Manoj Kumar Suryavanshee, Poonam Verma
Page No. 441 - 451

SHODH SAMAGAM

ISSN : 2581-6918 (Online), 2582-1792 (PRINT)

u 0
".‘ ’.Q.'r
‘yf iq
; 2 v ®
— =

Decentralised Health Governancein Rural India: A Critical Review of
Beneficiary and Provider Experiencesin Bilaspur, Chhattisgarh

Manoj Kumar Suryavanshee, Research Scholar, Poonam Ver ma, Department of Socia Work
Shri VenkateshwaraUniversity, Ggraula, Amroha, Uttar Pradesh, INDIA

ORIGINAL ARTICLE

Authors

Manoj Kumar Suryavanshee, Research Scholar
Poonam Verma

E-mail : msuryavanshee@gmail.com

shodhsamagaml@gmail.com

Received on : 12/03/2025
Revised on : 14/05/2025
Accepted on : 23/05/2025

Overdl Similarity : 06% on 15/05/2025

X

Plagiarism Checker X - Report

Originality Assessment
0
6%
Overall Similarity

Date: Remarks: Verify Report:

April toJune 2025  www.shodhsamagam.com Impact Factor
A Double-Blind, Peer-Reviewed, Referred, Quarterly, Multi SJIF (2023): 7.906

ABSTRACT

This review critically examines the
implementation of decentralised health
governanceinrural India, specifically focusing on
the Bilaspur district in Chhattisgarh. The study
investigates the roles, responsibilities, and lived
experiences of health service beneficiaries and
frontline providers within the decentralised
framework. Using insights from empirical
research, Government policy documents, and
scholarly literature, it analyses how local
gover nance mechanisms such as Panchayati Raj
Institutions (PRIs), Rogi Kalyan Samitis (RKS),
and community health workersparticularly ASHAs
and ANMs have contributed to or hindered
equitable healthcare delivery. The review
highlights the achi evements of decentralisationin
enhancing service outreach and participatory
governance while also identifying enduring
challenges such as capacity deficits, limited
community engagement, weak accountability, and
socio-political inequities. The paper analysesthe
need for robust capacity-building, financial
devolution, and inclusive governanceto realisethe
full potential of decentralised health systems in
rural India.
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INTRODUCTION

Decentralisation hasemerged asacentral tenet
of global public health reforms, particularly inlow-
and middle-incomecountries, asastrategy to enhance
service efficiency, responsiveness, and community
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engagement. Inthecontext of India, decentralisation of health serviceshasbeen progressively promoted since
the 73rd and 74th Congtitutional Amendmentsin the early 1990s, which ingtitutionalised Panchayati Rgj
Ingtitutions (PRIs) and Urban Local Bodies (ULBs) asvehiclesof democratic loca governance.

“These amendments paved the way for the devolution of functions, funds, and functionaries to local
self-Governments, including responsibilities related to health, sanitation, and nutrition” (Berman, 1998;
Government of India-GOlI, 1993). Asaresult, decentrali sation became agovernance reform and aframework
tolocalise service delivery, enhance accountability mechanisms, and strengthen community participationin
hedl th decision-making processes.

“The implementation of the National Rural Health Mission (NRHM) in 2005 further catalysed the
decentralisation agendain Indiaby integrating community-based hed th planningwithlocal governance. The
NRHM recognised that health outcomes could not beimproved solely through vertical interventionsand
therefore prioritised decentralised planning, community participation, and theinstitutional strengthening of
local health systems” (Ministry of Health and Family Welfare-Mohfw, 2005). This policy shift led to the
creation and ingtitutionalisation of structures such asRogi Kayan Samitis(RKS), Village Health Sanitation
and Nutrition Committees (VHSNCs), and the depl oyment of community health workerssuch asAccredited
Socid HedthActiviss(ASHAS). Theseinterventionswereparticularly significant for rura and tribal-dominated
states such as Chhattisgarh, which historicaly experienced health service deficits dueto geographicisol ation,
soci o-economic deprivation, and poor publicinfrastructure.

“Chhattisgarh, which was carved out of Madhya Pradesh in 2000, is home to a large tribal population
and facesggnificant hedth chalenges, including highinfant and maternd mortdity rates, endemic manuitrition,
and weak health infrastructure in its rural and forested regions” (Planning Commission, 2011). “In response,
the state adopted several decentralisation-oriented innovationsin the health sector, including the Mitanin
program an early prototype of the national ASHA scheme, which aimed to empower women from local
communities to serve as health educators and mobilizers” (Sundararaman, 2007). These reforms were
complemented by activating PRIsand RK Ss, which were envisioned as participatory platformsto manage
hedlth centres, monitor servicedelivery, andimproveloca hedth outcomesthrough bottom-up governance.

Bilaspur district, located in central Chhattisgarh, providesanillustrative caseto study the operationa
dynamicsof decentralised hedth governance. Asapredominantly rura region with pocketsof tribal habitation,
Bilaspur representsboth the opportunitiesand chal lenges associated with implementi ng decentrdisationreforms
incomplex socia landscapes.

“Over the past two decades, the district has witnessed a gradual expansion in health infrastructure, the
increased presence of ASHAsand Auxiliary Nurse Midwives (ANMs), and activation of RKSsin primary
and community health centres” (State Health Resource Centre -SHRC 2018). However, despite these
ingtitutiona devel opments, critical questionsremain regarding the effectivenessof decentrdisationinimproving
hed th service quality, equity, and accountability.

“The literature on decentralisation in India suggests that while institutional structures may be in place,
their functiona effectivenessoften remainslimited dueto capacity congtraints, insufficient financia autonomy;,
and socio-political hierarchies” (George, 2003; Nambiar et al., 2015). “For instance, studies have shown that
RK Ssareoften dominated by medica officers, with minima genuine participation from community members
or elected representatives” (Dasgupta et al., 2010). “Although ASHAs have become an integral part of rural
hedlth service ddlivery, they frequently face del ayed payments, insufficient training, and alack of institutional
support” (Scott & Shanker, 2010; Nair & Panda, 2011). These issues raise concerns about the substantive
decentralisation of power and whether local actorshavethe agency to shape community health services.

In Bilaspur, early field reports and evaluations reveal a mixed picture. “On the one hand, schemes like
Janani SurakshaYojana(JSY) have contributed to increased institutional deliveries, and Mitanins(ASHAS)
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have played a significant role in health promotion activities” (Lim et al., 2010). On the other hand, persistent
issues such as irregular RKS meetings, inadequate PRI engagement in health matters, “and limited community
oversight over service delivery reflect systemic limitations” (Chauhan et al., 2021). While conceptually robust,
the decentralization framework often confronts operationa hurdlesstemming frominadequate devol ution of
resources, ambiguousroleclarity, and weak inter-ingtitutional coordination.

Thisreview paper amsto critically examinetheimplementation of decentralized hedth governancein
the Bilaspur district, focusing on thedual perspectivesof health servicebeneficiariesand providers. It seeksto
understand how decentralized mechanismsare perceived and experienced by local communitiesand frontline
workersand whether they havetrandated into improved access, quality, and accountability in rural health
sarvices. By synthesisinginsightsfrom empirica studies, policy reports, and theoretical literature, the paper
contributesto thebroader discourse on governancereforms, health equity, and rural development inIndia.

Thefindingsfrom Bilaspur, while context-specific, offer important lessonsfor other rural and tribal-
dominated distri cts seeking to deegpen the practice of decentralised hedth governance.

Conceptual Framework: Decentralisation in Health Governance

Decentraisation, broadly understood, isthe systemati c del egation of administrative, fiscal, and politica
authority from central Governmentsto subordinate or quasi-independent Government organi sationsor civil
society actors(Bossert & Beauvais, 2002). Inthe health sector, decentralisationisintended to bring decision-
making closer to the point of service ddivery, thereby enhancing responsivenesstolocal needs, improving the
efficiency and quality of services, and promoting participatory governance. “The theoretical basis for
decentraisation liesin theassumptionthat local Governmentsor ingtitutionsare better equipped to assessthe
specific needsof communities, alocateresources efficiently, and ensuregreater accountability in public service
delivery” (Rondinelli et al., 1983; Brinkerhoff & Azfar, 2006).

Decentralisationistypically classified into four types: political, administrative, fiscal, and market
decentralisation. Political decentralisation involvesthetransfer of decision-making powersto electedloca
bodies. Administrative decentralization refersto the redi stribution of authority, responsibility, and financia
resourcesamong different levelsof Government. Fisca decentrdization ded swith dlocating financia resources
and revenue-generating powers to lower levels of Government. “Market decentralization refers to the delegation
of service delivery responsibilities to private actors or non-Governmental organisations” (Bossert, 1998). A
combination of theseforms often co-occursin health systems, aiming to strengthen local health planning,
serviceddivery, and monitoring.

“India’s health sector decentralisation gained momentum with the introduction of the National Rural
Health Mission (NRHM) in 2005, which emphasi sed the need for decentralised planning and community
participation asessentia componentsof hedth sysemreform (Ministry of Healthand Family Welfare-M oHFW,
2005). The NRHM advocated for empowering Panchayati Rgj Ingtitutions (PRIs) and forming VillageHedth
Sanitation and Nutrition Committees (VHSNCs) to preparevillage-leve hedth plans, overseeimplementation,
and ensure accountability. “The establishment of Rogi Kalyan Samitis (RKS) at the level of health facilities
further indtituti onalised decentrai sati on by giving thesebodiesfinancid and adminigrativeautonomy to manage
resources and improve the functioning of public health institutions” (Dasguptaet al., 2010).

Another significant intervention wasthe deployment of Accredited Social HedthActivists(ASHAS),
locally recruited women trained to act as intermediaries between the community and the health system. “The
ASHA program wasenvis oned not only asameans of expanding service outreach but also asamechanism
to foster community participation and empowerment” (Scott & Shanker, 2010). Together, these structures
represent an integrated approach to decentralisation, seeking to transform India’s historically top-down public
hedlth system into onethat iscommunity-driven, participatory, and locally accountable.
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“However, decentralisation does not automatically guarantee improved outcomes. Its success depends
on severd enabling factors, including adequate capacity at thelocal leve, effectivedevol ution of financia and
decision-making powers, functiona accountability mechanisms, and inclusve partici pation that accountsfor
gender, caste, and class-based inequalities” (George, 2003; Nambiar et al., 2015). Therefore, while
decentrdisationisapromising strategy for health system reform, itsdesi gn and i mplementation must be context-
sengitiveand equity-oriented to achieve meaningful transformation.

M ethodology

Thisstudy adoptsaquditetivereview methodol ogy to criticaly examinetheimplementation and outcomes
of decentrdised hedth governancein rura India, with aspecificfocusonthe Bilaspur district in Chhattisgarh.
Thereview synthesi ses secondary data drawn from arange of sources, including peer-reviewed journal
articles, Government eval uation reports, field-based NGO assessments, and grey literature. Theobjectiveis
to construct acomprehensive understanding of beneficiary and provider experienceswithinthe decentralised
health governance framework from 2005, the year of the National Rural Health Mission (NRHM) launch,
through 2023.

Theselection of literature was guided by themeati c rel evance and regiona specificity. Priority wasgiven
to studiesthat exploretheroleof key decentralised institutions such as Panchayati Raj Institutions (PRIS),
Rogi Kdyan Samitis(RKYS), Village Heal th Sanitation and Nutrition Committees (VHSNCs), and community
health workerslikeAccredited Social HeathActivists (ASHAS) and Auxiliary Nurse Midwives (ANMS).
Specia emphasiswas placed on empirical studiesthat examined real-world implementati on, community
perceptions, and ingtitutional challengeswithin Bilaspur or comparabledistrictsin Chhattisgarh.

A systematic search was conducted using academic databases such as JISTOR, PubMed, Google
Scholar, and Scopus, using keywords including “health decentralisation India,” “PRIs in health governance,”
“Bilaspur health services,” and “community health workers Chhattisgarh.” Additionally, Government documents
from the Ministry of Health and Family Welfare (MoHFW), Nationa Health Mission (NHM), State Hedl th
Resource Centre (SHRC), Chhattisgarh, and various state-level policy reviewswereincluded to provide
policy context and programmeaticinsghts.

Thereview employsathematic synthesi sapproach to organisefindingsaround coredimensionssuch as
serviceddivery, accountability, community participation, and equity. Thismethodol ogy allowsfor integrating
diverse perspectivesand facilitatesacritical anaysisof the effectiveness, limitations, and contextual factors
influencing decentraised health governancein rura Chhattisgarh.

Decentralised Sructuresin Bilaspur: An Overview

1. Panchayati Raj Institutions (PRIs): Panchayati Rg Institutions (PRIs) play aconstitutionally
mandated rolein decentralised planning and monitoring of public services, including health, at the
village (Gram Panchayat), block (Panchayat Samiti), and district (ZilaParishad) levels. In Bilaspur,
PRIshave shown partial effectivenessinlocal-level health governance, particularly in mobilising
community health awareness and supporting outreach services. “However, they often lack decision-
making authority, adequate financial resources, and technical training. Political interference and
hierarchical power structures also limit their capacity to influence health service delivery meaningfully”
(Kumar & Sharma, 2016).

2.  Rogi Kalyan Samitis(RK S): Rogi Kayan Samitis(RKYS) arefacility-level management committees
composed of medical officers, PRI members, and civil society representatives. In Bilagpur, someRK Ss
havesuccessfully utilised untied fundsfor minor facility improvements, trangoarency in drug procurement,
and community outreach. “Nevertheless, their impact is undermined by limited participation from non-
medical stakeholders, with decision-making typically dominated by medical professionals” (Dasgupta

etal., 2010).
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3. Community Health Workers: ASHAs and ANMs. Community health workers, especially
“Accredited Social Health Activists (ASHAs) and Auxiliary Nurse Midwives (ANMSs) form the backbone
of rura hedth outreach. In Bilaspur, ASHA s have significantly improved immuni sation coverageand
materna health indicators. However, they face challenges such as delayed remuneration, lack of
institutional support, and inadequate refresher training” (Scott & Shanker, 2010). ANM s also struggle
with excessiveworkloads, infrastructure shortages, and logistica delaysin supplies.

Beneficiary Experiences. Accessibility, Quality, and Trust

A mixture of positive and negative outcomes characterises beneficiaries” experiences with decentralised
health services in Bilaspur. “On the one hand, health initiatives like the Janani Suraksha Yojana (JSY) have
contributed to asignificant improvement iningtitutiona deliveries, whichisakey indicator of maternd hedth
care” (Limetal., 2010). The JSY scheme, which incentivises institutional births by providing financial assistance
to pregnant women, has been particularly successful in enhancing accessto safe deliveriesin rural and
marginalised communities. Asaresult, maternal mortdity rateshave declined, and morewomen arechoosing
indtitutional deliveriesover homebirths, thusreducing therisk of complicationsduring childbirth.

“However, despite the positive outcomes of some interventions, disparities in access to quality healthcare
remain apersstent chalengeinrura andtriba areasof Bilaspur. Hedlthcare accessisstill uneven, especidly
inremotetribal belts, where geography, infrastructure, and socio-economic barriers hinder timely accessto
essential health services” (Baru et al., 2010). In these areas, beneficiaries often report poor healthcare
infrastructure, includinglackingbas cfadilitieslikecdean drinking water, sanitation, and proper medicd equipment.
Additiondly, the scarcity of trained healthcare personnel intheseregionsexacerbatesthe challengesfaced by
vulnerable populations, particularly in remote, interior villages.

One of themost pressing concerns among health service beneficiariesisabsenteel sm among health
workers. Sudieshave consg stently pointed out that health workers, especidly Accredited Socid HedthActivigts
(ASHASs) andAuxiliary NurseMidwives(ANMs), areoften absent dueto variousfactors, including insufficient
motivation, lack of transportation, and persond or family commitments.

“As a result, when patients seek care, they often encounter vacant or understaffed health centres,
leading to delays in treatment and missed healthcare opportunities” (Chauhan et al., 2021). In some cases,
villagersreport that evenwhen hedth workersare present, the qudity of careiscompromised dueto inadequate
training and aheavy workload, which reducestheir capacity to provide optima care.

Furthermore, informa paymentsfor servicesthat are supposed to befreeremain asignificant barrier to
ng hedlthcare, especidly for the economically disadvantaged. Beneficiaries often report being asked to
pay informal feesfor medical consultations, tests, and medicines, which the Government does not officially
charge. “These under-the-table payments are particularly burdensome for low-income households, exacerbating
inequities in access to care” (Baru et al., 2010). This situation undermines the goal of providing universal
health coverage and erodes public trust in the hed thcare system.

Another factor contributing to the mixed experiences of beneficiariesissocio-economic hierarchy.
Even though thereisgrowing avareness of Government health schemes, many individuas, particularly those
from marginalised socia groups, fedl disempowered and unableto accessthefull benefits of these schemes.
“A study by Chauhan et al. (2021) found that, despite a general awareness of Government health programs,
villagers often feel powerless due to entrenched caste, gender, and economic inequalities”. For instance, low-
casteindividuas, women, and tribal populationsfacesignificant socia barriersin accessing services, which
prevent them from fully benefiting from decentrali sed hea th governance structures. The power dynamicsand
socid drificationinrura areascontributeto the marginalisation of vulnerablegroups, limiting their ability to
voicegrievancesor demand better healthcare services.
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Moreover, there is a lack of effective grievance redressal mechanisms at the grassroots level. “Beneficiaries
report that when they do encounter i ssues such as absenteei sm, poor serviceddivery, or informa payments,
there are few accessible channelsto lodge complaints or seek redress. Community members often feel
discouraged from raising complaints due to fear of retribution or social exclusion” (Chauhan etal., 2021). This
lack of accountability further exacerbatesthefedling of powerlessnessamong villagersand reducestrustinthe
hedthcaresystem.

Insummary, whiledecentralised hedl th servicesin Bilaspur haveled toimprovementsin specific hedth
outcomes, such asincreased ingtitutional deliveriesthrough programslike JSY, significant ggpsremainin
bility, servicequality, and beneficiary trugt.

Addressing theseissuesrequires systemic reformsthat tackle absenteei sm, improve infrastructure,
ensure equitabledistribution of resources, and establish effective grievanceredressal mechanismstorestore
public confidencein decentralised hedth governance.

Provider Experiences: Constraints and Opportunities

Despitethedecentraisation of hedth services, hedthcare providersin Bilaspur facenumerouschalenges
that hinder their ability to deliver quality care. Oneof themost significant challengesisthelack of human and
material resources. Hedth facilitiesin rural Bilaspur are often underfunded, with inadequate infrastructure,
limited medicd supplies, and insufficient staff. Theseissuesare exacerbated by the high turnover rateamong
hedlthcare personnd, particularly Accredited Socid HedthActivists (ASHAS) and Auxiliary NurseMidwives
(ANMS), who are often overburdened with tasks that exceed their capacity. “According to Nair and Panda
(2011), hedthcare providersfrequently report being unableto perform their dutieseffectively dueto thelack
of necessary equipment and inadequate staff support, which negatively impacts service delivery”.

Additionally, poor working conditions further complicate the situation. “Health workers in Bilaspur
oftenwork inremote areaswith limited accessto transportation, making it difficult for themto reach health
facilitiesor attend to patients promptly. Many healthcare centresarein dilapidated buildings, and thelack of
proper sanitation facilities, electricity, and clean water adds to the challenges faced by healthcare providers”
(Nair & Panda, 2011). Thisdiscourages health workersfrom stayingin these areas, | eading to absenteei sm
and low morae, affecting thequality of careprovided to beneficiaries.

Despitethesechdlenges, hedthcare providersin Bilaspur dso acknowledgethe potentid of decentraized
governancestructures, particularly infostering better coordination and improving healthcare outcomes. However,
providersfed that these structures, such asRogi Kalyan Samitis (RKS) and Panchayati Raj Institutions
(PRIs), oftenfall short of their potentid dueto weak administrative support and incons stent i mplementation.
“RKS meetings, which are designed to be a platform for local health management and decision-making, are
oftenirregular or symbalic, lacking the genuineengagement of al stakeholders, including hedthcare providers,
community members, and PRI representatives” (Nair & Panda, 2011). In many cases, these meetings are not
seen asforumsfor meaningful dialogue or decision-making, which reducestheir effectivenessin addressing
loca hedthissues.

Another significant challenge hedlthcare providersreport isthelack of empowerment and autonomy at
thelocd level. While decentralised health governance aimsto give more decision-making power to local
authoritiesand communities, healthcare providersoften find themsel ves constrained by bureaucratic red tape
and centralisation in certain aspects of health policy. “This limits their ability to make timely decisions about
resourceallocation, staff management, and servicedeivery improvements. Asaresult, heathcare providers
often feel disempowered and frustrated, asthey are unabl e to respond to the needs of their communities
flexibly and efficiently” (Dasgupta et al., 2010).

However, providersa so recognisethe opportunitiesfor improvement that decentralisation could bring
if theright support sysemsareimplemented. Many hed thcare providersin Bilaspur believethat local governance
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can improve coordination, resource allocation, and responsiveness to community needs. “They argue that
decentralisation could facilitate better integration of health serviceswith other sectorssuch aseducation,
sanitation, and nutrition, leading to more comprehensive community development” (Nair & Panda, 2011). If
RK Sand PRIswere better empowered to make deci s onsand the administrative support wasmore substantial,
providersbelievethey could deliver more effective and efficient healthcare services. Moreover, local-level
planning could ensure that health services are more closely aligned with the population’s specific needs,
particularly inrura andtribal aress.

Inconclusion, while heathcare providersin Bilaspur face significant challengesrel ated to inadequate
resources, poor working conditions, and week administrative support, they a so seethepotentia of decentrdised
hedlth governancetoimprove hedthcaredelivery if better empowered and supported. Strengthening therole
of loca governancestructures, ensuring regular and meaningful participationin RKSmeetings, and improving
working conditions could lead to more effective hedthcare provisioninrura aress.

Challenges in Decentralised Health Governance

Despitethe potential of decentralised health governanceto improve healthcare delivery, numerous
challengespersst initsimplementation, especialy inrura areaslikeBilaspur. Thesechallengesarisefrom
capacity deficits, limited community participation, and theintersection of gender and caste dynamics, which
continueto underminethe efficacy and inclusiveness of decentralised hedlthcare systems.

1. Capadity Deficits “Asignificant challenge in the decentralised health governance system is the capacity
deficit among key stakeholders, particularly withinthe Panchayati Rg Institutions (PRIs) and Rogi
Kayan Samitis(RKS). Many members of PRIsand RK S representatives|ack theessential skillsand
training required for effective health planning, management, and oversight of healthcare resources”
(Sundararaman, 2007). Hedlth planning invol ves understanding community health needs, alocating
resources effectively, and monitoring heal th outcomes, all of which requireexpertisein public hedth
management and financia oversight. However, dueto insufficient capacity-building initiatives, many
PRI membersareill-equipped to handle the complex nature of health governance. In many instances,
thelack of financia management skillsintheseloca bodiesresultsininefficient use of fundsand deays
intheimplementation of hed th projects, undermining thegoa sof decentralisation.

“Moreover, the devolution of financial powers to local bodies often leads to the poor utilisation of
resources aslocal representativesare not sufficiently trained to create effective budgeting strategies,
allocate funds based on local health priorities, or ensure financial accountability” (Sundararaman, 2007).
As a result, the expected benefits of decentralisation, such as improved service delivery and
accountability, are often diluted, leaving rural communitieswithinadequate healthcareresources.

2. Limited Community Participation: Ancther Sgnificant chalengeisthelimited community participation
in decision-making processes. “Although decentralisation aims to bring governance closer to the people
and encourage active participation, tokenistic inclusion of community membersin decision-making
bodies often undermines the democratic potential of these processes” (Mohan & Banerji, 2015). In
many cases, local governance structures, such asPRIsand RK'S, are designed to beinclusive, but in
practice, they oftenfall short of engaging community membersmeaningfully. Thelimited involvement of
communities, particularly marginaised groups, in hedth planning and policy implementation hindersthe
ability of decentralised governanceto reflect local needsand priorities.

The participation of community membersin decision-making bodiesisoften symbalic, with consultative
processes serving asaformdlity rather than agenuine attempt to empower loca popul ations (Mohan &
Banerji, 2015).

Thisminimum effort can be attributed to several factors, such asalack of awareness, insufficient
mobilisation of community groups, and political dynamicsprioritising elite voi cesover marginalised
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populations. Thefailureto ensurethat loca communitieshave ared stakein hedth governancelimits
the ability of decentralised systemsto addressthe unique challengesfaced by rura andtribal populations
effectively.

Gender and Caste Dynamics. Thedynamicsof gender and castea so pose significant challengesto
decentralised health governance. Despitetherecognition that women, Dalits, and Adivasisare key
beneficiariesof public heath programs, they are often underrepresented in decis on-making processes
within PRIs and RKS” (Rao, 2005). This underrepresentation stems from structural inequalities that
persstinrura India, where gender and caste hierarchies continueto shape who hasaccessto power
and decis on-making opportunities.

“Women, in particular, face multiple barriers to participation in health governance due to patriarchal
normsthat restrict their mobility and influencein public spaces. Ddit and Adivas communities, onthe
other hand, often face social exclusion and discrimination, which marginalisetheir voicesinlocal
governance structures” (Rao, 2005). As a result, health policies and services may not adequately
addressthe specific needs of these vulnerablegroups, perpetuating inequalitiesin heath outcomes.

“The absence of women and marginalised groups in leadership roles within health governance bodies
means that the gendered and caste-based needs of the popul ation are often overlooked in health
planning and resourceallocation. For instance, the unique health needs of Dalit and Adivas women,
such asmaterna health issues, are not sufficiently addressed when these communities are excluded
from decision-making” (Rao, 2005). Furthermore, women’s lack of representation in leadership roles
reducesthelikelihood of achieving gender-sengitive hedthcarereforms.

Recommendations

Severd key recommendationscan be madeto addressthe chalenges of decentralised hedth governance

inBilaspur and other rura regionsof India. These recommendationsfocus on enhancing capacity, improving
community involvement, ensuring financid flexibility, promoting equity, and supporting healthcareworkersto
improvetheoverall effectiveness of thedecentralised hed th system.

1.

Capacity Building: ContinuousTraining for PRI Members, RKSCommittees, and ASHAS:
One of the primary challengesin decentralised health governanceisthelack of capacity amongloca
representatives and healthcareworkers. Panchayati Ra Institutions (PRISs) and Rogi Kalyan Samitis
(RK'S) members often lack the necessary training in health planning, financial management, and
governance. Toaddressthis, itisessentia to implement continuous capacity-building programsfor PRI
members, RK S representatives, and Accredited Social Health Activists (ASHAS) (Sundararaman,
2007). Thesetraining programs should equip local hedlth leaderswith theskillsrequired for effective
health system governance, including budgeting, resource all ocation, community mobilisation, and
monitoring health outcomes. Additionaly, ASHAsshoul d recalivetrainingin community health education
andreferra systems, astheir roleiscrucial in bridging the gap between the community and theformal
health system (Scott & Shanker, 2010). Ongoing capacity building will ensurethat local bodiescan
fulfil their respong bilitiesand better servethe hedth needsof rural communities.

Srengthening Community Monitoring: Revitalizing VillageHealth Sanitation and Nutrition
Committees(VHSNCs): The community’s involvement in monitoring health services is essential for
ensuring trangparency and accountability. Oneway to strengthen community participationisby revitdising
Village Hedl th Sanitation and Nutrition Committees (VHSNCs). Thesecommitteesareintended to
monitor and promote health servicesat thevillagelevel. However, their effectivenesshas often been
limited in practice dueto alack of empowerment and infrequent meetings. To makeVHSNCsmore
effective, they should begiven clear rolesand responsibilitiesand adequatetraining in hed th monitoring,
datacollection, and reporting (Mohan & Banerji, 2015). These committees should a so be supported
with regular funding to carry out their activitiesand ensuretheir reportsfeed into the broader health
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governanceframework. Empowering loca communitiesto monitor health serviceswill improveservice
accountability and ensurethat health policiesreflect |ocal needs.

3. Ensuring Financial Devolution: Timely Release and Flexibility in Utilising United Funds:
Financia devolutionisacritica eement of decentralisation, but it oftenfallsin practicedueto delayed
fund transfersand restrictive usage guidelines.

“For decentralised health systems to work effectively, local governance bodies must have timely access
to funds and the flexibility to utilise them in response to local needs” (Sundararaman, 2007). The untied
funds meant for local health services should bereleased ontime, and local bodies should havethe
autonomy to use these fundsfor the specific needs of their communities. It includesinvesting in
infrastructure, improving healthcare worker training, and procuring medical supplies. Reducing
bureaucratic red tape and providing local institutions greater financial autonomy will enhancetheir
ability torespond swiftly to emerging hedlth needs, improving overall hedthcaredelivery.

4. Promoting Equity: Special Focuson Mar ginalised Communitiesin Planning and M onitoring:
Decentrdisation must beinclusiveto begenuindy effective. Marginadised communities, such aswomen,
Ddlits, and Adivasis, are often underrepresented i n decision-making bodies and face specific health
chdlengesthat areoverlooked in mainstream hedlth policies. To ensurethat decentralisation benefitsal
membersof society, agpecia focusmust be placed on ensuring the representation and partici pation of
these communitiesin health planning and monitoring processes (Rao, 2005). Hedlth policiesshould be
gender-sensitiveand culturally appropriate, addressing the unique heal th needs of these marginalised
groups, particularly womenand Adivas popul aions, who often facehigher ratesof maternd and infant
mortality. Incorporating equity-focused indicatorsin loca health planswill ensure that the needs of
marginalised communitiesareprioritised and that their voicesareheard in hed th governance processes.

5. Supporting Health Workers. Regular Payments, Career Progression, and Supportive
Supervision: “One of the biggest challenges facing healthcare providers in decentralised systems is
thelack of support and motivation duetoirregular payments, poor career progression opportunities,
and inadeguate supervision. Healthcareworkers, includingASHAsand Auxiliary Nurse Midwives
(ANMSs), should receiveregular and timely paymentsto maintain mora eand ensuretheir commitment
to the community” (Scott & Shanker, 2010). Additionally, providing clear career progression paths
and continuous professional development opportunitieswill hel p retain skilled hedthworkersinrura
areas. “Supportive supervision, including regular feedback and mentorship, is crucial to improving job
satisfaction and performance” (Chauhan etal., 2021). This support system will empower health workers
to ddiver high-quality services, thereby improving health outcomesin rura and underserved aress.

CONCLUSION

Theexperienceof the Bilaspur district in Chhattisgarh servesasamicrocosm of thebroader dynamics
of decentralised health governance in rural India. “On the one hand, decentralisation has made strides in
increasing thevisibility of heath servicesat thelocd level and has contributed to improved accountability in
somearess, particularly with theintroduction of Rogi Kayan Samitis(RK'S) and the deployment of Accredited
Social Health Activists (ASHAS)” (Scott & Shanker, 2010). These initiatives have allowed for better local
representation and deci s on-making, creating asenseof ownership and participation among rurd communities.
“As evidenced by the introduction of Janani Suraksha Yojana (JSY), institutional deliveries have improved,
demonstrating the potential of decentralised programs to enhance healthcare access in rural areas” (Lim et al.,
2010).

“However, the transformative potential of decentralisation in improving health service delivery in rural
areaslikeBilaspur remainslargely underutilised. Several challengespersist, particularly weak institutional
capacities, including insufficient training and lack of effective monitoring mechanisms” (Sundararaman, 2007).
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“Panchayati Raj Institutions (PRIs) and RKS often face challenges in performing their roles effectively due to
alack of financial autonomy, inadequate training, and political interference” (Mohan & Banerji, 2015). “These
congtraintsunderminetheability of local bodiesto adequatdy plan, allocate resources, and address health
needsin atimey and efficient manner. Thefragmented natureof health planning, which ofteninvolvesmultiple
actors with competing priorities, exacerbates this issue” (Rao, 2005).

Additiondly, entrenched socid inequdlities, particularly dongthelinesof caste, gender, andtriba satus,
further hinder the equity of decentralised health systems. “Women, Dalits, and Adivasis continue to face
significant barriers in accessing healthcare and participating meaningfully in decision-making processes” (Rao,
2005). Without targeted interventionsto ensuretheinclusion of margindised communitiesin hedth governance,
decentralisation ri sksperpetuating existing inequaitiesrather than addressing them.

For decentralisation to truly meet the health needs of rural communities, it must berestructured to be
more participatory, equitable, and well-resourced. It requiresaconcerted effort to build local capacities,
ensurefinancia flexibility, and foster genuinecommunity participationin al aspectsof heath governance.

“The active involvement of marginalised communities, alongside enhanced training for health workers
and local governance bodies, will ensurethat decentralisation isnot merely atop-down policy but atruly
inclusive and empowered process” (Mohan & Banerji, 2015).

Ultimately, thesuccessof decentralisation hingesonitsability to adapt toloca contexts, empower loca
actors, and address the specific needs of rural populations. If these factors are adequately addressed,
decentralisation can transform hedlth systems, improve accessi bility, and enhancethe quality of hedthcarefor
millionsof peopleinrura India, asdemonstratedin Bilaspur.
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