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ABSTRACT ARTICLE HISTORY
More than 115 million women across the world are borrowers Received 26 May 2019
of microfinance loans. However, there is concern that women Accepted 10 January 2020
from poor backgrounds who take loans may suffer from mul-

tiple challenges of physical and mental health burdens. In this

qualitative study we aimed to identify the types of health

challenges faced by active women borrowers of microfinance

loans. Open ended questions were asked from 442 women

across seven cities and four provinces of Pakistan. Categories

were developed through the content analysis approach using

NVIVO. We have been able to identify thirteen different health

challenges faced by poor women borrowers under two broad

headings of “environmental factors” and “healthcare delivery

system.” We recommend the introduction and expansion of

different health and social development services by microfi-

nance provider's to support the health needs of poor women

clients. Women also need support from the Government of

Pakistan in improving access to education, health coverage,

and formal sector work opportunities. Our study implies

increased health policy support for disadvantaged women

borrowers of microfinance across the world.

Microfinance loans for small business mobilization have been touted by the
international community as the solution to women’s poverty across the
Global South (Viola, Shi, & Murthy, 2013). This is why 83% of the microfi-
nance loans globally are distributed to women; comprising of a client base
of 115 million women (Microfinance Barometer, 2018). However, there is
evidence to suggest that poor women may not always gain from small loans
due to inability to emerge from poverty or escape from debt cycles
(Banerjee & Jackson, 2017). In addition, there is evidence that women in
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debt may be suffering from multiple diseases related to physical and mental
health (Meessen et al., 2003). The absence of basic health infrastructure
and substandard public health services in developing countries further
aggravates the health conditions of poor women (Mitroi, Sahak, Sherzai, &
Sherzai, 2016). There is need for continued research to understand the types
of health challenges women face across developing regions, since each region
is influenced by their own social and environmental circumstances. This
study adopts a qualitative design to identify the health challenges faced by
poor women borrowers after assuming debt and uses a theoretical frame-
work to assign health challenges under two broad categories of
“environment” and “healthcare delivery system.” We intend to recommend
improvements in health policies offered to women clients by microfinance
providers, and also highlight the role of the global microfinance community
in guiding regulatory bodies to secure health and social development features
for women clients. Our findings also draw attention to (i) the partnership
between microfinance and the state in individual nations for the holistic
health and wellbeing of women in the Global South and (ii) the implication
of debt on health problems faced by poor women across the world.

Background

The microfinance industry has been providing crucial loan injections to
support impoverished women (Banerjee & Jackson, 2017). Of the 170 mil-
lion microfinance clients in the world, 115 million are women borrowers,
who mostly belong to developing regions like South Asia (MicroRate,
2013). Microfinance loans for small businesses are the only options for
poor populations who cannot avail loans from conventional banks, as they
neither have savings accounts or collateral for bank loans. The microfi-
nance loan is short-term and there is close coordination between the bor-
rower and loan officer during the repayment period in order to support
business needs and timely repayment (Siwale & Ritchie, 2012). Originally,
the Grameen Model of microfinance included strong social development
features, such as compulsory group borrowing, skill and development, sav-
ings, and health insurance, which promoted the holistic health and well-
being of women borrowers (Kabeer, 2017). However, microfinance
providers (MFPs) are increasingly adopting policies of commercialization
and abandoning social welfare initiatives in order to stay in business and
prevent risk of closure (Rosengard, 2004). The SMART Campaign, which is
an international consortium of microfinance stakeholders, has laid out
seven principles for client protection, but there is no mention of health
specifically in the guiding principles (The SMART Campaign, 2018).
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Some studies have shown that microfinance has had a positive effect on
women’s reproductive health and child nutrition (Gichuru, Ojha, Smith,
Smyth, & Szatkowski, 2019). Access to loans and the ability to start a busi-
ness has helped women in improving their decision-making, household
sanitation, and access to medical facilities (DeLoach & Lamanna, 2011).
Conversely, other literature suggests that women borrowers are not gaining
with regard to health due to inability to emerge from poverty and lack of
social development features provided by MFPs (Miled & Rejeb, 2015).
There is also extra burden on women in entrepreneurial work and loan
repayment, as they do not have assistance in home and child care (Fernald,
Hamad, Karlan, Ozer, & Zinman, 2008). It is because of these mixed results
that scholars have recommended that more research is needed to generate
ideas for improved regulation and supervision of social development and
health services of the microfinance industry (Christen, Lyman, &
Rosenberg, 2003; Pouchous, 2012). The global microfinance community
includes groups such as: The Consultative Group to Assist the Poor; The
International Institute for Sustainable Development, Trade Knowledge
Network;  Microfinance  Information  Exchange; Department for
International Development; Asian Development Bank; The Smart
Campaign; and The Social Performance Task Force. Local bodies in
Pakistan that influence regulation and social performance of MFPs include:
The State Bank of Pakistan; Pakistan Poverty Alleviation Fund; Securities
Exchange Commission of Pakistan; National Bank of Pakistan; National
Rural Support Programme (NRSP); and Pakistan Microfinance Network.

Women in debt have been found to face greater health challenges such
as sleeplessness, low energy, headaches, general aches and pains, cardiovas-
cular disease, and increased visitation to doctor (Blazquez & Budria, 2015).
Research also describes the link between debt and complex mental health
problems, including depression, self-harm, and suicide (Gunasinghe et al.,
2018). Main reasons for the coexistence of poverty, debt and disease in
women, include: (1) Social, economic and political discrimination
(O’Donnell, 2007); (2) Suffering the triple shift burden (bearing three dif-
ferent burdens simultaneously, including: (a) managing the home and chil-
dren, (b) working for paid income inside or outside the home, and (b)
providing emotional care) (Thresia, 2018); and 3) Pressure of maintaining
small and low-yield businesses with high installment rates (McHugh,
Biosca, & Donaldson, 2017).

Pakistan is situated in South Asia and is the sixth most populous country
of the world. Founded in 1947, the constitution of Pakistan supports a
democratic form of Government. However, the country has been ruled for
30years by military dictatorships, which has left the country unstable and
without consistent development (Israr & Islam, 2006). An estimated 60
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million people are poverty ridden in the country (World Bank, 2017).
Majority of Pakistani women, at 55%, live below poverty lines (Mahmood,
Hussain, & Matlay, 2014). The literacy and crude labor participation rates
for women are low, at 51.8% and 14.5% respectively, with the problem
compounded as literacy rates do not reflect enrollment in higher education
and majority of the working women are part of the informal sector of the
economy (Pakistan Bureau of Statistics, 2019). Women in Pakistan face
multiple health challenges such as low life expectancy, high morbidity,
high maternal mortality, undernutrition, burden of infectious and non-
communicable diseases, and domestic violence and injury (Zaidi, Saligram,
Ahmed, Sonderp, & Sheikh, 2017). Only 11% of Pakistani women are
banked and eligible for loans, indicating that majority women depend on
MEFPs for loans and savings schemes (State Bank of Pakistan, 2019).

A total of 42 MFPs are functioning in the country (Pakistan
Microfinance Network, 2015), to provide loans to over 5.5 million bor-
rowers, of which 2.7 million are women (Pakistan Microfinance Network,
2018). The total asset base of the microfinance industry is PKR 330 billion,
which is 5% of the total financial sector in the country. Seventy percent of
the MFPs are microfinance banks (MFBs), which have baseline profit
objectives. The microfinance institutes (MFIs) do not have profit agendas,
but are falling short in regulating and encouraging social development fea-
tures like health and savings for women borrowers (Pakistan Microfinance
Network, 2015). The Islamic MFPs in the country are providing loans on
profit and loss share basis or are providing interest-free loans with docu-
mentation charges (Akhter, Akhtar, & Jaffri, 2009). MFPs in the country
have been allowed to release loans up to PKR 500,000 since 2012, however,
poorer populations are provided far less (Pakistan Microfinance Network,
2018). The interest rates are being calculated through both the flat and
declining balance method across different MFPs.

As previous research has neglected the health of women borrowers of
microfinance (Pouchous, 2012), we aim in this study to add to the empir-
ical evidence regarding health challenges facing women. There is need for
more qualitative research (Abed & Matin, 2007), as subjective experiences
of women borrowers provide a deeper level understanding of the problem
(Green & Thorogood, 2018). To the best of our knowledge, there are
almost no studies from Pakistan about the health challenges faced by
women borrowers of microfinance. Furthermore, there are benefits to ana-
lyzing qualitative data through a theoretical model (Hackett & Strickland,
2018). Development of a theoretical model for classifying health challenges
for this study has been derived through the Framework for Assessing
Behavioral healthcare (Phillips, Morrison, Andersen, & Aday, 1998). Two
broad classifications for challenges influencing health behavior are
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Figure 1. The theoretical model for this study showing two broad classifications of
“environment” and healthcare delivery system’ and the intermediary supportive role of microfi-
nance provider.

proposed, as shown in Figure 1. First, “environmental factors” contribute
to health challenges; including social, physical, and economic factors.
Second, health challenges are also caused by the limitations of the
“healthcare delivery system.” For our study, the theoretical frame also
helped to establish a link with the MFP, which can support the health
needs of poor women clients.

Methodology

This paper is part of a mixed methods study assessing the health quality of life
and social development of poor women borrowers of microfinance in Pakistan.

Ethics

Ethics approval was taken from the Institutional Review Board, Forman
Christian College University. No names of women borrowers were
recorded and informed consent was taken before data collection. Women
were offered free counseling services in the event they suffered any psycho-
logical problems in recounting and sharing health experiences. Women
were interviewed in safe and private spaces at the microfinance office. They
were also assured that they could leave the research at any point during the
proceedings.

Sampling

Our selection criterion for sampling was: (i) current women borrowers’
part of a loan-cycle, and (ii) borrowers for more than one year. The pilot
test for this project took place in Lahore in January 2018 with women
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Table 1. Target and actual sampling breakdown across the provinces.

Punjab Sindh Baluchistan KPK Total
Total Population 120,012,442 47,886,051 12,344,408 35,525,047 215,767,948
Population weightage 53.0% 23.0% 6.8% 17.2% 100%
Target sample 265 115 34 86 500
Final MFPs sampled 4 1 1 1 7
Final women sampled 252 100 50 40 442
Respondents sampled 100 = Khanewal 100 =Matiari 100 =Lasbela 40 = Abbotabad
within each city 100 = Sheikhapura
041 = Gujranwala
011 = Lahore

clients of a MFB. Twelve participants were sampled in the pilot and this
number was deemed sufficient as it yielded the results needed to test the
questionnaire and assess the comfort of the participants (Isaac & Michael,
1995). The results of the pilot test have not been included in the final
results. The main finding from the pilot study was that women preferred a
private room in the offices of the microfinance provider compared to their
home for data collection. Women explained that they could give more time
at the microfinance offices, as distractions by family and household matters
were expected at home. There was also less space in the houses of poor
women borrowers for data collection in privacy. Additionally, it was
deemed safer and more expedient for women research assistants to collect
data at the microfinance office.

A total of 500 women were targeted for data collection based on the
population weightage of each province (Punjab = 265, Sindh = 115,
Baluchistan = 34, and KPK = 86) as described in Table 1. A list of MFPs
available by Pakistan Microfinance Network was used for random selection
of providers (Pakistan Microfinance Network, 2015). Twenty MFPs were
contacted through different methods: email, personal visits, and telephonic
calls. We did not receive permission to share the names of MFPs in our
sample due to organizational policies and privacy issues. A final 7 MFPs in
7 different urban cities across 4 provinces of the country were sampled,
including: 4 MFBs, 1 MFI, 1 government MFP, and 1 Islamic MFP. The
main conditions for loan eligibility include: a valid national identity card,
no history of a criminal record, and two community guarantors. The
women taking loans from MFBs and MFIs in our sample were receiving:
(i) lyear loans, (ii) loan between USD 71.98-1,079.76', and (iii) interest
rates charged between 2.5% and 25%. The government MFP and Islamic
MFP were also providing one year loans, but a smaller loan range between
USD 143.97 and 359.92. Interest rate charged by the government MFP was
10%, whereas the Islamic MFP was not taking interest and only charging
client’s documentation fee of USD 10.80.
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Figure 2. The map of Pakistan indicating the seven cities, across four provinces, where data
has been collected for this study.

None of the MFPs in our sample are offering mandatory schemes for health,
savings, group loans, and monthly meetings with loan officers. Late penalties vary
across the provider in rate and are allocated per day for all MFPs. The sampled
cities within each province are indicated on the map, Figure 2. The number of
women sampled across each city was: 100 from Khanewal; 100 from Sheikapura;
100 from Matari; 50 from Lasbela; 41 from Gujranwala; 40 from Abbotabad; and
11 from Lahore. Fewer women were sampled in KPK compared to the target due
to regional instability and safety of women research team. It was decided to sam-
ple more women from Baluchistan to compensate for KPK, as Baluchistan is
comparable to KPK in terms of underdevelopment. All women participants
belonged to large urban cities of Pakistan and we were unable to sample rural
areas due to lack of permission from MEPs. No incentives or gifts were offered to
the MFPs or the women for participation in the study. We had a high response
rate of 88.4%. We feel the response was high because: (i) women wanted to share
information about their health circumstances, and (ii) women were encouraged
by the privacy afforded by the MFP office.

Data collection

We required women data collectors with research experience to read out
the questions on the survey and help write the answers for illiterate or
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semi-literate women participants. Different universities and Non-
Government Organizations were consulted near the cities for nomination
of research assistants with a minimum of two years field research experi-
ence. A total of 7 group research leaders and 21 research assistants were
part of the data collection team for this project. Each team was responsible
for data collection in one city and consisted of 1 group research leader and
2 research assistants. The data collection teams were trained on research
objectives, how to conduct the questionnaire, and ethical issues. All the
group research leaders received training in Lahore, by the first and second
author. The two research assistants from Lahore were trained in person,
whereas, due to limited budget, the other 19 research assistants from other
cities were trained through voice and video calls and by their respective
group research leader.

The interviews took place at the microfinance office as and when women
borrowers visited the office for loan interest repayment or meeting with
loan officers. The data was collected between February to November 2018.
The interviews lasted between 45-60 min. As the working and academic
language in Pakistan is English, the data collectors were multilingual in
English, the national language Urdu, and local languages where data was
collected respectively. The data was collected through the researcher-
administered technique and data collectors recorded the qualitative answers
from women participants through audio recording or through notes on
survey. Later, both the notes and audio-recordings were checked, verified
and translated to English by different members of the research team.

As this paper was part of a mixed methods study, based on their willing-
ness to participate, first the women were quantitatively sampled through a
closed ended survey and later asked three open ended questions
(Supplementary File 1). The open-ended questions for this study were
derived through existing literature review and previous research experience
of the first author (Jafree & Ahmad, 2013). Women borrowers were asked
to describe the: (1) Health problems they faced in the last 12 months, (2)
Barriers they faced in accessing health services in their community, and (3)
Main problems which prevented them from being completely satisfied with
their health since they had taken loan.

Analysis of data

The data was analyzed through the content analysis method with the help
of NVIVO software (Boeije, 2002). Data from the surveys were transcribed
and entered into Microsoft Excel by research assistants. This data entry was
checked by two of the authors to ensure that all data entered was complete
and recorded correctly. The data was then transferred to NVIVO and
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codebooks for the two broader areas of “environment” and “healthcare sys-
tems” were assigned. Categories were identified and then similar categories
were grouped together, until no new categories were detected. At second
step sub-categories were generated under the two broad categories of
“environmental” and “healthcare delivery system,” based on the Framework
for Assessing Behavioral healthcare (Phillips et al., 1998).

We ensured trustworthiness of our data as guided by scholarship
(Schwandt, 2001). Dependability of data was secured through a data audit
by the funding organization of this project. Confirmability was secured
through triangulation and research member checks at regular intervals
(Polit & Beck, 2010). Senior consultants from the fields of clinical health
practice and social sciences were also consulted during each research step.
The fixed semi-structured questions in the survey ensured that there was
homogenous data collection. The final findings and themes were verified
by: (i) the entire research team, (ii) four microfinance loan officers who
had been meeting women borrowers bi-weekly and had knowledge of client
life and health circumstances, and (iii) six current women borrowers of
microfinance who had not participated in the study (Shenton, 2004).

Results
Demographic and loan characteristics of participants

A total of 442 women were part of the final study (Table 2). The age of the
participants is between 18 to 49 years, with 17.6% between 18 and 20 years,
39.1% between 20 and 29years, 30.8% between 30-39years, and 12.4%
between 40-49 years. Majority of the participants are uneducated, at 66%,
and all women earn or have a household income of below $4.82 a day,
which lies below the international poverty lines (Ravallion, 2017). Nearly
all the sample at 93.7% is married and 61.5% have more than three chil-
dren. The majority of women have last child born below the age of
15years, at 78.9%. Majority women, at 62.9%, live in a house with more
than 6 people. Though majority, at 74.4%, own their own house, nearly the
same percentage (74.2%) are not satisfied with housing quality due to
absence of: drainage, toilet with flush, clean water supply, and safe energy
for cooking.

The breakdown of the type of business activities women are undertaking
with their loan is shown in Table 3. More than 60% of women are involved
in home-based activities such as agricultural production and embroidery
and stitching. Some have taken the loan to pay rent or installments for
ownership of shop businesses, at 24.2%, and others are paying installments
for rickshaw ownership (7.2%) or sale of goods on stalls (6.8%).
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Table 2. Demographic characteristics of women participants (N = 442).

Characteristics f (%)
Age

18-20 years 78 (17.6%)

20-29 years 173 (39.1%)

30-39 years 136 (30.8%)

40-49 years 55 (12.4%)
Education Status

None 294 (66.5%)

Primary to Secondary (1-10 grade) 128 (29.0%)

Graduate 20 (04.5%)
Participant Income/ Per day®

Less than PKR 166.7 (USD 1.20) 95 (22%)

Between PKR 166.7-666.7 (USD 1.20-4.80) 347 (78%)
Household Income/ Per day®

Less than PKR 333.3 (USD 2.40) 315 (72%)

Between PKR 333.3-666.7 (USD 2.40-4.80) 127 (28%)
House Ownership

Yes 329 (74.4%)

No 113 (25.6%)
Housing Quality®

Satisfactory 114 (25.8%)

Unsatisfactory 328 (74.2%)
Number of People living in house

1-5 people 164 (37.1%)

More than 6 people 278 (62.9%)
Marital Status

Married 414 (93.7%)

Not married 28 (06.3%)
Parental Status

No children 31 (07%)

Children 411 (93%)
Number of Children

None 31 (07.0%)

1-2 139 (31.4%)

3 or more 272 (61.5%)
Age of Last Child

Less than 5 years 157 (35.5%)

5-15 years 192 (43.4%)

16-24 years 62 (14.0%)

’Exchange Rate as at November ending 2018, 1 USD=PKR 138.92; source: .https://www.exchange-rates.org/
Rate/USD/PKR/11-30-2018.

®The housing quality variable is a compounded variable which includes 1. drainage system, 2. toilet with flush,
3. drinking water supply, and 4. source of energy for cooking.

The loan characteristics of women borrowers are shown in Table 4. Many
women, at 74.9%, are attending monthly meetings with loan officers. However,
less than 42% of women are borrowing in groups, less than 35% are availing
health insurance schemes, and less than 29% are availing savings schemes. Few
at 53.6% and 40.0% have received skill and development training or health
awareness from loan officer, respectively. Most of our participants at 80.3% are
receiving a loan amount between USD 71.98-287.94 a year; while a significant
number at 30.5% are paying interest rates per month of 11% to 25%.

Health challenges

Women from all MFP types reported at least seven or more types of health
problems and thus differences in health challenges faced by women
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Table 3. Business activities from microfinance loans of women participants in our
study (N =442).

Type of business activity f (%)
Agricultural business from home

Purchase of livestock, agricultural fertilizers and agricultural equipment. 161 (36.4%)
Home-based business

Preparing room within house for rent; Setting up tuition center within home; 109 (24.7%)

Material and equipment for stitching and embroidery for sale; Buying
ingredients to prepare food and bakery items for sale.
Shop business

Paying for shop ownership installments or rent. Shop businesses included: 107 (24.2%)
electricity, shoe, tailoring, clothes, mat-work, cap-making, and beauty parlor

Rickshaw business 32 (07.2%)

Loan taken to pay rickshaw installment for rickshaw tax service

Vendor business 30 (06.8%)

Loan taken to purchase vegetables or cloth for sale on stalls

Miscellaneous businesses 3 (00.7%)

Purchase material for painting and marble, for sale of paintings and marble-work

Table 4. Loan characteristics of women participants (N = 442).

Characteristics f (%)
Borrowing in groups®

Yes 183 (41.4%)

No 259 (58.6%)
Attending monthly meetings

Yes 331 (74.9%)

No 111 (25.1%)
Availing health insurance scheme®

Yes 154 (34.8%)

No 288 (65.2%)
Availing savings scheme®

Yes 126 (28.5%)

No 316 (71.5%)
Received skill and development training

Yes 237 (53.6%)

No 205 (46.4%)
Received awareness for health awareness from loan officer

Yes 177 (40.0%)

No 265 (60.0%)
Loan Amount

PKR 10,000-20,000 (USD 71.98-143.97) 154 (34.8%)

PKR 21,000-40,000 (USD 151.17-287.94) 201 (45.5%)

PKR 41,000-100,000 (USD 295.13-719.84) 87 (19.7%)
Interest Rate

2.5-10% 307 (69.5%)

11-20% 54 (12.2%)

21-25% 81 (18.3%)

2Services only provided by MFBs and MFIs.

according to MFP type have not been reported separately. Health chal-
lenges have been reported using the theoretical framework of this study,
which categorizes problems according to “environment” and “healthcare
delivery system.” “Environmental” health challenges are further sub-divided
under “social,” “physical and mental,” and “economic” challenges. For the
“social” sub-category, we found that women faced the following health
challenges: (i) unsupportive loan officers, (ii) communicable diseases, and
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Table 4. Summary of categories found for health challenges faced by poor women borrowers
of microfinance, (N =442).

Category Sub-category f (%)
Environment
Social
Unsupportive loan officers worsening health conditions 250 (56.6%)
Communicable diseases 205 (46.4%)
No permission to seek healthcare 190 (43.0%)
Physical and mental
Stress and Anxiety 412 (93.2%)
Injuries 328 (74.2%)
Non-communicable diseases 154 (34.8%)
Economic
Poverty 337 (76.2%)
Small loan and high installment rates 328 (74.2%)
Health delivery system
Access
Access to health centers 377 (85.3%)
Access for maternal healthcare 184 (41.6%)
Quality
Overcrowding and bad conditions of centers 260 (58.8%)
Inability to communicate with health specialists 242 (54.8%)
Equity
Discrimination from family members for health financing 388 (87.8%)
Shortages in resources at public health centers 388 (87.8%)

(iii) lack of permission to seek healthcare. Under the “physical and mental”
sub-category we found that women face health challenges related to: (i)
stress and anxiety, (ii) injuries, and (iii) non-communicable diseases. Under
the “economic” sub-category we found two health challenges: (i) poverty
and (ii) small loans and high installments rates.

The “healthcare delivery system” category is further divided into “access,”
“quality,” and “equity” challenges. Under the “access” sub-category we
found that women faced health challenges related to: (i) access to health
centers, and (ii) access for maternal healthcare. Under the “quality” sub-
category we found health challenges related to: (i) overcrowding and bad
conditions of centers, and (ii) inability to communicate with health special-
ists. Under the “equity” sub-category we found that women face: (i) dis-
crimination from family members in getting out-of-pocket expenses for
health and (ii) shortages in resources at public health centers.

Environmental factors causing health challenges
Social

Poor women borrowers (n=250, 56.6%) complained about how the micro-
finance loan officers were rude and inflexible with the women borrowers
with regard to repayment schedules, even when they were unfit health-wise
to make timely payments. This caused compounded physical health and
mental stress problems for women: “I dread going for meetings with loan
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officers ... they are not receptive of the health problems I face and this
causes more deterioration in health.”

Women expressed health challenges related to high frequency of commu-
nicable diseases (n=204, 46.4%). Common infectious diseases named by
the participants included flu viruses, inflammation of lungs, and gastro-
enteritis. Women further listed known causes for risk to infectious disease
including limited availability to unadulterated water, bad housing condi-
tions, and rise of air pollution: “There is no week in the month when I or
one of the children does not have flu or an upset stomach.”

Women also complained of lack of permission from family members to
seek healthcare from trained practitioners and health clinics (n =190,
43.0%). Many of the women are running a business from home and are
not given permission from husband or in-laws to seek healthcare from
trained practitioners. Instead they are encouraged to seek healthcare from
home remedies or community healers: “We work from home. We are
rarely allowed to leave the house and there is no permission to visit health
centers or hospitals.”

Physical and mental

Stress and anxiety were listed as mental health problems in women
(n=412, 93.2%), caused mainly by the compounded pressures of poverty,
small business maintenance, and loan repayment. Women described how
they were not able to comfortably sleep at night and that there life revolved
around the stress of timely repayment on due dates. Significant stress was
also caused by the inability to sustain and grow business and expected
dependency on repeat loans in the future: “I am barely able to keep the
business profitable. Stress of loan repayments keeps me worried... then
there is additional worry that I would have to retake loan after this cycle if
I want to keep the business alive.”

A significant number of women also listed cooking injuries (n =328,
74.2%) as a recurring health challenge as they balanced both paid work and
home responsibilities. The lack of water pipes and gas supply meant that
many women had to collect water from community taps and collect fire-
wood to cook food. Both these tasks caused women injuries, back pains,
and breathing problems. Additionally, the extra time required in water and
firewood collection, and food preparation, became a barrier for health
maintenance and aggravated the triple shift burdens on women: “There is
no water and gas facility, carrying water from far and cooking on fire takes
more time and energy. I suffer from back pains and breathing problems
and am barely able to manage the business and the home simultaneously.”
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Women participants also identified health problems of non-communicable
nature (n= 154, 34.8%). Despite being diagnosed as having high blood pres-
sure or diabetes, many women participants were not taking regular medica-
tion due to lack of finances for medicines required in chronic health
conditions. Women were also not committed to regular checkup, monitoring
of chronic ailments or alteration of lifestyle for health. Those who had been
diagnosed with heart disease mentioned that they only took their medicine
when symptoms worsened: “I keep some heart pills the doctor advised me
to take daily as emergency stock. If I feel pain or uneasy, I take one pill.”

Economic

A significant challenge preventing health-seeking behavior faced by women
was extreme poverty (n=337, 76.2%). Impoverished women participants
did not belong to the formal sector and consequently did not have benefits
such as: health insurance, health loans, and investment in savings schemes.
There was also the problem of inadequate and inefficient public healthcare
services. Ultimately, paying for consultancy, medication, and traveling to
the health center became an individual burden for women. Women men-
tioned that they had heard about the better quality of private hospitals, but
that they could not avail private services due to high costs, and also
because they were debt-ridden: “There is no money left for health after
household expenses, business expenses, and debt repayment.”

Another cause for lack of health finances was listed as the small loan
amount and high interest rates (n =328, 74.2%). The small loan amount pre-
vented women from developing businesses with profits and the high interest
rates drained them of any savings left for healthcare. Many women insisted
that if the loans were bigger and the interest rates less oppressive, they would
be able to buy more food and adopt healthier lifestyles. In addition, frequent
losses in business and the strict schedule of repayment added to the burden
of disease for women, specifically mental health: “A bigger loan would have
enabled me to buy additional livestock for our family milk business, and I
could have left my second job as a cleaner. I know that the numbness in my
feet is from overwork and I have no money or time for tests.”

Health delivery system causing health challenges
Access

Access to health centers is a considerable hurdle preventing poor woman
from receiving healthcare services (n=377, 85.3%). Women participants
described the difficulty in accessing public healthcare services mainly due to:
non-availability and distance of center, and non-availability of specialist
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practitioners. Women borrowers complained about the lack of advance health
facilities in the community like specialists for heart disease and high risk preg-
nancies. Delays or inability in accessing health centers meant consequent delay
or absence of treatment and recovery for women and their families: “There is
a government (primary) health unit in our locality, but the distance on foot is
far. There is also no children’s (pediatric) doctor or lady doctor there.”

Women in the sample who were pregnant or had experienced pregnancies
in recent years listed maternal health challenges such as: lack of or inad-
equate prenatal and postnatal healthcare services and lack of relief during
maternity or lactation period as major health challenges (n =184, 41.6%).
The burden of having no reprieve from business duties during pregnancy
caused women to fear conception. Some who had access to maternal health
clinics mentioned their experiences, especially when the pregnancy period
and delivery did not go as planned or presumed: “I am scared of getting
pregnant again. Not only does it (pregnancy) mean difficulty in managing
the business, but the maternal health services are far from my house.”

Quality

Women participants were burdened by the inability to communicate with
health specialists (n =260, 58.8%). Majority women borrowers complained
about the quality of services and treatment provided by the rural health
centers and tehsil health center. Participants shared that the overcrowded
and non-hygienic environment further aggravates the health conditions and
mental state of the women. It was mentioned that the doctors and nurses
gave less than five minutes to each patient and they had no time to discuss
the diagnosis or treatment with women: “I am unable to wait for my turn
or consult with the government doctors, because there is too much rush
and lack of space.”

Women participants who visited health centers and public hospitals
described that they remained unsure about the instructions provided by the
healthcare practitioners due to lack of understanding or informed communica-
tion by practitioner (n =242, 54.8%). Women remained unaware of how to
adopt optimal health seeking behavior and bad experiences with the practi-
tioner made them reluctant to pursue follow-up: “The doctor does not explain
the diagnosis or treatment, and I am unable to completely understand what to
do when I return home... or how or when to take the medicine prescribed.”

Equity

Women participants described suffering from discriminatory behavior at
the hands of family and the health sector (n =388, 87.8%). Women shared
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that their business initiatives were seen as rebellious behavior by conserva-
tive family members who frowned on working women: “Though I hardly
earn enough and I work for my children’s betterment, I am regularly
taunted about my “independent nature.” When I needed money for medi-
cine, I was told by my husband, “dont you have enough from your successful
business?”. Private healthcare is only accessible for the wealthy and most
public centers are short of resources and supplies: “There are limited or no
supplies at the government health centers. Only the rich can get medical
services in Pakistan.”

Discussion

The sampled women borrowers in this study belong to the lowest income
strata of Pakistani society and are living in extreme poverty. Our sample of
large urban cities, allowed us to put into perspective the relationship
between poverty and urbanization (Batty, 2006). We found that despite liv-
ing in large urban cities women perceived unfavorable settlement burdens,
including: infectious diseases, lack of access to health centers and specialist
practitioners, bad quality state healthcare, bad living conditions and hous-
ing quality, and few opportunities for business development and profitabil-
ity. Other researchers from the country confirm that due to rapid
urbanization, large cities in Pakistan are housing the poor in urban slums,
which have critical problems of pollution, disease burden, corruption, weak
governance, and financial insecurity (Jamal, 2005). We can imply that if
health circumstances and economic opportunities for poor women are
unfavorable in the larger urban cities’, the situation may be worse for
women in the remote, rural, village, and smaller city areas; because health
budget allocations and access to health services in rural areas is far inferior
in Pakistan compared to the urban areas (Akram & Khan, 2007).

Most of the women in our sample are working from home and do not
have state or employer support for health coverage. Furthermore, majority
of the illiterate or semi-literate women in our sample have limited know-
ledge about public health, hygiene, and basic sanitation. This may be why
we found high incidence of communicable disease in women borrowers.
Other scholarship confirms that Pakistan is facing rising infectious disease
burdens due to environmental pollution and changing climate conditions,
overcrowding and transport emissions, and unhygienic water and poor
sanitation (Sultan & Khan, 2013). We also found that women suffer from
injuries due to use of wood and fires for cooking and having to collect
water from far. Most poor families from developing regions live in houses
without gas and water supply and consequently suffer from injuries due to
bad housing quality (S. Siddiqui & Mehfooz).
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Through listening to participants it has been learnt that poor women are
dependent on the services of the public health sector due to lack of finan-
ces for private healthcare. However, critical problems related to access and
utilization of public health services were highlighted such as: lack of access,
overcrowding and bad condition of facilities, inability to communicate with
health specialists, and absence of state coverage or health insurance plans.
Women in Pakistan are known to face problems of traveling to health cen-
ters due to distance and lack of permission to travel alone (Siddiqui,
Hamid, & Siddiqui, 2000). Other local researchers have also confirmed that
there is a shortage of specialized practitioners, staffing and resources, over-
crowded hospitals, and bad behavior of health staff (Nishtar, 2010). All the
women in our sample are of reproductive age and majority are married
with more than three children. Many have indicated that they require more
access and support for maternal health services. Other research confirms
that maternal healthcare services in the country are not adequate (Bhutta
et al.,, 2004). There is no universal health coverage by the state for the poor
in Pakistan, and women who are unable to get services from the public sec-
tor face further vulnerabilities due to lack of out-of-pocket health finances
for private healthcare (Afzal & Yusuf, 2013).

Women participants of our study also suffered from mental health prob-
lems and non-communicable disease burden. Stress and anxiety are exacer-
bated in poverty-ridden women due to burden of debt and small business
maintenance; while blood pressure and diabetes were also listed as chal-
lenges. The concern is that women borrowers receive no support or social
acceptance regarding seeking counseling for stress and anxiety. Other
researchers have confirmed that women have high rates of mental health
issues in Pakistan with almost no social support and acceptance for coun-
seling (Niaz, 2004). We also found that lack of health awareness and pov-
erty prevents women from the uptake of regular medication for chronic
diseases. Non-communicable diseases are on the rise in Pakistan, and other
developing regions, and are paralleling the burden of infectious diseases,
mainly due to rising financial burdens and regional political insecurity
(Roshan, Hamid, & Mashhadi, 2018). The additional problem of popula-
tions with low health literacy is that they do not recognize the benefits of
follow-up and care for chronic diseases, such as regular checkups, consist-
ency in medication, and continuum of care.

We found that participants perceive inability to emerge from poverty
and spend money on health due to lack of profitability from small loans
and high interest rate installments. Other scholars also confirm that MFPs
may be exploiting the poor with high interest rates and deluding vulnerable
populations into believing the returns will not be taxing on their overall
quality of life (Mitra, 2009). Our results lead us to believe that negligible
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loans prevent women from developing their businesses and securing larger
returns, and high installments leave them with bare incomes to manage
household expenses and business running costs. Loan and debt pressure,
thus, leaves little money for sustaining and improving health and wellbeing
of women borrowers. In fact, destitution and debt can amplify the disease
burden in a vicious cycle for women in the Global South (Blazquez &
Budria, 2015). Women borrowers are further crippled by lack of support
by MFPs with regard to provision of mandatory health insurance, health
loans, or saving schemes. Reasons for many MFPs not providing these serv-
ices is due to lack of profitability and fears of installment defaults in these
features (Bateman, 2010).

Our findings help us to decipher that in this period of destitution, debt,
and disease, women are not supported by either family or loan officers for
health expenditure or optimal health behavior. Many families do not give
permission or provide financial support to women for health seeking
behavior, and loan officers are dismissive of discussing anything apart from
payment schedules for loan installments. Women specifically complained
about the rude and abrupt behavior of both loan officers and health practi-
tioners. Other research confirms that loan officers can be extremely rude
and unpleasant in forcing loan recovery from women clients (Islam, Karim,
& Binti Ahmad, 2018); and that healthcare practitioners can be dismissive
and arrogant with illiterate and semi-literate patients (Saqib et al., 2018). In
this way, we may also conclude that women borrowers, despite operating
small businesses and contributing to household income, are dependent on
the cultural support, from family, healthcare practitioners, and loan officers,
for their health and wellbeing.

Limitations of study

This is a qualitative study with the limitation of having to depend on the
perceptions and experiences of women participants. We were unable to
sample rural areas due to inability to gain permission for data collection by
MFPs. The research team was unable to take audio recordings from all par-
ticipants due to permission issues. Thus, some of the results and participant
quotes are dependent on the notes taken by the research assistants and not
direct quotes from audio recording. In future studies we hope to interview
family members of borrowers for a deeper understanding about health
challenges faced by family and to pursue an intervention based research
project to assess the impact of health interventions by MFPs on health
improvements in women borrowers. However, we feel the current study
contributes to the scholarship by: (i) listening to poor women borrower’s
voices with regard to the health challenges they face, (ii) providing a
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theoretical framework to classify health challenges within the socio-eco-
nomic structure of society, and (iii) providing a description for how micro-
finance providers can support the health needs of their poor women
clientele. We also believe our findings are of relevance when considering
the health needs of women in the Global South and LMIC, and also for
poor women living in the developed world.

Concluding recommendations

Based on our study findings we recommend the extension of women con-
sumer protection laws of the microfinance sector by introducing mandatory
health services, such as: (i) health insurance, (ii) health loans, (iii) savings
schemes, (iv) house loans for home improvement (water and gas lines) and
(v) supportive loan officers and group borrowing (for health support), (vi)
flexible loan repayment schedules, lower interest rates and larger loans, and
(vii) maternity allowances. With regard to the last point, we encourage the
development of a maternal benefits policy for pregnant women borrowers
working in the informal sector, considering features such as: (i) maternal
healthcare coverage, (ii) payment for institutional delivery, (ii) lactation
supplementation, (iii) flexible repayment schedule after birth of child, and
(iv) savings scheme for child’s health and education.

Health camps and regular awareness sessions by the MFP on how to
deal with: (i) mental health problems (stress and anxiety), (ii) business
losses and cycles, and (iii) health and wellbeing (basic hygiene, avoiding
infection, regular checkups and medication for chronic ailments) are also
recommended. Health camps by the MFP would help disadvantaged
women access healthcare services, specialist consultancy, and medication
which are currently not available to them. Health awareness sessions and
health camps have been successfully introduced in other countries like
India and Bangladesh ( Hamid, Roberts, & Mosley, 2011; Saha, 2011; Saha,
Kermode, & Annear, 2015 ). Awareness sessions can also play a dual role
in raising awareness for cultural support from the family, spouse, and in-
laws, in recognizing the importance of women monitoring their health and
seeking health from trained healthcare practitioners. For conservative coun-
tries like Pakistan where women’s health decisions are controlled by family
members, it is even more important to have awareness sessions with family
members (Mustafa et al., 2015).

There is fear that despite improvements in health features provided by
microfinance sector, poor women will not benefit holistically. Ultimate pov-
erty elimination and holistic social development of poor women in the
Global South is dependent on the collaboration between the state and soci-
ety to remove both cultural and structural barriers preventing the capacity
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expansion of women. An increase in the health budget, from the current
low of 0.5% is critically needed (Ahmed & Shaikh, 2008). With regard to
the interim problems of the public health sector, the following measures
are needed: (i) cultural competency of healthcare practitioners, (ii) health
literacy and public health campaigns, (iii) travel allowances to access health
services and availability of mobile health services for women, (iv) availabil-
ity of specialist practitioners and maternal healthcare, and (v) financial pro-
tection for disprivileged women. In the long-run poor women’s health
must be secured through systematic and consistent: rights to universal and
higher education, equitable and timely health access and universal health
coverage, and formal sector employment opportunities.

Note

1. Pakistan Rupees (PKR) for this paper have been converted to US Dollars (USD) at the
official exchange rate as at November ending 2018, which was 1 USD =PKR 138.92;
source: https://www.exchange-rates.org/Rate/USD/PKR/11-30-2018
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