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Abstract

ORIGINAL ARTICLE Decentralisationinhealthcarehasc_emerg_ed
asa corner stoneof public healthreformsin India,
particularly under the National Rural Health
Mission (NRHM) framewor k, now subsumed under
the National Health Mission (NHM). It aims to
bring governance closer to the people by
enhancing efficiency, equity, and participatory
decision-making at the grassroots level (Kaur et
al., 2012; Bajpai & Goyal, 2004). This review
paper critically examines the decentralization of
health services in the Bilaspur district of

Authors Chhattisgarh, astatecharacterized by alargetribal

Manoj Kumar Suryavanshee population, rugged terrain, and persistent health
Research Scholar disparities (Government of Chhattisgarh, 2020).

The study adopts a dual-lens approach, capturing

Poonam Verma beneficiary and provider perspectives while

Assistant Professor drawing on national health policies, state-level
Department of Sociology & Socia Work reforms, and field-level innovations. “Empirical
Shri VenkateshwaraUniversity and policy-based evidence indicates that
Gajraula, Amroha, Uttar Pradesh, INDIA decentralized models, such as the Mukhyamantri

Haat Bazaar Clinic Yojana and Jan Swasthya
Sahyog’s integrated rural health interventions,
have significantly improved access and acceptability of healthcare services in remote tribal areas”
(Jan Swasthya Sahyog, 2024; Government of Chhattisgarh, 2019). “Community-based monitoring
(CBM) mechanisms and locally-managed institutions like Village Health Sanitation and Nutrition
Committees (VHSNCs) and Rogi Kalyan Samitis (RKS) have further fostered accountability and
responsiveness’” (World Health Organisation, 2008). “However, the effectiveness of these decentralized
frameworks is mediated by constraints such as inadequate human resources, capacity gaps at local
levels, and fragmented financing™ (Kaur et al., 2012). The findings of this review underscore the need
to strengthen institutional capacities, ensure fiscal devolution, and promote genuine community
engagement to realize the transformative potential of decentralised health governanceinregionslike

Bilaspur.

Key Words
Decentralisation, Health Governance, NRHM, Community-Based Monitoring, Rural Health.

MarchtoMay 2025 www.amoghvarta.com mpact Factor 278
A Double-blind, Peer-reviewed & Referred, Quarterly, Multidiciplinary and SJIF (2024): 6.879
Bilingual Research Journal



: Manoj Kumar Suryavanshee,
ISSN : 2583-3189 (E), 2583-0775 (P)
Year-04, Volume-04, Issue-04 AMOGHVARTA Poonam Verma PageNo. 278 - 289

I ntroduction

“Decentralisation, akey concept in public administration and devel opment planning, refersto the
systemati c del egation of authority, resources, and responsibilitiesfrom centralized structuresto lower tiersof
governance” (Rondinelli, 1981). “In the health sector, decentralization has gained global momentum as a
reform strategy toimprove service efficiency, respons veness, and equity by bringing decis on-making closer
to the community” (Bossert & Beauvais, 2002). It includes administrative, fiscal, and political dimensions,
each contributing to reshaping health system governance. “By empowering local bodies such as panchayats,
municipalities, and community-based ingtitutions, decentralization enabl escontext-specific hed thinterventions
and allows greater community participation in planning and monitoring” (Kaur et al., 2012).

India’s health governance system has historically been highly centralized, with major decisions taken at
the national or state level, leaving limited space for grassroots inputs. “However, this began to shift following
the 73rd and 74th Condtitutional Amendmentsin theearly 1990s, which recognized Panchayati Rg Ingtitutions
(PRIs) and Urban Loca Bodies(ULBS) asconstitutiona entitiesand envisioned their involvement in socia
sector governance, including health” (Government of India, 1992). “The decentralization agenda gained further
momentumwiththelaunch of theNational Rurd Hedlth Misson (NRHM) in 2005, whichexplicitly caled for
community ownership of hedth systems, local planning, and flexiblefinancing mechanismsto support need-
based interventions” (Ministry of Health and Family Welfare-MoHFW, 2005).

Under theNRHM, variousingtitutional mechanismswereintroduced to operationalize decentrdization
at different adminigrativelevels. Theseincluded theestablishment of Rogi Kadyan Samitis(RKS) a thefacility
level, Village “Health Sanitation and Nutrition Committees (VHSNCSs) at the village level, and district health
societiesat thedigtrict level. Thesestructuresareintended to facilitate participatory planning, monitor service
delivery, and manage untied funds for local health needs” (MoHFW, 2005; Bajpai & Goyal, 2004). The
mission emphasized capacity building, community-based monitoring, and inter-sectoral convergenceto
strengthen decentralized governance.

Chhattisgarh carved out of M adhyaPradesh in 2000, offersaparticularly compelling casefor examining
decentralization in healthcare. “With over 30% of its population comprising Scheduled Tribes and significant
portionslivingin remote and forested aress, the State faces persistent public health challengesincluding high
maternal and infant mortality, poor nutritional outcomes, and shortages of health infrastructure and personnel”
(Government of Chhattisgarh, 2020). The state’s topography and insurgency in certain districts add another
layer of complexity to healthcare ddivery. In such acontext, decentralization offersboth anecessity and an
opportunity”necessity because centralized approaches have historically failed to reach the remotest communities
effectively, and opportunity becauselocalized interventions may be more sensitiveto cultural, social, and
logistical realities” (Chhotray & Stoker, 2009).

“Chhattisgarh has adopted several innovative approaches to deepen decentralization in health service
delivery. For instance, the M ukhyamantri Haat Bazaar Clinic Yojana, launched in 2018, sesndsmobilemedica
teams to weekly village markets, or “haats,” in tribal regions, offering on-the-spot outpatient consultations,
diagnostic services, and essential medicines” (Government of Chhattisgarh, 2019). This initiative addresses
geographical barriersto accessand alignsservice delivery with traditional social practices. Furthermore,
institutions such as Jan Swasthya Sahyog (JSS), anon-Governmental organi zation based in Bilaspur, have
demonstrated successful community-led, low-cost, and comprehensive rural healthcare models. “JSS runs a
hospital, community health centers, and daycare centersthat serve some of the poorest tribal popul ations
while emphasizing community health workers, health education, and integration with social services” (Jan
Swasthya Sahyog, 2024).

From the governance perspective, the operationdization of VHSNCsand RK Ssin Bilaspur hasgradualy
shifted local accountability and participatory planning. “These bodies enable community members, elected
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representatives, and frontline hea th workersto jointly identify health priorities, monitor serviceddivery, and
decide on using untied funds. In principle, such participatory platformsshouldimprovethetransparency and
responsiveness of the health system” (World Health Organization, 2008). “However, their effectiveness varies
widely depending on the capacity of local ingtitutions, the awarenesslevelsof beneficiaries, and the support
from higher levels of administration” (Kaur et al., 2012).

“Despite these advancements, challenges persist. Local functionaries often lack adequate training in
planning and financia management. Structurd issuesincludede aysinfund disbursement, limited devol ution of
decision-making powers, and poor convergence between departmentsresponsi blefor hedth, nutrition, and
sanitation” (Bajpai & Goyal, 2004). Moreover, tribal communities often face socio-cultural barriers in accessing
services, underscoring the need for more culturally gppropriateinterventions.

Thisreview examinestheimplementation and impact of decentralised hedth servicesin the Bilaspur
district using thedual lenses of beneficiariesand service providers. It explores how decentralization has
trandated intoimproved healthcare access, quality, and accountability. By integrating policy anaysiswith
fidd-level experiencesandingtitutionad modd slike JSSand VHSNCs, thispaper contributesto understanding
how decentralization playsout in complex, resource-constrained settings. The case of Bilaspur offersvaluable
lessonsfor scaling decentralized governance mechanismsin other partsof Indiaand globally, especidlyin
marginalized and underserved regions.

Decentralisation in India’s Healthcare System
Historical Context

India’s decentralization journey in the health sector was shaped by the broader political reforms of the
early 1990s, particularly the 73rd and 74th Constitutional Amendments. “These landmark amendments
ingtitutionalized Panchayati Rgj Ingtitutions (PRIS) inrural areasand Urban Loca Bodies(ULBs) incitiesas
thethirdtier of governance, empowering them to plan and implement devel opment programsacrosssocia
sectors, including health” (Government of India, 1992). This constitutional mandate aimed to democratize
governance by ensuring participation, accountability, and transparency in service ddlivery a the grassroots
levd.

“The turning point for health sector decentralization came with the National Rural Health Mission (NRHM)
launch in 2005”. This mission aimed to strengthen rural public health systems by improving infrastructure,
human resources, and decentralized planning mechanisms. Under theNRHM, community-based ingtitutiona
structures such as Village Heal th, Sanitation and Nutrition Committees (VHSNCs), Rogi Kalyan Samitis
(RKS), and District Health Societieswereintroduced to promote participatory governance (Ministry of
Health and Family Welfare[MoHFW], 2005). The RK Swastasked with theadministration and functioning
of publichedthfacilitiesat the Primary and Community Hedth Centrelevels, whileVHSNCsplayed acrucia
rolein bottom-up planning and demand generation.

“In addition to these structures, decentralized financial mechanisms were introduced through untied
fundsalocated to VHSNCsand hedlth facilities. Thesefunds alowed for locally relevant expendituresand
encouraged communities to participate in addressing micro-level health challenges” (Kaur et al., 2012).
Collectively, thesereformswere designed to shift thelocus of decision-making from state capitalsto the
community, fostering apeople-centered health system.

Decentrdisation of hedthcarein Indiaserves multipleobjectives, each aimed at strengthening thehealth
syseminuniqueways.
» Enhancing Efficiency: “By giving autonomy to local institutions, decentralization enables them to
tallor hedlth servicesto community-specific needs. Thiscustomization hel psimprovethedlocationand
utilization of limited resources, thus reducing wastage and duplication” (Bossert & Beauvais, 2002).
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»  Promoting Equity: A centrd tenet of decentrdizationisitspotentia to ensureinclusivehed th governance.
“By facilitating the participation of marginalized communities especially Scheduled Castes, Scheduled
Tribes, women, and the poor local structures can prioritize and address inequalities in health outcomes”
(Kumar & Mohanty, 2011).

» IncreasngAccountability: Decentralisation fosters horizontal and vertical accountability. “Local
Governments, being closer to the people, aremore responsive and accessible. Structureslike RKS
and VHSNCsand community-based monitoring initiativespromote oversght and trangparency in service
provision” (World Health Organisation, 2008).

These objectives align with the broader goals of India’s health policy to provide universal access to
affordable, quality healthcare services, with aspecia focuson underserved and remoteregions.

Healthcare Landscape in Chhattisgarh
Demographicsand Health I ndicators

Chhattisgarh, acentral Indian stateformed in 2000, is marked by considerable geographical, cultura,
and social diversity. “Approximately 30.6% of its population is tribal, many of whom reside in forested and
hilly terrains that are difficult to access” (Government of Chhattisgarh, 2020). The state also faces security
chdlengesin partsof itssouthern and centrd beltsduetoleft-wing extremism, whichfurther hindershedthcare
outreech.

Hedthindicatorsin Chhattisgarh have historicaly trailed behind national averages. Accordingto the Nationa
Family Health Survey (NFHS-5, 2021), the state’s infant mortality rate (41 per 1000 live births) and maternal
mortality ratio (173 per 100,000 live births) remain high compared to the nationa averages. Manutrition
among children and anemiaamong women are al so prevalent. Thelimited density of doctorsand health
facilities, particularly inrura and tribal areas, exacerbatesthe challenge. For instance, someremotevillages
rely on Sub-Centres|ocated more than 10 kilometres away, significantly impacting accessto care.

Decentralisation Initiatives

Recogni zing these cha lenges, Chhattisgarh hasimplemented severd reformsto decentralised health
governance. RKS was established at all Primary Health Centres (PHCs) and “Community Health Centres
(CHCs) to managefunds, monitor infrastructure, andimprove servicequaity. These samitisare comprised of
local e ected representatives, hedthcare staff, and civil society membersresponsiblefor facility-level decision-
making” (Kaur et al., 2012).

Atthevillagelevd, VHSNCsfunction ascommunity oversght bodies. They weretasked with identifying
hedlth priorities, preparing village hed th plans, and utilizing untied fundsfor minor but essentia expenseslike
sanitation drives, hedlth education, and emergency transport. However, their performancevariesin practice
duetoalack of training and administrative support.

One of the state’s flagship decentralized initiatives is the Mukhyamantri Haat Bazaar Clinic Yojana,
launched in 2019. “This initiative addresses geographic inaccessibility by delivering mobile healthcare services
duringweekly tribal markets. It hashe ped bridgethe accessgapin districtslike Bastar, Surguja, and Bilaspur
by integrating preventive, promotive, and curative care into existing community practices” (Government of
Chhattisgarh, 2019).

Beneficiary Perspectives on Decentralised Health Services
Accessand Utilisation

Beneficiary perspectives provide aground-level view of the effectiveness of decentraised health
interventions. In Bilaspur, one of thekey districts of Chhattisgarh, residents, especialy fromtriba hamlets,
have reported improved accessto healthcare services dueto decentralized mechanisms.
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First, deploying mobilemedical unitsthrough the M ukhyamantri Haat Bazaar Clinic Yojanahasplayed
atransformative role. “These units, staffed by doctors, auxiliary nurse midwives (ANMS), lab technicians, and
pharmacists, provide consultations, medications, and basic diagnostic servicesdirectly at weekly market
gatherings” (Government of Chhattisgarh, 2019). For tribal populations who previously had to travel 15-20
kilometersonfoot to the nearest PHC, this service has significantly reduced thetime, cost, and physical effort
of seeking care.

Second, untied funds provided to VHSNCs have been used to organize village health camps and
facilitate patient transport in emergencies.

“Although there are limitations in fund management and technical training, these small-scale interventions
have nonetheless improved local confidence in public health systems” (Kaur et al., 2012).

Third, institutional deliveries—a key indicator of maternal health have seen marginal improvement due
to awareness campaigns conducted at the community level. “Accredited Social Health Activists (ASHAS),
who act astheinterface between the community and the health system, report that the ability to access
support from VHSNCsfor ddlivery-related travel and nutrition kits hasled to increased uptake of maternal
services” (MoHFW, 2021).

Despitethesegains, chalengespersst. Inremote areas of Bilaspur, seasona inaccessibility duetorains
or forest terrain still affects service outreach. Beneficiarieshavereported that mobile units sometimeslack
essential drugs or diagnostic equipment. “Furthermore, cultural and language barriers continue to affect health-
seeking behavior among tribal communities, particularly in areaswhere health workersarenot familiar with
local dialects” (Jan Swasthya Sahyog, 2024).

To addressthis, some organi zati onslike Jan Swasthya Sahyog (JSS) haveintroduced community health
worker modelstailored totribal contexts. Theseworkersarerecruited locally and trained in preventive and
curative care, making them more acceptable to the community. “Beneficiaries report that JSS’s culturally
sengitive, low-cost, and integrated approach to hed th, especialy their doorstep servicesand health education,
has helped bridge the gap between formal health systems and traditional beliefs” (Jan Swasthya Sahyog,
2024).

Insummary, decentralized hed th servicesin Bilaspur have enhanced physical accessibility and generated
amodest increasein utilization. However, structurd, financia, and culturd challengescontinueto limit thefull
realization of thebenefits. The perspective of beneficiaries underscorestheimportance of sustained funding,
cultura competence, and integrated serviceddivery inthe context of decentralised health governance.

Beneficiary Perspectives on Decentralised Health Services
Accessand Utilisation

Beneficiary perspectives provide aground-level view of the effectiveness of decentralised health
interventions. In Bilaspur, oneof the key districts of Chhattisgarh, residents, especialy from tribal hamlets,
have reported improved accessto healthcare services dueto decentraized mechanisms.

First, deploying mobilemedical unitsthrough the M ukhyamantri Haat Bazaar Clinic Yojanahasplayed
atransformativerole. Theseunits, saffed by doctors, auxiliary nursemidwives(ANMs), lab technicians, and
pharmacists, provide consultations, medications, and basic diagnostic servicesdirectly at weekly market
gatherings (Government of Chhattisgarh, 2019). For tribal populations who previously had to travel 15-20
kilometersonfoot to the nearest PHC, this service has significantly reduced thetime, cost, and physical effort
associated with seeking care.

Second, untied funds provided to VHSNCs have been used to organize village health camps and
facilitate patient trangport in emergencies. Although thereare limitationsin fund management and technical
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training, thesesmdl-scal einterventionshave nonethel essimproved locd confidencein public hedth systems
(Kaur etal., 2012).

Third, ingtitutional deliveriesakey indicator of materna health have seen margina improvement dueto
awareness campai gns conducted at the community level. Accredited Social HedthActivists(ASHAS), who
act astheinterface between the community and the health system, report that the ability to access support
from VHSNCsfor delivery-related travel and nutrition kitshasled to increased uptake of maternd services
(MoHFW, 2021).

Despitethesegains, chalengespersst. Inremote areas of Bilaspur, seasond inaccessibility duetorains
or forest terrain still affects service outreach. Beneficiarieshavereported that mobile units sometimeslack
essential drugsor diagnostic equipment. Furthermore, cultural and language barrierscontinueto affect heath-
seeking behaviour amongtribal communities, particularly in areaswhere hedth workersare unfamiliar with
local diaects (Jan Swasthya Sahyog, 2024).

To addressthis, some organi zati ons|like Jan Swasthya Sahyog (JSS) haveintroduced community health
worker modelstailored totribal contexts. Theseworkersarerecruited locally and trained in preventive and
curative care, making them more acceptable to the community. Beneficiaries report that JSS’s culturally
sengitive, low-cogt, andintegrated approach to health especially their doorstep servicesand health education
has hel ped bridge the gap between formal health systemsand traditional beliefs (Jan Swasthya Sahyog,
2024).

Insummary, decentralized hed th servicesin Bilaspur have enhanced physical accessibility and generated
amodest increasein utilization. However, sructurd, financid, and culturd chalengeslimit theredization of the
full benefits.

The perspectiveof beneficiariesunderscorestheimportance of sustained funding, cultural competence,
and integrated serviceddivery inthe context of decentralised health governance.

Provider Perspectives on Decentralised Health Services
Autonomy and Decision-M aking

One of the most significant outcomes of decentralization in healthcare, as observed in Bilaspur,
Chhattisgarh, is the increased autonomy granted to local health providers. “Frontline workers such as Medical
Officers, Auxiliary NurseMidwives(ANMs), and Accredited Socid HedlthActivistis(ASHAS) havereported
enhanced flexibility in making operational decisions that respond to localized health issues” (Kaur et al.,
2012). For instance, the decentrdized framework allowsfacility in-chargesto convene emergency outreach
activitiesor health avareness drives during disease outbreakswithout awaiting district-level approvals.

“This autonomy has enabled providers to respond more promptly to emergent community health needs,
such as organi zing mal ariadetection camps during monsoon seasons or arranging referral transportation for
pregnant womenin labor from remotetribal hamlets. By facilitating decision-making at the point of care,
decentralization enhances contextual relevance and efficiency in service delivery” (Kaur et al., 2012).

ResourceAllocation

Decentrdization dsofacilitatesmoretargeted resource alocation. Through bodiessuch asRogi Kayan
Samitis(RKS) and Village Health Sanitation and Nutrition Committees (VHSNCs), healthcare providers
have greater input into how health facility funds are spent. “This participatory budgeting allows health facilities
to prioritize needs such as drug procurement, equipment maintenance, sanitation improvements, and
transportation services” (Bajpai & Goyal, 2004).

However, while the allocation authority has transferred, several challenges persist. “In Bilaspur, providers
report delaysinthe disbursement of untied fundsandincons stenciesin fund flow that limit thetimely execution
of planned activities. Moreover, bureaucratic procedures and the lack of financia autonomy at sub-district
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levels often restrict flexibility in spending” (Government of Chhattisgarh, 2020). Additionally, available funds
aresometimesinsufficient to meet thediverseneeds of facilitiesserving geographicaly dispersed and underserved
populetions.

Nonethel ess, when resources are effectively alocated, providers can undertake small but impactful
interventions such asinstalling solar lighting in delivery roomsor organizing village-level health fairs, that
improveservice qudity and community satisfaction.

Capacity Building

Effective decentralization hingesnot only on del egating authority but al so on empowering providersto
manage new responsibilities. In this context, capacity building becomes essential. “Training initiatives under
theNationa Rura Hedth Mission (NRHM) and the National Hedlth Mission (NHM) have sought to equip
providerswith the skillsrequired for health planning, financial management, community engagement, and
patient-centered care” (Kaur et al., 2012).

“In Bilaspur, periodic training sessions have helped frontline workers improve their technical knowledge,
recordkeeping practices, andinterpersona communication skills. Hedth workershave d sotrained to manage
VHSNC activities, prepare village health action plans, and conduct participatory rural appraisals” (Ministry
of Health and Family Welfare, 2005).

Neverthel ess, gapsremain. Someproviders, especidly inremote areas, report irregul ar training schedules
and lack follow-up support or refresher courses. Furthermore, thetraining content sometimes|lackscontextua
relevance, limitingitspractica application. Ensuring regular, hands-on, and context-specific capacity-building
initiativesremainsvita to sustaining decentraized governance and enhancing service ddivery outcomes.

Case Sudy: Jan Swasthya Sahyog (JSS) in Bilaspur

Jan Swasthya Sahyog (JSS), located in Bilaspur, Chhattisgarh, isacompel ling example of decentraized
and community-driven healthcareinrural India. A group of dedicated public hedlth profess ond sfounded JSS
to provide equitable and quality healthcare to underserved and marginalized communities. “The organization
runsanetwork of heathcare services, including abase hospital in Ganiyari and numerousoutreach clinicsin
remote villages, supported by a cadre of trained community health workers” (Jan Swasthya Sahyog -JSS,
2024). JSS’s model is built on integrating clinical care with preventive, promotive, and socio-economic
interventions, reflecting adeep understanding of the socia determinantsof health.

Community Engagement

Adefining feature of JSS’s decentralized health delivery model is its emphasis on community engagement.
“The organization invests significantly in training local community members, especially women, to become
health workers or Swasthya Sakhis. Theseworkersarethe crucia link between the healthcare system and
the community, conducting homevisits, mobilizing patients, offering heal th education, and ensuring follow-up
care” (JSS, 2024). It not only enhances the cultural relevance and accessibility of healthcare services but also
fosterstrust, empowerment, and ownership withinthe community.

Community participation is institutionalized through inclusive health planning processes. “Villagers are
encouraged to voicetheir concernsand participate in decision-making regarding service delivery, disease
surveillance, and resource alocation. Such participatory mechanisms have contributed to better health-seeking
behavior, early disease detection, and increased utilization of health services” (JSS, 2024). These outcomes
demondratethetransformeativepower of decentrdi zationwhen communitiesareactively involved and empowered.

Integrated Services

JSS operateson the principlethat health cannot be addressed inisolation from itssocia and economic
context. Theorganization integrates heal th serviceswith nutrition, sanitation, agriculture, and education
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interventions. “For instance, JSS runs daycare centres for malnourished children, where children receive
nutritious medl's, hedlth checkups, and cognitivestimulation. Simultaneoudy, their familiesare educated about
nutrition, hygiene, and childcare” (JSS, 2024).

Moreover, JSS’s agricultural and livelihood initiatives promote food security and income generation
among rural households, directly impacting health outcomes. This holistic approach acknowledgesthe
interlinkages between poverty, malnutrition, and disease, demonstrating that decentralized healthcareismost
effectivewhenit operatesin synergy with broader devel opment goas. Through theseintegrated efforts, JISS
exemplifieshow decentralization, when coupled with contextua understanding and inter-sectora collaboration,
can significantly enhancethe quaity and equity of health outcomesinrural aress.

Challenges in Decentralised Health Services

Whilethe JSS model presentsarobust casefor decentralized healthcare, it also operateswithina
broader |andscape fraught with challenges. These challengesare particul arly acutein rura and resource-
constrained settingslike Bilaspur, whereloca health governance structures often strugglewith systemic and
structurd barriers.

Resour ce Constraints

Oneof themost persistent challengesin decentralised health systemsisthelack of adequatefinancid,
infrastructural, and human resources. “Although decentralization is intended to increase autonomy and
responsiveness, many local hedth ingtitutionsare hampered by irregular funding, limited budgetary control,
and dependence on higher-level authorities for resource allocation” (Kaur, Prinja, & Kumar, 2012). These
congraintscan lead to stock-outs of essential medicines, understaffing, and poor maintenanceof hedthfacilities.

“In areas like Bilaspur, terrain and remoteness further exacerbate logistical challenges in delivering
medical suppliesand deploying hedth personnel. Evenwith the decentralized planning encouraged under the
Nationa Rurd HedthMission (NRHM), loca bodiesfrequently lack thefinancid flexibility and procurement
authority needed to respond swiftly to emerging health needs” (Kaur et al., 2012). The result is a gap between
policy intent and implementation cgpacity, undermining the potentia benefitsof decentralised health governance.

Capacity |Issues

Decentrdization assumesthat |ocal Governmentsand ingtitutions can effectively plan, implement, and
monitor health services. However, many loca governing bodies suffer from limited administrative experience
andtechnicd expertise.

“Panchayati Raj Institutions (PRIs), which are often entrusted with health-related responsibilities under
decentralised governance, face chalengesin trandating their authority into action dueto alack of trainingand
professional support” (Bajpai & Goyal, 2004).

Hed th workersand program managersat thedistrict and sub-district level sfrequently operatewithout
adequate supervision, planning tools, or performance feedback mechanisms. It resultsin poor planning,
inefficient service delivery, and low morale among staff. “Capacity gaps are evident in data management,
budgeting, and health information systems, all critical for evidence-based decision-making” (Bajpai & Goyal,
2004). Strengthening theindtitutiona capacitiesof loca bodiesthrough regular training, mentorship, and technica
support isessentid to redizethefull benefitsof decentralisation.

Accountability Mechanisms

Another significant challengein decentraised health systemsisensuring accountability. In centralized
systems, hierarchica supervision providessomedegreeof oversight. However, decentraized structuresrequire
new forms of accountability, which are upward (to higher authorities) and downward (to the community). “In
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India, several community-based accountability initiatives have emerged, such ascommunity monitoring and
social audits, but these remain uneven in coverage and effectiveness” (Kaur et al., 2012).

Community-based monitoring, in particular, has shown promise in enhancing transparency,
responsiveness, and trugt. It involvesregularly collecting and disseminating information on servicedelivery by
community representativesand creating platformsfor dial ogue between service providersand beneficiaries.
“However, the success of such initiatives depends on strong institutional support, political will, and community
awareness. Many monitoring processesfalter dueto wesk facilitation, fear of reprisal, or inadequate feedback
loops” (Kaur et al., 2012). Without well-designed accountability frameworks and citizen engagement
mechanisms, decentrdized systemsri sk becoming fragmented, inefficient, and opague.

The experience of Jan Swasthya Sahyog in Bilaspur underscores the transformative potential of
decentralized, community-led healthcare models. Through integrated service delivery and participatory
governance, JSS hasdemonstrated that it can provide responsive, equitable, and holistic healthcareevenin
resource-constrained settings. However, the broader implementation of decentralised health systemsin India
continuesto face significant chall enges. Resource constraints, limited administrative capacity, and weak
accountability mechanismsthreaten to underminetheobjectives of decentrdization.

To strengthen decentralised hedlth governance, thereisaneed for sustained investment inloca capacity-
building, improved financia autonomy, and robust monitoring and eva uation systems.

Community engagement must beingtitutionaized not just asatokeni stic measure but asacore component
of health system design. Asillustrated by the JISS model, decentralization can become apowerful tool for
hedlth equity and socia justicewhen communitiesare active partnersrather than passiverecipients.

Recommendations
Srengthen Capacity Building

“A foundational requirement for effective decentralisation of health services is the development of
ingtitutional and human resource capecitiesat theloca leve. Inthe case of Bilaspur, despitesignificant efforts
towardsdevolving power, thelack of adequately trained personne continuesto hinder thefull redlization of
decentralized governance” (Shukla et al., 2018). Health workers, Panchayati Raj Institution (PRI) members,
and local health adminigtrators often operate with limited knowl edge about heal th planning, budgeting, and
program implementation. Therefore, thereisapressing need toinvest in systematic and ongoing training
programsthat enhancetechnical and manageria skillsat thegrassrootslevel.

“Such training initiatives should focus on equipping Accredited Social Health Activists (ASHAS), Auxiliary
NurseMidwives(ANMs), and Community Health Officers (CHOs) with knowledge on primary healthcare
delivery, health rights, gender-sensitive care, and data documentation” (Scott & Shanker, 2010). Additionally,
PRI members must be sensitized to their planning, decision-making, and community mobilization rolesto
create accountability mechanisms within local governance structures. “Using digital tools for e-learning and
performance tracking may be an effective adjunct to conventional training programs” (Bajpai & Dholakia, 2011).

Ensure Sustainable Funding

One of the principal challenges in Bilaspur’s decentralisation process is the irregularity and inadequacy
of financial resources at the local level. “The operationalization of decentralized health services demands
sustainableand predi ctable funding to cover infrastructure, human resources, medica supplies, and health
outreach programs. Empirical evidence from other Indian statesindicates that thelack of dedicated fiscal
transfers and delays in fund disbursement significantly hamper decentralized service delivery” (Baru etal., 2010).

A viablestrategy to addressthisconcerninvolves the establishment of adedi cated decentralized hedlth
fund with earmarked resourcesfor district and sub-district levels.
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“The National Health Mission (NHM) should also streamline fund flow mechanisms and provide financial
autonomy to local health bodies to spend according to context-specific needs” (Kumar et al., 2016). Transparent
budgetary planning and periodic audits can enhancefisca disciplineand ensurefinancial decentralization
trand atesinto serviceimprovement.

Enhance Community Participation

“Community engagement is a cornerstone of decentralised governance, ensuring that health services
areresponsive, culturally appropriate, and aigned with loca priorities. In Bilaspur, community participation
hasbeen facilitated through Village Heal th Sanitation and Nutrition Committees (VHSNCs), but theleve of
involvement remains uneven and often symbolic” (NHSRC, 2011). Many beneficiaries, particularly from
marginalized Adivas and Ddit communities, still experience barriersto meaningful participation, including
illiteracy, castediscrimination, and lack of awareness.

“To deepen community engagement, it is imperative to empower local institutions like VHSNCs and
Rogi Kalyan Samitis (RKS) by providing capacity-building support and financia autonomy. Community
consultations, participatory health planning, and socid audits should beingtitutionalized to create feedback
loops and improve service delivery” (George et al., 2015). Moreover, integrating the voices of women, youth,
and marginali zed popul ationsin planning forums can enhance equity and promoteinclusive governance.

“Grassroots innovations, such as the use of community scorecards and health report cards, have shown
promising results in increasing accountability and improving service uptake in other Indian contexts” (Garg et
al., 2013). Thesetools can be adapted and scaled in Bilaspur to foster aculture of participatory monitoring
and collectiveaction.

I mplement Robust Monitoring Systems

Monitoring and eval uation (M& E) mechanisms play acrucial rolein assessing the effectiveness of
decentralized health systems and guiding policy decisions. “In Bilaspur, M&E frameworks remain fragmented,
with poor dataquality, irregul ar reporting, and limited feedback utilization. Strengthening monitoring systems
involvesthe creation of red-timedataplatformsthat can collect, analyze, and visudize performanceindicators
at the block and village levels” (Patil et al., 2021).

Digita hedth management information sysems(HMIS) must beintegrated with ground-leve reporting
by ASHAsand ANMsto capturetimely and disaggregated dataon service delivery, health outcomes, and
community feedback. Equally important isingtitutionalizing regular performancereviews, peer assessments,
and third-party eval uationsto ensure obj ectivity and accountability.

Furthermore, decentraization requiresabottom-up approach to monitoring, wherefrontlineworkers
and communities actively contribute to evaluating health programs. “Training community-based organizations
(CBOs) and PRI membersto uses mplemonitoring tool scan bridgetheinformati on gap and promote evidence-
based planning” (Sundararaman & Muraleedharan, 2015).

Conclusion

Thedecentraization of hedlth servicesin Bilaspur, Chhattisgarh, offersacompe ling casefor andysing
the benefits and limitations of devolved governance in rural healthcare. “Over the past two decades, initiatives
under theNational Rura HedthMission (NRHM) and later theNHM havesignificantly expanded accessto
primary hedlthcareintribal and underserved regionslike Bilaspur. Innovations such asHeal th and WelIness
Centres (HWCs), strengthened VHSNCs, and increased community outreach have collectively contributed
to improvements in maternal health, immunization, and health awareness” (Kumar et al., 2022).

Nevertheless, decentralizationin Bilaspur hasnot been without cha lenges. The uneven distribution of
financial and human resources, coupled with bureaucratic del ays and weak locd capacities, hashindered the
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full realization of its potential.” Despite formal devolution, the persistence of top-down decision-making and
inadequate training of local stakeholders continues to undermine autonomy and accountability” (Berman et
al., 2010).

Provider experiencesreflect both opportunitiesand congtraints. Whilemany frontlineworkers gppreciae
thelocaized decision-making and proximity to communities, they frequently cite overburdened workloads,
poor infrastructure, and irregular salaries as barriers to effective service delivery. “Similarly, beneficiaries
report increased access but remain concerned about the quality of care, availability of medicines, and
responsiveness of health workers, especially in remote tribal hamlets” (Shuklaet al., 2018).

The caseof Bilaspur underscoresthat decentrali zation must go beyond structura reformstoincorporate
investmentsin human capacity, participatory governance, and systemic monitoring. Theactiveinvol vement of
communitiesin planning and oversight ensuresthat services are contextually relevant and socially just.
Strengthening the capacitiesof PRIs, VHSNCs, and hedth workersisvita to creating aresilient and responsive
rurd hedth system.

Furthermore, lessonsfrom Bilaspur emphas zethat decentrdi zation must be backed by adequatefunding,
trangparent governance, and sustained palitical will. In doing S0, it can serveasatransformative gpproach that
bridges equity gapspromotesloca ownership, and enhancestheoverall effectivenessof hedthinterventions
inrurd India

AsIndiamovestowards achieving Universal Health Coverage (UHC) under the Ayushman Bharat
initiative, theexperienceof digtrictslike Bilaspur providesva uableinsghtsinto tail oring health governanceto
local redlities. Integrating decentralized structureswith digital innovation, capacity building, and inclusive
participation presentsaforward-looking pathway to health equity and socia justiceinrura India
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