Descriptors of the key components

Basic Information:
1. Full Name – First, middle and last name as per in indoor file and correlating with Hospital no. If proper 1 of 1, if not 0 of 1
2. Hospital No. – Correlate with full name and indoor file. Same as above.
3. Address – Match village, Taluka and district. If written full 1 of 1, partial with mistake 0.5 of 1 and if not at all 0 of 1.
4. Age of the child – Match with date of birth given and date of discharge along with indoor file. If proper give 1 of 1 and if not give 0 of 1.
5. Date of birth – Match with age of the child along with indoor file. Same as above
6. Date of admission – Omitted time, correlate with indoor file. If proper give 1 of 1 and if not 0 of 1
7. Date of discharge – Omitted time, correlate with indoor file. If proper give 1 of 1 and if not 0 of 1
8. Consultant – See correct name and designation. If correct 1 of 1, if mistake in name and/or designation 0.5 of 1 and not written at all 0 of 1.
9. Discharge category – Correlate with file. If proper give 1 of 1 and if not 0 of 1

History: (To verify all the details with indoor file)
10. Precise and relevant documentation of all chief complain leading to hospitalization – How better one able to visualize all the complaints before and leading to hospitalization. Depending upon 0, 1 or 2 out of 2.
11. Description of intensity and nature of symptoms at presentation – How better one able to understand nature and characteristic of each chief complains and its intensity. Depending upon 0, 1 or 2 out of 2.
12. Relevant negative history – Based on point no 10 and 11 see for the relevant negative history. If mentioned well 1 of 1, partial and not relevant 0.5 of 1 and not at all 0 of 1.
13. Important treatment history – Details of the treatment taken for the same illness whether in this hospital or outside, which changed the line of management further. If present and not mentioned 0 of 1, if present and mentioned 1 of 1 and if such history not present 0 of 0.
14.  Past history – Depending upon points no. 10-13see for the relevant past history. For chronic condition with multiple admission which stretched for months/years expect in detailed past history and give scoring 0 if not mentioned at all, 1if partially mentioned and 2 if fully out of 2. For acute onset condition give scoring 0 if not mentioned and 1 if given (at least need to write, ‘No significant past history leading to hospitalization’) out of 1.
15. Perinatal history – In the same manner in of point 14. If it appears from the previous points 10-14 that the condition might be due to directly linked to adverse event during the perinatal period (i.e. Congenital infection, Epilepsy in infancy, Cerebral palsy, microcephaly, etc.) give scoring  0, 1 or 2 out of 2, otherwise 0 or 1 out of 1.
16. Family and social history – Depending upon the clinical condition, if relevant family history written, give score 1 of 1 (expect precise in conditions, likewise Tuberculosis, Thalassemia, Epilepsy, PEM, etc. In all other conditions at least need to write, ‘No relevant family history’.), if written but not relevant 0.5 of 1 and not written at all 0 of 1. 
17. Developmental history – Expect thorough developmental history/examination including current developmental achievement in all domains and when got the all the previous and latest achievement in the cases likewise, Cerebral Palsy, Developmental delay, Epilepsy in infancy, Failure to thrive, intellectual disability, etc). In the above such conditions depending upon whether mentioned satisfactorily, partially and not at all give 2, 1 and 0 respectively out of 2. In all other conditions give 0 if not mentioned and 1 if mentioned out of 1.  
18.  Immunization history – If a child suffer from vaccine preventable disease (i.e. Typhoid, Measles, Tetanus, etc) need to write whether that particular vaccine taken or not and if taken when. If suffering from Adverse Event Following Immunization give all the details about that immunization. In the above two situations if mentioned as described above give 1 of 1, if mentioned stereotypically and not particularly 0.5 of 1 and not at all 0 of 1. In all other conditions if mentioned 1 of 1 and if not 0 of 1.
19. Dietary history – Expect thorough history whenever conditions presents, likewise, i.e. undernutrition (Underweight grade 2 or more according to IAP classification), short stature, vitamin deficiency, failure to thrive, etc. In the above such conditions depending upon if mentioned thoroughly, partially or not at all give 1, 0.5 or 0 out of 1. If the condition is not relevant to the nutrition in any sense give 0 of 0. 

Physical Examination: (To verify all the details with indoor file)
20. Appropriate anthropometric details with assessments – Usually centile assessment is mentioned, if it is less than 3rd or 1st and there is a diagnosis of undernourishment or short stature, need to give degree of undernourishment in all possible parameters like weight for age, height for age, weight for height, etc. If mentioned thoroughly in such case, give 2, if partially with only centile assessment, give 1 and if not at all 0 out of 2. If centile assessment is more that 3rd in all domains give 1 of 1 when described and 0 of 1 if not described at all.
21. Finding in general physical examination – Depending on history and diagnosis if important points in examination stressed out and also given relevant negative examination findings give 2 of 2, if partial information 1 of 2 and not mentioned at all 0 of 2.
22. Finding in systemic physical examination – Depending on history and diagnosis if important points in examination stressed out and also given relevant negative examination findings give 2 of 2, if partial information 1 of 2 and not mentioned at all 0 of 2.

Course during hospitalization: (To verify all the details with indoor file)
23. Course and outcome during hospitalization – Expect thorough description of course for lengthy admission. For short duration admission consider even if not given separate heading and mentioned under any other heading. Whether mentioned thoroughly, partially or not at all give 2, 1 and 0 respectively out of 2. 
24. Condition at discharge – Expect description of presence or absence of symptomatic complain and clinical examination at the time of discharge. Whether mentioned thoroughly, partially or not at all give 2, 1 and 0 respectively out of 2. 
25. Relevant note of cross departmental reference – Based on diagnosis and hospital course verify whether cross departmental reference had been made. And if made and written give 1 of 1, not written give 0 out of 1. When no cross reference made give 0 of 0.
26. Treatment details – Depending upon condition expect summary of the treatment given. Whether mentioned fully, partially or not at all give 1, 0.5 or 0 out of 1. 

Investigational data: (To verify all the details with indoor file)
27. [bookmark: _GoBack]Highlighting Key relevant investigations (Laboratory, Radiological or other) which led to diagnosis or change in management – For examples; expect mention of Dengue NS1 antigen if diagnosis is Dengue fever, widal or blood culture if typhoid fever, x-ray chest if lobar pneumonia. For prolonged admission many relevant descriptions expected and whether mentioned all, partial or not at all give score 1, 0.5 or 0 out of 1. Depending upon diagnosis and condition (viral fever, URTI, Acute gastroenteritis with no dehydration, etc), if it appears unnecessary for highlighting key relevant investigations give 0 of 0. 

Diagnosis: (To verify all the details with indoor file)
28. Final primary and secondary diagnosis based on data from history, physical examination, course and investigation – If diagnosis written completely including all the allied conditions when present  give 2, partially 1 and not at all or wrong diagnosis give 0 out of 2. 

Discharge Plan (Preferably in local language): 
29. List of medication with precise information about formulation, dose, frequency, duration – Please see for the formulation, strength (wherever applicable), dosage, frequency and duration for all the prescribed medications. Example: Syp. Cefixime (5ml=50mg), 5ml twice a day for next 5 days. Depending upon whether information is complete, incomplete or not mentioned at all give 2, 1 or 0 out of 2.
30. Words of education and counseling to parent or child about disease suffered, its further course and prognosis – Depending upon the disease condition suffered see for the mentioning of word of counseling, about home care, diet, course and prognosis of the disease. If indicated and described give 1 of 1, if indicated and not described give 0 of 1 and if considered not necessary (i.e. viral fever, URTI, etc.)  give 0 of 0. 
31. Danger signs explained for immediate follow up – If sentence written give 1 of 1 and if not 0 of 1.
32. Plan for any investigation, change in medication, due vaccination or cross reference in future follow up – Depending upon the disease condition suffered and when planned accordingly while admission (as per the indoor file), if the details given give 1 of 1 and if not given give 0 of 1. Whenever any such follow up plan is not decided during the admission give 0 of 0.
33. Date of next follow up – 1 of 1 if described and 0 of 1 if not.
