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Introduction
‘Smith’ is Adam Smith, the great moral philosopher and ‘first economist’ who formulated many of his ideas whilst studying and teaching at the University of Glasgow between 1737 and 1764. ‘Yunus’ is Muhammad Yunus, creator of the Bangladesh-based Grameen Bank and Nobel Peace Laureate in 2006 for his promulgation of microcredit as a route out of poverty. Neither was born in Glasgow. Nevertheless, Glasgow would be seen by many as the intellectual home of Smith, and, given the proposal to import Grameen to the West of Scotland, one of the many homes of Muhammad Yunus. Indeed, Yunus has often been portrayed as a modern-day Adam Smith. 

To many people in countries such as Scotland, the terms ‘markets’ and ‘health’ would be seen as contradictions in terms, not to be uttered in the same policy breath. This might be natural when thinking about health care. Strong economic cases have been made for ‘treasures’ such as the UK National Health Service (NHS) to be publicly-funded, and the NHS delivers care which, by any global standards, is world-class. However, this does not preclude participation in market mechanisms leading to potential improvements in health. Here, the argument is that health services and government in more-advanced economies are reaching the limit in terms of ability to improve health and well-being, particularly of the worst off. New ways, such as microcredit, are being sought to enhance people’s incomes and abilities to manage their own affairs. Thinking along such lines allows us to think of such market-based activities in the form of microcredit and the enterprises it might encourage as contributions to positive health and well-being, and, thus, for some ‘markets’ and ‘health’ to be seen as complements rather than contradictions in terms. 

The ideas of Smith and Yunus combined with the persistent challenges to further improving the well-being of those who are worst off are coming together in an exciting new research project in which we aim to develop and evaluate ‘microcredit as a complex community-level public health intervention’. Given its reputation as the ‘sick man of Europe’ and its portrayal as the home of Smith and Yunus, what better place to conduct this research than the City of Glasgow? 
We are at the start of what will hopefully be a long-term research agenda examining the impact of Grameen on deprived communities in Scotland. In the remainder of this article, we make a more in-depth case for the research and outline the key variables we hope to track in order to establish such impact. It is a story that will have global significance as advanced economies look to countries like Bangladesh for ideas on how to progress the lives of their poorest members.

The Persistence of Health Inequality and the Banking ‘Revolution’
Several recent reports paint stark pictures with respect to the persistence of health inequalities in the UK, despite progress in overall population health in the past ten years, eg Marmot (2010); Audit Commission (2010); Dorling (2010); Wilkinson and Pickett (2009). In Glasgow itself, differences in life expectancy between richest and poorest areas can be as much as 28 years.
 All the experts agree that a key determinant on which to act is ‘material circumstances’. But how is this to be achieved when the use of taxation as a distributive mechanism has not been on recent political agendas in the advanced economies of the world. Whilst history indicates that progress can be made in difficult times
, there is at present little prospect of change in the foreseeable future during which debt repayment is likely to be the key priority of taxation. This is compounded, at least in the UK, by the validity of distribution through taxation and benefits being contested, particularly during a period of austerity, provoking allegations of fostering a culture of welfare dependency among groups who are perceived to be ‘undeserving’.
Curiously, a potential solution may lie in the banking sector. Is it not contradictory to think that banks might help ordinary members of the public improve not only their material circumstances but also their overall health and well-being? If we reflect on the behaviour of the UK’s ‘big banks’ as we emerge from the credit crunch, one may be tempted to think that the answer to that question is ‘yes, it is indeed contradictory’. On the high-street side of their businesses, the banks’ attempts to show they have learned lessons seem to amount to more-glitzy ruses to lure the middle class. Chairs have been reshuffled, but not in ways that signal radical change, and very minor ‘revolutions’ have taken place through the introduction of fashionable new entrants such as Virgin and Metro.

Meanwhile a quieter, but more significant revolution is about to occur through the notion of microcredit, which, it is claimed, has lifted millions of people out of poverty in the lower-income countries of the world. The Grameen Bank, founded by Muhammad Yunus, is the most notable example. Grameen is now expanding the notion of microcredit to deprived areas within the more advanced economies of the world. Through the lens of ‘microcredit as a public health intervention’, the evaluation of ‘Grameen Scotland’ has become one of the focal points of the Yunus Centre at Glasgow Caledonian University, an institution located in the midst of some of the most deprived and least-healthy communities in the UK.
What is Microcredit?

Microcredit is simply a form of small loan which is distributed to people in the community who are below a particular level of income. Anyone can place deposits with the bank, but only poor people can receive loans. These loans carry no collateral.

In many respects, it sounds too good to be true. However, the evidence is there in the sense of microcredit being a thriving part of the banking industry. Grameen is a perfect example, having been founded in 1983 and now operating in over thirty countries worldwide. Microcredit institutions are sustained largely by charging slightly higher interest rates (given that they are taking on worse risks) than elsewhere in the economy, although considerably lower than existing commercial ‘doorstep lenders’ operating in this sub-prime market
. The system also relies on more community-oriented notions of trust and social capital to ensure its success. Borrowers seem to buy into these notions, leading to payback rates over 90% in many jurisdictions.

Although it may be perceived that such notions play less of a role in more advanced economies, this is not necessarily so. Within some more-deprived communities, there is a culture of similar ways of saving and redistributing saved funds. A more informal version of this is known in Scotland as a ‘menage’, stemming from the French term for communal management. In a menage, usually run by women, small amounts would be paid into a fund, and turns taken (or lots drawn) as to who would receive the larger, communal sum, which may permit the purchase of an item that would otherwise be unaffordable. This may seem like an old notion, but it is alive and well. It was highlighted recently when the guardian of such a menage absconded with its £100,000 contents (McGivern 2010), demonstrating the risk of unregulated savings and loans and the need for more-formal and community-based savings mechanisms which meet similar needs, especially amongst women. Other informal types of lending also take place, but at such high rates of interest that more competitive terms would allow borrowers to more-readily escape their circumstances. Credit unions, a form of financial co-operative owned and controlled by their members, are growing in popularity too as people look for more-traditional and relational forms of banking (Stephenson 2009).  More broadly, Community Development Finance Initiatives lend money to enterprises and individuals who struggle to get finance from high street banks and loan companies. However, they are not widespread in the UK and only one such agency exists in Scotland that lends to individuals (Scotcash). 

These notions are prevalent even in popular Western culture. Every Christmas, film buffs visit their local independent cinema to see the 1946 movie ‘It’s a Wonderful Life’ starring James Stewart in the lead role as George Bailey. George, guided in his moments of extreme doubt by the angel ‘Clarence’, convinces us of the contribution made to helping the poor of his town by the run-down ‘Buildings and Loans’, a firm started by his father. “Doesn’t it make them better citizens?” says George in one of his many memorable lines. Relevant to the modern day, the good done by the ‘Buildings and Loans’ is compared throughout the film with the more acquisitive and profit-led activities of the evil local banker, Potter. Fast forward from Bedford Falls to Springfield and the global stage and Muhammad Yunus appeared on the Simpsons on 3rd October 2010 in an episode about microcredit!

Two other factors are important for this current interest in microcredit. One is the fact that governments are looking for new ways to manage welfare, and especially so as not to disincentivise people from participating in schemes such as microcredit whereby, currently, £1 contributed from the bank could eliminate entitlement to any amount of income from welfare if used to start a business. The other is the ‘Yunus factor’. Obviously, there are cultural and structural differences between the UK and Bangladesh, but even in the latter country, Yunus was told for many years that his ideas would not work, and they have (Yunus 1998). Of course, this could also be due to the way Grameen functions in the sense of not really being a ‘bank’ at all. This is not just the fact that the Bank operates as a social business: where the motive is relief of poverty; the organisation has no shareholders, and thus no dividends to pay out, but is owned and run by its members; and surpluses are reinvested back into the community as directed by a group elected from those members. In addition, Grameen's ‘16 decisions’, to which members sign up, are a set of criteria listing the desired characteristics of future communities. These were generated by members in the first place, and a majority are about women’s and children’s health. Thus, Grameen is as much a community marketplace and knowledge hub owned by and for the members; something that would appear to share common ground with Adam Smith’s ‘community-up free markets’ of the 1750s.
Another cross-cultural issue might arise from differences in who takes up microcredit. However, this can have positive spin-offs too. For example, what if Grameen's main members turn out not to be mothers of young children but young people? If success relies on the high-trust community building block that comes from participation of women, then that might be lost in such a scenario. This question can really only be answered in a rigorous evaluation, but it is possible that unintended consequences can be positive as well as negative. Recently, it has been shown that, in Jamii Bora in Kenya, youths are identifying routes out of drug gangs and prostitution, having been encouraged by their peers to see the loans as a chance to a productive life (Daley-Harris 2010). One ingredient in this success is again the trust and relationships resulting from Jamii Bora staff being members of the communities from which they recruit. 

Probably the most relevant example of Grameen expansion to Scotland is that in the US, Grameen America opened its doors in January 2008. It is interesting to note the parallels between parts of the US and Glasgow that Yunus draws in his latest volume (Yunus 2010). The Grameen US enterprise has not yet reached financial sustainability, which leads many to claim that it will never do so. However, one of the ironies of the Grameen operation internationally is that, whilst such negative claims are made, it continues to expand; indeed, we are already talking about ‘Grameen UK’ before it has even started in Scotland! Returning to the US, two more branches have since opened in New York and one in Omaha. It is interesting to speculate on how this happens, but one argument that could be invoked from the health economics literature is that of the ‘caring externality’ (Culyer 1971). This is the argument, used by both Smith and Yunus (see below) that, because people care for each other, they are willing to make trade-offs against more-conventional measures of success, such as personal income and profit. Thus such subsidies can be justified in efficiency terms, much in the same way that the caring externality is often used to justify publicly-financed health care (see Culyer 1971). Here, people are willing to make transfers to satisfy their caring externality and see enhancement of opportunities for others in prosperity and health that goes beyond provision of health care.
Evaluating Microcredit as a Public Health Intervention 

Returning to health inequalities, what of the credibility of microcredit as part of an attempt to change what Marmot refers to as material circumstances and, thus, act as a public health intervention? This is something that needs to be evaluated. Such evaluation might seem unnecessary if microcredit institutions are financially sustainable and no one is harmed. However, there are several reasons why evaluation is required. Most obviously, to get started in some geographic areas, microcredit institutions might require government and other forms of support. These carry an opportunity cost, as such resources will then not be available for other uses. So, is it worth it, not merely in financial terms but also in terms of the impacts on communities? Furthermore, very little has worked to reduce health problems in many deprived communities in the past, so why should this work? If it does, then we need to be able to tell the story of how this was achieved and to what extent in order to aid more effective and efficient implementation by later adopters.
Linking Banking to Health: The Causal Chain
Insert Fig 1 anywhere within the section (under this sub-title) 

How might engaging with microcredit now lead to improvements in health and longevity in the future? To answer this we first need to establish the plausible mechanisms of linking microcredit to health improvement, and then attempt to measure key variables. Some such mechanisms are more obvious than others. A simple model of evaluation, based on a ‘determinants of health’ framework (Mohindra and Haddad 2005), is outlined in Figure 1 in terms of research phases, stages of intervention development and how they might link to outcomes, study questions, methods and sampling.

In Figure 1, the solid arrows indicate connections that are well-established. For example, we know income is strongly related to health and the view of many experts is that income redistribution is the surest way to achieve reductions in health inequalities. There is evidence that societies which are more equal in terms of income redistribution and perceptions of social position also do better in terms of overall health measures (Wilkinson and Pickett 2006). As already discussed, with little political desire for (income) redistributive policies along these lines in many such countries, microcredit could be considered as a way to achieve this. It would at least redistribute income from savers (and other donors) to borrowers and, in cases of successful enterprises built upon such credit, ensure income enhancement for beneficiaries and their families. It may also lift the incomes of some people above inadequate welfare benefit rates and engender extra impacts from people helping themselves. 

Other relationships are more tenuous, but still plausible (and thus shown as dashed lines in Figure 1). They are plausible because there is good evidence that these things are all linked, but tenuous because we know a lot less about whether intervening to act on these variables can actually impact positively on such outcomes. For example, on the face of it, it may seem that microcredit provides a possible solution to the chronic problem of mismatches between demand and supply in the labour market
 that exists in so many low-income communities. Indeed, this is why it is worth a try. However, it would require monitoring not only of income levels of microcredit recipients, but also of whether loans issued reached those for whom they were initially intended and whether they were then used to create employment opportunities. This is especially important in countries with well-established welfare systems through which some level of income-support is already provided and may indeed militate against engagement with microcredit. 

One may also question how engaging with microcredit should change the lifestyles of loan recipients in ways that would lead to ultimate health improvement. If health improvement were to follow in the long run, might we expect to observe changes in smoking behaviour, diet, physical exercise and the like in the interim? Again, this would require collection of data from loan recipients over time on such aspects and comparison of these data with trends in the general population and also in equally-deprived areas with no access to microcredit. 
Microcredit, Social Capital and Happiness
In many respects, microcredit relies on ‘social capital’, in broad terms the idea that strong social networks and relations in a community can lead to positive outcomes and provide a good basis for community-level interventions. Here, the idea would be that, with a little help in terms of money, a community can group together and make quite significant advances in improving itself. But might the administration of microcredit through mechanisms such as group lending and generation of prosperity in a community also add to social capital? Again, such impacts on the wider community in terms of its cohesiveness can, to an extent, be measured (Pronyk et al 2008). At the most basic level, do beneficiaries of microcredit stay in their communities or migrate from them? Moving beyond this: can microcredit produce an ‘asset effect’, enhancing human and social capital or community efficacy? (see Bynner and Paxton 2001). The psychological health of individuals in such communities can be tracked over time and measured against relevant comparators, but previous interventions to supplement income have been criticised for missing major opportunities to assess impacts on such health and wider social outcomes (Conner, Rodgers and Priest 1999; Ludbrook and Porter 2004). Going beyond what might be seen as narrower health outcomes, health researchers have been active in trying to operationalise Sen (1999)’s notion of capabilities into parsimonious measures to be applied to study subjects over time (Coast, Smith and Lorgelly 2008) and aspects such as dignity and autonomy can be captured by measures of coherence and ego development from psychology (Loevinger 2006; Eriksson and Lindstrom 2005 and Haswell et al 2010).
All of the above mechanisms have been portrayed in what might seem like a rather quantitative ‘model’ linking income, money and enterprise to health and happiness. However, to gain a richer understanding of how and in what circumstances microcredit can enhance people’s lives, or what the barriers to success might be, rigorous qualitative research is also required to explain the links in the model through the personal stories of microcredit recipients. 

A Fine Legacy for Smith and Yunus?
Microcredit in the sense of Grameen is now part of a wider movement encouraging social business; the idea of enterprise operating on a no-profit, no-dividend type of model (Yunus 2010). This applies not just to the Bank as an organisation, but its members too are encouraged to create social businesses. Given this, and the emphasis on self-help and payback embodied in microcredit, it could be argued that the vision for this work was laid down 250 years ago, when Adam Smith, in his seminal work The Wealth of Nations, observed and described the positive impacts of commerce on prosperity and well-being:


“It is not from the benevolence of the butcher, the brewer or the baker that we expect our dinner, but from their regard for their own self-interest”.
“He generally, indeed, neither intends to promote the public interest nor knows how much he is promoting it...He is in this and in many other cases, led by an invisible hand to promote an end which was no part of his intentions”.


Smith, A (1776): An Inquiry into the Nature and Causes of the


Wealth of Nations
This quote indicates the collective benefits of self-interested free enterprise and not of social business as such. Indeed, such passages are often used to promote Smith as the champion of self-interest. However, all that Smith did was to recognise self-interest as but one characteristic of people, not necessarily a virtue. Equally, he recognised that, as social beings, people care about each other:

“How selfishly soever man may be supposed, there are evidently some principles in his nature which interest him in the fortune of others, and render their happiness necessary to him, though he derives nothing from it except for the pleasure of seeing it”.



Smith, A (1759): The Theory of Moral Sentiments
Being a person of his time, Smith made little observation about health inequalities, although he likely thought that, as such commercial activity became more widespread, the general living standards of whole societies would be lifted. 

These two notions, of self-interest and caring, now come to be merged in the work of Yunus in 2010:

“And yet this selfless dimension has no role in economics”.



Yunus, M (2010): Building Social Business
Our contention, and likely that of Yunus, is that the selfless dimension has no role in a certain type of economics, the modern market-based economics that has difficulty internalising the ‘caring externality’ (Culyer 1971).
Conclusions

More than two centuries later, Smith’s vision has not been realised. In many of the more advanced economies of the world, health inequalities persist and have even widened despite years of unprecedented economic growth leading up to the current credit crunch. With the advent of the crunch itself, the prospects do not look good for reducing such inequalities. Several years of public health intervention have had little impact, and rates of worklessness in many communities are very high. Combining this challenge with the long-standing health problems in the West of Scotland, we are embarking on an exciting ‘cost-benefit’ analysis of microcredit as a public health intervention which will unfold over the coming years. We hope that this addition to the microcredit story will one of which Adam Smith and Muhammad Yunus would be proud. 
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