NATIONAL COMMISSION FOR WOMEN

PROFORMA FOR INSPECTION OF PSYCHIATRIC HOMES

PART |: GENERAL INFORMATION

(Factual Information to be filled by the Establishment and verified by the Inspecting Team)

1. NAME OF THE PSYCHIATRIC HOME/ MENTAL HOSPITAL:

2. ADDRESS:
DISTRICT:
STATE:
PINCODE:
MOBILE NO.:
EMAIL ID:

WEBSITE:

3. YEAR OF ESTABLISHMENT:

4. NAME OF THE ORGANIZATION/ TRUST MANAGING PSYCHIATRIC HOME:

5. DETAILS OF REGISTRATION:

a. Registration Number-
b. Registration Date-

c. Registered Authority-

6. NAME OF THE HEAD OF DEPARTMENT:



7. SANCTIONED POSTS AND STAFF IN POSITION:

Category

Sanctioned
Strength

Officers In

Position(Numbers)

Male

Female

Total

Positions
Vacant

Staff
Working On
Adhoc/
Contract
Basis

Remarks

Psychiatrists

i. Senior (in the Professor
Rank)

ii. Specialist

iii. Sr. Resident

iv. Resident

Clinical Psychologists

Psychiatric Social Workers

Psychiatric Nursing Staffs

i. Matron

ii. Sr. Staff Nurse

iii. Junior/Fresher

General Duty Doctors

i. Medical Officer

ii. Sr. Resident

iii. Jr. Resident

iv. Any Other Doctor/
Specialist

Other Medical Staffs

Radiologist/ X-Ray

Anesthetist

Pathologist

Physiotherapist

Vocational Trainer (If any)

Medical Attendants

i. Trained

ii. Untrained




TOTAL

8. | Other Staff
i. House-keeping Staff
ii. Safai Karamchari
iii. Gardener
iv. Security Staff
v. Other Staff (Plumber/
Electrician/Washerman-
Laundary)
TOTAL
8. Female Wards, Bed Strength and Number of Patients Admitted:
S. Category Authorized No. of Patients Conditions/ Provisions in Wards
No. Strength (Beds) | Admitted
Male Female | Male Female | White Lighting | Ventilation - | Fan/
Wash/ system Cooler/
Plaster/ Heater/
Seepage Geyser
1. | Male General Ward
Multiple Bed Room
Double Bed Room
4. | Single Bed Room
5. | Ward for Female Patient
with Severe Problems
6. | Children’s Ward
7. | Geriatric Ward
8. | De-addiction Centre
9. | Any Other
10. | Total




9. MEDICAL STAFF/ DOCTOR-PATIENT RATIO

s. CATEGORY SPECIFIED ACTUAL RATIO
NO NORM,
if any
1. | Doctor-Patient Ratio
2. | Staff Nurses-Patient Ratio
3. | Attendants-Patient Ratio
4. | Counselor-Patient Ratio

PART |I: INFORMATION PERTAINING TO FEMALE PATIENTS ONLY

[To be filled in by the Hospital Authorities/ Other Staffs and verified by inspecting team]

10. NUMBER OF FEMALE PATIENTS:

S. CATEGORY NO. OF FEMALE PATIENTS ADMITTED REMARK
NO.
Voluntarily | Involuntarily Total
1. | OPD (Daily average) Whether separate queue for the
female patient/ Senior citizen/
Violent patient
2. | IPD (Short Term up to one Number of female attendants
month) attached
3. | IPD (Long Term up to one Number of female attendants
year) attached
4. Ing) (Iégrns% S Number of female attendants
y attached
IPD (Long Term
5. 2-5 years) Type of Arrangement made
6. IPD (Long Term Nature and Number of attempts

Above 5 years)

made to locate the family




11. GENERAL HEALTHCARE FACILITIES AVAILABLE TO FEMALE INMATES :

S. CATEGORY DISPENSARY HOSPITAL EMERGENCY CARE
NO.
Number Duration Number Duration Number Duration

1. General Duty Doctors

2. | Specialist

3. | Nursing Staff

4, Paramedical Staff

5. | Any Other

12. PERIOD OF STAY OF FEMALE INMATES IN THE HOSPITAL.:

PERIOD OF NO. OF FEMALE IN-PATIENTS NATURE OF AILMENTS

CONTINUOUS
STAY FRESH OLD CASES | RELAPSE | TOTAL | SEVERE | MODERATE MILD
ADMITTED (For follow MENTAL MENTAL MENTAL
up) DISORDER | DISORDER DISORDER
0-1 year
1-2 years
2-5 years
Above 5 years
Total
13. FEMALE INMATES WITH OTHER MEDICAL CONDITIONS:
S. STATUS NO. OF WHETHER WHETHER ANY REMARKS
NO. PATIENTS MEDICATION IS | SPECIAL FOOD IS
PROVIDED PRESCRIBED/

PROVIDED?

1. other ailment

Normal with no




S. STATUS NO. OF WHETHER WHETHER ANY REMARKS
NO. PATIENTS MEDICATION IS | SPECIAL FOOD IS
PROVIDED PRESCRIBED/
PROVIDED?
2. HIV/AIDS
3. Reproductive
problems
4. Asthma
5. Skin disease
6. Tuberculosis
7. Pregnant/
Lactating
8. Physically
Challenged
9. Any Other
10. Grand Total




14. MAJOR AREAS OF MENTAL AILMENT OF FEMALE INMATES:

Number Of Women Patients During Last One Year

Nature Of
S. Sickness (Starting
No. From Severe To
Mild Disorder) Treated & Discharged
. reate
Addressed/ Admitted/ .
OPD Under Treated IPD Duratior_1 Of \I?\;istﬁharged 8?e To Lack
Treatment Admission Medication Response
1. ALZHEIMER
SCHIZOPHRENI
2. A & PSYCHOTIC
DISORDERS
BIPOLAR
3. DISORDER
4 PSYCHOSIS
5. DEMENTIA




ANXIETY

6. DISORDERS/

DEPRESSION
EATING

7. DISORDERS

8. ANY OTHER

15. EMERGENCY TREATMENT OF ADMITTED FEMALE INMATES DURING LAST ONE

YEAR

(Between 10 pm and 5 am):

No. of cases reported

No. given treatment in the Institution

No. referred to other Hospitals

MALE

FEMALE

TOTAL

16. PROFILES OF FEMALE INMATES- NATIONALITY and AGE GROUP DISTRIBUTION:

NATIONALITY NUMBER AGE GROUP REMARKS
Up to 18-34 | 35-50 | Above
18 years | years 50
years years
INDIAN
NRI

FOREIGN NATIONALS OF
INDIAN ORIGIN




FOREIGNER

17. EDUCATIONAL PROFILE OF FEMALE INMATES:

S. LEVEL OF EDUCATION NUMBER OF FEMALE REMARKS
NO. PATIENTS
1. ILLITERATE
2. PRIMARY
3. SECONDARY
4. HIGHER SECONDARY
5. GRADUATE & ABOVE
6. TOTAL
18. OCCUPATIONAL STATUS:
S. NATURE OF OCCUPATION NUMBER OF FEMALE REMARKS
NO. PATIENTS
1. HOUSEWIFE
PROFESSIONALS/ SELF EMPLOYED
SERVICE
OTHERS
19. MARITAL STATUS:
S. MARITAL STATUS NUMBER REMARKS
NO.
1. SINGLE
2. MARRIED
3. DIVORCED/ SEPARATED
4. WIDOW
5. DESTITUTE
6. ANY OTHER




20. SUPPLY OF TOILETERIES TO THE FEMALE PATIENTS:

S. ITEM QUANTITY | FREQUENCY REMARKS
NO.
1. BATH SOAP
2. HAIR OIL AND SHAMPOO
3. TOOTH PASTE AND BRUSH
4. CLOTHS/ DRESS
5. INNER GARMENTS
6. BASIC COSMETICS
7. FOOTWEAR
8. DETERGENT/ WASHING
SOAP
9. COMB
10. | MIRROR
11. | SANITARY PADS
12. | OTHER ITEMS OF NEED
21. ARRANGEMENT FOR DISPOSAL OF SANITARY PADS:
22. SKILL DEVELOPMENT/ REHABILITATION PROGRAMME FOR FEMALE PATIENTS:
S. NAME OF THE PROGRAMME | DURATION/ NO. OF FEMALE REMARKS
NO. WITH SKILLS SCHEDULE PATIENTS

TRAINED/ BEING
TRAINED

10




23. FACILITY FOR VISITORS TO FEMALE IN-PATIENTS:

S. SPECIFICATION IF ALLOWED PLEASE SPECIFY REMARKS
NO.
Frequency | Average | Exclusive | Common | Outdoor
of visits No. of enclosure | room/ area
allowed Actual with Enclosure
Visits privacy
1 VISITORS
FAMILY MEMBERS
3 CONSELOR/ NGO
' ACTIVIST/ MEDIA
4 ANY OTHER (Specify)
24. OVERALL HYGIENE AND CLEANLINESS IN WARDS/ HOSPITALS:
S. SPECIFICATION PRESENT REMARKS
NO. CONDITION
1. GENERAL CLEANLINESS OF
WARDS/ HOSPITALS/ LABS
2. MAINTENANCE OF CAMPUS,
HOSPITAL BUILDING AND
WARDS
3 GENERAL CONDITIONS OF
’ HOSPITAL BEDS, FURNITURE,
FIXTURES, etc
4 PROVISION OF PEST CONTROL-

MOSQUITOES, INSECTS,
RODENTS, BEDBUGS, WATER
LOGGING, etc

ANY OTHER (Specify)
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25. NUMBER OF ESCAPES/ VIOLENCE/ SUICIDAL ATTEMPT (During last three years):

ESCAPES During Last Three Attempted Escapes Nature Of Violence Attempt Of
Calendar Years Suicide
. Numbers Period | Numbers Involved Period | Individ- Group Period | Numb-
Period .
ual Violence er
Violence
Escap | Recaptur | Still Single Group
-ed -ed Missing Person | (Specify
In Nos.)
26. SEXUAL HARASSMENT COMMITTEE:
a. Does an internal Committee exist?
b. Members of the Committee (attach a list with their designation)
c. Whether Committee holds the meetings. If yes frequency.
d. Number of complaints registered and action taken during last one year:
CASE NO. NATURE OF FINDINGS ACTION TAKEN

COMPLAINT
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27. ARE HALF-WAY HOME/ RESIDENTIAL FACILITY OUTSIDE THE HOSPITAL
SETTING MADE AVAILABLE TO THE PATIENTS ONCE THEY ARE TREATED IN
THE HOSPITAL BUT, NEED TO CONTINUE THE TREATMENT IN NEAR NORMAL
SITUATION? IF YES, PLEASE PROVIDE WITH DETAILS. (whether the home is
managed by Hospital or any NGO, Location and Distance from the Psychiatric Home
and details of NGO)

28.1S STANDARD OPERATING PROCEDURE PROTOCOL AVAILABLE WITH THE
INSTITUTION FOR TREATMENT? IF YES, ENCLOSE THE DETAILS.

29. COUNSELING OF THE FAMILY OF INMATES IS DONE BEFORE RELEASING THEM
OR NOT. IF YES, PROVIDE WITH DETAILS.

30. FEMALE PATIENTS and CAREGIVERS:

S.NO. CATEGORY NUMBER TOTAL
1. No. of Patients without any Care
giver
2. No. of Patients with Regular By family member/ | On payment- full

Care givers relative time
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3. No. Of Patients with Casual By family member/ On payment
Care givers relative
PART lll: GENERAL INFORMATION
31. Boundary Wall:
a. Whether a boundary wall exists? Yes/No
b. Does it secure the Institution/Inmates?  Yes or not
c. Whether well maintained? Yes/ No
d. Remarks:
32. Entry/ Exit Gates
a. Whether entry/exit is regulated by Guard: Yes/No
i.  Whether there is a separate entry to female ward:
ii.  Whether entry to female is regulated:
b. Whether Gates are well maintained?  Yes/No
c. Whether Gates make Institution well secured? Yes/No
d. Whether Open Gates are properly guarded and entry/exit requlated? Yes/No
33.CCTV
a. Whether Installed?
b. Number of CCTV in working condition:
c. Whether installed at all vintage position? Yes/No
d. Whether monitoring is done round the clock? Yes/No
e. Remarks
34. FOOD AND NUTRITION:
Particulars Standard Caloric | Does the | Frequency | Adequacy | Adequacy Remark
Menu of a Value of Menu of of of quality (Whether
day the food | include | repeating | quantity of food special food is
provided | sufficient a Menu of food provided served, if so
variety provided the frequency)
Breakfast
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Lunch

Evening Snacks
and Tea

Dinner

35. KITCHEN AND COOKING:

PARTICULARS AREA FACILITIES WORKING REMARK
(in sq ft) AVAILABLE CONDITION
LPG Cylinder/ Ventilation/ General neatness/

COOKING AREA

Pipeline Gas/ Other
fuels

Chimney/ Running
Water Facility/
Cooking Platform/
Sink etc. (Please
specify)

Cleanliness of cooking
utensils/Floor condition/
Wall paints

DINING AREA

STORAGE CAPACITY

OTHER FACILITIES
(Please Specify)

36. KITCHEN STAFF:

PARTICULARS

ACTUAL NO. OF

SANCTIONED PERSONS
STRENGTH WORKING IN
KITCHEN
Male Female

REMARKS/ WHETHER SERVICES OF
PATIENTS PARTICULARLY FEMALE
PATIENTS ARE UTILIZED IN THE
KITCHEN. IF YES, THERE NUMBER
AND NATURE OF WORK

DIETICIAN

MANAGER/ KITCHEN IN-
CHARGE

COOK
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COOKING ASST.

HELPER
37. OTHER FACILITIES:
AVAILABLE/ | ADEQUATE/
S. SPECIFICATION NOT INADEQUATE REMARKS
NO. AVAILABLE
1. WATER SUPPLY
2. HOT WATER SUPPLY
3. ELECTRICITY
4. UNIFORM
5 LIBRARY No. of books, Area-
types of
books,
magazines,
newspaper
6. | RECREATIONAL ROOM Area-
7. | INDOOR SPORTS FACILITY Area-
8. | OUTDOOR PLAY GROUNDS Area-
9 Area-
SPACE FOR YOGA/
MEDITATION/ PRAYER ROOM
10. | CRECHE/DAY CARE Sp_eC|fy no. of | Specify facilities available-
children
Specify

11. | WORKSHOP/ SKILL

CENTRE

DEVELOPMENT and TRAINING

12. | STAYING FACILITIES FOR

ATTENDANTS

If yes, whether
within the
hospital or
outside

13. | ANY OTHER
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38. CIVIL SOCIETY/ NGOS ENGAGEMENT:

S. NAME OF THE ORGANIZATION SERVICES
NO. PROVIDED

DURATION AND
SCHEDULE
(Daily/ Weekly/
Monthly, etc)

REMARK

39. Whether there is any case of Staff who worked at the hospital for a long period

developed mental iliness such as Schizophrenia and Psychosis? Yes or No. If yes,

provide with details.

40. OBSERVATIONS OF THE INSPECTING TEAM:

41. OBSERVATIONS/ RECOMMENDATIONS/ SUGGESTIONS BY THE INSPECTING
TEAM TO IMPROVE THE CARE, TREATMENT AND FACILITIES BEING PROVIDED

BY THE INSTITUTION TO FEMALE INMATES:
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