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Personalizing Health


One of the many complaints directed at large health care organizations and government agencies is that they are impersonal bureaucracies.  Patients complain that “the system” does not meet their needs.  It goes too far in some ways, yet not enough in others.


Employees of these organizations have similar complaints.  They feel frustrated with the rules, and feel limited in their ability to take initiative to serve their patient population.  They, too, blame “the system.”


This paper proposes an alternative – personalization.  It reframes the notion of the system to be “pro health” rather than “anti disease.”  The notion of health is a highly personalized matter, not simply an average of aggregates.

Depersonalization

“Bureaucracy develops the more perfectly, the more it is dehumanized…the professional bureaucrat…is only a small cog in a ceaselessly moving mechanism which prescribes to him an essentially fixed route of march.”


The common thread connecting all of these problems is depersonalization – the notion that the individual is a passive object to be acted upon by the system.  The doctor knows health, it is the responsibility of the patient to be compliant and receive the benefits.  As Philip Howard says of the spiral of our culture into ever more legalistic and bureaucratic control: “One of the dreadful curses is that we are making diversity illegal.”


The common solution to these problems is personalization – the notion that the individual is responsible for their own success.  The purpose of the system is to enhance that success, not control it or limit with expectations that others are responsible.  It recognizes and supports diversity – the personal health context of the individual


The World Wide Web is a fascinating case study in this process.  We need to look beyond the technology and gadgets of the web – one pundit described our current fascination with web technology as like going to a movie and staring at the projector.  We are experiencing a profound shift in how we deal with large scale, complex systems.  There is no CEO to the web, no central authority, no single starting point.  Users must create their own center – they are personalizing the web from their particular point of view.  They control the success or failure of web sites by simply clicking on what interests them.  Sites that get many clicks thrive; those that do not, fade away.  Such is the law of the web jungle – consumer attention drives the evolution of the web.


It is possible to imagine a similar dynamic in health, driven by the notion of personalization.  Those who are able to deliver their information, goods and services in a manner that meets the personal needs of the individual will thrive.  Those who do not will fade away, replaced by those who have met the personalization needs of the population.


Depersonalization is not just a consumer/patient problem.  Those employed by the health care industry feel the same way – that the system is controlling their decisions and freedom.  It is not allowing them to be the scientist, healer, or care giver that they sought when they started their career.  They have the same needs for personalization as the patients they serve.  They suffer from the same depersonalization as the patient.


Viewing health from a personal point of view is radically different than from the point of view of the “system.”  This inversion of perspective, however, is key to understanding and transforming the health care system.  The dynamics of the current anti disease system is much like trying to get out of a hole by digging it deeper, and measuring progress by how much dirt is being thrown about.


There will be those who believe that the average person is not capable of making their own health decisions.  Imagine this attitude at the time of Gutenberg, “Why do we need so many books?  No one can read them.”  They would have failed to see the literature/literacy spiral that the printing press created.  They would have been fearful that lay people would be interpreting the Bible directly, without interpretations by priests.


So it is with health information.  The web is feeding the health literacy/literature spiral, with or without intervention or the control of the medical profession.  Authority which used to be assigned to the system is being replaced by communication, as health is personalized to the individual.


This transition is appearing in the market today, under the rubric of “e-health” and “e-medicine.”  A RedHerring.com message describes this, in the context of the successful IPO of the DrKopp.com web site:

"Drkoop.com is the opening salvo for a new industry -- e-medical," says Irv DeGraw, research director of financial information site Stockstowatch.com. He expects this to be a top sector next year. 


I once helped an elderly aunt by replacing an old dial-style telephone with a lighted, large button model.  She grew up in the era when telephones were the property of the telephone system, not to be touched by homeowners.  She giggled when I showed her the new telephone, as if we were doing something illegal.  I could never fully convince her that times had changed, and customers were free to buy and install their own telephones.


A similar attitude has been instilled by the health care industry.  It is almost as if your health is the property of your provider, a benefit provided to you according to the rules and regulations of the system.  Like my aunt who was never quite comfortable with the notion that she owned her own phone, we have created a system in which people do not believe that they are responsible for their own health.  The convergence of e-health and the Internet may trigger a major shift in the public’s thinking.

A Foundation for an Epidemic of Health


Jonas Salk concluded that the solution for our health care crisis was to create and epidemic of health.
  This is a rich metaphor for thinking about health, rather than just “anti-disease.”  It also forces us to consider just what is meant by the concept of health, and how the system supports it.


The explosive growth of the web provides a role model for this kind of process.  The web began very simply, and evolved according to a fitness function within a set of constraints.  The fitness function for success was very simple, that which people paid attention to, thrived.  


The dynamics of the epidemic of health can recapitulate the web experience in many ways, personalization being a key factor:

Attribute
Web 
Epidemic of Health

Initial Conditions
URL, HTTP, HTML
Connectivity, Interest in Health, Mutuality

Constraints
Internet Protocol
Privacy, Safety, Public Health

Fitness Function
Attention
Personalization

Emergent Properties
Yahoo!, Amazon.com, e-Bay
???


Personalization is to the epidemic as attention is to the web.  Just as successful web sites drew attention, successful health entities will offer personalization – information and knowledge in the context of the individual.


Personalization has a rich variety of meanings.  We see it emerging on the web as “My Yahoo!” type of sites, where individuals are able to customize their web site.  It is also a reaction and a repair of what was caused by depersonalization – that people are all just cogs in the machine.  Trust the system to take of you..  Rules and regulations are responsible for proper functioning, your role is to be a passive participant. Your box on the organization chart defines your freedoms and responsibilities.  If things go wrong, the system needs to have additional rules and regulations to fix it.  If there is a failure to communicate, more authority and policing will compensate for it.


We have turned health into a “market,” where “consumers” have “benefits” given to them by health care “providers,” allocated according to the laws of supply and demand.  Taxes, employer contributions, and individual’s money are all pooled in a reservoir, from which they withdraw their health care.


Consumers expect their providers to take care of their health, not unlike the way that they expect a mechanic to take care of their car.  If something goes wrong, malpractice lawyers will step in, and on a contingency basis, will retrace all of the steps leading to the wronged action.


But is this what health is about?  Is health something that can be bought and sold according to supply and demand?  Is health really a zero sum process, where one person’s increase in health demands someone else’s corresponding decrease?  What exactly is the market allocating?


Do the uninsured not have health?  When they read, “see you doctor before beginning an exercise regimen,” should the fact that they cannot afford a doctor keep them from exercising?

“Despite the superb achievements of medicine, our best hope for a healthy life is not medical care, but self-care.  Current medical evidence, which implicates violations of lifestyle, environment, and diet as the driving forces in chronic disease, shows that many of us are not conducting our lives in a healthy way.  Health as subjective behavior is ignored in favor of health as an objective entity that the designated expert (the doctor) ensures and maintains…This abdication of responsibility undermines the development of healthy attitudes and healthy behavior.”

Paradoxical Control


It is possible that the attempt to control something will create more of the very thing it is attempting to stop.  

For example, imagine that we want to make sure that people do not think of pink elephants.  We pass anti-pink elephant promotion laws, and have regular surveys to see what proportion of the people are not thinking about pink elephants.  When these surveys show an alarming increase in pink elephant thinking, we decide to “declare war on pink elephant thinking” with billboards, etc.  Everything we do to prevent pink elephant thinking seems to make it worse. 

There are parallels between this analogy and the health care industry.  We think of health as fighting disease, rather than accentuating health.  Responsibility is shifted to the system, not the individual, and it is defined from the system’s perspective, not the individual’s context. 

If we take one extreme of the disease-prevention model – defeating death - we would create a system in which the entire US population would end up on life support systems.  If we take the other end – minimize costs –  we would spend nothing because every one is going to die anyway.   If we dichotomize the industry in this manner, we are faced with a choice…we spend X percent of our resources on defeating death, and 100-X% minimizing costs.  The decision descends to “what is the appropriate value of X” rather than challenging the fundamentals of the situation.  I think that we need to ask,  “how do we maximize the vitality and health of the American public?”

We need to think about “pro-health” metrics rather than “anti-disease.”  Unfortunately, nearly every measure of quality and control in use today is based on disease, diagnosis, and aggregation, rather than health, self efficacy, and personalization.

The challenge is how to bring long term, goal oriented, transformational values into the short term, immediate transactional metrics of our current organization.  We need a number that “bottom line” thinkers can use to manage and control their organizations.  This kind of transformational information system is not generally available.  Ecologists speak of full cost pricing, in which the full environmental costs of goods and services are priced into the sales transaction.

The RealAge approach (http://www.realage.com) is a transformational metric.  Individuals who take the questionnaire are able to calculate the difference between their chronological age and their health risk adjusted “real age.”  Thus, the transformational value of lifestyle modifications and behavioral modifications are reflected in the individual’s age.  These age differentials can used as organizational metrics, allowing traditional aggregation and analysis.  

Health Management = Wealth Management?

Consider developing the US Department of Wealth, universities devoted to Wealth Care Sciences, professional wealth care providers giving wealth back to their customers, and the wealth care insurance industry.  People would be advised not to spend their money until they got approval from their wealth care provider.  The exploding complexity of the US wealth care industry would trigger a call for standardization, so that the wealth care providers could insure that they gave the unambiguous and proper advice to their clients.  Lacking an accepted definition of wealth, the industry would break it down into components; others would create the holistic wealth movement, alternative wealth care providers would provide a “counter culture” to the oppressive, hierarchical wealth care establishment.

A revolutionary movement arises, in which wealth is personalized.  Each person would be responsible for their own wealth, and it would be a private matter. If they chose to have professional help managing their wealth, that is their decision.  The wealth care industry vehemently opposes this movement, saying that people would spend their money in foolish ways, would not understand all of the nuances of wealth developed by the specialists over the years.  People may violate standards of wealth management, and many would squander it away.  People would go broke and end up on the street.  “Our country has the best wealth care management system in the world” they would say.

The revolutionaries would say that wealth has to be managed by the individual, according to their particular context.  The notion of wealth changes according to how much they have, their family and social context, their personal support network, age and a host of other issues.  There is no one correct way to wealth, everyone has to learn this for themselves.  


We have a vibrant and successful wealth management system today – our economy.  We do not need to have government agencies deciding how much milk should be delivered to San Diego each day.  We do not have a universal credit card identifier associated with each consumer, but rather allow the individual to manage their funds as they see fit.  We manage the system by managing the environment, rather than each specific economic interaction.


Most Americans have grown up thinking that they would be responsible for their own money management.  The same attitude can be applied to their health.

Millions of little things


Appendix B describes a Korean War Veterans web page.  A testimony by one of the users describes getting a “little bit healthier” for having accessed the page.  Given that the page could be accessed by millions of people, how do we measure the effect of millions of people getting a “little bit healthier?”


What would be the benefits of investing $5 million in a new MRI unit, compared to supporting 100 web sites, each accessed by 1 million people, getting a little bit healthier?  How do we decide such things?  “A little bit of health” is a highly subjective thing.  One person may find the Korea page to be highly cathartic, while others may be disinterested.  


An example of a small action being replicated for major effect can be seen in the Grameen bank of Bangladesh.  This is a bank, owned 92% by its borrowers, which serves some of the poorest people in the world, by offering them loans with which they can buy basket materials, a sewing machine, or other acquisitions to improve their lives and jobs.  It is not a charity – the bank expects full interest – yet it is able to transform the lives of millions.  It now serves 2.34 million members in 38,957 villages, with total savings of about $162 million.  The average household income of Grameen Bank members is about 50% higher than non-members . What started as an innovative local initiative, "a small bubble of hope", has thus grown to the point where it has made an impact on poverty alleviation at the national level."


The Grameen bank has personalized capital.  Poor, uneducated women mired in great poverty have been able to band together and raise their living standards en masse.  The “small bubble of hope” has been magnified millions of times over.

The Grameen Bank is an example of a totally self-reliant poverty-eradication initiative that does not need a handout to sustain itself or its growth. The poor own and run the bank and pay for their "development."

This success story contrasts with the many failures of impersonal, large scale development projects such as dams and irrigation systems.  Presuming the money allocated actually makes it to the megaproject, it frequently is a mismatch for the local culture.  Rather than improving the lives of the local people, it can cause huge dislocations in the local culture – achieving the opposite of its goals.


There are parallels between the way the Grameen bank has personalized wealth and how we can personalize health.  Grameen amplified a “small bubble of hope,” while  the Korean Veteran’s page, amplified “a little bit healthier” across a broad population.  Are there other ways in which a small amount of health capital can be leveraged across a large population? The scalable communications technology of the Internet can be used to make this happen.
Techniques for Personalizing the VA

Some ways in which the VA could personalize its services to the Veterans are:

Personalization Technique
Example

Create metrics which allow the organization to deal with its long term, goal oriented values to the individual.
Use RealAge
 age reduction metric for veterans to manage their health affairs.  Develop additional metrics specific to veterans.

Apply these metrics as organizational intrinsics, regardless of hierarchical scale or scope.  Everyone in the organization should understand their role in achieving these metrics.
Measure management on the aggregate age reduction as indicated by the RealAge metric above.  Work into “Vision for Change” type of document.

Create an information system which would allow the management of information according to the needs of the individual.
Implement Health e-Vet program to create a veteran-specific information space, understandable and controllable by them.

Create an environment in which trust, community, and mutuality can thrive.
Implement a “buddy system” whereby veterans who have been through a treatment are buddies to those just beginning it.  Collaborate with Veteran Service Organizations.

The Language of Disease and the Language of Health


The medical informatics industry has lexicons of about 1 million terms describing the varieties of illness.  The bookstore at a medical school is full of books about disease.


The general public bookstore’s section on health and fitness, however, is wildly different.  These books describe an entirely different activity.


We don’t have a language for health.  The industry uses a language of disease.  Its diagnostic instruments focus on the disease state, not the health state.  The epidemic of health requires a positive language to discuss and replicate health.


The language of health must be able to deal with the notions of vitality, resilience, trust, mutuality, community, self-reliance, and other things far removed from the traditional medical nomenclature.  The RealAge age reduction concept – to reduce a huge corpus of evidence-based medical information into a single value in the context of the individual – is a promising step in this direction.

The personalization perspective is a profound shift in our notion of health care information systems.  From the perspective of the individual, the medical informatics industry reflects almost exclusively the needs and goals of the enterprise.  Nearly every health care organization will speak of “patient oriented” care, yet this is always in the context of “within our organization.”  The patient is “captured.” The format, content, access privileges, storage, and retention of the information is the responsibility of that organization, with no control by the individual.

The language of health would be based on a completely different foundation, driven by the concepts of personalization, community, mutuality, trust, and communication. 

The conditions for revolutionary rethinking of the health process are upon us, driven by the need for health care reform, the Internet, and the public’s distaste for the current system.  The successful organization of the future will be the one which understands how to personalize these trends to the needs of the individual.

Appendix A: Report from “Epidemic of Health” meeting 

Washington, May 3, 1999

Nancy Tomich, Editor, US Medicine.

Suppose good health habits and wellness  could spread like measles or chickenpox?

A group of medical, policy and technology professionals who believe this can happen gathered last month to plot the outlines for an “epidemic of health”—a sense of health-awareness and empowerment among individuals that would “infect” them and become more potent as the “infection” burgeons.

The epidemic’s vector would be the World Wide Web and its tremendously powerful ability to transmit knowledge—and to let the user determine which knowledge is most useful to him or her. “Person-centered” is the desired symptomatology for this outbreak.

The laboratory for seeding the epidemic would be the Veterans Health Administration, which constitutes the nation’s largest health care system and which already has engaged in some visionary forays into using technology to enhance individual access to information and to improve health status in the process.

VHA would like to undertake additional pilot projects to foster an “epidemic of health,” deputy under secretary for health Dr. Thomas L. Garthwaite told the group which met here under the auspices of the Center for the Advancement of Health (CFAH).

The CFAH is funded in part by the Nathan Cummings and the MacArthur foundations, advised Dr. S. Robert Levine, who heads CFAH’s initative on “Capturing a Promise of the Information Age: Person-Centered Health Care.” CFAH’s focus lies in the interaction between mental and physical states that can influence health status, the ultimate goal being to establish a scientific base that will infuse “person-centered care” into everyday life.

 “It’s a simple concept—that understanding the consequences of behavior can lead to better health,” Dr. Garthwaite observed. “Send us your ideas,” he urged members of the group.

Dr. Michael Roizin of the University of Chicago emphasized that the key to improving health lies in the hands of individuals—not the medical profession. His intensely popular website has given proof to the value of this concept: RealAge uses the “tag” of lowering one’s “real age” through better lifestyle habits. Those who answer a series of carefully developed questions are given their “real” versus “chronological” ages, with advice on the steps that can be taken to become even “younger.” Each individual controls his or her own data and can erase it all at any time.

A New Language

Health status and the Internet are like ping pong balls and mousetraps, said Thomas Munnecke of Science Applications International Corp. (SAIC), one of the original developers of the DHCP. One ping pong ball on one mousetrap doesn’t accomplish anything when released, but a multitude of balls on a multitude of mousetraps lead to constant motion.

“We are entering a new era of connectivity,” he said. “The traps are loaded and the balls are there, ready to fire.”

But to have this  “wired” interaction occur successfully, there must be true communication, Munnecke cautioned. Too often authority replaces communication, with rigid standards and vocabulary terms piled on each other, the result being a complex system that thwarts rather than enables the accumulation of knowledge and exchange of ideas.

The “sacred cow” of rigid standards needs to be “barbecued.”

“The problem is that there is no language for the flow of ideas,” Munnecke said. ”We can’t view the system from the perspective of the individual.” The idea is not to “put a Web front-end on legacy systems,” but rather to build on the simplicity of the Web and its three uncomplicated standards—URL, HTTP and HTML—that operate within the constraint of IP, or Internet Protocol.

The Web makes full use of the “law of increasing return,” Munnecke observed—“the more who have it, the more value it is to you.” The Web is not predictable or mechanistic, it is a medium: “It is the interactions that are important.” There is no “strategic plan” for the Web, “and it is impossible to define how big it is.”

Bad things do happen on the Web—such as proliferation of sites devoted to pornography—simply because of the lack of control. The question, then, is how to make the Web useful for health in a positive way—to make it orderly and chaotic at the same time, or “chaordic?”

 “We must take a leadership role in developing a positive definition of health,” Munnecke said. So far, he said, the language of health care is too restrictive; it addresses only a small portion of the events and circumstances that influence health and wellbeing. For example, unemployment affects health status, but it is seen as an economic issue, separate from health.

“There is no language for talking about healthy processes.”

The Web has become ubiquitous, Munnecke observed, with URLs appearing on such unlikely places as jars of jam. “People expect to see things on the Web.”

The Web offers mutuality. For example, he said, a buddy system for veterans could allow someone going through hip surgery to be mentored by someone who’s already been through a similar procedure. The simple fact that exposing water to sunlight could help reduce the staggering rate of childhood diarrhea in the Third World—but this knowledge must be communicated.

“The question is, how can we trigger this?”

Thirty per cent of all Internet use centers around health-related issues, pointed out John Kelly of Aetna/US Healthcare. “This is not a concept for the future; it’s a concept for today,” he said of the desire to use the Web to foster an “epidemic of health.”

Importance Of Self-Interest

In health care, mistrust stems from authority, said Heather Wood Ion chief executive officer of VNA in Orange County, Calif. Can this situation be “reframed,” and can that be done within the VHA structure?

The issue, said Dr. Roizen, is to create self-interest—a phenomenon he has achieved with his RealAge program, his attempt to “move evidence-based medicine to the public.” The RealAge website is the second most widely used one on the Web; his book on “RealAge” leapt onto best-seller lists within weeks.

The idea for RealAge came to Dr. Roizen during a high school reunion: He noticed that some of his former classmates looked much older than others, yet all were the same chronological age. He developed a template of questions that can be used to calculate an individual’s “real age” on-line <http://www.realage.com>, assessing such factors as vitamin intake, cholesterol levels, smoking habits and use of seat belts.

“People want to do interactive things on the Web,” Dr. Roizen emphasized. RealAge began its Web venture with nine servers; it now employs 69. When it debuted, it began logging 1 million e-mails an hour.

“Buddy systems are important in making the transformational change to get healthy,” Dr. Roizen said. And he follows this dictum himself. He remains available by cell phone to his patients who want to stop smoking, for example, so he can help them through those difficult moments of craving nicotine.

John Bartlett also knows the value of the buddy approach. His program in Georgia, DayOne, is a “life-management services package” that relies on individual responsibility and self-interest to help substance abusers, along with a similar level of responsibility on the part of center staff. The program operates independently of the insurance industry; those who participate must pay from their own pockets—a powerful self-motivator. “We knew insurance could not cover our services anyway.”

“We wanted to change the rules of the game,” he said. “We recognized that a facilitative environment is needed to help people change behavior over time.” The goal of the program is to transition from “provider-directed to self-directed care.”

DayOne centers are located in retail strip malls within one mile of a major retail mall, to fall within “normal driving patterns.” Television ads are employed to confer product recognition—to make the program “branded” and thus trusted.

Rita Moya of the National Health Foundation said her organization has maintained a health information program since the early 1990s, the triggering factor being the Los Angeles riots. Many of those needing care in the aftermath were uninsured, “and we tried to help them with electronic access” to community services.  But this program focused on transactions and did not achieve “our ultimate goal” of delivering “health,” she said. Her organization now is researching the “motivational aspect” of finding “health” on the Web.

As part of its work, the National Health Foundation examined 144 popular Web sites but found that few deal with the preventive public health issues that relate to health status. Among its activities: building databases “from the ground up” using zip codes as the only identifiers—databases which can be used for public health studies.

New Way Of Thinking

“We’re in the midst of a fairly profound transformation,” Dr. Garthwaite said of the Veterans Health Administration, with “dramatic change” occurring over the past five years: More than half of hospital beds have been closed; about 400,000 more veterans have been seen by 20,000 fewer employees; more than 270 community-based outpatient clinics have been opened, and VHA has moved from a hospital system “designed to intervene in the last stages of illness” to one that is population-based, with performance measures linked to patient outcome.

VHA’s outcome measures all equal or exceed those in the private sector, he noted, “in  terms of our ability to do immunization, do mammograms, give aspirin and beta blockers after heart attacks—a whole list of things we wouldn’t have done a few years ago.”

At the same time, VHA is preparing to change its information technology system, moving from the Decentralized Hospital Computer Program (DHCP), which has “reached the limits of its possibilities,” to a collaborative system with other federal agencies: the G-CPR, or government computer-based patient record.

Dr. Rob Kolodner, associate chief information officer for business enterprise solutions and technology in VHA, said the DHCP has proven a useful and valuable information system. “But now we need access to information beyond our boundaries,” he said.

VHA also is launching an initiative to look at the earliest symptoms of disease, an exercise Dr. Garthwaite conducted mentally while attending a meeting on veterans home loan guarantees. Why would a veteran miss a home loan payment, when he or she obviously wanted to buy the home? “Is that the first early symptom of a disease, for which we would later see that individual in our health care system?”

This in fact now is being studied, Dr. Garthwaite said: “I have some statisticians who are trying to merge the older home-loan default files with our later health care files.”

While data allow these types of correlations, making such associations also requires a “different way of thinking,” he said. “If we can begin to the place where we think of  not patients, but people, and what it is they’re doing out here that ends up with bad health down here, the patient will be better off. We’ll ultimately save a lot of money and improve a lot of lives.”

Such correlations could be made in joint venture with the military, suggested Dr. Kolodner. “We could say, ‘what are the early flags’ And maybe farther along we could raise a slightly stronger flag, saying ‘press this button and we’ll get you help.’ This would be done anonymously, to keep the trust.”

Through a variety of links on the Web, the individual could be presented with a broad range of information—broader than VA per se or even health care per se.

Using Data

Aetna/US Healthcare maintains a searchable database—and smaller subsets of data—on the 16 million “members” for whom it manages care, related Kelly. Employees have “real-time” access to the data and can use it to communicate with both providers and members. For example, if a patient with asthma must begin therapy with steroids, monitoring is put in place.

Individual patients currently do not have access to the Aetna/US Healthcare database, though this is being explored. “We want to make the data available to the extent possible,” Kelly said.

An epidemic of health must spring from existing systems, he advised, because they represent such a significant investment for most organizations: “You have to take that world as it as; you can’t force change.” The real issue is “finding ways to access the available data.”

Dr. Levine said there appears to be a substantial amount that can be accomplished with legacy systems as the starting point.

An added challenge is presented by the “turmoil” in private-sector health care, Kelly observed, with patients changing plans frequently. Even small differentials in premiums can prompt individuals to move to a different insurer.

Edgar Smith of Just Care has devised a “smart” credit card based in Web technology that can be used for health care. “The card allows the individual to be in control,” Dr. Levine pointed out. “It can be personalized, and it allows patients to go to other health plans.” It also facilitates correlation of various data— from pharmacies and clinical laboratories, for example.

The card has been beta tested and now is being placed into use in Texas. Under consideration is “building in” the cost of a nurse call-in program, Smith said. Dr. Levine pointed out that the owner of the card “is the owner of a collaborative cyber environment” and controls the information it contains.

Trust An Essential Factor

Epidemics begin with small, simple conditions, noted Munnecke, and that is where the epidemic of health must begin. “Everybody wants the penthouse suite in the skyscraper; they don’t want to talk about the foundation.”

There are several dimensions to consider in fostering an epidemic of health, he said:

• The process of intervention—that is, the health care system’s providing treatment for the patient. “Clearly this is very important. If I were going in for brain tumor surgery, I’d want to make sure I had the best possible process.”

• Collaborative space—the concept of mutuality and collaboration. “Part of this is people collaborating with each other independent of the enterprise, through support groups.”

• Trust—the essential ingredient for making collaboration valuable.

How can the individual be induced to voluntarily become exposed to the epidemic? “What we’ve found,” advised Dr. Roizen, “is you’ve got to make it personal and interactive. And you have to be honest with them.” If an individual wants information on magnetic therapy, for example, “you have to say we don’t have data on this yet. But you have to let them ask the question that is important to them.”

“RealAge” attempts to build trust, he said, by allowing the individual complete control of the data he or she accesses: “They can put in any password, any e-mail address they want. If they want to kill their data, they can kill it....A key component is that you control the data, and you control who sees the data.”

Moya noted that research has shown accuracy to be greater when an individual interacts with a computer rather than with another person. 

The perceived risk involved in revealing information must be taken into account, said Lt. Col. Mary Ann Morreale, USAF, MASC,  director of the Military Health System Interagency Technology Sharing Program For example. she said, military personnel may find their careers linked to their health. In what may be an apocryphal story but one that is believed by at least some members of the Marine Corps,  the perception exists that Marines who are temporarily injured cannot be deployed for three months and thus are ineligible for promotion. “If you’ve ever seen a Marine’s record, there is almost no record, because if you’re put on a profile for limited duty, you cannot be promoted during that time period,” a Marine colleague has asserted.

If indeed true, the same concern likely would hold true for firefighters and police, Lt. Col. Morreale suggested.

A “key issue,” said Dr. Garthwaite, is to ensure that data are used to benefit the individual and not the organization or system. For example, VHA is trying to develop a patient report card that would provide information about health status. To let the patient control the data used to develop this report card would mean that VA “has to totally give it up.”

“The model we’re talking about is letting go, and saying ‘yes, we have the data in our systems,’ but once we give it over, anything in addition that person puts into it is theirs. They choose whether to release it to us. It’s up to us to establish the trust that they will—but if they choose not to, that’s okay too.”

“The more patients trust the enterprise, the more information they will give,” observed Munnecke. “The more honest they’ll be about their drinking habits, or their addictive habits.”

Bartlett said he sees the basic issue to be whether ”the current enterprises that constitute the health care delivery system” should have a role in developing a person-centered system. “Obviously, the enterprise can devote the resources to it....By creating a culture and set of values and actions, step by step, that build trust over time,” a “chaordic” system results—one in which chaos and order are balanced. “You have to be willing to turn over control...People are very aware of the ramifications of information they share within social systems. People don’t trust their HMOs.”

Trust comes from having total control oneself, emphasized Dr. Roizin: “I put in my own password; I put in my own name...It is totally patient controlled, and trust builds up. The value of the organization, I think, is to provide the health space—someplace to talk and gather the information in a secure way.”

What likely will be needed, he said, is two sets of data, one of which contains data individuals are willing to give to an enterprise such as the VA, and the other of which contains entirely personal data that need not be shared with anyone.

Physician-patient interaction is not going to “go away,” cautioned Dr. David Stevens, chief academic affiliations officer in VHA. “We need to look at how we change the culture of the clinicians to give more authority and power to the person sitting in front of him.”

Dr. Levine suggested that a “third party” may be needed to “establish rules of evidence” for how information is gathered and organized, “so that there is some way, when individuals seek information, they can have a sense that it meets certain rules of evidence,’ and therefore can be judged and valued.

“Trust is local and intimate,” said Ion, “and we will only build it over time, by choice.” 

Appendix B: PRIVATE
Veterans' experiences new chapter on Web

By Robert Burns 
ASSOCIATED PRESS 

May 25, 1999 


Growing up in Philadelphia in the 1960s, Susan Burgess sometimes found herself in the attic with a family scrapbook and a child's curiosity. She wondered at the newspaper clippings about her Uncle Donald, an Air Force pilot who died in a prisoner-of-war camp in North Korea on a summer morning in 1951. 

The family never learned the full story of Donald S. Sirman's death, never fully came to grips with the loss. The only remnant of him sent home was a small pocket Bible with Sirman's name on the front cover. "He was the golden boy of the family," Burgess says, but she knew precious little about him. 

Then last fall she discovered an Internet site called the Korean War Project (http://www.koreanwar.org/), which recently shut down because of lack of funding. 

"The Korean War Project put me in touch with people who helped me learn more about my Uncle Donald in a week than I knew in my entire lifetime," Burgess, 40, wrote in an e-mail response to an informal Associated Press survey of users of the Internet site, which got about 1 million visitors a month. 

She described these revelations -- including conversations with men who knew her uncle and remembered the Bible he had shared with fellow prisoners at great risk to himself -- as "one of the most remarkable events of my life." She also learned of the merciless marches to POW camps her uncle and other captives endured and details of his murder by a prison guard. 

Burgess and a growing number of war veterans and their relatives are turning to the Internet as a way of rediscovering -- and in some cases realizing for the first time -- the meaning of the sacrifices made in combat, whether on the battlefields of Europe, Korea or Vietnam or in other lesser-known conflicts. 

More than 33,000 American troops were killed in the three-year Korean War, which ended in 1953. Many fell in what is still communist North Korea, and about 8,000 men remain missing. The Korean War Project has created a human link to that traumatic, little understood period of Cold War history. 

The site's founders and sole operators, brothers Hal and Ted Barker of Dallas, say that after four years of sinking their own money into the Korean War Project, their self-described cyberspace obsession had to end because of lack of financial support. 

"We just have to go back to making a living," Hal Barker, 51, said in an interview. 

The Barker brothers' father, Edward L. Barker, of Crockett, Texas, was a Marine Corps helicopter pilot and Korean War hero. He was awarded a Silver Star for his role in a failed attempt to rescue a downed American airman in October 1951 on Heartbreak Ridge. The Korean War Project is dedicated to the memory of that lost airman, Marine Corps 2nd Lt. Arthur Donald DeLacy, of Chicago. 

The Barkers built an Internet resource that is a forum for communication among people interested in the war, but it also offered reference materials such as a database of men listed as killed in action and missing in action, and it helped to fill gaps in official information about missing POWs. 

The Korean War Project also gave veterans and their loved ones a renewed pride, a sense of value in the painful memories from their long-forgotten war, a conflict that took a terrible toll on this country. 

George F. Drake, of Bellingham, Wash., says the Korean War Project was a labor of love for the Barker brothers and a virtual outlet for the long-buried emotions of veterans traumatized by the war. 

"Their labor is of significance to veterans such as I who use the project to 'go back' to Korea via their Web page and come out of it again a bit healthier for having had this contact with memories good or bad," 
 wrote Drake, who served in a radio intelligence unit in Korea during the war's final two years. 

Jan Curran, of Diamond Bar, Calif., was 3 years old when her father, Navy Lt. Charles Garrison, was shot down over North Korea in May 1951 and never heard from again. She used the Korean War Project to find the person who last saw "Snapper" Garrison alive in a prisoner-of-war camp. She has collected enough other information to hold out hope that his remains might be unearthed and returned home. 

For Gail Morris, of San Anselmo, the Korean War Project brought a moment of exhilaration when she received an e-mail message from a Scottsdale, Ariz., man who had flown fighter missions with her father, Air Force Maj. Thomas Ellis Myers, and remembered poignant moments they had shared. 

He told her, for example, of being with Myers when he received the announcement of Morris's birth. Five months later he was shot down in his F-80, captured and imprisoned. He never made it home and never saw his daughter. 

"I can't tell you how happy I am" to have learned details for the first time of his wartime experiences, she said in an interview. "I had always had this cloud hanging over me, never knowing." 

Appendix C: The Grameen Bank 

PRIVATE
Breaking the vicious cycle of poverty through microcredit

http://www.grameen-info.org/bank/bcycle.html

The Grameen Bank is based on the voluntary formation of small groups of five people to provide mutual, morally binding group guarantees in lieu of the collateral required by conventional banks. At first only two members of a group are allowed to apply for a loan. Depending on their performance in repayment the next two borrowers can then apply and, subsequently, the fifth member as well. 

The assumption is that if individual borrowers are given access to credit, they will be able to identify and engage in viable income-generating activities - simple processing such as paddy husking, lime-making, manufacturing such as pottery, weaving, and garment sewing, storage and marketing and transport services. Women were initially given equal access to the schemes, and proved not only reliable borrowers but astute enterpreneurs. As a result, they have raised their status, lessened their dependency on their husbands and improved their homes and the nutritional standards of their children. Today over 90 percent of borrowers are women. 

Intensive discipline, supervision, and servicing, characterize the operations of the Grameen Bank, which are carried out by "Bicycle bankers" in branch units with considerable delegated authority. The rigorous selection of borrowers and their projects by these bank workers, the powerful peer pressure exerted on these individuals by the groups, and the repayment scheme based on 50 weekly instalments, contribute to operational viability to the rural banking system designed for the poor. Savings have also been encouraged. Under the scheme, there is provision for 5 percent of loans to be credited to a group find and Tk 5 is credited every week to the fund. 

The success of this approach shows that a number of objections to lending to the poor can be overcome if careful supervision and management are provided. For example, it had earlier been thought that the poor wuld not be able to find renumerative occupations.In fact, Grameen borrowers have successfully done so. It was thought that the poor would not be able to repay; in fact, repayment rates reached 97 percent. It was thought that poor rural women in particular were not bankable; in fact, they account for 94 percent of borrowers in early 1992. It was also thought that the poor cannot save; in fact, group savings have proven as successful as group lending. It was thought that rural power structures would make sure that such a bank failed; but the Grameen Bank has been able to expand rapidly. Indeed, from fewer than 15,000 borrowers in 1980, the membership had grown to nearly 100,000 by mid-1984. By the end of 1998, the number of branches in operation was 1128, with 2.34 million members (2.24 million of them women) in 38,957 villages. There are 66,581 centres of groups, of which 33,126 are women. Group savings have reached 7,853 million taka (approximately USD 162 million), out of which 7300 million taka (approximately USD 152 million) are saved by women. 

It is estimated that the average household income of Grameen Bank members is about 50 percent higher than the target group in the control village and 25 percent higher than the target group non-members in Grameen Bank villages. The landless have benefited most, followed by marginal landowners. This has resulted in a sharp reduction inthe number of Grameen Bank members living below the poverty line, 20 percent compared to 56 percent for comparable non-Grameen Bank members. There has also been a shift from agricultural wage labour (considered to be socially inferior) to self-employment in petty trading. Such a shift in occupational patterns has an indirect positive effect on the employment and wages of other agricultural waged labourers. What started as an innovative local initiative, "a small bubble of hope", has thus grown to the point where it has made an impact on poverty alleviation at the national level. ". 

PRIVATE


PRIVATE
Method of action


The Grameen Bank's Method of action can be illustrated by the following principles: 

1. Start with the problem rather than the solution: a credit system must be based on a survey of the social background rather than on a pre-established banking technique. 

2. Adopt a progressive attitude: development is a long-term process which depends on the aspirations and committment of the economic operators. 

3. Make sure that the credit system serves the poor, and not vice-versa: credit officers visit the villages, enabling them to get to know the borrowers. 

4. Establish priorities for action vis-a-vis to the the target population: the most poverty-stricken people needing investment resources, who have no access to credit. 

5. At the begining, restrict credit to income-generating production operations, freely selected by the borrower. Make it possible for the borrower to be able to repay the loan. 

6. Lean on solidarity groups: small informal groups consisting of co-opted members coming from the same background and trusting each other. 

7. Associate savings with credit without it being necessarily a prerequisite. 

8. Combine close monitoring of borrowers with procedures which are simple and standardised as possible. 

9. Do everything possible to ensure the system's financial balance. 

10. Invest in human resources: training leaders will provide them with real development ethics based on rigour, creativity, understanding and respect for the rural environment. 

Appendix D: Grameen Bank - Banking on the Poor

Summary Paper from the Grameen Support Group, Australiahttp://www.action.org/summaryp.html


Sophia Khatoon, a 22 years old skilled furniture-maker in the tiny village of Jobra in Bangladesh, worked 7 long days a week, looked twice her age, and lived in abject poverty. She made stools and chairs out of bamboo that she had to sell to a money-lender who provided the credit to buy the raw material. The price she received barely covered the costs. 

Dr. Yunus, Professor of Economics at the University in the Southern port city of Chittagong who later founded the Grameen Bank - calculated that effectively Sophia was paying interest at the rate of 10% a day, more than 3,000% a year. Yunus could not reconcile the fact that a woman with such skill who worked so hard, produced such beautiful bamboo furniture and created wealth at such high rate was earning so little. 

In fact the poor all over the world are trapped in such exploitation. While they work extremely hard and create enormous wealth, the middle-men, money-lenders and employers keep the fruits of their labour. The poor have no access to "institutional credit", which you and I have, because they can not provide a collateral. The system keeps them firmly trapped in debt, poverty and exploitation. 

With a loan of 50 taka (a few dollars), it took Sophia only a few months to establish her own little self-employment, increase her income sevenfold and repay the loan.


The Grameen Bank today

From this modest beginning, grew a bank that today employs 14,000 staff and works in 35,000 villages of Bangladesh. Last year it provided US$380 million in 3.62 million loans. This year it is expected to lend more than half a billion dollars. Average loan size is a little over $100. In the face of this astronomical growth, six basic principles involved in the first loan to Ms Khatoon were jealously guarded:

· the bank would lend only to the poorest of the poor among the rural landless. 

· the bank would remain women-focused. 94% of its customers are women. 

· these loans would be without collateral or security. 

· the borrower - and not the bank - would decide the business activity the loan will be utilised for. 

· the bank would help and support the borrower in succeeding. 

· borrowers will pay as little or as much interest as required to keep the bank self reliant (that is, not dependent on grants or donations). 

Since formally becoming a bank in 1983, Grameen has given out nearly 16 million such tiny loans, and enjoys an unparalleled customer loyalty. The on-time loan repayments exceed 98%. Defaults (bad debts) are less than one-half of one per cent. This bank of the poor thus outperforms all other banks in Bangladesh and most banks around the world.


Savings
Through a set of incentives, the bank encourages its borrowers to save 5% of the loan amount, plus one taka (3 cents) per week. The accumulated saving of the borrowers, one of the indicators the bank uses to gauge its impact on poverty eradication, have grown from nothing in 1983 to 108 million US dollars today.


Owned by the poor
From the very outset, Professor Yunus designed the bank such that its ownership and control should remain in the hands of the very people it lends to. As soon as a borrower accumulates sufficient saving, she buys one (and only one) share in the Bank, which costs $3. Today 92% of the Bank is owned by its borrowers. (Bangladeshi government owns the remaining 8% of the shares). The shareholder-borrowers elect 9 directors from their midst. (Another 3 directors are appointed by the Bangladeshi government). Only the borrowers can buy shares in the bank.


Interest Rate
The board sets the interest rate such that after paying all expenses, including the cost of its growth, the bank makes a modest profit. The profit is returned to the shareholder-borrowers in the form of dividends. The current rate of interest on 'working capital' loan is 20% and on home loans is 8% (Home loans are cross-subsidised by the working capital loans). Last year the bank made a profit of US$680,000. Thus the Grameen Bank is an example of a totally self-reliant poverty-eradication initiative that does not need a handout to sustain itself or its growth. The poor own and run the bank and pay for their "development".


Creation of wealth
On the basis of its experience, the bank believes that the poor have the capacity to create wealth as much as any one else. They do not lack ideas, motivation, skill or enterprising spirit. Contrary to what the donors usually believe, the poor do not have to learn new skills, or "change their attitudes" to take the first step out of poverty. They remain desperately poor because an oppressive and exploitative economic system keeps them trapped. They can not get access to capital to create their own jobs because they do not have any collateral. And the employers and money-lenders thoroughly exploit them. Access to credit allows them to break free from the trap, explore their potential and create enormous wealth.


The international profile of the Grameen Bank
The Bank enjoys a very high international profile. Various UN agencies, private foundations, US and European governments and many private individuals deposit money with the Bank, which makes up its lending-base. 

In Australia, the Grameen Cash Management Trust is set up in which we invest our savings. The return is comparable (usually higher) than the interest paid by the major Australian Banks on equivalent at-call and term-deposit accounts. 
(For detail, please contact shan@ind.tansu.com.au).


Impact on poverty eradication
Experience has demonstrated that it takes an utterly destitute six to ten successive loans (one year each) - and a lot of hard work - to cross the poverty line. The first loan is often as little as US$50. Average loan size is a little over US$100. In the process, the borrower builds a secure self-employment, often employing the whole family. 

54% of Grameen borrowers have thus crossed the poverty line and another 27% are very close to it. For those who do not perform as well, poor housing in rain soaked Bangladesh and chronic ill-health are identified as the major reasons.


Impact on population growth

Many books and research papers have been written and impact studies have been done to explain why the Grameen Bank has had a spectacular success in this area where other, much better funded family planning programmes met consistent and costly failure. (The simplistic summary is that economic empowerment of women is strongly linked with their exercise of choice). If you have an interest in this area, please ask for details. (shan@ind.tansu.com.au).


Housing
The Bank also provides a $300 10-year housing loan. A family would qualify for this loan if the land title is in wife's name. So far, more than 350,000 houses have been built with this loan. The interest on the housing loan (8%) is cross-subsidised from the interest earnings on the 'working capital' loan. 

The house, designed by a special group of local architects, has many sleek features besides its low cost. These include clever use of indigenous raw material, ventilation, efficient use of space, ability to stand high wind velocity and aesthetic appearance. 

The engineers and economists of the Bank could not believe themselves when their $300 house was awarded a prestigious Architecture Award by the jury of the Swiss based Aga Khan Foundation. In the glittering world of architecture, this award normally goes to stunning multi-million dollar designs.


Medicare
Chronic ill-health has been identified as a major reason for the poverty to prevail. The Grameen Bank is experimenting with a medicare scheme the cost of which even the Bangladeshis can not believe: members will pay a premium of US$1.25 per family per year, and 2 US cents for each visit to the clinic. This will cover 40% of the cost of the scheme. The remaining 60% of the cost will be sought from the Bangladesh government and, possibly, foreign donors who wish to undertake a long-term commitment.


Why women
In defiance of the Bangladeshi banking system, which treats women as second class borrowers, the Grameen Bank wanted to establish a 50-50 ratio of women and men borrowers. But they soon discovered that the women are far more effective agents of change: when an extra income comes into the household through the woman, children's diet, family's health and nutrition and the state of repair of the house receive the highest priority. Men, it was found, are more likely to spend some of their income on self-gratifying consumption. It was also found that women are much better credit-risk than men and more responsible managers of meagre resources. 

But the most compelling reason to treat women as priority clients is the Grameen Bank's mandate itself: to lend to the poorest first. And women represent the most marginalised group among the poorest of the poor. 

In poor societies such as Bangladesh, where family laws are not well enforced, and traditions come before the law, the incidence of men abandoning their dependent wife and children is far too common. Economic empowerment of women has had a dramatic impact on the stabilising the family unit. 

Beyond Banking

Through this massive credit programme the Bank has created a whole new rural economy with 20 billion taka (half a billion US dollars) in circulation among the rural landless. To an amateur's eye this appears to be the ultimate in Sustainable Development. However, the economists of the Bank are not satisfied. In their view :

This Economy-of-the-Poor is characterised by low accumulation of capital. Small quantities of coins and bank notes circulate rapidly and change hands very quickly, creating the economic illusion that there is money enough for everybody. But the system leaves little room for large capital accumulation and investment because it ties up a substantial part of the money circulating in the system. 

To implant a solid foundation underneath this high velocity economy, the Bank created an institution called SIDE (Studies - Innovation - Development - Experimentation). The purpose of SIDE is to integrate the Economy-of-the-Poor with the country's mainstream economy and to mobilise the transfer of capital from the mainstream economy to the poorer rural sector. This is a grand and ambitious experiment in Economic Science currently being undertaken, with sensational success. This is what separates the Grameen Bank from aid and charitable organisations. 

In this summary document, it is not possible to provide detail of the outcome of the SIDE. That is documented in numerous books, articles, research papers and impact studies. 

We shall, however, give you a glimpse into what the SIDE is doing by describing a few very large non-profit non-stock corporations it has created, which are at the forefront of this all out assault on poverty.


Grameen Agricultural Foundation (GAF)
This has turned around the centuries old exploitative system of share cropping to the benefit of small and very small landholders and landless workers, who fully own the GAF through share-holdings.

It collates small, fragmented and inconveniently composed pieces of land into 50 acres Primary Farms, which can be irrigated by a single deep tubewell. GAF provides the capital (on loan from Grameen Bank) to sink the tubewell, owns and maintains the tubewell and the irrigation system and carries out water management. It also provides fertilisers, seeds, pesticides, farm machinery and all other agricultural inputs. No cash payment is required. Instead a share of the crop is taken and sold in the market to recover the costs. Since GAF is a non-profit company, any profit it makes is returned to its share-holders. 

GAF also invests in crop diversification, bio-technology, storage, transportation and marketing infra-structure.

In short, GAF has taken the risk out of small farmers to whom one failed crop meant losing all they had. In the past these farmers had no choice but to dump the crop onto the market as soon as they finish harvesting. With GAF infrastructure in place, the grain can be stored until there is a demand and transported to markets previously beyond reach. With the security of GAF behind them, the farmers are willing to experiment with unfamiliar crops.

GAF is exploring the export potential for its surplus produce.

Please note that individual ownership of land is not affected by participation in the Primary Farm system. Nor is the freedom of individual landowners to grow whatever crop they like. This system is not the same as a commune or cooperative in a socialist/communist economy.


Grameen Fisheries Foundation (GFF) 
In 1986 the Foundation took over a failing government fisheries project, which had 800 fish ponds, produced just 50 tons of fish a year and was losing millions of dollars of donor (British) money. Theft and neglect were common. Today, fully owned by its share-holder workers, GFF harvests over 1,000 tons of fish in a year, while practicing low-intensity fish farming. Constant research and monitoring is undertaken to ensure that the present generation of owner-workers can pass on an equally viable fishery to the next generation.


Grameen Check 
Hand weaving of colorful "check" fabric is a traditional Bangladeshi craft. The 100% cotton yarn is dyed before weaving, making the fabric look beautiful and 100% colour fast. It comes in literally millions of colour combinations ranging from subtle pastel colours to the bright ones. SIDE identified a huge unutilised export potential for this truly magnificent cloth. Today, the Grameen Check employs 200,000 share-holder handloom weavers, and exports to the USA, UK, Europe and Japan. It is looking for the market in Australia. 

In February 1996, an exclusive fashion-show and exhibition was held in Paris to promote the Grameen Check and other cotton and silk fabrics produced by the borrowers of the Grameen Bank.


Beyond Bangladesh

Bangladesh is Grameen's experimentation site where its Economic and Social Development Model is developed, tried and fine-tuned. The vision is to "replicate" an appropriately customised variation of this model in each and every country of the world where poverty exists. To this end, Grameen Trust was set up to provide the seed capital, training, technical assistance and experience-sharing to economists and bankers of other countries wanting to emulate Grameen Bank's system. 

At present there are 168 Grameen Bank Replications in 44 countries. One new Grameen Bank Replication is created some where in the world each week. At this rate, 300 new Grameen Bank Replications will be set up all over the world by the turn of the century. The plan is to take credit to half a billion poorest people (100 million poorest families) of the world by the year 2005, and to all of world's 1.3 billion poor by the year 2025. 

In Feb 1997, an international Summit co-chaired by Mrs. Clinton, was held in Washington to bring together all the players in the field of development, review the progress and mobilise the political will and commitment for 'a world free of hunger and poverty' vision. At present, a lot of lip-service is paid to this vision by many nations, both in the North and the South, but there is a distinct lack of belief that this is possible or even desirable.


Optimism 
There is a growing optimism that although one-fifth of the humanity (1.3 billion people) today lives in what the United Nations calls "absolute poverty", within our lifetime we shall see a significantly better world. 

There are several reasons for this optimism: 

· The spectacular demonstration by the Grameen Bank of how responsible and hard-working the poor are. 

· How little money on loan it takes to bring about the miracle: 

· In Grameen Bank model, the optimum size of the loan to a family is around half the yearly national average income of the country. In case of Bangladesh, where the average yearly national income is US$370, the optimum loan size is US$140. For other countries where the vast majority of the world's 1.3 billion poor live, the optimum size of the loan is found to be between $120 and $300. 

· Thus the total credit need of the world's 1.3 billion poor (250 million families) is estimated to be somewhere between 25 and 60 billion dollars. Considering that 85 billion US dollars change hands every year in the name of helping the poor (and disappear in the black hole without a trace), the capital the Grameen Bank is seeking is not a lot. 

· (Note: The 85 billion dollars mentioned above is a massive sum of money. 60 billion of it is donated by the governments of various industrialised nations, and 25 billion is provided by the donor public - year after year). 

Therefore the Grameen Bank is enabling the local "bare-foot bankers" - from Bangladesh to Bolivia - to create Grameen Bank replications and, at the international level, it is mobilising the capital. Not only it is influencing the donors, it is also attracting mainstream commercial capital. In the Grameen Bank system, the capital does not disappear. It recycles infinitely and actually grows. Therefore, there is no reason not to seek capital on loan.

Risks 
The greatest risk to this daring vision of 'a world free from hunger & poverty' comes from expensive failures of lending-to-the-poor programmes. Such failures will discredit this most effective weapon for fighting poverty, and as a result funds and interest will dry up. 

Therefore we feel greatly concerned to see charitable aid agencies from Western countries now wanting to run banks for the poor. There are two major reasons for our concern: 

· Grameen Bank model is highly culture-sensitive and works only in the hands of the local bankers. Presence of foreigners is found to have dis-empowering and dis-franchising effects. North-South "cooperation" is found to be particularly damaging (as one can imagine). 

· The Management-Expense-Ratio (MER) required of a typical Grameen Bank replication can not sustain the cost of involving Western aid-workers, either directly or indirectly. The MER of a Grameen Bank replication is based on the expectation that the workers salaries will be in line with the average national income of the country where the replication is being attempted (that is $20 - $100 a month!). 

Hence, poverty eradication a la Grameen really requires the local leadership and workforce to perform the miracle without outside "help". Some of us at the Grameen Support Group in Australia believe that there is nothing we in the West can really do to help the poor in the South. 

It is hoped that the common sense will prevail and the Third World leadership and workforce will be left alone to undertake eradication of poverty among their people. The donor public in the West can play a part in ensuring this. 


� Howard, Philip K, The Death of Common Sense, How Law is Suffocating America, quoting German Sociologist Max Weber at the turn of the century


� Appendix A is a report of a meeting held in Washington on May 3, entitled, “Creating an Epidemic of Health.”


� Beasley, Joseph D, MD, The Betrayal of Health, The Impact of Nutrition, Environment, and Lifestyle on illness in America, p 238


� Roizen, Michael, MD. RealAge, Are you as young as you can be?, HarperCollins, 1999 and � HYPERLINK http://www.realage.com ��http://www.realage.com�





� Given that 1 million visitors per month visited the page, this “little bit” could be very significant.  We have no language or mathematics to deal with the notion of a million people getting a “little bit healthier.”  Yet this concept may hold the clue for a revolution of health and the web.
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