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Abstract 
 
In India, illness is generally the most important vulnerability for poor people. It also leads to selling of 

household assets and indebtedness among these people. The present study relies on primary data to 

assess health outcome of the beneficiary households of Self Help Groups (SHGs). The finding shows that 

the duration of membership of SHGs of different schemes affects the health practices and health outcomes 

of member households significantly. Membership of SHGs enhanced nutrition level and better health 

services, such as higher immunization rates of children, lesser child mortality and reduction in lost 

working days and better heath hygiene among the member households. 

 

1 Introduction 
 
Microfinance and the impact it yields, go beyond just business loans. The poor people use these loans for 

business purposes in their microenterprises and health and education as well. Early deaths in families, 

taking time off from work due to sickness and medical expenses to cure diseases can siphon off their tiny 

incomes and savings. This may lead to selling their household assets and indebtedness. Beneficiaries of 

microfinance appear to have better nutrition, health practices and health outcomes than comparable non-

beneficiary households. This may lead larger and more stable incomes which again result in better 

nutrition, living conditions and preventive health care. Increased earnings and financial management 

options also allow beneficiaries to treat health problems promptly rather than waiting for conditions to 
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deteriorate. Along with financial services, some microfinance institutions also provide loans towards 

health, education, drinking water, sanitation and housing. 

 

Evidence from various case studies show the ways how the poor people’s access to microcredit enables 

them to create productive assets, increase their income levels and reduce their vulnerability. This access 

to financial services also transforms into better nutrition and improved health facilities, such as higher 

immunization rates among children. It also enables these people to think better for their future and send 

more of their children to school for longer time (Rhyne & Otero,1992; Thorat, 2006). It can deliver social 

benefits on an ongoing, perpetual basis and on a large scale. Aghion and Morduch (2005) observed that 

beneficiaries reported smooth consumption over the period as a result of diversifying income sources. 

Other studies of microfinance impact assessment shows strong correlation between the well-being of poor 

member households and the duration of their membership of SHGs (Nair, 2005; and Mosley & David, 

1998). Another study conducted by Sarangi (2007) shows that the microfinance improves health outcome 

of poor members significantly. Chowdhury and Bhuiya (2001) further noted that the microfinance brings 

better child survival rates, higher nutritional level and improvement in the primary education among 

children. Member households spent more on food stock which improves per capita calorie intake than 

poor non-members. 

 

In the light of the above, the present study aims to examine to what extent the membership of SHGs 

improve health outcome of member households than poor non-member households. This paper is 

organized into five sections, including the present one which introduces the background. Section II 

focuses on research methodology adopted by us for estimating the improvement in health indicators of the 

poor member households through SHGs. The demographic characteristics of the surveyed poor families 

are taken up in Section III followed by analyzing results of health improvement in section IV. Section V 

summarizes the results. 

 

2 Research Methodology 
 

This study relies on multi-stage sampling technique for collecting the primary data. Two districts of Uttar 

Pradesh namely Rampur and Ballia representing low and high concentration of the cumulative number of 

SHGs linked with the banks were selected. The 
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study has considered SHGs of three age groups viz., (i) SHGs up to two years, (ii) three to four years and 

(iii) five years and above. Thereafter, from each district, ten villages were visited for fulfilling these 

criteria of data collection. From each age group two representative SHGs were selected for case study of 

twenty members of the two SHGs. Thus, sixty member beneficiary households of SHGs from each 

district were selected for case study from member beneficiary, and sixty non-beneficiary households from 

similar socio-economic conditions were also interviewed. We used interview schedules to collect a 

purposive random sample of 120 beneficiary households of SHGs and 120 non-beneficiary households 

for the study. Thus, altogether a sample of 240 households has been collected from both the districts. The 

study collects the data for above the poverty line members of SHGs promoted under NABARD and 

below the poverty line members of Swarna Gayanti Gram Swarojgar Yojana (SGSY). To test the results 

of several studies, present study analyses health conditions of poor sampled households such as spending 

on health and food, vaccination and hygiene related diseases, affordability of health services and child 

mortality and economic loss due to sickness. 

 

3 Socio-demographic Characteristics of Sample Households 
 

The socio-demographic characteristics of either household or individual have an important bearing on 

health outcome of rural households. These characteristics also influence living standards of the rural 

households by affecting their income earning capabilities. This section specifies these characteristics 

through educational attainment of family members, family size and dependency ratio. 

 

3.1 Educational Level 
 

Education attainment of poor people does help in improving the sanitation, heath awareness and 

utilization of health services for their families and communities as well. Easy access to micro-credit can 

help them for providing education to their children. It could also help better nutrition, health practices and 

health outcomes of poor people. The Figure 1 shows the distribution of educated members of poor 

member households as compared to non-beneficiary households. Around 60 percent of the members of 

beneficiary households of NABARD supported SHGs and 65 per cent members of non-beneficiary 

households were found literate. Of this, about 24 percent, 28 percent, 6 and 4 percent of the members of 

the beneficiary households of NABARD supported SHGs had education up to the primary, higher 

secondary, senior secondary and graduation level respectively as compared to 23 percent, 33 percent, 6 
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percent and 2 percent of the members of non-beneficiary households. In case of SGSY-SHGs, about 46 

percent members of the beneficiary households of SGSY-SHGs and 50 per cent members of non-

beneficiary were found literate. It can be noted from figure 2 that a few of members of non-beneficiary of 

SGSY attained the degree of senior secondary and graduation. Further, these numbers is even higher for 

the beneficiary of NABARD supported SHGs and for their non-beneficiary households. 

 

Figure 1: Education Level of Members in Sample  
Households 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Survey data. 
 
 

 

3.2 Household Size and Dependency Ratio 
 

Recently, India is experiencing rapid demographic change in its population. This might be possible 

because of improved nutritional status and better health facilities. Mortality rates in rural areas have 

declined significantly in recent decades. For instance infant mortality rate (IMR), for example, has 

decreased by more than fifty per cent since independence. There have also been significant changes in the 

relative survival chances of individual and size of family as well. Figure 3 indicates the average family 

size and dependency ratio of the sample households. The result for the family size revealed that the 

average family size of beneficiary of NABARD supported SHGs was 5.1 persons which make no 

difference with the average size (5.1 persons) of the non-beneficiary. However, the average size of the 
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beneficiary of NABARD supported SHGs of more than five years was smaller (4.8 persons) and bigger 

(5.4 persons) for beneficiary households of SHGs for 3-4 years. In case of the beneficiary of SGSY-

SHGs, the average size of family was 5 persons while it was 5.8 persons for the non-beneficiary. The 

average family size of beneficiary of SGSY-SHGs of more than five years was found bigger (5.2 persons) 

and smaller (4.7 persons) for beneficiary of SHGs for 3-5 years. 

 

In addition, figure 2 also substantiates data on dependency of family members on the working members. 

The figure 3 shows that mean dependency ratio is less than one percent for the beneficiary of NABARD 

supported SHGs. This is higher as compared to one of the non-beneficiary households. The dependency 

ratio of the beneficiary households of NABARD supported SHGs for more than five years was recorded 

lowest of the value 0.6. However, for the beneficiary of SGSY-SHGs, the mean dependency ratio was 1.3, 

while it was 1.5 persons for the non-beneficiary. Moreover, for less than two years of the beneficiary of 

SGSY-SHGs, it was on an average 1.5 working persons in a household.  

 
 
 
 
 
 
 
 

 

Figure 2: Family Size and Dependency Ratio of Sample 

Households 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: As in figure 1. 
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4 Results and Discussion 
 

Membership of SHGs seems to have better nutrition, health practices and health outcomes than 

comparable non-member households. This could result in more diversified, larger and stable family 

income. The larger income may again bring better nutrition, improved living conditions and health 

practices, and preventive health care. Increased earnings and credit opportunities also allow members to 

diagnose their health problems quickly and reduce their vulnerability that are so much a part of their daily 

lives. 

 

4.1 Use of Loans on Health Services 
 

Figure 3 shows loan utilisation of poor sampled households. It can be noted from the figure that on an 

average 9.4 per cent of loan taken by the member households of the NABARD supported SHGs was used 

for medical and food items. However, this average is slightly lesser (7.9%) for the poor member 

households of the SGSY-SHGs. Interestingly, the 45 per cent of the loans borrowed by the non-member 

poor corresponding to SGSY-SHGs and slightly less than one-third of the loans borrowed by the poor 

non-member households corresponding to the member of NABARD-SHGs were incurred on medical and 

food purposes. Non-member households largely borrows from informal credit institutions for meeting 

short period consumption needs such as health expenditure and feast on usurious rate of interest. 

Nevertheless, some facilitators of NABARD supported SHGs also provide social services such as medical 

services on concessional rates and improve health awareness among poor people. Member families of 

SHGs appear to have better nutrition, health practices and health outcomes than comparable non-client 

households. This may lead larger and more stable incomes which again result in better nutrition, 

preventive health care and lesser spending on health problems. Also the increased income and credit 

options allow beneficiaries to treat health problems on time rather than waiting for conditions to worsen. 
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Figure 3: Use of Borrowing on Medical and Food by Sample Poor Households 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: As in Figure 1. 

 
 

 

4.2 Health Conditions and Diseases 

 

This access to micro-credit also causes the improved nutrition and better health services, such as higher 

immunization rates and better hygiene among the members. Table 1 exhibits that about 57 percent of the 

member households of NABARD supported SHGs have been fully vaccinated as compared to 45 percent 

of non-member households. The number of vaccinated children of beneficiaries of SHGs shows linear 

increase with the time period of membership of SHGs functioning under both schemes. Under SGSY 

scheme, about 62 percent beneficiary households have been vaccinated as compared to 40 percent of the 

non-member households. Table 1 also shows about the diseases related to unhygienic conditions. Five 

percent of the member households of NABARD supported SHGs have been affected by oral unhygienic 

related diseases as compared 1.6 percent of non-member households. It can be seen from the table1 that 

there is decline in the diseases born due to contaminated water and food over the period of membership of 

NABARD supported SHGs. This can be due to facilitators of such SHGs also promotes health awareness 

related to diseases born due to contaminated water and unhygienic food over the period of their 

membership. However, microcredit does not bring any change in the unhygienic conditions of the 

member of the SGSY-SHGs as compared to the non-member households. 
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Table 1: Vaccination and Hygiene Related Diseases of the Member Households (in%) 

 
Attributes Beneficiaries of NABARD Supported Beneficiaries of SGSY-SHGs 

   SHGs         

            
 Non- < 2 3-4 >5 Total  Non- < 2 3-4 >5 Total 

 ben. year year year   ben. year year year  
            

Vaccination            

Yes 45 40 65 65 56.6  40 50 85 50 61.6 

No 55 60 35 35 43.3  60 50 15 50 38.3 

Unhygienic            

Diseases            

Yes 1.6 10 5 0 5  3.3 0 0 10 3.3 

No 98.3 90 95 100 95  96.6 100 100 90 96.6 
          

    Source: Survey data.      

 
 

 

4.3 Affordability of Health Facilities to Poor People 

 

More credit and increased credit options improve access to essential health care services to poor people. 

Such improved services and timely consultation with the medical practioners make these people healthy 

and also affect the employment and income and consequently the well-being of a member household 

significantly. Figure 4 shows that the affordability of medical facilities was found higher (90 percent) 

among the member households of NABARD supported SHGs as compared to 68.3 percent of the non-

beneficiary households. This improved affordability of poor may be due to availability of medicines from 

charitable institutions such as Catholic Church. Workers of these churches also improve health awareness 

among poor people. However, for the beneficiary households of SGSY-SHGs, it was observed that 75 

percent of the beneficiary households can afford the health care services as compared to non-beneficiary 

households of 73.3 percent. This increasing accessibility of poor people for health services can be 

attributed to larger purchasing power backed by credit and government grants to the member of SGSY-

SHGs. 
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Figure 4: Affordability of Health Services to the Poor Sample Households 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Source: As in Figure 7.1. 

 

4.4 Child Mortality and Economic Loss Due to Poor Health 

 

Table 2 reveals that average number of child mortality per beneficiary households of NABARD supported 

SHGs is 0.11 as compared to 0.08 of the non-beneficiary households and the mean difference t-statistic of 

0.6 and it was non-significant as has been indicated by the p-value of 0.54. However, the number of child 

deaths in the families of longer period membership of the NABARD supported SHG is nil. Interestingly, 

this may be due to the better health awareness and/or improves access to better health care services of the 

poor member households. For the member households of SGSY-SHGs, the average number of child 

mortality was 0.23 as compared to 0.06 for the non-member households and the mean difference t-

statistic indicates that this difference is significant at 0.03 levels. Lesser child mortality among the non-

member of SGSY-SHGs shows that this schemes targets poorest of the poor. The average working days 

lost for the beneficiary households of NABARD supported SHGs was about 16 days per year as 

compared to 23.4 days per year for non-beneficiary household and the difference was found to be 

significant at the 0.01 level. However, the loss of the working days has declined marginally for the 

beneficiary households of SGSY-SHGs from 16.4 days per year for non-member households to 16 days 

per beneficiary households and the difference was non-significant. It has been also observed that the 

average expenses incurred by beneficiary households of NABARD supported SHGs worked out ` 2,627 

which was significantly (at 0.04 levels) lower as compared to an average of ` 3,868 made by per non-

beneficiary households. It is perhaps because of the higher number of beneficiary households of 
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NABARD supported SHGs had access to charitable medical institutions of catholic churches and smaller 

number of sick days per beneficiary households. However, on an average, a beneficiary household of 

SGSY-SHGs incurs ` 3,778 as compared to ` 2,863 of the non-member households. The higher expenses 

on health by member households may be because of increased financial options. 

 
 
 
 
 
 
 
 

 

Table 2: Human and Economic Loss Due to Lack of Access to Health Care Facilities 

 

 Beneficiaries of NABARD Supported  Beneficiaries of SGSY-SHGs 

Attributes   SHGs         
           

      
 

     
 Non- < 2 3-4 >5 

Total 
Non- < 2 3-4 >5 

Total  ben. year year year  ben. year year year     

           

Child 0.08 0.2 0.15 0 0.11 0.06 0.1 0.55 05 0.23 

Mortality 
(0.27) (0.41) (0.36) (0) (0.32) (0.25) (0.30) (0.75) (0.22) (0.53)  

Wage 23.4 19.8 14.4 13.6 15.9 16.4 18.9 12.2 17 16 
days lost 

(11.7) (9.4) (4) (4.6) (6.9) (5.8) (7.5) (494) (809) (7.2)  

Expenses 3868 3858 2472 1551 2627 2863 2712 2736 5886 3778 
on Health            

(in `) (4189) (3073) (973) (1103) (2157) (1321) (4501) (1770) (5532) (4433) 
            

Source: As in table 1.  
Note: Values reported in the parentheses are the respective standard deviation. 

 
 

 

5 Conclusion 
 

To conclude, the study shows that period of membership of SHGs and the types of SHGs promoted under 

different schemes has affected the health practices and health outcomes of member households 

significantly. The SHGs under SBL program led more financial options for better health and larger food 

stocks than comparable non-beneficiary households. Membership of SHGs brings better nutrition level 
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and improved health services, such as higher immunization rates, lesser child mortality and lesser loss in 

lost working days and better hygiene among the member households. Moreover, some facilitators of 

SHGs also provide health awareness and facilitate child education of member households. The evidence 

also suggested that government should promote facilitators of SHGs which provide social services. The 

SHGs should be supported for launching the financial products for illness and better nutrition to protect 

the most vulnerable rural people. 
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