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Foreword

It is indeed a pleasure and privilege to write foreword to this report for 

the year 2014. Though I joined TRU as one of the Trustees in this 

year, I had the privilege of knowing and working with Dr. Ashwin Patel 

and Ms Nimitta Bhatt, the founders of this unique community project 

aptly named “Trust for Reaching the Unreached”. Their untiring 

perseverance and zest for helping the unreached and under- 

privileged has born fruits over last quarter of a century.

The very idea of going to the community which has issues of access 

and affordability for health care is very noble. TRU has over the years 

made a true impact on the lives of population of interior regions of 

Panch Mahals district. Having started in 1989 work in two villages, 

TRU could serve remote populations of Halol, Pavi Jetpur, 

Ghoghamba, Jambughoda, Sankheda, Dahod and villages of 

Vaghodia taluka also. TRU”s main centre is in Shivrajpur and serves 

villages in a 50 km radius placed in hills and ravines and forests of 

the area marked by taluka boundaries.

TRU's main criteria is to give educational inputs to community at 

large without providing direct materialistic help. Wherever TRU 

worked TRU could achieve reduction in Infant Mortality Rate, 

Maternal Mortality Ratio, help prevention of communicable diseases, 

provide credible primary health care with referral links and made long 

term educational dent in lives of the community they served.

The year 2014 has been very remarkable in terms of plethora of 

activities done to further achieve objectives of the Trust. Present 

report gives the details but I am really happy to share some of the 

highlights.

General Health care :

The data reflects the declining mortality and incidence rates in our 

working area. It also gives details about the progress and processes 

involved. TRU continues to run four dispensaries meeting the primary 

health needs. Services of a gynecologist and a dentist are provided at 

the Shivrajpur centre. TRU acknowledges the cooperation of referral 

hospitals like SSGH, Dhiraj hospital and the friendly approach of 

treating doctors in these institutes. A total of 14368 patients took 

services in the year 2014. The data analysis is useful in having a birds' 

eye view of health scenario in the area. Fourteen villages are covered 

by Bakrol centre for Maternal and Child Health Program. A population 

of 29000 is the beneficiary. Maternal health, antenatal care, routine 

newborn care, growth monitoring of children and addressing issues of 

malnutrition are some of the work areas in this field.

Mental Health Care :

It is increasingly recognized that the essence of health in general is 

beyond only Physical wellbeing. The World Health Organization has 

since long included the mental and social wellbeing as essential 

component of good health. Unfortunately much needs to be done in 

the field of mental health. Lack of awareness about significant 

incidence of mental health disorders and social taboo for the same 

are some of the several obstacles. TRU has collaborated with Govt 

and other NGOs. However, motivating health care providers to look 

after mental health is a big challenge. Dearth of qualified mental 

health specialists who are willing to go to villages is another 

challenge. In spite of such challenges TRU continues to play its role 

as a support to this community by providing services of three 

psychiatrists, a clinical psychologist, a speech therapist, a 

physiotherapist, a general educator and inputs from village level 

health workers special trained to carry out basic activities in Mental 

Health. All activities run without a break since 2004-05 until the day. 

The work has expanded from project area near Shivrajpur villages to 

three talukas viz. Halol, Jambughoda and the Ghoghamba talukas. 

Hundreds of patients are treated and many have overcome the 

disease process and are rehabilitated back into their productive daily 

socio-economic lives. More than 600 new patients attended the 

psychiatric OPDs in this year 2014. TRU also strives to ensure follow 

up of patients in the villages which is so very important in mental 

illnesses. TRU also conducted mental health awareness programs in 

the high-schools and for Village Panchayat leaders. It is thought that 

increased awareness will lead to reduction in stigma and hence will 

increase the access to services of this unserved people.
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Girls' Education Program :

Abhinav Kanya Shikshan Karyakram (AKSK) at Shivrajpur is working 
since 2005. There have been several challenges in carrying on the 
Girls' Education Program. Gender bias, Parental non-cooperation 
and difficult access are some of the important issues. Through 
consistent efforts TRU has been able to achieve remarkable results. 
In the Academic Year '13-14, 88 girls took exams and results are very 
satisfactory. TRU arranged for educational tour to North Gujarat. 
They also participated in sports tournaments. Sewing–tailoring 
classes, basic computer education, a library providing extra-curricular 
reading, indoor and outdoor games, nutritious food, etc are some 
features to give boost to overall development / growth and exposure 
for the tribal girls in AKSK.

Urban Programs :

Rahat Nidan Kendra serves to give diagnostic services at a very low-cost 
to less affording population of Vadodara city. More than 18000 patients 
are served by subsidized services in radiology and pathology 
departments in two centers. This service is an important offshoot of urban 
health program of TRU. The small tailoring center and a Kids' play center 
for the children of slum area also contribute to overall development of the 
beneficiaries of low income groups of Vadodara city.

Dental work in the urban and rural setups is another intervention of 
TRU. Though there is lack of awareness about primary dentistry 
among general populations both in urban and rural areas, poor dental 
hygiene is perceived to be an issue of importance by service 
providers. We also run a small basic dental clinic in urban as well as 
rural area. In Vadodara despite of several changes the clinic is able 
to get 207 patients in the year 2014. In the year 2014 we served 175 
patients in the Shivrajpur clinic. In rural also mostly basic work like 
making of dentures and cleaning work and infection control 
sometimes root canal treatment is to be provided.

It has been a very inspiring experience to go through the various 
activities done by TRU.

I wish all the very best to the TRU team in their noble endeavors.

Dr Satish Pandya

Varun Children Hospital, Karelibag, Vadodara

April 2015.

Introduction

Health is now widely acknowledged as having both a physical and 

mental health dimension. Indeed, as far back as 1948, WHO's 

constitution recognised health as 'a state of complete physical, 

mental and social well-being, and not merely the absence of disease 

or infirmity'. Despite this, many primary healthcare systems in 

countries around the world focus on physical care, failing to provide 

mental healthcare to their populations.

Mental disorders are extremely prevalent in all countries and are 

responsible for immense suffering, poor quality of life, increased 

mortality and staggering economic and social costs. As such they 

cannot continue to be ignored. Today, 30 years on from the adoption 

of the Alma Ata Declaration, as the world prepares to re-affirm 

primary healthcare as essential healthcare, universally accessible to 

individuals, an important opportunity presents itself to change this 

state of affairs.

Indeed, a fundamental shift needs to occur in healthcare paradigm, in 

favour of one which respects human rights and promotes good health 

outcomes and recovery through the delivery of mental healthcare in 

the primary/community health-care system.

In low-income countries such as India the talk is around increasing 

the infrastructure for psychiatry, training more personnel, having more 

specialists who can deal with the increasing incidence of disturbed 

behaviour.  This is important.  Still the focus of all activities should be 

the individual patient's recovery in given social milieu and awareness 

about disease processes among general population.
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Countries such as India have a natural advantage in the scope of 

rehabilitation and recovery that we can offer, for our social fabric is 

not entirely fragmented and most people can still count on the family 

for support. This advantage has been reported in psychiatric 

research. Consolidating these structures with more training and 

knowledge, millions in this country who face insecure lives, future 

and prospects could be empowered. 

But this requires a greater effort because here the service users do 

not access services on their own.  Alert staff trained for multifarious 

needs of the patients, care-givers and a good medical set up can 

only give results.  Secondly, there has to be a lot of administrative 

and supervisory support to the field staff.  Though to a great extent 

service users benefiting from treatment in itself help to reduce stigma 

from the minds of community, it is still important to hold awareness 

sessions with several kinds of groups in the community.  It is worth 

involving the Panchayat leaders, young students in high-schools and 

colleges around, dairy and women's groups, etc. 

Strong informal community mental health services and support 

services, run by TRU has proven to be greatly beneficial to the 

community we serve. TRU's effort is in integrating the mental 

healthcare into community healthcare. The scale at which TRU 

functions for mental healthcare however, is much bigger than the 

reach of general healthcare infrastructure of our organisation. 

Therefore we make efforts to implement the mental health program 

to function through the Govt of Gujarat (GOG) general health staff 

at the grassroots level.  The ASHAs, ANMs, MPWs, MOs etc at 

PHC level are the ones we try to take under our fold for supporting 

the mentally ill patients in the villages. However, despite our efforts 

to engage the govt. health staff, we have not been able to inculcate 

the same enthusiasm for mental healthcare among them as among 

our own staff.

The biggest impediment to such an integration is the apathy by 

govt health functionaries at periphery.  The supervisory staff in 

GOG does not feel responsible about taking feedback of activities 

the ASHAs, ANMs, etc are doing or not doing for mental 

healthcare.  TRU has no power or supervisory roll to make the 

GOG staff feel that taking care of the mentally ill is also part of their 

job. So more or less most of the mobilization of the govt health staff 

for mental health has remained voluntary and performed in 

essence in an obliging manner to TRU's field staff.  We feel that the 

effort to make mental health become community healthcare and the 

claim from the GOG about the implementation of such an effort is 

only superficial. Thus not having much help from the GOG field 

staff, TRU workers have to work hard to retain patients on their way 

to recovery.

Mental Health care in Primary Health Care System:

Better access to care will be ensured

if mental healthcare is provided

in the primary health centres

Primary healthcare is 'the first level of contact of individuals, the 

family and community with the national health system', it is the 

closest and easiest form of care available, located near to peoples' 

homes and communities. The Mental healthcare facilities / 

hospitals are located in major towns and cities, a long way from 

where rural poor live. Consequently most patients fail to seek the 

care they need. In cases where people do seek treatment in 

psychiatric facilities, they often find themselves very isolated, 

having to live far away from their families, removed from their 

emotional and social support networks and no longer in a position 

to maintain their daily living activities and jobs, often compounds 
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economic precariousness for the family as a whole. Mental 

healthcare, available as part of primary healthcare, would mean 

that people are able to access the treatment and care that they 

need near to their homes, and thus keep their families together, 

maintain their support systems, avoid indirect health expenditures 

associated with seeking care remotely, remain integrated and 

active in the community and continue to contribute to household 

and economic productivity.

Secondly, because primary care services are not associated with any 

specific health condition, the fear of being stigmatised as 'mad, bad 

and dangerous' or marginalised from the community and 

discriminated is likely to be reduced, making this level of care far 

more acceptable  and therefore accessible  for most service users 

and families. Mental health services in primary healthcare are also 

more acceptable because they reduce the risk of people being 

exposed to human rights violations often associated with psychiatric 

institutions.

Furthermore, because primary care facilities are in or near people's 

communities, many indirect health expenditures associated with 

seeking care e.g. transportation to facilities located in urban areas, 

loss of productivity related to the time spent in accompanying the 

patient to hospital, etc) are avoided. Thus primary healthcare 

becomes affordable option both for patients and the community. In 

addition, primary care services are provided free of cost and do not 

involve other cost like transportation facilities, loss of working hours 

by relatives, etc. Thus making mental health part of Primary 

healthcare becomes an affordable option both for patient and the 

community.

Thus, mental healthcare, delivered in primary healthcare settings is 

more accessible, affordable and acceptable for the population.

However in the TRU's working area, this will not be possible in very 

near future for the simple reason that there is no competent medical 

staff at the primary health centre who can deal with the psychiatric 

conditions.  So the Community Mental Health Program of the TRU 

underlines the model of health care where there are visiting 

professionals to every PHC and the field staff is sensitized enough to 

provide ongoing support and counselling to families to bring the 

patients to the services.  This is more or less similar to provision of a 

gynecologist's services at the PHCs, which was advocated as part of 

NRHM.

It is hoped that in macro 

realities of healthcare system 

in general, provision of OPD 

psychiatr ic care at  the 

Primary Health Centre level is 

the best solution that has a 

potential to reach out to the 

large number of patients in 

peripheries. Such an OPD 

n e e d s  t o  b e  s t r o n g l y  

supported by pro-active and 

well sensitized grass-roots 

staff.  TRU as an organisation 

would like to put forward this 

as a model to enable bringing 

psychiatry outside the four walls of Mental Hospitals.
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General Health Care

The Bakrol health work is now 6 years old. We have started receiving 

results of the consistent work so far. Our infant mortality rate, 

maternal mortality ratio, communicable diseases etc are on 

decreasing side of the ladder.  In this report we have tried to annotate 

all the progress during the year and also register the processes 

which have contributed to the progress of this work.

General Health dispensaries:

In all there are four dispensaries which continue to take care of the 

patients' primary needs.  Referral is also provided to the patients in 

need.  Secondary and tertiary health care is entrusted to our friends 

in Vadodara.  The SSGH provides a trustworthy tertiary care hospital 

for our patients.  It is a matter of great satisfaction that our patients 

are respected in this hospital. Some patients are also referred to 

other trust hospitals like Dhiraj Medical College and Hospital at 

Pipariya, Vadodara.  Here also our doctor friends usually take good 

care of our patients.  

Mental Illnesses of difficult nature are to be referred to Hospital for 

Mental Health in Vadodara.  Our psychiatrist friends in this set up 

help our patients while the follow up is entrusted to us once the 

patient is sent home.  More on this is written under section “Mental 

Health Wrok” in this report.

Following is the synopsis of patients received by us at general 

healthcare dispensaries and also the field staff in the project area. 

Our Community Health Volunteers have been trained in providing 

symptomatic care in 

di fferent condit ions. 

They can also recognise 

the serious and life 

threatening conditions 

which require referral. 

They have been also 

t ra ined in  re ferr ing 

patients to other medical 

centres. They advise 

patient and his/her family for selection of a medical centre and guide 

them to access services at that centre.

Shivrajpur

Bakrol

Talavdi

Waghbod

1064 1647 2711 53710879 1781 2660

0336 0504 0840 18050356 0609 0965

0111

0222

0154

0349

0265 0510

0571 1038

0096

0175

0149

0292

0245

0467

Total

Patients seen by CHVs of Bakrol villages

All Total No of patients catered by the project during the year 2014

1733 2654 4387 8724

5644

14368

1506 2831 4337

Dispensary New Patients Old Patients Total Patients Total
Patients

Female Female FemaleMale Male Male

Patients in general health dispensaries:

Some effort to understand the type of illnesses which reach the TRU 

centers also gives information about prevalent health care issues in 

this community. We find the following on analysis of OPD data.
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1.

2.

3.

4.

5.

6.

7.

Respiratory Diseases

Skin conditions

Chronic conditions

Aches and Pains

Deficiency Diseases

Psychiatric Diseases

Gynec Diseases

Gastro Intestinal

Surgical conditions

Others

30.7%

23.9%

20.4%

11.3%

6.1%

3.0%

9.8%

7.4%

1.2%

6.8%

S.No. Disease Category Percentage
presence

OPD presence at General Health Dispensaries :

We can see that our dispensaries receive more patients with 

respiratory conditions than all other problems. Despite of well-

equipped primary health centres we continue to receive breathless 

patients suffering from chronic bronchitis, asthma, acute (both upper 

and lower) respiratory infections, etc. The Skin diseases (23.9%) still 

persist in the area.  People suffer from skin allergies and fungal 

infections.  Some still suffer from scabies and pyoderma.  All this 

shows that there is still a need for multi-sectored work towards 

adequate water supply to enable better hygiene. Health education 

does play an important part but infrastructure improvement is 

required.  

Chronic conditions (20.4%) {include aches and pains (11.3%), 

deficiency diseases (6.1%) and psychiatric conditions (3.0%)} are 

reported at general OPD.  Gynecological diseases being reported to 

our general dispensaries is also on the increase from previous year. 

It is 9.8% of our total patient load. This probably indicates that despite 

the variety of govt schemes and benefits being offered by govt the 

people at grass-roots prefer to approach our centres. 1.2% cases of 

surgical referral are sent to SSG Hospital, etc in Vadodara.  

Among the OPD reported patients we have 7.4% patients with 

gastro-intestinal conditions. Number of patients in this category is 

less this year due to also the fact that there are other services 

available in the area. The PHC has become more conscious and is 

regularly attended by a doctor. Few private practitioners also have 

established themselves in the area.

TRU has a small maternal and child care program at Bakrol centre. 

Here we cover 14 villages for provision of maternal and child care 

program. Out of these 14 we have regular services in 12 villages 

while in two villages we are able to give only intermittent services.  

Population of approx 29115 at hand we provide growth monitoring 

services for children less than three years, care of newborn children, 

special health education service for malnourished children of the 

area, care of pregnant women, care of women in post-delivery times, 

etc.  Below are some of the results of our services in the year 2014.

Totally we covered 812 pregnant women in this year.  Out of these 

we are happy that we have registered 246 (30.3%) pregnant women 

before 12 weeks of pregnancy. This is one indicator of rising 

awareness about pregnancy and related care services.  The villages 

under this project have migratory population. They temporarily 

Maternal care program :

Registration of pregnancy :
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migrate in search of jobs to distant places and come back 

intermittently.  So often some events go unnoticed if the people 

themselves do not approach the services by themselves.  We have 

93 pregnancies (11.5%) known only after delivery.  This means it was 

not possible to provide any antenatal care to these women.

Preg known
below 3
months

Preg known
after 3
below
6 mths

Preg known
after 6
below
9 mths

Preg known
after
delivery

Total pregnancies to
be taken care of in
2014 = Reg in 2014 +
Preg from previous yr

246
(30.3%)

278
(34.2%)

195
(24.1%)

93
(11.1%)

812 (100%)

Total = 938

126

Registration of pregnancies for antenatal care during 2014:

Additionally our CHWs provide preventive treatment for anemia and 

calcium losses to the pregnant women.  They give monthly supplies 

of tablet Ferrifol (Iron + Folic Acid) and Calcium tablets to all pregnant 

women. We are happy that the supplies from our CHWs are received 

better and are appreciated much more by the women as compared to 

the supplies from govt health workers. Still we take care to see that 

the supplies are not duplicated and that women take the tablets with 

good regularity.  

 

However, if we look at the results of pregnancies during the year then 

we find that we could provide total antenatal care to 748 (80%) 

women.  Along with this if we correlate that 93 women were not in the 

field to receive antenatal care, our field team has not been able to 

provide care to 107 (11.47%) women.  

Again if we see whether the women used medical centres for delivery 

or not, we find that 38% women used govt hospital, 22% used Private 

hospital through Janani Suraksha Yojana while 40% opted for home 

delivery.  

Out of 938 pregnancies 218 women did not deliver till the end of the 

year 2014.  Below is the presentation of results:

TRU field team also collects data on deaths during the year. Very 

important it is to know child death toll in the project area.  We found 

that there were 21 deaths of newborn children and 37 deaths of 

infant children during the year. 

Thus Infant Mortality Rate = 59.2 for 1000 live-births as compared to 

IMR of the country to be 48 per 1000 live births for rural India.

Neo-natal mortality rate = 33.3 per 1000 live-births as compared to 

NNMR of the country to be 34 per 1000 live-births for rural India.

There has been one maternal death in the area.  The death is that of 

a woman who underwent abortion after 20 weeks.  So if we calculate 

further,

Maternal Mortality Ratio = 1.6 per 1000 live-births. as compared to 

MMR of the country to be 2.12 per 1000 population for rural India. 

We also found out the death rate in the area.

The crude death rate in the area = 7.3 for 1000 population as 

compared to CDR of the country to be 7.6 per 1000 population for 

rural India. 

The Crude Birth Rate in the area = 19.6 for 1000 population as 

compared to CBR of the country to be 23.3 per 1000 population for 

rural India.

Preg carried
over to 2015

Abortion /
MTP

Live Births Still Birth

218 081 285 F 340 M

625

14
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Thus in general we can conclude that TRU's efforts in this remote 

area has given results and all health indicators have shown 

comparatively good performance, except for Infant Mortality Rate 

(IMR) which is still higher than national average IMR.

This year we have been able to provide growth monitoring for 2145 

children under three years of age living in 12 villages of the area. Out 

of these, we have been able to provide monthly weighing to 94% 

children on the whole.  Though in this population some or the other 

children were not traceable during a particular month, but still overall 

coverage every month works out to more than 90% coverage.  At the 

time of visit to the home of a child, our CHW weighs the child, 

records the weight on a mother retained growth card, explains the 

growth or any default from growth to the mother or family member 

available, provides referral if required, traces the case of 

malnourishment, provides nutrition education and also provide 

symptomatic relief medicines if needed.  

Thus we are able to gather data on malnutrition of the children in the 

area. During the year 2014 out of total 2145 children in this program we 

came across 300 children who entered in severe malnutrition. We 

followed all these children concertedly. Though this is a changing 

cohort, meaning new children come in and the old ones achieve better 

nutrition during the year. We find that at the end of the year, we noticed 

190 (63.3%) out of the 300 (100%) malnourished children improved.

Growth Monitoring of under - 3 children :

Total
No. of

Children

No. of Children
in malnutrition
during the year

No. of Children
improved from

malnutrition
during the year

No. of Children
continued in
malnutrition

during the year

2145
(100%)

300
(13.9%)

190
(8.9%)

110
(5%)

Outcome of severe malnutrition in 2014

The above table shows that 90% of children who entered in severe 

malnutrition during the year 2014 are not able to improve within 3 

months  o f  be ing in to  severe  

malnutrition. Though this is the most 

difficult work for the team, we make 

continuous efforts to see that the 

children come out of malnutrition as 

soon as possible.

G r o w t h  m o n i t o r i n g  i s  a  k e y  

intervention. This enables the CHW 

and the parents to pay special 

attention to the child's growth. 

Samjuben Rathva weighs all children 

below 3 years of age every month in 

Jhab and Nathpura.

It is seen that the prevalence of severe malnutrition in the year is only 

110 (5%) out of 2145 children much less than the year when we 

started.  It used to be 6 - 8% about 6 years ago. Thanks to various 

efforts to bring malnutrition under control. Most difficult area is the 

under-nutrition.

We also tried to find the length of time the child remains in the severe 

malnutrition area on the growth card. Usually children improve within 

3 - 6 months of time.

Children under severe malnutrition and period taken to overcome it:

190 19 (10%) 37 (19.5%) 37 (19.5%) 40 (21%)28 (15%) 29 (15.8%)

Children who
entered
malnutrition
& improved

Children who came out of malnutrition  period in months

Less than
3 months

4 months 6 months More than
6 months

3 months 5 months
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Mental Health Care services are a priority for us.  We have seen the 

struggle of the patients placed in rural remote settings.  Not only they 

are unable to access services, but they hardly know about what is the 

way to deal with this problem of mental illness. Persons suffering 

from MI - Young men and women, working and non-working, 

housewives, children and old persons - are all at the end of the 

service ladder.  Having no control of themselves, they are usually left 

to the relatives and their beliefs about the disease process.  There 

are many problems they face due to the fact that these patients are 

written off and often considered subjects to be managed within the 

households. 

 

TRU has worked in this setting for last ten years.  Hundreds of 

patients are treated; many have gone back to work and are 

rehabilitated to work or in their homes and in their community. Many 

could not be treated fully because they drop out of the ambit of the 

health program.  The migrating population of this area finds it difficult 

to keep track of the medical requirements of the patients.  The 

agriculture calendar also needs to be followed, resulting into patients 

discontinuing medication.  Awareness about mental health issues is 

essential part of our intervention in this project. TRU has tried various 

ways to reduce stigma about the illness.

The program covers three talukas having approx 4.35 lacs rural 

population mainly consisting of Scheduled Tribes (Rathva, Nayak, 

Tadvi, Damor, etc) and Other Backward Classes (Baria, Parmar, etc). 

Jambughoda and Ghoghamba taluka are totally rural. Halol taluka 

only has approx 27% urban population in Halol town. The three 

blocks also have a few Scheduled Caste families, some upper caste 

Mental Health Care

Arad

Kanjri

Rameshra

Duma

Chalvad

Kathola 

Shivrajpur

Waghbod

Farod

Ranjitnagar

Bakrol

Kanpur

Simaliya

Rinchhvani

Gamani

Vavkundli

Total

27915

25937

36689

90541

21335

21141

42476

33836

32868

16449

83153

27793

27597

36246

28128

21186

22960

25210

29347

218467

16.2%

16.9%

32.7%

22.9%

34.6%

38.6%

35.6%

46.4%

51.3%

48.1%

48.6%

29.2%

44.7%

81.8%

48.9%

12%

10.3%

57.5%

18.9%

41.5%

Name of PHC

Name of PHC

Above area is Served by OPD at Halol

Above area Served by OPD at Jambughoda

Rural Population covered under Mental

Health Programme of TRU = 4,34,637

Halol Urban Population = 64265 (11.1%

ST Population)

Name of PHC

Name of PHC

Above area is Served by OPD at Shivrajpur

Above area is served by OPD at Ghoghamba

Population

Population

Population

Population

ST Population

ST Population

ST Population

ST Population

hindus and a few Muslims (mostly in Halol town).  Following is the 

Census break up of population:  So far our intervention has focused 

on rural area.  The rural area is divided in 16 PHCs by the Health and 

Family Welfare Deptt, GOG. For sake of convenience we have also 

accepted this classification and organized our activities concentrating 

upon villages PHC wise.

Population covered under MH Projects

Four Psychiatric OPDs are stabilized in Shivrajpur, Halol, 

Jambughoda and in Ghoghamba. As per arrangements with the CHC 

of Halol and Jambughoda the place for holding OPD is assigned to 

this work. At present we hold Psychiatric clinic on every alternate 

Sunday at two CHCs viz Halol and Jambughoda.
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Every fortnight on a Sunday the psychiatrist attends patients, while 

every other Sundays the Program Officer and the Link Workers sit at 

the OPD to carry out completion of records and answer any patients 

who may visit the OPD.  Continued medication is given by the workers 

for such patients, who are called on the next OPD of the psychiatrist.  

Three psychiatrists attend the four OPDs.  Dr Saurabh Shah attends 

Ghoghamba OPD, Dr Elavatsala Sharma attends Halol OPD and Dr. 

Nilesh Rao attends the Jambughoda and Shivrajpur OPD.

We can see from the above table that there were 616 new patients in 

the project area attended the OPD for the first time during this year. 

While going through the data we find that total number of patients' visits 

to the OPD works out to 3648. Average number of OPD attendance 

works out to 5.9 per patient from project area as detailed below :

Patients attending the OPDs during the Year 2014 :

Shivrajpur

Halol

Jambughoda

Ghoghamba

039

053

032

144

312

325

292

398

351

378

324

542

063

064

024

197

450

445

269

541

513

509

293

738

Total

All Total

268

616

1327

3032

1595

3648

348 1705 2053

Name of
Clinic

New Patients Pts revisits Total pt visits
(Project area)

Female Female FemaleMale Male Male

Shivrajpur

Halol

Jambughoda

Ghoghamba

9 

7.1

10.1

3.8

8.2

8.1

12.2

3.8

Name of OPD Female pt visits / year Male pt visits / year

Average Patient visits in a year per patient

Patients attending our OPDs from outside project area :

Shivrajpur

Halol

Jambughoda

Ghoghamba

03

08

06

18

27

59

98

35

047

164

213

109

07

10

04

18

10

87

105

38

Total

Grand Total

Average Presence at OPD = 7.2

35

74

219

459

53339 240

Area New Patients Pts revisits Total

Female FemaleMale Male

31.5% 12.6% 5.1% 5.9% 16% 8.5% 20.4%

Schizo/
Psychosis

Depression
/ MDD

Bipolar/
Mania

Anxiety,
Panic,

OCD etc

Epile-
psy* 

MR/
ADHD/

Beh.Dis.

Other

Type of illness at the MH Centres:

The above table also shows that 49.2% patients suffer from severe 

mental disorders, which require a long time treatment.
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Patients' Follow up in villages : We make good amount of efforts to 

meet the patients in their homes.  When the Link Workers visit the 

villages, they meet all the patients who have touched our OPDs (old 

and new/current). The relatives and care-takers are taken into 

confidence about the treatment offered, effort is made to ensure 

regular and correct dosage intake by the patient, to know any specific 

problem the family may be facing, to encourage them to come to the 

OPD regularly, etc.  For the patients who are responding well to the 

treatment, effort is to ensure that the family integrates the patient into 

daily chores expected of him.  Wherever required they also try to 

solve some of the family issues.  In the past we have seen that many 

patients are integrated well into the family, having restarted their 

family life, joined the in-laws family, started the older job / work 

resulting in elevation of his/her social status.

School Programs for Mental Health Awareness :

We have conducted MH Awareness program for the high school 

students in the Halol taluka.  In the first semester of the academic 

year 14  15 we conducted four sessions each in 14 high schools and 

in one college. Five senior workers in the program actually hold the 

classes.  A short curriculum consisting of basic four issues was 

designed for the young students.  In all 2442 students were 

addressed at the schools and college. In all, there were 56 events in 

the 15 institutions.  

The issues we covered are: 

1.     MI is a disease, Why MH Awareness should be achieved.

2.     MI can be treated, treatment is available free of cost, TRU clinics

3.     Stigma issues  Human right issues in MH.

4.     People's wrong beliefs about MI 

Followed by sessions 

in schools/college we 

conducted a Jnan 

Kasoti (post test) in the 

month of October 

2014.  The test was 

designed to know 

knowledge retention 

by the students.  In 

Sep t . -Oc t . ,  1742  

students from 14 schools and 1 college attended the Jnan Kasoti test for 

MH knowledge. In every school we rewarded three top-ranking students.

An inter-schools event was also planned in the second week of October 

to finally enable students to express what they thought about the MI 

awareness messages. This also served a kind of evaluation after a 

month of providing inputs.  Three types of competition were held in 

which approx 60 students participated. Debate, Poster - making and 

Creative Writing were three types of competitions. The students 

securing first three ranks in every category were awarded small prizes. 

On the whole the 

schools program 

g a v e  p o s i t i v e  

impetus to the MH 

work in the whole 

taluka. We may 

want to replicate 

the experience in 

the  o ther  two  

talukas also over a 

period of time.
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MH Awareness Programme among Panchayat members :

We conducted a series of meetings with the Panchayat members 

where-in we covered basic issues. Emphasis here was to encourage 

Panchayat members to take up pro-active role at the village level. A 

booklet has been designed for the village leaders to disseminate 

information about MI. There are 76 village Panchayats in the Halol 

taluka. Out of them during the year 2014, we covered 33 village 

panchayats.  We also invited some of the village youth and leaders to 

attend the programme.

Shivrajpur area

Kathola area

Waghbod area

Arad area

Rameshra area

7

5

11

5

5

 42M 09F

 26M 07F

 47M 28F

 25M 06F

 25M 14F

 41M 8F

 13M 01F

 92M 01F

 16M No F

 18M 01F

02

03

06

--

06

102

50

174

47

64

Total 33 165M 64F 183M 11F 17 437

Area Name Panchayat Presence at meeting

No. of
meetings

Panchayat
Members

Vill
Leaders

Govt
functionaries

Total

The experience with Panchayat leaders was also a positive one. 

Many members even said that they did not know about this problem 

and its solution. They always thought that some people go mad due 

to black magic and only the 

folk healers are able to 

remove effect of this black 

magic. Some of them even 

promised extending help for 

pa t ien ts  in  the i r  own 

villages.

Abhinav Kanya Shikshan Karyakram (Girls' Education Project) of 

TRU is in existence since 2005 - 06.  At that time it had started as a 

model program that can prove that if the girls are given good 

opportunity and time to study in a relaxed environment, then they can 

also achieve exemplary worth vis  a  vis their brothers.

Our educational efforts were directed towards gender education and 

equity for women in this area through Self Help Groups of women.  

First step towards equity and equality of women with their male 

counterparts is equal opportunity especially in education processes.  

Therefore we provided informal education/knowledge about the world 

and world socio-economic processes to the grown up women in 

Mahila Mandals (Women's Groups).  We also talked about sending 

girls to schools and allowing them higher age for marriage.

Many women did see worth in our arguments but they also thought 

that their society and traditional roles expected of the women of 

future generation did not allow sending the girls beyond the kitchen, 

home and agricultural activities. Another aspect is that the community 

believed that the parents' spending on education of girls is useless 

because the girl would be married soon and will only help home of 

her in-laws.  Any expenditure of this kind is not going to be useful to 

the parents. Therefore the boys scored higher in terms of family 

budget being shared.

We consistently argued in favour of girls and maintained that they 

need to be educated better. Such an effort for girls will bear fruits in 

longer run and after two generations the effect will be seen in terms 

of quality of life being led by the families where woman is educated 

Abhinav Kanya Shikshan Karyakram, Shivrajpur
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better than other members of the community. Consistency in our 

educational efforts brought results.  Many women agreed that they 

will try to send their daughters to the schools.  

Still then, major impediment was their belief that girls have less 

intellect and they cannot really understand the intricacies of school 

curriculum. We did not have better argument than to show in material 

terms that women's life can be better if they are educated better. We 

picked up the challenge of establishing the Girls' Education Project at 

Shivrajpur.

With all the above background, Girls' Education Project (GEP) was 

started in 2005  06 with just 12 girls. Despite of our personal care for 

the girls, we could not retain all of them to the end of the year. But we 

continued without being disheartened. Since then this project has 

worked day in and day out for last ten years. Dropouts have been 

less and less. Girls are achieving good results and have started 

going for professional courses after completing 10th or 12th std 

Board exams. Following is the synopsis of what these girls are doing 

after the Board exams.

Winter times are on from the second sem onwards, so the days are 

short and time flies.  Girls have to do away with all the leisure and get 

into the school routine very fast. The second semester of the 

academic year started with hope and happiness. We had 90 girls to 

start the second semester. Two girls dropped out from GEP during 

the second semester. One more girl's home is situated behind two 

ravines which would be flooded during monsoons. So the parents 

placed her in AKSK up to the end of October 14. She was picked 

back in November by the parents.  The girl unwillingly went home at 

the end of December after the school curriculum of Std XII was 

completed in the school. Thus we suffered loss of three girls in the 

second semester. So number of girls who appeared for exams from 

our hostel became 88. However these two girls are not a permanent 

loss from education net. They appeared in exams and cleared also 

with some difficulty.

Girls also

learn

Hand

Embroidery
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IX (Total = 24) 24 03 21 -- -- --

X (Total = 36) 36 22 13 -- 01 01 passed Re-exam 

XI (Total = 15)

XII (Total = 15)

All Total = 90

14 (1 gave exam
from home)

05 10 -- -- 01 passed gratis in
one subject

14 (1 appeared
from home)

12 02 -- 01 01 passed Re-exam 

88 (2 appeared
from home)

42 46 -- 02 02 passed Re-exam

Standard No. of girls Result - Marks obtained

Marks
>60%

46 -
59%

35 -
45%

Failed Remarks

Performance in Exams, March  April 2014:

*   Std 8 is made part of primary sections of all schools in Gujarat

**  More local admissions into the school  govt rule affects numbers at GEP

2006-07

2007-08

2008-09

2009-10

2010-11

2011-12

2012-13*

2013-14**

2014-15

Year Std 5 Std 6 Std 7 Std 8 Std 9 Std 10 Std 11 Std 12 Total

01

S

T

O

P

P

E

D

2005-06 01 05

00

00

05

02

01

ST

OP

PE

D

03

08

38

21

36

23

23

00

00

02

03

12

34

23

34

36

43

31

49

00

02

04

12

33

25

30

33

36

25

00

06

07

03

11

24

12

15

15

24

00

00

05

06

05

11

24

15

15

14

11

25

68

76

108

117

125

106

97

112

The new Academic Year Starting June-14 :

The year 2014 - 15 started with a bang. This year we had more 

number of girls than yester year.  Following gives the synopsis of the 

girls who filled out admission forms and girls who actually started the 

semester in early July '14.  We can see from the table below, that 136 

girls sought admission to GEP.  But out of them 112 could actually 

start the semester.  The table explains the fall-outs.

Admissions in GEP from year to year :

It gives us pleasure in presenting year to year presence at the GEP. 

Usually there are more girls in/before the beginning of the year. 

Before we start the semester 1, some girls do not appear or some 

come and drop within first 15 days. Reasons include getting 

admission in another school, change of stream of study, not able to 

secure admission to the school next doors, feeling very homesick, 

not able to adjust with new way of living, health reasons of the family 

members, etc.

Talking of rest of the girls (88), who enthusiastically worked towards 

exams, we were happy by their performance of the second semester 

exams. Over a period of time the girls become more and more 

serious about the annual exams. After completion of the second sem 

exams in Feb 14, the year ended very fast. The std X and XII girls 

appeared for their Board exam.
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Excursion to North Gujarat Feb.-14 :

This year the girls visited Patan.  This was a capital of Gujarat during 

11th century onwards till the Rajput dynasties continued to rule 

Gujarat. Here they visited the Sahastraling talav (a pond with 1000 

Shiv idol on its bank).  An interesting story accompanies this pond 

that was built by the then queen Minaldevi.  The queen was a pro 

poor, pro dalit lady who respected existence of the hut of an old 

woman on the bank of this pond resulting into a cut corner on the 

walls of the pond. Girls appreciated this story.  

They also saw a very well known step-well in Patan called Ranki Vav.  

Another queen Udaymati of Chaulukyas built this step-well for the 

sake of the pilgrims and travellers.  This has been recently excavated 

since last 10 years.  It is known for intrinsic carvings on the walls of 

seven floors of rectangular structure of the step well.  It is also an 

example of well developed architectural skills of the people in those 

IX

X

XI

XII

STD Admn Form Filled
in AKSK

Left prior
to July 14

Reason for leaving

New Old

68

01

01

--

Total = 136

18

--

04

--

22

9 did not get admission in school next
doors 7 had adjustment problems in
TRU hostel 2 left due to illness of
family members

--

2 went to other sch, 1 got married
and left schooling, 1 suffered severe
financial problem of her family, so she
had to discontinue study.

--

112

--

24

28

14

Admissions in Ac year 2014 - 15 : times. Gujarat is known for its step-well tradition.  In place of building 

ordinary wells the well-off citizens used to build step-wells as a 

constructive donation / use of their money. The step-well makes 

access to water more easily than the ordinary wells.

There is an oldest library in Patan, called Hemchandracharya Library.  

He was a Jain saint and he had collected all the original prints and 

manuscripts of olden times.  Mainly Jain scriptures written on leaves 

and hand made paper give a real historical perspective to the 

viewers. Despite of monitoring their time, somehow the group 

reached the place in afternoon, when the Library closed for visitors.  

Another step-well is near Ahmedabad, known as Adalajni Vav. This 

also has five stories. All the walls of this square structure are marked 

by many statues and carvings. The carvings typically depict the 

influence of Jain and Brahminincal symbols of prayer.  Various gods 

and goddesses are carved on the many beams and pillars. All of 

these make it worth visiting.  There is a big garden before the step-

well where the girls enjoyed very much.

After finishing the above girls were expected to visit Sun-temple at 

Modhera. But they were late for it and could not see the most 

beautiful Sun-temple of Gujarat.  This temple is considered Konark of 

Gujarat. They were expected to visit Fagvel, a pilgrim place of 

Gujarat. The girls had to miss this also because they were very late 

in the evening. Thus this trip remained half done actually due to lack 

of proper adherence to timing and reach of the places. Though 

slightly disappointed, the girls enjoyed the trip.
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We also found that a few girls did not like to take bath with cold water 

in winter. Therefore we have installed a water heater now.

Why I like to be in AKSK

In December 14, we undertook a short survey among the girls who 

continue in GEP.  We tried to find out what is it that they like in GEP, 

What is it that they do not like in GEP, What are their study 

aspirations and what are their suggestions for improvement. Below is 

a short synopsis of the survey which is self-explanatory:

Opinion of girls Opinion of girls

I like extra-curricular
activities in GEP

I can get more time for
studies in GEP than at home

I like to play games at GEP

Reading different books in
library provides knowledge 

I like collective living in GEP

I like to work for kitchen
garden in free hours

I like annual excursion
through GEP

I like supplementary
education (Tuition) at GEP

I like the clothes, sweaters,
schoolbag pack, food,
other things 

I like early morning singing
of well-versed prayer 

I liked Mental Health
Education program 

I would like excursion for
more days

I can get time to participate
in school extra activities

I get immediate and free
treatment for any illness

I would like to get more
holidays from studies

I like the staff of GEP and
TRU

I like to do exercise in the
morning

I do not like to leave GEP
even after 12th 

I want to study for better
future after schooling is over

I want to become  professional
(doctor, nurse, engineer,
teacher, or any such course)

I want to qualify for being a
police 

I want to do what my parents
want me to do

No. of
girls

No. of
girls

103

69

99

110

80

77

77

89

93

76

97

65

87

48

22

96

15

23

99

39

25

45

No Dropouts in Second Semester :

This year seems to be special in the sense that even after we have 

started the second semester, no girls have dropped out. All of the 112 

have returned from home and happily started the second semester. 

Most girls are doing well also. Of course some girls in ninth standard 

are weak at studies. They have to be supported extra for learning 

even the basics of curriculum. In the second semester enthusiasm 

has built for annual exams.  

Unexpected ever : We had one unfortunate incident in the hostel.  

One girl - sickle cell positive, used to have some or the other trouble 

off and on.  It used to be solved SOS.  But she developed some more 

problem towards end of November 14.  Her parents were counselled 

and advised to hospitalise the girl. She was sent home and got 

hospitalised in Bodeli. We are not sure what treatment was given to 

her in that hospital. She was discharged after 3 days, she went home 

and again developed severe pain. She was reached to Bodeli 

immediately. Unfortunately she succumbed to death before she could 

go to the hospital. This was a big setback for rest of the girls and 

TRU team.

Extra Curricular activities of the school :

Just like the previous year the girls could participate in various sports 

events organised in the school. Many of them won the athletics 

competitions. Some won an interschool dance competition, an essay 

writing competition, a quiz competition, drawing and painting 

competition, etc at the cluster level, taluka level and then a few even 

participated in the district level competitions. Most girls are happy 

that they are encouraged to participate in the school extra activities.  

If they would be coming from home they would not be able to 

participate in such extra activities.
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TRU's mission is more towards rural area and the unreached 

population. We do have a program for urban poor and middle income 

groups of Vadodara city. We provide diagnostic services at 

subsidized cost to the people. The project is named Rahat Nidan 

Kendra. There are two such centres in the city.  Both these centres 

provide Radiography and Pathological services to the people at less 

than half the cost as available in the city of Vadodara.  We receive 

many patients who use our services regularly.

Alkapuri Centre 2497 2527 4162

Dandiabazar Centre 5375 1712 1992

Total

Grand Total

7872

18265

4239 6154

No. of patients for
X-Ray department

No of patients for
Sonography deptt

We also have a small sewing centre for slum girls / women.  This 

centre is placed close to a slum and is run by one of the girls who 

was trained in our previous sewing classes when our women's 

development project was on.  She has proven herself and has been a 

leader of the activity for last 17 years.  So far many girls have passed 

out of her center.  Many of them have been working independently in 

their homes.

No of patients for
Pathological testing

Urban Program

BALANCE SHEET AS AT 31-03-2014

INCOME & EXPENDITURE A/C.

FOR THE YEAR ENDED ON 31-03-2014

Funds and Liabilities

Expenditure

Trust Funds or Corpus
Other Earmarked Funds
Liabilities
Income & Expenditure A/c.

To Expenditure in respect
     of properties

Other Expenses

Depreciation

To 
To Fees & Statutory
To Development Fund a/c.
To 
To Expenditure on Object
     of the Trust
By Surplus carried over
     to B/S

Rs.

Rs.

51,19,792
3,87,52,147

4,32,409
23,96,999

 
3,49,087
1,17,113
2,33,131

17,50,000
5,42,053

69,83,705

4,92,278

4,67,01,347

1,04,67,367Total Rs.

Property and Assets

Income

Immovable Properties
Investments
Furnitures & Fixtures
Advances to IT Deptt.

Cash and Bank Balances

By Interest on Securities
By Donation  (General)
By Sale of asset
By Transfer from Reserve

Rs.

Rs.

1,30,71,031
5,00,000

84,92,920
11,93,529

2,34,43,867

21,37,884
80,38,365

95,000
1,96,118

4,67,01,347

1,04,67,367Total Rs.

TRUST FOR REACHING THE UNREACHED

FOR K. K. PARIKH & CO.

CHARTERED ACCOUNTANTS Trust for Reaching The Unreached

Vadodara : 09.08.2013 Vadodara : 08.08.2013

TRUSTEES

Financials in TRU

The small basic

dental clinic at

Alkapuri provides

services at low

rates to people of

Vadodara city.
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Expenditure during F.Y. 2013-14

Receipts during F.Y. 2013-14

Local Donation
(47.90%)

Interest
(20.83%)

Project
Assistance

(16.47%)
Foreign

Donation
(13.96%)

Miscella-
neous
(0.93%)

Total Expenditure = Rs. 73,33,929

Health Care
37.60%

Community
Programmes

23.63%

Medicine & Lab etc.
20.45%

Administration
11.05%

Education
for girls
7.20%

We are thankful
Our donors for the year 2014-15

(Received between April 14 - March 15)

Sr.

No.

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

 

1

1.1

 

1.2

1.3

1.4

1.5

1.6

1.7

1.8

1.9

1.10

1.11

 2

NAME

Shri Shushilaben C Patel, Vadodara

BND Thackersey Moolji Charitable Trust, Mumbai

Dr. Ashvin J Patel, Vadodara

Dr. Usha J Modi, Vadodara

G H Patel Charitable Trust, Vadodara

Kusumba Dhirajlal Parekh & Lilla Nautamlal Parekh

Foundation, Hyderabad

Dr. Chandrikaben Purohit, Vadodara

Shri Snehlata R Patel,Vadodara

Rex Resins, Vadodara

Dr. Sugan Desai, Vadodara

Shri Ismailbhai Gandhi, Vadodara

Shri M D Shah, Vadodara

Shri Bhaichand M Mehta Charitable Trust, Mumbai

Shri Harsukh B Mehta Charitable Trust, Mumbai

Shri Amitendu Gupta, Vadodara

Shri R J Thaker, Vadodara

Mudhusudan C Parikh Charitable Trust, Mumbai

Human Enrichment By Love & Peace, USA

Shri Mahendra C Patel & Chhaya Patel

Shri Mahendra C Patel & Chhaya Patel

Shri Rohitkumar Vasa

Shri Mahendra C Patel & Malti M Patel

Shri Kirit and Dr. Panna Desai

Shri Jayantilal and Pushpa Patel

Shri K C Patel & Divya K Patel

Shri Indravadan Patel & Kailas Patel

Shri Vinu B Shah & Kokila V Shah

Shri Himat Tank & Sharda Tank

Shri Jyoti S Amin & Surendra Amin

Shri Kirit and Dr. Panna Desai

 Shri Devikaben Amin, UK

AMOUNT

(Rs.)

500000

50000

48000

40000

31000

21000

 

20000

15000

10000

5000

5000

5000

3500

3500

2000

1001

1000

 

998762

59430

61216

29715

302075

30210

18186

15305

306100

21427

30610

61725

30865

 31898
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Deptt. of PSM, Vado Medical College Conducts

Baseline KAP Study for MH Project at Shivrajpur

Interview of a patient of Schizophrenia and her

Care giver for Family Burden Study

How do we bridge the gap ?



NRT Trust representatives meet Core Link Workers of

Community Mental Health Programe at Shivrajpur

Care registration of MH OPD, Shivrajpur
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