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Foreword

Preventive non-clinical public health servicesare generally assumed
to betheresponsibilities of the government. Basic thingslike clean and safe
drinking water, disposal of waste, sanitation and control of mosguitoes that
spread diseases are services every citizen should expect to get in order to
enjoy a healthy life. However, in developing countries, these services are
generally not easy to access. Modern systems of service delivery are
expensive and consumers of servicegenerally do not pay enough to finance
the operational costs, leave alone paying for the capital expenditures.
However, it ishecessary that wefind ways of providing these servicesto al
citizens in cost-effective ways. The challenge is greater in rural areas
because of the wide geographical spread of habitations and lower incomes
of therural population, in general.

Reaching such basic public health servicesto dl the citizensisan
objectivethat hasfound expressionsin many policy documents at national,
international and sub-national levels. Achieving these objectiveshasfinancia
implications; but moreimportantly, it requiresingtitutional innovationsthat
ensure participation of communities in improving the reach of the services
across population groups.

This study reports an analysis of the various efforts to achieve
greater coverage of the preventive population-based public health services
in rural India. The study has afocus on Karnataka state and is based on a
project carried out by I SEC at the request of the Government of Karnataka
and funded by the World Bank. The authors have attempted to put together
restructured institutional mechanismsfor rural local bodiesto achieve better
coverage of the public health services.

Though there are many studies on various dimensions of
decentralisation in Karnataka, | believe, thisisthe first attempt to examine
its relevance and implications for a particular sector such as public health
delivery. It is hoped that the study will be of much relevance towards
operationalising a full coverage of habitations under the programmes of
safe drinking water supply, sanitation and other basic public health services.
Towardsthis goal, this study also provides aplan of action.

June 2006 Gopal K Kadekodi
Bangalore Director, ISEC
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CHAPTER |

INTRODUCTION

Decentralised governance is expected to facilitate people's
participation, enhance the degree of transparency and ensure greater
accountability to provide more effective and competitive delivery of services
at the grassrootslevel. Being closer to the people, adecentralised institution
is assumed to meet their needs and preferences (Braun and Grote 2002;
Breton 2002; Bardhan and Mookherjee 2000). The services provided by
decentralised local bodies are considered to be cost-effective besides helping
in the mobilisation of local resources in the form of labour and material.
However, some scholars have reservations about the efficacy of
decentralised governance (Prud'homme 1995; Tanzi 1995). Prud’homme
argues that decentralised governance promotes inefficiency and scope for
corruption due to the influence of interest groups and discretion of local
officials. The long tenure of officials at the same place makes it easier to
establish unethical relationships with the local people. Tanzi (2001) also
argues that decentralisation promotes personalism and reduces
professionalism. Personalism breeds corruption as officials pay greater
attention toindividual citizen's needs and disregard public interest, thereby
defeating the philosophy of decentralised governance.

Thewholeideaof decentralised governance is based on some key
factors like peopl€e's participation, accountability, transparency, and fiscal
transfers (Braun and Grote 2002; Romeo 1999; Crook and Manor 1998;
Litvack et al 1998). These areinterlinked and their effects on devel opment
cannot simply be measured. The poor performance of decentralised
governance may be more visible in those regions where these key factors
arelacking.

It is evident from studies in India that decentralised institutions
(Panchayati Rgj Ingtitutions- PRIs) can ensure effectivenessinthe delivery
of serviceslike promation of education, healthcare, and poverty elimination
programmesetc. (Aziz et al 2000; Crook and Manor 1998; Slater and Watson
1993). The case studies from various devel oping countries provide mixed
results (Table 1). In some cases, there is an improvement in people's
participation and the programmes are more responsive to the needs of the
poor, whereas in some countries it is felt that it resulted in lack of
developmental orientation and poor accountability (Crook and Sverrisson
1999).
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Table 1; The Outcomes of Decentralisation in Some
Developing Countries

Case Outcomes

Participation by/ Responsiveness
to the poor

Impact on social and economic
poverty

West Bengal, India  Good: improved participation and
representation, improved responsiveness

Karnataka, India Fairly good: improved representation,
participation of poor lesseffectiveand
responsiveness|ow

Colombia Fairly good: participation/representation
ambiguous, responsiveness improved

Brazil Little evidence, but thought to be poor as
spoils/patronage system run by powerful
Mayors and Governors still dominant

Bangladesh Poor: participation and representation
low, responsiveness very low

Ghana Fairly poor: participation by poor and
community groups improves, limited
improvement in representation, but
responsiveness|ow

Kenya Very poor: politically run deconcentra-
tion scheme
Nigeria Very poor: low participation and

representation, very bad record of

responsiveness and lack of accountability

Good: positive on growth, equity,
HD, evidence lacking on spatial
equity

Neutral: did little to directly help pro-
poor growth, or equity, HD and
spatial equity indirectly benefited
from funding allocationsand
development programmes

Fairly good: little evidence on growth
or equity, but good results on HD,
spatial equity

Good on equity, HD in exceptional
areaswhere state or federal
programmes combined with
decentralisation, poor generally on
spatial equity

Very poor on al criteria, undermined
by corruption and political patronage
Limited evidence shows that
resourcesinvolved aretoo
insignificant to have made much
impact, spatial equity may have
improved through government
allocations

Some impact on spatial equity
through political motivated
redistribution

Poor: very bad record on equity, HD,
spatial equity subject to political

manipulation and urban bias

Note: HD - Human Development including public health services
Source: Crook and Sverrisson 1999
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1.1. Experiences of Health Services Decentralisation

How far decentralisation of services helpsinimproving the quality
and coverage of healthcare delivery? Experiences from all over the world
indicate that a precondition for enhancing the effectiveness in delivery of
public health servicesis community participation (in both decision-making
and implementation of the programmes). Thisis because public healthisa
combination of services, skillsand beliefsthat are directed to the maintenance
and improvement of the health of all the peoplethrough collective or social
action. Public health services may be categorised into three main groups,
viz., () personal curative services, (b) personal clinical preventive services,
such asimmunisation, antenatal care, family planning, which aredelivered
toindividuals by clinical providers, and (c) population-based public health
services such as water quality surveillance, sanitation, garbage disposal,
drainage, vector control, food sanitation, mass drug treatments, effective
enforcement of public health regulationsetc. All these servicesareimportant
in their own right and can have serious public health implications. The
population-based public health servicesremain relatively neglected for various
reasonsin devel oping countries, including India, compared to the personal
curative and clinical preventive services.

Most of the discussions in the delivery of health services remain
centred around health facilities such as sub-centres and primary health
centres (PHCs) which are mainly equipped to deliver personal curative and
preventive health services only. It is anticipated that involvement of
decentralised local bodieswill help improve both curative (personal curative
services and personal clinical preventive) and preventive services or
community-based public health servicesby reflecting local priorities|eading
toequal, if not higher, emphasison popul ation-based public health services.
Community-based public health servicesinherently requireinvolvement of
community members, decision-makers, researchers and other specialists,
apart from the stakeholders. Decentralised governance is an ideal process
that will help bring these groups on a single platform. It can also give an
opportunity for establishing equity measures among vari ous soci o-economic
groups. For example, prevention of communicable diseases like cholera,
typhoid and malaria requires personal hygiene, increase in water quantity,
improvement in water quality, food hygiene, and provision of drainage and
sanitation facilities. Without peopl€e'sinvolvement in preventive measures,
the improvement of people's health may not be possible. Therefore,
decentralised institutions become an important instrument in the provision
and monitoring of public health delivery system.
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The governments of some developing countries have adopted
decentralisation for bringing social justice and efficiency in the delivery of
health services (Millset a 1993). It isapparent from the experiencein India
that PRIs have succeeded in carving out arole for themselvesinimproving
the quality of healthcare services by monitoring regular attendance of
healthcare functionaries, aswell as by exerting moral pressure on the staff
not to shirk regular duties. A review conducted by the Government of
Karnataka observes that the functioning of school and health facilities
improved considerably under the PRI s set up in the 1980s. There has been
significant improvement in the area of medical and health facilities and the
supply of drugs (Government of Karnataka 1989). Another study found
that the attendance of doctors and paramedical staff improved considerably
under the constant monitoring of local leadersin many PHCs and hospitals
of Karnataka (Sekher 2001). However, astudy conducted by CINI (2003)
in five states in India notes that the current functions of the PRIsvis-a-vis
healthcare are not in place as yet. The PRIs have not been fully entrusted
with health functions, although thisisan area of responsibility that has been
outlined in the formation of the sub-committees of the PRIs across the
states. The ingtitutional dimension and coordinating mechanism between
the line departments and decentralised bodies still remain unclear and
ambiguous, based on the experiences from various states of India (Gupta
and Gumber 1999: Sekher 2005). The conflict between health professionals
and political leadership at the local level continue to adversely affect the
process of democratisation of health services ( Nayar 2001).

Based on both theory and experience, Millset a (1993) have stated
that decentralised health system could perform certain functionsthat might
result in the effective delivery of healthcare services. The functions, which
have been identified by them, have been presented in Table 2. The number
of stars indicates the extent of responsibilities of the administration for a
particular function and a dash (-) indicates no responsibilities. However, it
needsto be mentioned herethat in many casesanideal model of decentralised
system may not necessarily be an effective one in real practice.

In recent years, theimportance of decentralisation of public health
services has considerably increased owing to the need for improvement in
sanitation, drinking water and hygienethat affect the health of many people.
According to the World Bank (2003), about 5 out of every 10 personsinthe
devel oping world are without adequate sanitation, 9 out of 10 live without
drainagefacilitiesand 2 out of 10 live without accessto safe drinking water.
The Global Water Supply and Sanitation Assessment Report (WHO/
UNICEF 2000) states that due to inadequate sanitation and water supply,
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about 4 million casesof diarrhoeaarereported every year causing 2.2 million
deathsintheworld. Millionsdiefrom Malariaand other diseases and their
exact figure remains unknown. The governments of developing countries
have failed to reduce the frequent incidence of these diseases. The root
cause of these epidemics and sufferings of millions of people is the poor
environmental hygiene prevailing in most parts of the developing world. It
has becomeimpossibleto improve the environment and water supply without
involving the community with its inherent social, cultural and economic
concerns. In India, the public health systems have focused largely on (a)
providingindividua healthcare services; (b) responding to outbreaks of some
key contagious diseases such as cholera; and (¢) organising some specific
disease-control programmes, largely working through the health agencies
themselves. Though many of these services have been run with some success
eveninremoteand inaccessible areas under the most difficult circumstances,
much more needs to be achieved.

With this backdrop, we have attempted to study the role of the
Panchayati Rgj I nstitutions (PRIs) in the provision and monitoring of public
health and sanitation servicesin Karnataka state. It is generally perceived
that public health and sanitation currently have low priority for local
governments. This situation must change for better if we are to bring about
better health statusfor the peopleat large. Mobilising local resources, involving
communitiesand better co-ordination between government departments and
private and voluntary agencies can achieve this.

1.2. Analytical Framework

Thedédivery of popul ation-based health services (sanitation, vector
control, drainage, garbage disposal, disease surveillance, water quality and
availability, enforcement of public health and food regulations etc.) remains
poor in Karnataka, particularly in rural areas, dueto lack of infrastructure
and personnel, financial constraints, lack of awareness, poor accountability
and transparency. Though the networks of the departments like health and
water supply have spread to almost every villagein the state, the avail ability
and utilisation of the services continue to be low and grossly inadequate.
Apart from this, it is also awell-known fact that the curative services are
given importance both by the public and the service providers, resulting in
total neglect of environmental health amenities. In this context, can the
PRIs make a difference in the delivery of these services? The philosophy
behind bringing the line departments, responsible for providing essentia
services, under the supervision of local el ected bodiesisto achievean overdl
improvement in the delivery of servicesat the grassroots|evel. Thiscan be



Table 2: Decentralisation of Functions in Different Types of Decentralised Systems

Function Description Deconcentration to Devolutionto  Delegation Privatisation
ministry field office  local government
Legidating Making laws on health matters - *x - -
Revenueraising Determining and implementing the
mechanismsfor raising money to finance
health facilities * *k *k ok
Policy making Determining the broad and detailed policies
that the health system should follow - *x *x *x
Regulation Indirectly controlling the operation of
non-governmental health servicesand
providers by administrative mechanisms
suchaslicensing - *x * -
Planning and Formulation of long and short term plans
resourceallocation  for the development of the health system *x *x *xk *xk
Management Personnel * *x *xk *xk
Budgeting and expenditure *x *x *xk *xk
Procurement of supplies * ** *xk *xk
Malntenance * * % *k %k * k%
Intersectional Communicating with other sectors and
collaboration undertaking joint activities * *xk *xk *xk
Interagency Coordinating the policies and activities
coordination of various health agencies and providers * *x *xk *xk
Training Determining and implementing thetraining

programmes for various categories of staff

*

**

*k*k

Note: *** . executive responsibilities, **- some responsibilities, * limited responsibilities, — - no responsibilities
Source: Millset al 1993

9

eXEIRUIEY UISUONNIISU| fey TeAeyaued pue yiesH 91jand



Introduction 7

facilitated through the intervention of the PRIs by making health services
responsivetolocal needs, more accountableto thelocal population, focusing
on local problems, prioritising the requirements, generating public demand
for the servicesand efficient use of availableresources. However, in practice,
the PRIs do not have the knowledge of various options available to them,
either in terms of technology or procedures, and under such conditions, they
exercise their powers only with respect to the things they understand:
allocation of fundsor favoursthat may benefit their own political congtituency.

The following Chart depicts the linkages with PRIs and line
departments for service delivery at the local level. However, it must be
noted that there are several alternative models through which the services
aredelivered eventoday not just within the country but also within the state.
For example, inthe externally aided projects, there are different institutions
that aim to develop infrastructure and deliver the services. At the state
level, there is a specialised agency called Karnataka Water Supply and
Sanitation Agency that acts as a hodal agency for the externally aided
projectsinthisareaand provides overal guidancefor their implementation.
TheNGOsget far greater roleto play in theimplementation of these projects
thaninthe past. There are also attemptsto spread better sanitation practices
through exposing school children to these practices.

The analytical frame is based on the ultimate goals fixed for the
empowered ingtitutions, viz., the PRIs and the line departments. The goals
clearly areachieving the most optimal health outcomesin the present context.
The Constitution, the Karnataka Panchayati Rgj Act and so on specify
these abligationsand the goals. To achievethese godl s, theselead ingtitutions
should formul ate strategies, prepare plansand providefinancial solutionsto
implement the plans. The overall direction hasto comefrom ahigher-level
authority, in the present context, from the state-level palicies.

The main functionstranglate the policies or strategiesinto services
through infrastructure, programmes and schemes. However, the
effectiveness of the service delivery depends on a number of factors. In
any efficient system of delivery of services, there have to be well-laid-out
mechanisms that ensure provision of necessary inputs infrastructure,
personnel, resources amonitoring mechanism that providesinformation on
a systematic basis for corrective actions, forums for interaction with
stakeholders, clear accountability mechanisms, to name a few of the
components. These components would improve the outcome of the efforts
intermsof planning, finance and implementation.
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Chart 1. Analytical Framework: Delivery and Monitoring of Public
Health Services at the Local Level

INSTITUTIONS PRIs Line
Departments
A 4
A
FUNCTIONS Planning Financing Implementation
CATALYSTS/ Monitoring/ Community Accountability & Capability
EFFICIENCY Assessment Paxtjcipation Transparency, Building
FACTORS \/
PROCESS
OUTCOME Delivery of Services
y
ENHANGING Individual
Monitorin icipati
UTILIZATION 9 Participation
A 4
FINAL GOAL Better
Public Health

The delivery of servicesis till only an intermediate step towards
realising the goal of public heath. Even when the services are available,
the utilisation depends on how theindividual users make use of the services
provided. For instance, even if individual household toilets are built, they
need to be used by the households to derive the positive benefits of these
amenities. If the toilet space is used for something else, then al the work
done by the service providers comesto nothing.

The PRIs need to manage the available systems to obtain the best
results for the community. As agents, who are empowered to manage the
system of service provision and at the same time, as representatives of the
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community, they have the best opportunity to provide the optimal services.
How do they in fact manage this system? What are the mechanisms they
useto plan, finance and implement the mandate? This study focuses on the
scenario in Karnataka. It is an attempt to understand the strategies and
procedures available to the PRIs for the delivery of basic public health
services in rural Karnataka.

1.3. Review of the Key Issues for the Study

The study proceeds on the premise that to control communicable
diseases, certain types of servicesneed to be provided by different level s of
the health authority hierarchy. One of the instruments for effecting change
for betterment of service delivery isstrong incentiveto thelocal authorities
to shift prioritiesin thisdirection. Thisincludes (1) incentivesinternal to the
system, and (2) mechanismsof socid and public accountability which depend,
inturn, on (3) strong effortsto build public awareness and electoral pressure
regarding public health issues. It is also necessary that various disease-
control services are efficiently co-ordinated to achieve better health
outcomes.

Thethreelevelsof rural local government - Zilla Panchayats (ZP),
Tauk Panchayats (TP), and Gram Panchayats (GP) - need to have greater
focus on their respective roles. One set of roles would be:

» The ZP level needsto sharpen its focus on assuring inter-sectoral co-
ordination from a public health viewpoint on a routine basis, and not
primarily in response to emergencies.

» TheTPlevel needsto focus on the management of sanitary inspections
(for example, drains, toilets, markets, food, water, etc.) and issues of
regulatory enforcement. This also requires linking up with the health
authorities and GPs.

» TheGPleve needstoinvolvein public health and sanitation issues, by
mobilising additional financial requirements, better implementation and
creating awareness among the public.

In this context, the study addresses the following questions-

1. The existing organisational arrangements of PRIs and the Health
Department in the state and suggested organisationl changes for
achieving better health outcomes.

2. What are the provisions in the Panchayati Raj Act relating to public
health, vector control and sanitation? What additional mandates are
required?

3. How PRIs can supervise and monitor public health activities?
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4. Reviewing the existing inter-sectoral co-ordination mechanisms and
suggesting measures to strengthen the linkages.

5. Identifying the tasks and functions the PRIs can undertake to improve
health and sanitation in rural aress.

6. Identifyingtheresponsibilitiesof PRIs- whichlocal elected bodiescan
play a crucial role in ensuring successful implementation of various
health programmes through community participation.

For this purpose, information was collected from both healthcare
institutionsand PRIs. Two districts, viz., Raichur and Tumkur in Karnataka,
were selected for data collection and field visits. The ISEC study team
visited the districts during August- September 2003 to examine the various
functions and programmes on public health undertaken by the panchayats
and other organisations (See Annexure A).

The ISEC team also visited Ahmednagar District of Maharashtra
in January 2004 to learn from the Total Sanitation Campaign launched on a
pilot basis in the district by the Government of Maharashtra. During the
visit, the study team discussed the Rural Water Supply and Sanitation
Programmes in the district with the executive and elected officials of the
Zilla Panchayat, Taluk Panchayat and Gram Panchayat of the district.
Interaction with officias at the state, district, taluk and village levels in
Karnataka provided information on the existing situation and suggestions
for improving service delivery and community participation. Similarly,
discussions with elected members at the three tiers of the local self-
government also provided va uableinsightsinto understanding the problems
of poor environmental hygiene and sanitation. The experiences from other
states as well as the outcomes of the various programmes implemented by
the government and other agencies provided acomparison with Karnataka's
programmes. The study attempted to highlight the good lessonslearnt in the
field of public health and sanitation that could be replicated in Karnataka.
The views and suggestions from all the stakeholders were considered for
suggesting measures for the improvement of the system.

This monograph comprises five chapters. It begins with a brief
introduction and the approaches adopted for the study. Chapter |1 presents
adiscussion on the status and functions of PRIsin India. The evolution of
the PRIs in Karnataka and their structures, and their linkages with health
services have been dealt with in detail in Chapter 111. Thisisfollowed by a
discussion on specific popul ation-based preventive health servicesin rural
Karnatakain Chapter V. Finally, Chapter V provides a concise assessment
of the current scenario and specific recommendations for greater and
effective involvement of PRIs for the betterment of public health services
in Karnataka.



CHAPTER 2

PRIs IN INDIA: STATUS AND FUNCTIONS

Panchayats in India have been in existence for centuries. During
theBritishrule, Lord Rippon took theinitiative of establishing el ected local
bodiesin 1882. However, for thefirst timein the 20th century, it was Gandhiji
who wished to revive the panchayats with demacratic bases of their own
and invest them with adequate powers, so that the villagers could have a
real sense of 'Swarg)'. Mahatma Gandhi wasinspired by theidyllic view of
the village life and the village organisation and formulated his ideas as a
processfor alternative polity of afree India. He observed that Indialivedin
itsvillages and itsdevel opment process should start with the village and the
villagers. Gandhiji emphasi sed the supremacy of the peopleand insisted on
peopl€'sinvolvement at the grassroots planning and implementation process,
which was for him the 'panchayat’. He believed that such an institutional
arrangement provided an opportunity for the villagers to get involved in
planning, programmeimplementation and learning to play acatalyticrolein
achieving faster development of thevillage India. Dueto Gandhiji'sins stence,
Article40 wasincluded in the Indian Constitution, that too in the Directive
Principles of the State Policy, leaving the establishment of Panchayats to
the discretion of the states.

2.1. Panchayats and HealthCare

Inadequate emphasis on tackling the problems of ill-health,
particularly relating to nutrition, water supply and sanitation, environmental
hygiene, housing, literacy and poverty alleviation, which were crucial to
public health, wasidentified asearly as 1946 in the Bhore Committee blueprint
and that was accepted by independent India as a framework for health
service development. The Bhore Committee (GOl 1946) recommended
health education and community involvement in public health. But, with the
compartmentalisation of the ongoing effortsin these directions by different
departments and ministries, theintersectorality of all thesewith basic health
hasbeenlost. Over theyears, both the central and state governmentsinitiated
various measuresto involve communities and stakeholdersin the provision
of basic healthcare services. But in reality, the community participation of
grassroots level bodies was practically absent.

The ICSSR and ICMR report in 1981 states that the overall
improvement in health conditionsisonly possible under the PRIs - apeople-
based health system. It can provide effective services even at alow cost
with greater accountability and equity. In 1994, the expert committee of the
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National Population Policy, headed by M S Swaminathan, suggested a
paradigm shift and conceptualised popul ation and health policieswithin the
context of overall social and economic development agenda with greater
devolution of authority and responsibilitiesto the panchayats. The committee
pointed out that the people must have a central role in deciding how they
live. The development strategies must address the totality of the way the
people live, think and work. The committee also suggested that it was
necessary to adopt the principle of 'think, plan and act locally and support
nationally'. The new National Population Policy (2000) reiteratesthe crucial
role of panchayats in planning and implementation of health and family
welfare programmes. The planning tool recommended by the expert group
for grassrootslevel social development is a socio-demographic charter. To
be used at thevillage, town or city level, thistool hel psthe el ected members
of local bodiesto prioritisetheir basic minimum needsand develop feasible
strategies for fulfilling such needs within a stipulated time. The grassroots
level socio-demographic charter isto be based on a'pro-nature, pro-poor,
pro-women and pro-democratic choice orientation to developmental planning.
The major aim of the socio-demographic charter is to assist the local
communities to develop an action plan that will help in achieving and
continuoudy improving thequality of life. The National Health Policy (2002)
also highlights the need for devolving programmes and funds in the health
sector through different levels of the PRIs (See Annexure B).

It was felt that particular attention should be given to the basic
minimum needsin the areas of primary healthcare, environmental hygiene,
safe drinking water, households' nutrition security, sanitation, and primary
education. Despite the existence of an extensive rural health infrastructure
network (See Annexure C), avast mgjority of the rural populationin India
has no access to basic healthcare facilities. This, to a great extent, can be
ensured through active involvement of elected representatives in health
programmes. The involvement of the PRIs in the implementation and
management of health services would facilitate focused attention on
vulnerable socia groups, more emphasis on preventive measures, and the
programmes can be reoriented to the specific local needs (Sekher 2003).

Apart from poverty and low levels of education among masses,
poor management of public health systemisresponsiblefor the deteriorating
health conditions. It is argued that by the re-assessment of priorities and
with better management practices, India's health outcomes could be
substantially improved (Das Guptaand Rani 2004). The primary heathcare
systems need to be strengthened to reduce the burden of disease through
appropriate preventive, promotive and curative services. Poor health of rural
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massesisessentially afailure of the public health delivery system. Whenever
thereisan outbreak of epidemic killing alarge number of people, the public
healthcare system comes under severe criticism (like the Plague outbreak
in Surat). However, what is happening every day but is not noticed by the
publicisthe death and sufferings of thousands of women, children and poor
due to diseases, which are entirely preventable and easily curable. The
poor utilisation of public health services underlines the fact that mere
expansion of health infrastructure will not yield the desired results.
Appropriate administrative measures and amonitoring mechanism can solve
this problem to agreat extent; it is here that the rural local bodies can play
animportant role.

Decentralisation is expected to bridge the existing gap between
service providers and clients to a great extent. Clients can help tailor the
service to their needs and monitor the functioning of health services since
they are present at the point of service (Antia and Bhatia 1993: Rayappa
and Sekher 1998). However, for the PRIs to be effective in health service
delivery, moreresponsibilities need to be given in the sector-specific budget
allocations, revenue-raising powers and improved human capital through
accessto qualified personnel and training.

The broad framework for the PRIs has been laid down in India
under the 73rd Constitution Amendment Act. This has ushered in agreater
degree of uniformity in the structure (three-tier), reservation (for SC, ST
and women), and powers and functions (financial and planning) of these
institutions with the objective of achieving faster social and economic
development. The three-tier structures of the PRIs are Zilla Panchayat at
thedistrict level, Taluk Panchayat at the intermediary/tal uk level and Gram
Panchayat at the village level. The 73rd Amendment Act has given an
impetusto the Panchayatsfor promoting development, including the provision
of essential health services.

2.2. Elected Representatives of PRIs

After the constitutional amendments and the emergence of three-
tier decentralised bodies, we have nearly three million €l ected representatives
in about 2,20,000 Panchayati Raj Institutionsin India. As can be seen from
Table 3, the average population covered by a Gram Panchayat is 3,194.
However, thereis considerabl e variation among the states, but the only two
obvious outlierswith regard to the coverage of Gram Panchayat are Kerala
and West Bengal. Populations per taluk Panchayats (block councils) are
considerably larger, with an average of 1,20,000. Populations per Zilla
Panchayat, the highest rural level, are quite large, with an average of 1.43
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millionin 2001. In Karnataka, the population per GPisabout 6,000. At the
Gram Panchayat (GP) level, approximately one member iselected for every
400 population and one member for every 10, 000 population at the taluk
level. Similarly, for every 40,000 population, one member is elected to the
Zilla Panchayat (Karnataka Panchayati Raj Act, 1993).

Table 3: State-wise Number of PRIs and Population per PRI -2001

States No. of GPs Population No. of TPs Population No. of ZPs Population Total no.
per GP per TP per ZP  of PRIs
AndhraPradesh 21944 2517 1095 50433 22 2510179 23061
Arunachal Pradesh 2013 431 79 10993 12 72369 2104
Assam 2489 9341 203 114527 21 1107095 2713
Bihar 12181 6091 725 102344 55 1349084 12961
Goa 188 3591 - - 2 337564 190
Gujarat 13316 2380 184 172270 19 1668296 13519
Haryana 6059 2471 114 131306 19 787834 6192
Himachal Pradesh 3037 1805 75 73098 12 456864 3124
Karnataka 5659 6152 175 198938 27 1289411 5861
Kerda 991 23786 152 155076 14 1683677 1157
MadhyaPradesh 22029 2010 313 141478 45 984056 22387
Maharashtra 28711 1941 320 174164 33 1688864 29064
Manipur 166 10953 - - 4 454556 170
Orissa 5254 5940 314 99397 30 1040353 5598
Punjab 12369 1297 138 116259 17 043749 12524
Rajasthan 9188 4709 237 182564 22 1966713 9447
Sikkim 159 3022 - - 4 120122 163
Tamil Nadu 12607 2766 384 90805 28 1245332 13019
Tripura 540 4904 23 115134 4 662018 567
Uttar Pradesh 52029 2528 809 162596 70 1879146 52908
West Bengal 3360 17183 341 169310 17 3396158 3718
India 214289 3194 5681 120468 477 1434756 220447

Source: Calculated by the authors based on the information on PRIs (www.indiastat.com) and the rural
population figures from Census of India2001.

The 73rd Amendment Act has brought out a significant changein
rural India. About one-third of the elected representatives is reserved for
women. Nearly one-third is reserved for backward and marginalised
communities. Theworking group on decentralised planning and PRIs states
that "one of the significant achievements of the provisions of the 73rd
Amendment Act concerning reservation of seatsto political officesin favour
of women and the disadvantaged sections of the rural community isthat it
has improved their awareness and perception levels and has created an
urgein them to assert their rightful share in the decision-making process at
the local level" (Government of India 2001). Table 4 presents the state-
wise number of elected membersat threelevelsof PRIsin 2003. Interestingly
and significantly, in Karnataka, nearly 44 per cent of the GP members are
women though the reservation for women is only to the extent of 33.3 per
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cent. This clearly indicates that many women members get elected from
general seats. However, similar extent of women representation is not
seen at the TP and ZP levels, though their number dightly exceeds the
reserved guota.

Table 4: State-wise Number of Elected Representatives in PRIs -
2003

State Gram Panchayat Taluk Panchayat ZillaPanchayat Total No.

Members Women Members Women Members  Women

AndhraPradesh 277,027 68,736 19,536 4,919 1, 459 364 298, 022
Assam 23,471 7,851 2,148 746 390 117 26, 009
Bihar 156,582 40,553 15,676 4, 065 1, 572 410 173, 830
Chhattisgarh 166, 214 41,913 3,545 906 389 95 170, 148
Goa 1439 457 @ @ 50 17 1, 489
Gujarat 152, 303 1,312 5,263 1, 180 1, 004 274 158, 570
Haryana 73,002 18,35 @ 3,272 842 423 109 76, 697
Himachal Pradesh 25, 371 6,822 2,220 562 338 87 27, 929
Karnataka 89,343 35,922 3,537 1,375 930 339 93, 810
Kerda 13, 259 4, 801 1, 638 629 307 105 15, 204
Madhya Pradesh 314,847 106,491 6,456 2,159 734 248 322, 037
Maharashtra 255,194 77,548 4,284 1,407 2, 081 658 261, 559
Manipur 1,722 611 @ @ 61 22 1783
Orissa 118,961 31,414 8,415 2,188 1, 150 296 128, 526
Punjab 75,968 27,108 2,480 813 279 89 78, 727
Rajastan 153,732 39,450 7,165 1, 908 1, 372 364 162, 269
Sikkim 1, 195 322 @ @ 121 29 1, 316
Tamil Nadu 97,458 26,181 6,570 1,770 656 173 104, 684
Tripura 5, 685 1, 895 299 106 82 28 6, 066
Uttar Pradesh 683,383 230,865 51,870 18,580 2, 126 788 737,379
Uttaranchal 261,915 18,041 3,225 1, 133 345 119 265, 485
West Bengal 51,200 11,497 8,579 1, 923 723 156 60, 502
India* 2,999,271 798,146 156,178 47,211 16,592 4,887 3,172,041
Note: Data have not been recorded for all the states @ - Taluk panchayat does not exist.

Source: Panchayati Raj Update 2003

2.3. Functions and Powers of PRIs

The objective behind the 73rd Amendment Act was to make the
panchayats provide good governance and be an effective mechanism for
economic development and social justice at the grassroots level. This Act
brought forth an opportunity for democratic decentralisation in the country.
The Act ushered in changes by providing wide-ranging powersand functions
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tothelocal-level constitutional bodiesfor ensuring participationin planning
and implementation. According to the Schedule Eleven, the PRIs are
responsiblefor 29 functions, including health and sanitation, hospitals, primary
health centres and dispensaries, and drinking water supply (See Annexure
D).

Table 5: State-wise Status of Devolution of Departments/Subjects

to PRIs
States/Union No of department/subjectstransferred to panchayats with
Territories Functions Funds Functionaries
Andhra Pradesh 13 05 02
Arunachal Pradesh - - -
Assam - - -
Bihar - - -
Jharkhand - - -
Goa - - -
Gujarat - - -
Haryana 16 - -
Himachal Pradesh 23 02 07
Karnataka 29 29 29
Kerda 29 15 15
Madhya Pradesh 23 10 09
Chhattisgarh 23 10 09
Maharashtra 18 18 18
M anipur 22 - 04
Orissa 25 05 03
Punjab o7 - -
Rajasthan 29 - -
Sikkim 29 29 29
Tamil Nadu 29 - -
Tripura 12 - -
Uttar Pradesh 13 12 09
Uttaranchal 13 12 09
West Bengal 29 12 12
A and N Idands - - -
Chandigarh - - -
D and N Haveli 03 - 03
Daman and Diu 29 - -
L akshadweep 06 - -
Pondicherry - - -

Note: In Delhi, the Panchayati Raj System is yet to be revived.
Source: Pal 2004

However, the functions and powers devolved to the panchayats
vary considerably across the states. The reality is that many states are
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ways ahead of others in bringing administrative and political changes by
amending the state-level Panchayati Raj Act and providing the power and
resources to make decentralised planning and governance meaningful. The
state governments were supposed to transfer to panchayats the functions
pertaining to 29 subjectslisted in the Eleventh Schedule to the Constitution.
As can be seen from Table 5, the states of Karnataka and Sikkim have
transferred funds, functionsand functionarieswith regard to al the 29 subjects
tothe PRIs. Kerala, West Bengal, Rajastan and Tamil Nadu havetransferred
the 29 functionsto the PRIs but not the funds and functionaries (Pal 2004).

In most of the states, the experience of functioning of the
panchayats reveal s that while el ections have been held regularly, the states
have been slow in devolving power to the panchayat bodies (see Table 6).
In some states, theline departments still exercisethe powers of supervision
and control over the schemes of subjects transferred to the panchayats
(Govt. of India2001). The Karnataka Panchayati Raj Act provides a grant
of Rs 2 lakh per GP to be given by the state government (Section 206).

In general, the existing situation with regard to functions, finances
and functionaries of panchayats showsthat, with some exceptions, the status
of panchayats in terms of making them autonomous in the areas of their
operationisnot very encouraging. The congtitutional amendment alone cannot
be effective if the demand for decentralisation does not arise from the
grassroots. A strategy comprising constitutional amendment and social
mobilisation isessentia for strengthening the panchayatsin thelight of the
experiences of the last one decade.
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CHAPTER 3

PRIs AND PUBLIC HEALTH IN KARNATAKA:
STRUCTURES AND LINKAGES

In consonance with the 73rd Amendment Act (1992), the state
governments have passed new Acts on decentralisation. Like other states,
Karnataka also gave effect to the new Panchayati Rgj Act in 1993. Even
before this Act, Karnataka's decentralised planning system had attracted a
good deal of attention throughout the country for its successin giving power
to the people and in promoting development at the grassroots level. Many
consider the Panchayati Raj system in Karnataka as much superior interms
of devolution of powersand finances (Aziz 1993). The process of governance
and their functions under three different Panchayati Rgj Acts have been
given below.

3.1. Mysore Village Panchayats and Local Boards Act (1959)

Village Panchayats

The erstwhile Mysore State had a long history with regard to
panchayat andlocal institutions. According to the provisionsof the Mysore
Village Panchayats and Local Boards Act (1959), the village panchayat,
consisting of revenuevillagesor agroup of villageswith apopulation ranging
from 1,500 to 10,000, would have 11 to 19 el ected memberswith reservation
for SCs/STsin proportion to their population. It aso provided for co-option
of women members, not more than two. The functionswere assigned to the
village panchayats as givenin Table 7.

Table 7: Functions of the Village Panchayats under the Act (1959)

Functions Description

Obligatory Provision of drinking water, sanitation, villagelighting,
construction, repair and maintenance of village roads,
bridges and water tanks

Regulatory Eating places, shops and shows, maintenance of public
buildings, grazing and forest lands

Discretionary  Co-operation, public health and cottage industries

Four standing committees - agriculture, health, village industries,
and social justice- carried out theworks of the panchayats. Themain activities
of these committees were to formulate programmes/schemes and to
implement them. A secretary was employed to look after the administrative
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matters. Meetings were called at least once in every month and special
meetings were held whenever the need arose. It is important to note that
water supply and sanitation work had been assigned to the community for
itseffectiveimplementation even before effecting the 1959 Act. A National
Water Supply and Sanitation Programme was introduced in 1954. The
programme was executed with peopl€e's participation and was devoted to
the construction of open wellsin the villages where there were no wells or
the number of open wells were inadequate. Despite the aim of ensuring
peopl€e's participation in implementation, it was observed that only easy
habitationswere being repeatedly attended to leaving the difficult habitations
with no facilities. Besides this, recurring droughts in the state made the
situation worse. Groundwater table fell and the open wells went dry and
the people faced serious scarcity of drinking water. The Government of
Karnataka initiated a bore-wells programme through the minor irrigation
and Public Health Engineering Department in 1971 with thehelp of 5 drilling
rigs received from the UNICEF (Government of Karnataka 2000). There
was no separate government agency for implementing rural water supply
programmes till 1980. Minor Irrigation and Public Health Engineering
Department used to implement such water supply works. The Public Health
Engineering Department (PHED) was established with an independent chief
engineer in 1980 for rural water supply, sanitation and other works related
to public health activities. With the Act of 1985, the PHED was reorganised
and these works were transferred to the Zilla Parishads but technical
guidance, planning and monitoring was retained by the PHED.

Panchayat Fund

The Act provided for constitution of a panchayat fund. Panchayats were
empowered to get 30 per cent of the land revenue collection of the village
and another 10 per cent of land revenue collection as discretionary grant.
The panchayats could levy taxes on lands, buildings, traders, fairs, festivals,
entertainment, vehicles and fees on bus- stands, markets, cart stands and
water works.

Taluk Development Boards

The Taluk Development Boards (TDBs) were constituted asan intermediary
tier for each taluk. The membership of the TDB varied depending on the
population. A TDB of lessthan onelakh population could elect aminimum
of 19 memberswith reservation for SCs/ STs. There was provision for co-
opting not more than two women members. The TDBswere entrusted with
the tasks as shown in Table 8.
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Table 8: Functions of the TDBs under the Act (1959)

Functions Description

Obligatory Establishment and maintenance of public health
institutions, construction and maintenance of primary
school buildings, minor irrigation, drinking water works,
public roads, social education, promotion of industry and
agriculture, and organisation of relief works

Regulatory Control of fairsand festivals, establishment of marketsetc.

TheBlock Development Officer (BDO), whowasal so the executive
head of the TDB, headed the administrative wing. To assist the BDO there
were subject matter specialists, i.e., extension officer and village-level
workers. The BDO was responsible for carrying out the decisions of the
TDB, co-ordinating its activities and preparing plans. The BDO was an
implementing agency for most of the specia economic programmes sponsored
by both the union and state governments.

Finances of TDB

The TDBs had a highly restricted and narrow tax-base. They were
not given complete freedom even to levy duty on transfers of immovable
property. The Government made an annua grant of 50 per cent of land
revenue collected in thetal uk and an amount equal to 10 per cent of theland
revenue collection of the state. The TDBsmainly depended on these sources.

District Development Councils

The District Development Councils (DDCs) were constituted at
the district level. DDCs were visualised strictly as an advisory and co-
ordinating body. All the presidents of TDBstogether with MPs, MLAsand
MLCs and some official members constituted this body. The deputy
commissioner, being head of the administration in the district, was the ex-
officio president of the council.

Functions and Finances of District Development Councils

The DDCswere responsiblefor approval of budgets passed by the
TDBs, reviewing the work of the TDBs and providing guidance and
assistance, and co-ordinating the works of the TDBs. The DDCs were not
assigned with any independent source of revenue.

The 1959 Act provided a politico-administrative structure of the
PRIs but failed to provide adequate access for weaker sections. It also
failed tointegratethe PRIsinto state planning and devel opment administration.
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The PRIs were short of sufficient financial resources and most of their
funds came from the government.

3.2. The Karnataka Zilla Panchayat, Taluk Panchayat Samithis,
Mandal Panchayats and Nyaya Panchayats Act, 1985.

An important attempt was made by enacting the Karnataka Zilla
Panchayat, Taluk Panchayat Samithis, Mandal Panchayats and Nyaya
Panchayats Act (1985) for strengthening the decentralisation processinthe
state. The 1985 Act provided for adirectly elected body both at the district
and mandal panchayat levels. This Act provided scope for the institutional
arrangementsfor decision-making with peopl €'s partici pation, administrative
arrangements for delegation of powers and financial arrangements for the
devolution of fundsand schemesto thelower levelsfrom the state (Sivanna
2002; Aziz 1993).

Gram Sabha

The Gram Sabha (village council) wasregarded asthe soul of the Panchayati
Raj system. It was a council of all those on the electoral roll of arevenue
village. All personswho had attained 18 years of age could be members of
the Gram Sabha (GS). The functions of the GS have been presented in
Table 9.

Table 9: Functions of the Gram Sabha

Function Description
Meeting >» Twiceinayear
» Presided by the President of Mandal Panchayats
> Facilitate an interface between government officialsand

elected membersand providing an opportunity for the people
to voice their needs, aspirations and day-to-day problems
Task » Discussand review all the problems and programmes of
Mandal in regard to development
» Select beneficiariesfor the programmes
» Preparation and promotion of plan for the devel opment of
thevillage
Organise sanitation and drainage schemes of the village
Mobilise voluntary labour and contribution in kind or cash
Assist the Mandal in the implementation of devel opment
schemes

\ A A4
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Mandal Panchayat

The Mandal Panchayat was the first elected tier of the PR system
comprising acluster of villageswith apopulation of 8,000 to 12,000. Every
400 population would have an elected member. Seats were reserved for
women, SCs/STsto the extent of 25 per cent and 18 per cent, respectively.
The president and vice-president, who were indirectly elected, were
empowered to convene meetings and supervise officers and employees.
Each mandal panchayat had a secretary and had the power to appoint its
own employees. The manda panchayatswere entrusted with many functions
as presented in Table 10.

Table 10: Functions of the Mandal Panchayats under 1985 Act

Functions Description

Obligatory »  Sanitation and health which includes construction and
maintenance of wellsand tanks, supply of water, sanitation,
provision of public latrines, etc.

» Villagelighting, construction, repair and mai ntenance of
village roads, bridges
» Responsiblefor planning and implementation of

programmes/schemes
»  Formulation and implementation of development plan/
schemes
Regulatory Regulation of eating places, shops, shows, buildings, grazing

and forest lands, curing, tanning and dyeing of skins and hides
Discretionary Promote health, safety, education or general well-being of the
people, management of forests, wasteland cultivation etc.

The mandal panchayats functioned through three standing
committees as shown in Table 11.

Table 11: Committees of the Mandal Panchayats and Their

Functions
Committee Functions
Production Concerned with agriculture, animal husbandry and rural

industry

Socid justice  Look after theinterests of the scheduled castes and tribes,
backward classes and women

Amenities To perform functionsin respect of public health, education,
and public works
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Mandal Fund

Each mandal panchayat had afund called Mandal Fund whichwas
formed by (@) the amount which was allotted to the mandal from the state
government or ZillaParishad, (b) the proceeds of levied taxeson buildings,
entertainment, markets, water rate, fee for grazing cattle and water supply,
(c) income from non-tax resources like royalty, rent, income from forest,
etc., and (d) per-capita grants received from the zilla parishads.

In comparison with thelong list of functions assigned to the mandal
panchayats, the available resources were very meagre. Evidently, a
substantial part of the mandal fund had to come from the centre/state
governments. Under the statute, the state government was required to make
agrant at therate of Rs. 10 per person residing in the mandal calculated on
the basis of the last preceding census (M eenakshisundaram 1994). On an
average, the income of the mandal panchayats ranged between Rs. 2 lakh
and Rs. 4 |akh per year. The Gadgil formula (see Table 12) was applied for
theallocation of fundsto the mandal panchayats, which gave moreweightage
to population and areathan to the indicators of backwardness (Aziz 1993).

Table 12: Weightage and Criteria for the Allocation of Fundsto
the Mandal Panchayats

Sl. No. Criteria Weightage (%)
1 Population 50
2 Areaof Manda 15
3 Dry land area 15
4 Agricultural labour population 10
5 Per capita resources raised 10
100

Source: Aziz 1993

Taluk Panchayat Samiti

The Td uk Panchayat Samiti wasapurely nominated body consisting
of ex-officio members such as the presidents of mandals in the taluk, all
MLAs, MLCs and ZP members representing the taluk, and five members
belonging to SCs/STs, backward classes and women, co-opted with the
approval of the ZP. The MLA representing the taluk was the president and
the BDO was the secretary of the samiti. The samiti had powers of
supervision and review of mandal works, and the co-ordination of thework
related to more than one mandal . Under this set-up, taluk was not given any
planning functions and it was entrusted only nominal roles of inter-mandal
co-ordination and supervision. Taluk wasalso not entrusted with any financial
resource mobilisation powers.
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ZillaParishad

The Zilla Parishad (ZP) was the second directly elected tier of the
PR system constituted at the district level under the 1985 Act. The members
of the ZP were elected with 25 per cent of the seats reserved for women
and 18 per cent seats for the SCs/STs. The Members of Parliament and
MLAs were entitled to take part in the proceedings and had voting rights,
but could not hold office. The president and vice-president were elected
from amongst the members of the ZP and were given the status and salary
of aminister of state and deputy minister in the state government.

A Chief Secretary was selected from the IAS cadre to head the
administrative machinery of the ZP. The position of the Chief Secretary
was higher than that of the Deputy Commissioner of the district. He/she
wasresponsiblefor al the devel opmental activities of the district and worked
under the direct supervision of the ZP president. All the officers and staff
of development departmentsat thedistrict level came under the ZP (Chandran
1993; Meenakshisundaram 1994). As aresult, there was enough scope for
identifying and articul ating peopl €'sneeds and aspirations. Theadministrative
set-up was made accountable to the elected bodies. Thus, to agreat extent,
the theoretical aspect of the decentralisation was implemented in practice
under the 1985 Act in Karnataka.

Functions of ZP
Functions of the ZP, as per the Act, have been presented in Table 13.

Table 13:; Functions of the Zilla Parishad under 1985 Act

Functions Description

Important functions > Formulation and implementation of district plans
»  Supervision, co-ordination and integration of all
development schemes in the district
Area of functions » Construction and maintenance of hospitals and
dispensaries, schools, literacy campaigns, community
groups
» Agricultureand agricultural training, commercial farms
and seed farms, animal husbandry, devel opment of
irrigation and small-scaleindustry, devel opment of fish
farming
» Welfare of SCs/STs and backward classes
»  Establishment and maintenance of all roadsin the
district
» Rura eectrification
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Committees of Zilla Parishad
There were 9 standing committees for each ZP for undertaking
different functions (see Table 14).

Table 14: Committees of Zilla Parishad and Their Functions

Committees Functions

General standing Functions relating to the establishment matters and all
miscellaneous residuary matters

Finance and audit Framing of budget and general supervision of the revenue
and expenditure

Planning and Development of the plan of the district, co-operation and

development small saving schemes

Public worksand Communications, buildings, rural housing, villageextension,

amenities relief against natural calamities, water supply and other alied
matters

Social justice Welfare of SCs/STs and backward classes

Education Educational activities, survey and evaluation, adult literacy,
cultural activities

Health Health services, hospitals, water supply, family welfareand
other allied matters

Industries Village and cottage industries

Agriculture and Agriculture production, animal husbandry, contour bunding

animal husbandry and reclamation

District Planning Unit

The ZP was designed to be the main agency for planning and
implementation. All devel opment departmentsincluding health and family
welfare at the district level and the below were brought under the umbrella
of the ZP. A district planning unit, comprising the chief planning officer,
regional planning officer, project appraisal officer, statistical officer and other
expertsin each district, was proposed for providing some degree of expertise
so that monitoring of the district plan formulation and implementation could
be better. A district planning cell was introduced in the state planning
department which conducted Karnataka Devel opment Programme (KDP)
monthly review meetings to monitor the progress of the district schemes.
The state devel opment council was established under the Chairmanship of
the Chief Minister with presidents of all ZPs as members - on the pattern of
the National Development Council -to give an opportunity to the elected
members at the district level to evolve plan priorities and policies (Aziz
1993).
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Finances of the ZP

TheZP did not haveindependent taxation powers. It usedto receive
grants from both the state and central governments, rental income from
assets, capital receiptsand loansand deposits obtained from ingtitutions. To
carry out the plan and programmes of the ZP, the government had made
corresponding allocations in plan and non-plan budgetary provision. The
scale of transfer, in monetary terms, for instance, in 1987-88, was to the
tune of 28.3 per cent of the state's own plan outlay (37.2 per cent inclusive
of centrally sponsored schemes) and was transferred to the district sector.
On the non-plan side, the transfer amounted to alittle over 20 per cent. On
an average, the total income of the ZP varied from Rs. 50 croreto 60 crore
per year. As regards the personnel, about 37 per cent of the government
employees, of whom primary school teachers congtituted the largest number,
came under the administrative control of the ZP (Sivanna 2002; Chandran
2000). The State government used amodified Gadgil formulafor allocation
of ZP plan outlay (Table 15). It can be seen that half the weightage was
givento the population and the other half to theindicators of backwardness.
The latter was expected to ensure higher allocation of resources to the
backward districts (Aziz 1993).

In brief, thetwo-tier decentralised set-up asit existed in Karnataka
under the 1985 Act had certain provisions which ensured the involvement
of and close co-ordination between officials and elected members.

Table 15: Indicators and Weightages for Determining Zilla
Parishads Sharein the State Plan Outlay

Indicators Weightage (%)

1 Population 20
2 Backwardnessin agriculture as measured by the value of

of agricultural output per hectare 5
3 Backwardnessinirrigation as measured by the proportion

of irrigated areato net area sown 7
4  Backwardness as measured by the value of industrial output 5
5 Backwardnessin communication as measured by road

and railway mileage per 100 sg. km and per lakh of population 5
6 Backwardnessin financial infrastructure as measured by the size

of population served by each commercial and cooperative bank 2

7 Backwardnessin medical and health facilities as measured by

the number of hospitals per 1,000 population/bed-population ratio 5
8 Backwardnessin power supply as measured by the proportion

of villagesdectrified 5
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9 Problems of the weaker sections
(a) as measured by the proportion of SCs/STsin the population
(b) as measured by the proportion of landless agricultural labourers
10 Specia problems of Malnad areas and drought-prone areas
(a) as measured by the area under forest
(b) as measured by the rural population of drought-prone areas
11 Literacy percentage
12 Performanceinfamily planning programme
Total

NN

§0.)U'II\)I\)

Source: Aziz 1993

3.3. The Karnataka Panchayati Raj Act, 1993

The KarnatakaPanchayati Raj Act, 1993, ensured theinvolvement
of weaker sections in development by providing reservation of seats and
positions for SCs/STs, women and backward classes. It is interesting to
note here that the implementation of the Act has ensured that all segments
of the society are represented in the PRIs. The representation of womenis
more than the mandated one-third as mentioned in the Constitutional
Amendment. In Karnataka, presently, 45 per cent of the gram panchayat
members arewomen (Table 16). The proportion of womenin all thethree
tiers increased over a period of time, a positive development towards the
long journey of women's empowerment and political participation.

In conformity with the Eleventh Schedul e of the 73rd Amendment
Act, the 1993 Act in Karnataka has accorded functions and duties to three-
tier elected bodies with three different schedules, viz., Gram Panchayat is
responsiblefor the subjectsasmentioned in Schedule; responsibility of the
subjects mentioned in the Schedule 11 is given to the Taluk Panchayat; and
subjectsincluded in the Schedulel 1 arelooked after by the ZillaPanchayat.
A diagrammatic presentation of thethree-tier el ected government structures
and their linkage with the line departments can be seen in Chart 2. A
detailed discussion on the administrative set-up at GP, TPand ZPisincluded
inthefollowing sections.

Gram Sabhaand Ward Sabha

There are two forums at the grassroots level in which ordinary
people can participate in the development process besides the elections,
viz., the Gram Sabha and the Ward Sabha. The Act (1993) provides the
Gram Sabha with enough powers to ensure peopl€e's direct participation in
planning and implementation of development programmes. It is made
mandatory to conduct meetings of the Gram Sabha twice in a year and
discuss mattersasdesired by the people. It isexpected that the Gram Sabha



Table 16: Elected Representatives in PRIs in 1993 and 2001
Election 1993* Election 2001**
No of PRIs  Total SCs STs Women Backward Class No of PRIs Total SCs STs Women  Backward Class
Members A B Members A B
GP 5,675 80,627 17,918 7,575 35,305 - - 5,659 80,073 14,871 7,499 35,922 21,079 5,573
(22.3) (9.9 (44) (18.6) (9.9) (45) (26.3) @
TP 175 3,340 601 169 1343 - - 176 3255 583 244 1375 876 217
(18) (5) (40.2) (18) (7.5) (42.2) 27) @)
ZP 20 919 165 47 335 - - 27 890 158 54 339 239 60
(18) (5) (36.4) (17.7) (6) (38) 27) (@)

Note: Figuresin parentheses are percentages to total.
Sources: * - Chandran 2000; ** Records of RDPR, Govt. of Karnataka
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will play animportant rolein ensuring people'sdirect participationin planning,
mobilisation of local resources, and implementation. With this, the
participation by weaker sections and women is expected to increase. Gram
Sabha meetings generate awareness about the significance of community
participation.

The Gram Sabhaenhancestransparency in the development process
of the panchayats. It provides accessto information like all estimates, list of
beneficiaries, assistance given under each scheme, muster rolls, bills,
vouchers, accounts, etc., for public scrutiny. The Gram Sabha checks on
the arbitrarinessin decision-making by the elected members. The Panchayat
members may have to think twice before taking any arbitrary or biased
decisions. However, it is also observed that the attendance at gram sabha
meetings has been thin and declining virtually everywhere. Villagersdo not
feel they are stakeholdersin the gram sabha because the role and functions
of the gram sabhaare inadequate, even non-existent. Gram sabha meetings
have thus been reduced to ameaninglessritual, primarily aimed at approving
the decisions and work undertaken by the GP (Sivanna2001: Bhargavaand
Raphael 1994).

To overcome the lack of interest and participation in gram sabhas,
the Karnataka Panchayati Rgj Act (Amended in 2003) has made provision
for the constitution of the Ward Sabha. Ward is a constituency of amember
of the GP. The Ward Sabhais held once in six months and is presided over
by the member representing the ward in the GP. The major and common
tasks of the gram sabha and the ward sabha are mobilising villagers,
mobilising resources, decision-making, beneficiary selection, scheme
implementation and monitoring etc.

The Ward Sabha and the Gram Sabha are vested with statutory
duties and responsibilities to be discharged. The community should not
become mere recipients of somefacilities. Infact, every activity, undertaken
in the GP area, should be the concern of the Gram Sabha and the Ward
Sabha. The prerequisiteisthat the community iswell informed and hasfree
accesstoinformation of al departmentsof the government. Thus, thefield-
level functionaries should be made responsible for enhancing awareness
about the programmes and ensure people's active involvement. For a
meaningful empowerment of the Gram Sabha and the Ward Sabha, they
must be entitled to al the information required for transparent and good
governance, aswell asgiven dutieswhich would make the elected members
answerable to the Grama/Ward Sabha.

Thesalient featuresregarding public health in relation to the Gram
Sabha and the Ward Sabha have been presented in Table 17.
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Chart 2: Decentralised Governance Set-up in Karnataka (under

1993 Act)
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Note: EH — Education and health, Ge — General, FAP — Finance audit and planning, SJ—
Social justice, Al — Agriculture and industries, Am — Amenities, Pr — Production, CEO-
Chief Executive Officer, CPO- chief Planning Officer, CAO- Chief Accounts Officer, DS-
Deputy Secretary, CS- Council Secretary, EO- Executive Officer, PEO- Panchayat Extension
Officer, AS- Accounts Superintendent, Ad.M- Administrative Manager
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Table 17: Salient Features of Public Health Functions in Gram

Sabha and Ward Sabha

Levd Proceduresand tasks

Ward Sabha >
>
>

Gram Sabha

VVV VVYV

YV V V

VVVYV

Meeting twicein ayear

Presided over by the elected member of theward

Facilitates an interface between government officials and
elected members and provides an opportunity for the people
to voice their needs, aspirations and day-to-day problems
Listing out the felt needs of the people and the village
Ensures awareness programme with regard to sanitation, safe
drinking water and pollution control

Mobilises voluntary services to the public health centrein
disease prevention and reports incidences of epidemics and
natural calamities

Ensures drinking water supply to al itsresidents

Provides assistance for garbage disposal

Provides assistance for sanitation

Meeting twicein ayear

Presided over by the president of the GP

Facilitates an interface between government officials and
elected members and provides an opportunity for the people
to voice their needs, aspirations and day-to-day problems
Discussesand reviewsall problemsand programmes of the GP
regarding development

Select beneficiariesfor the programmes/schemes

Preparation and promotion of the plan for development of the
village (listing out the felt needs of the people and villages)
Approval of plan/schemes

Organises sanitation and drainage schemes of the village
Mobilises voluntary services to the public health centrein
disease prevention and reports incidences of epidemics and
natural calamities

Mobilisesthe community for participationin IEC campaign
Protection of tanks, tank beds, groundwater etc.

Mobilises voluntary labour and contribution in kind or cash
Assists GP in the implementation of devel opment schemes

Source: The Karnataka Panchayati Raj Act, 1993 (amended in 2003)

Gram Panchayat

The Gram Panchayat (GP) is the lower tier of the PRI system
comprising acluster of villages with a population of 5,000 to 7,000. Every
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400 population has an elected member. The members of the GP varying
between five and thirty are to be elected for a term of five years by the
villagerson the basis of universal adult franchise. One-third of the seatsare
reserved in each category for personsbelonging to SCs/STs, other backward
classes and women. The GP isto elect its Adhyaksha (president) and Up-
Adhyaksha (Vice President) at its first meeting. The president and vice-
president are empowered to convene meetings and supervise officers and
employees.

A Secretary - an officer of the Government - runsthe administration
of the Gram Panchayat under the control of Adhyaksha. He draws his
salary and allowances from the ZP funds. The secretary shall perform all
the duties and exercise all powers imposed or conferred upon him by the
Act (Section 111).

The matters and subjects vested with the Gram Panchayats under
the Act of 1993 (Schedule 1) are many, including public health and
environmental sanitation. It becomes obligatory on the part of the GP to
make reasonable provision for public health and sanitation within its
jurisdiction. Table 18 shows the subjects related to public health and
sanitation under the purview of the GPs. It appears that wide-ranging
functions are delegated to the GPs.

It may be appropriate to mention here that the Karnataka
Panchayati Raj (Amendment) Act, 1997 made it mandatory for anyone
who wantsto contest el ection to the panchayatsto have ahousehol d sanitary
latrine. Those who have no sanitary latrinesfor use of hisher family are not
eligibleto contest the e ection. Thisprovision, incorporated only in Karnataka,
has, in away, resulted in the construction of about 45,000 sanitary latrines
inrural areas (Govt. of Karnataka 2000). These are the latrines constructed
by elected panchayat members dueto thefear that they may be disqualified
for not having alatrine. However, this provision, which has somesignificance
for maintaining public health and sanitation, waswithdrawn | ater.

Meeting of GP and Standing Committees. An Inter Sectoral Co-
ordination Mechanism at the Grassroots level

The GP meets once in a month for the transaction of business
(Section 52 amended in 2003) presided over by the President. To ensure
greater participation of the membersin GP meetings, aquorum of 'one-half'
of the membersisinsisted. The secretary sends information on the venue
and agenda of the meeting to the members and officers with seven and
three days' notice for ordinary and special meetings, respectively. The
Secretary also sends letters to other officers, who work under the
jurisdiction GP but not necessarily under the control of the GP (like PHC
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Table 18; Role of GPs in Public Health and Environmental
Sanitation in Karnataka under 1993 Act

Task related to Approachessuggested under the Act
publichealth (under Sections58, 68, 69, 75, 77, 78, 82, 85, 86, 87, 88, 89,
and sanitation 90, 91, 92, 99, 100, 101, 106 etc.)

Provision of » Not lessthan 10 per cent of the household latrine coveragein
sanitation ayear

» Construction and maintenance of adequate number of
community latrinesfor men and women

» Notifying the owner for improving the sanitary condition or
maintaining clean drainage or construction of drainage if the
placeisrisky to health

» Carry out drainage, sewer, conduit, tunnel, culvert, pipe or
water course

» Maintenance, deepening or improving the drains

» Construction of new drains

» Inspection of drains

Provision of » Dédlivery of clean and sufficient water
drinkingwater > Construct, repair and maintain tanks/wells and clear streams/
supply water courses

» Maintenance of water supply schemes
» Chlorinating of water
» Clean or repair private tanksetc., for providing facilitiesfor
water
» Prohibit bathing, washing of clothes or animals etc. that are
likely to pollute water of any source
» Prohibit use of water from any source during epidemics
» To make by-laws regarding provision of water supply
» Provide noticefor cleaning and maintaining of water sources
if the water is dangerous to health or safety of the public
» Impose penalty if the source of water iscontaminated by certain
works like bathing, deposits, washing animals or clothes
Provision of Earmarking placesfor dumping waste and manure
waste management
Provisionfor » Facilitate activitiesthat are likely to promote health, safety
promoting health  etc.
» Prevention and remedial measures against epidemics
Disposal of Disposal of corpses by burning or burial, licensing of place for

corpses burial

Control of Inspect the places where infectious disease are reported or
infectious suspected, cleansing or disinfecting buildings or premises
diseases

Regulationand  Strict vigil and inspection of hotel, restaurant, eating house, sweet
Licensing meat shop, bakery, slaughter houses for maintaining hygiene

and cleanliness, impose penalty
Source: Compiled from the Karnataka Panchayati Ragj Act, 1993
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medical officer, agricultural and veterinary officer etc.) for their presence
inthe meeting. In the meeting, the officer may be asked/questioned for his/
her performance regarding the matter concerned. All activities specified in
Schedule-l form the basisfor discussioninthe meeting. Obligatory functions
assigned to the GP lay more emphasis on subjectsrel ating to sanitation and
drainage system, maintenance of water supply schemes and public streets,
household | atrines and community latrines, fillingup insanitary depressions
and reclamation of unhealthy localities, and earmarking places away from
dwelling houses for dumping garbage and manure and protection of bio-
diversity. Standing committee's decisions are also part of the discussion of
this meeting. During the outbreak of epidemics, the GP may hold special
meetings for discussing the situation and may advise the officer concerned
on ensuring better service to the affected people.

Standing Committees

Itisevident that the Government of Karnataka hastaken significant
steps in promoting development at various sectors by empowering PRIs.
The constitution of Standing Committeesis one such step in thisdirection.
The standing committees also can build network among different
functionaries, representativesand people. It ismandatory to congtitute various
standing committees at each level for ensuring better provision of services.
An Amenities Committee at the GP level can be constituted to perform
functionsof public health, education, public worksand other related functions
of the GP (Section 61 of KPR Act, 1993). Table 19 provides the details
regarding functionsand membership of standing committeesat the GPlevel.
The amenities committee can co-opt a representative from a local
organisation/fNGO workinginrelated areas. Thisgivesstrength to the el ected
members for handling technical mattersrelated to specific functions.

Water supply and sanitation schemes form an important part of the
civic responsibilities of the GP. The maintenance of health and hygieneis
also theresponsibility of the GP. The Panchayat Act al so empowers GPsto
make bye-lawswith regard to public health, like regul ation of sanitation and
conservancy, inspection and destruction of unfit food and drink exposed for
sale, regulation of markets, slaughter house etc. (Section 315). Even though
the Panchayats Act has giventheresponsibility of water supply and sanitation
to the GP, schemes like Nirmala Karnataka are still part of the state sector
plan but assigned to the GP only for implementation. It isgood to hand over
such water supply and sanitation responsibility to the GP (Government of
Karnataka 2002) since GP is working at the grassroots level with close
interaction with the people.
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Table 19: Standing Committees and Their Functions in GPs

Name of the  Functions of the Number of members
Committee Committee

Production Performing functionsrelating » Each committee consists of not
to agriculture, animal husbandry, less than 3 and not more than 5
rural industries and poverty elected membersincluding
aleviation Adhyaksha and Upadhyaksha.

Socid justice Promotion of education, » The members of the standing
economic, social and other committees shall be elected from
interests of the SCs/STs and the members of GP. The
Backward classes; protection of Adhyaksha shall play his/her role
castes and classes from socia asex-offico and chairman of the
injustice and any form of committees on production and
exploitation amenities

Amenities Perform functionsinrespectto > The Upadhyakshashall be ex-
education, public health, officio and chairman of the socia
public works and others justice committee.

» Each committee can co-opt a
representative from local

organisation

Source: The Karnataka Panchayat Raj Act, 1993 (amended in 2002)

Gram Panchayat Plan

The preparation of plansfor economic development and socia justice
is the key functional obligation devolved to the GP (Article 243 G of the
Constitution of India). GPs are required to prepare plans for their
development taking into account the suggestions and felt needs of the
community as expressed in the Ward Sabha and Gram Sabha meetings
(Section 309). Then the secretary of the GP prepares an annual plan, budget
proposal and action plan that may again be placed in the Gram Sabha/Ward
Sabhafor itsconsideration and later placed at the GP meeting for itsapproval.
Then the plan is sent to the Taluk Panchayat (TP) and the TP prepares a
plan based on the GP's plan. The GPin Karnataka hasthe power to approve
any scheme, which may cost up to Rs. 10,000 without external sanction. In
this case, the GP can often prepare the necessary plan and implement it
without depending on the TP or external sanction. The GP also can make
necessary plan for promoting public health and improving sanitation aswell
as give priority when it prepares its development plan. According to
Schedule-1, the GP has enormous responsibility regarding public health.
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Gram Panchayat Fund

Every GP has a fund called GP Fund which is formed by (a) the
amount which is allotted to GP fund from the State Government or Zilla
Panchayat or Taluk Panchayat, (b) the proceeds from the levy of taxes on
building, entertainment, markets, water rate, feefor grazing cattle and water
supply, (¢) income from non-tax resources like royalty, rent, income from
foredt, etc., (d) the Government grant (to be utilised for meeting electricity
charges, maintenance of water supply, sanitation and other welfare activities).
In comparison with the long list of functions assigned to the GPs, the
resources available are not very substantial. The average internal resource
mobilisation per capitarangesfrom Rs.7.66 to Rs.15.20 in Karnataka, which
is lower than that of Maharashtra or Punjab (see Table 20).

Table 20: State-wise Internal Resource Mobilisation (IRM) per
Capita of Selected Village Panchayats in India (1992-93 to 1997-

98)
States Range of minimum IRM Range of maximum
(Rs)* IRM (Rs.)
Andhra Pradesh 3.591040.08 7.81t0140.17
Haryana 10.67t070.75 24.6510118.12
Himachal Pradesh 0.66t012.88 1.981048.76
Orissa 0.33t05.48 1.13t0 16.06
Uttar Pradesh 0.19t04.97 0.22t031.41
West Bengal 0.41t03.33 1.15t08.54
Assam 0.37t03.33 0.61t09.22
Kerala 5.461t050.36 8.25t078.42
Karnataka 7.66%# 15.20 #
Maharashtra 16.03# 56.09 #
Punjab 12.56# 2827 #
Rajasthan 0.09t020.62 @ -
Tamil Nadu 2.821039.48% -

Note: * : Excluding the Yearswhich recorded 'nil' IRM.

#: Combined Datafor 8 sample Village Panchayats.

@: 1997-98 only. $: Averagefiguresfor the entire 6-year period.
Source: www.indiastat.com

The state government provides an annual grant of Rs.5 lakh to
every Gram Panchayat irrespective of the population size and area. During
2005-06, on an average, about Rs. 12 lakh additional funds/grants were
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giventothe GPfor different developmental programmes. In Karnataka, the
GP receives from the state and central governments sources together about
Rs. 17 lakh in ayear. The GP has financial autonomy only on their own
fundsfor spending according to their preferences. The grant received from
the State/Centre hasto be utilised according to the given prescription.

Taluk Panchayat

A Taluk Panchayat (TP) isestablished for each taluk excluding the
urban areas. It only means that the TP has jurisdiction over rural areas
within the taluk. As a unit of local self-government, it discharges the
functions, exercises powers, responsibilities and duties conferred by the
Karnataka Panchayati Rgj Act, 1993. The TP consists of three categories
of members: 1) elected on the basis of rural population in the taluk which
represents aminimum of 10,000 population, 2) one-fifth of the presidents of
GPs within the TP area (ex-officio), and 3) the MPs and MLAS, and the
membersof Karnatakal egidative Council (el ected/sel ected) from thetaluk
areas (ex-officio). One-third of the seats of the elected representatives is
reserved in each category for personsbelonging to SCs/STs, other backward
classes and women. The TP elects its President and Vice-President at its
first meeting.

For Taluk Panchayat, an Executive Officer is appointed from the
State Civil Services who works under the Taluk Adhyaksha (president).
The executive officer is responsible for co-ordinating the devel opment
activities carried out by the various departments. He also monitors and
supervises the implementation of programmes and schemes carried out by
the taluk panchayat and Gram Panchayats. He takes necessary measures
for the speedy execution of all works and developmental schemes like
housing, school enrolment, sanitary latrines etc., of the TP. The executive
officer has to attend every meeting of the TP and also has the right to
attend the meeting of any committee.

The TP performs the functions specified in Schedule-11. The State
Government or the Central Government providesfundsfor the performance
of any function. It becomes obligatory on the part of the TP to make
reasonable provision for public health and environmental sanitation within
its jurisdiction. Table 21 shows the subjects related to public health and
sanitation under the purview of the TPs. Very few limited functions are
delegated to the TP and the body isinvolved mainly in supervisory, advisory,
reviewing tasks and maintaining co-ordination amongst the GPs of thetaluk.
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Table 21: Role of Taluk Panchayats in Public Health and
Environmental Sanitation in Karnataka

Tasks related to public Approaches suggested under the
health and sanitation Act (under Section 145)

Obligatory functions Provision of water supply > Construction and augmentation of
water supply works
> Facilitate not less than 40 litres per
capita
Water supply and sanitation > Providing adequate water supply
in primary school and promoting sanitation
» Maintenance of water supply and
sanitation
Waste management Acquiring land for locating manure
pits away from the dwelling houses
Supervisory, Health related tasks Water supply works
advisory and Household and community latrine
coordinatory Progress of immunisation
functions Strengthening of public health units
Establishment of sub centres
School health programmes
Equipment and linen supply
Promotion of health and family welfare
Health and sanitation at fairs and
festivals

Source: Karnataka Panchayat Raj Act 1993

Meetings and Co-ordination at the Taluk Level

A Taluk Panchayat is mandated to hold ameeting for thetransaction
of business at |east once in two months at the headquarters of the TP. The
Executive Officer sends the notice regarding the venue and agenda of the
meeting to the members and officials ten and seven days in advance for
ordinary and special meetings, respectively. The Executive Officer also
sends | ettersto other officialsfor his/her presencein the meeting who work
under thejurisdiction of the TP but may not come under thedirect control of
the TP, like taluk health officer, BDO etc. One-third of the total number of
members of the TP form the quorum.

The Karnataka Devel opment Programme (K DP) monthly meeting
of the Taluk Panchayat is held on the 5th of every month and is presided
over by the President of the TP. This meeting reviews all development
programmes, including the 20-point programme, in the taluk. The review
committee consists of the President and Vice-president of the TR, Tahasidar,
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chairpersons of the standing committees of the TP, Block Development
Officer, EO of the TP, all taluk-leve officers of the devel opment departments
and all representatives of the public sector undertakings, co-operative
societies and institutions established under the Act.

The KDP quarterly meeting of the taluk is presided over by the
MLA. The committee consistsof MLAS, ML Cs, and Member of Parliament,
arepresentative from each section like SCs