District                                                                          

                                                                                                                PNEUMONIA INPATIENT RECORDING FORM             Register number


	   Chest x rays                      yes  no   

	


Address-------------------------------------------------------------------------------------

Age (months) ---------------------------------    Sex (M/F) ----------------------------

Number of days of signs or symptoms:    more than 21 days   less than 21 days.                                                                                                                  Precious pneumonia the last 2 months   yes   no          

Antibiotics treatment prior to coming to hospital: yes    no    self referral     referral by health centre                                                                              previous hospital admissions for pneumonia the  last 12 months  yes  no

Date of hospital admission-----------------------------------------------------------------
weight in kgs --------------------- Temperature-----------------------------------°C.  Respiration ratex1 minute---------------------       

Clinical features                                                             Classification                                                                      Treatment

	Clinical features
	Classification
	Treatment

	Child 2 months to 5 years

Chest in drawing                         Yes                no

Severe respiratory distress       Yes                no

Central cyanosis                          Yes                no

Sleepy/difficulty to wake           Yes               no

Convulsions                                  Yes               no

Able to breastfeed well                Yes               no

Able to drink                                Yes               no

Stridor                                           Yes               no

Wheeze                                        Yes                no
	Very severe pneumonia

Severe pneumonia

Pneumonia

PCP

Others (specify)
	Antibiotics
	Dose
	
	
	
	
	

	
	
	Benzylpenicillin 
	
	
	
	
	
	

	
	
	Amoxycillin
	
	
	
	
	
	

	
	
	Chloramphenicol
	
	
	
	
	
	

	
	
	Cotrimoxazole
	
	
	
	
	
	

	
	
	Others antibiotics (specify)
	
	
	
	
	
	

	
	
	Other treatments

	Young infant < 2 months

Severe chest in drawing              Yes              no

Central cyanosis                            Yes              no

Sleepy/difficulty to wake             Yes              no

Able to breastfeed well                Yes              no

Wheeze                                            Yes             no

Grunting intermittent                    Yes             no

Grunting continuous                      Yes             no

Nasal flaring                                     Yes            no

Apneoic spells                                  Yes            no

Convulsions                                      Yes            no


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	HIV status                      positive     negative          unknown                                        Measles at this visit or the past 3 months                          Yes                        no

Blood film(malaria)      positive     negative          unknown                                        Severe malnutrition (see below)                                           Yes                       no


Name�
�
 





Previous pneumonia the last 12 months                                               Yes        No


( If yes, date taken and results )


Previous hospital admission for pneumonia the last 12 months        Yes        No�
�
 








