Research notes:
My focus is on basic needs (see Plan document).  I need general insights on the best ways to meet the goal of increasing access to basic commodities (water, food, shelter, crucial medical care).   (Looking at research on particular non-profits can only tell me how well they are achieving their goals, and not which goals are best as a way of increasing access to basic commodities.)  Which type of intervention is most important?  Where to focus?  Etc?
1. In the developed world, there is widespread access to food, shelter, water and crucial medical care.

a. There is some experience of hunger, homelessness and untreated disease in the developed world (water access, as far as I know, is not a problem.)

b. However, these problems are so slight when compared to the scope and seriousness of the lack elsewhere, that my focus will be on organizations working in the developing world.
2. On the face of it, it is difficult to know which of the basic needs (if any), should take priority.  They all seem equally necessary.

a. My starting point is that humans need all of the basic needs (water, food, shelter, crucial medical care) for well-being.
3. On medical front: Is it better to focus on prevention or cure?

a. This seems to depend largely on cost-effectiveness and what is available in a particular area of focus.

i. E.g., for an obvious case, consider: it is easier / more cost-effective to TREAT occasional, minor scrapes and cuts in daily life than to PREVENT them entirely.

1. This is why we don’t aim to encase ourselves entirely to avoid all possible minor injuries.

ii. This is probably true in my area of meeting basic needs in the developing world as well.

1. For instance: it MAY be more cost-effective to treat dehydration as a result of diarrhea as a result of poor water quality, in certain parts of the world, than to provide a source of clean water.

iii. Conclusion: it isn’t obvious at all that focus on prevention is to be preferred to focus on treatment.  In some cases it probably is (especially in cases of diseases with no known cure, such as HIV), in others not.

4. Question: is it better to provide the materials themselves (“the fish”), or to “provide the net”?
a. This seems to be largely a matter of cost-effectiveness in getting the needs met, when considered at a time.

b. However, there are further relevant concerns:

i. Sustainability: if an aid organization provides sporadic commodities directly, this may damage a local economy and leave the people worse off than before the “help.”  
1. This seems pretty important.  Can I find research on this?  How widespread is it?  Should this guide my thinking on the topic?
2. This also seems specific to commodities.  E.g., this may be the case with providing something the local market can produce (e.g., food) but much less so with things that it can’t produce (e.g., vaccines).

ii. Psychological benefit of teaching people (i.e., training them) to help themselves rather than only to receive help?  

1. Not sure about this.  I think it is a widely-made point but it seems to be folk psychology (impressionistic).  It may or may not be true.  I don’t know of any research on it.    Is there any relevant insight or research on this?
Four General Approaches to Meeting Basic Needs
1. Raise a country up economically (through trade agreements, etc) and its basic needs will them be better met. (?)

· Is this true?  What’s the evidence?

· What about corrupt leaders not spending the profits on infrastructure and services e.g., Cameroon and other African countries?

2. Help people meet their own needs through economic means (microfinance, savings, etc).

· The evidence that microfinance is good is mixed.
· Look into this further.

3. Raise education (literacy, etc) level of citizenry, and they will be able to provide better for themselves.
· Is this true? 

· It may be true in the U.S., but is it true in rural India?  (also see notes below).
4. Just give people commodities directly (surgeries, water pumps, food, shelter, etc).
5. Give people training and/or supplies to provide the commodities for themselves.

Conclusions on this topic:
· It seems that (1) and (2) are possible but would need more evidence to show connections.  Also more dependent on sociological and political and many other factors, which would be very hard to sort out.  

· Are there studies on education’s outcomes in the developing world?

· Are there demonstrable EFFECTS (not just correlation) of economic measures in developing countries with huge lack of basic needs being met?
· Note that saying “Western countries have a very high standing of living AND they are economically prosperous” does not prove anything.

· Same point for education levels.
· I can see all kinds of ways that improved education COULD be beneficial as regards basic needs.  But is it?  (I don’t think that my impressions of what might result are adequate evidence).

· Right now I am focused on how to meet basic needs as my area of focus.  This is not to deny that education has intrinsic value as a helpful (non-necessary) component of well-being.
· My initial inclination is to prefer methods (4) or (5) to (1)-(3), barring research showing effective and proven results from (1)-(3). 

· This is because (4) and (5) are easier to demonstrate effectiveness (and there has been demonstrated effectiveness for these sorts of efforts) e.g., eradicating smallpox.
Questions So Far:

1. Which area to focus on?
a. Do I have any reason to prefer provision of:

i. Food

ii. Water

iii. Shelter

iv. Medical care

b. General economic aid e.g., microfinance, savings incentive programs, etc.

c. Education

d. Emergency aid versus non-emergency aid?

Safe drinking water:

http://blog.givewell.org/
GiveWell found only one research study on success of clean water project lowering diarrhea rates.  Given this, it is hard to be sure a group working on the problem is succeeding, particularly since it may depend on what type of mechanism they are using.

Giving What We Can recommends sanitary education, less than clean water tools, and says that it is very effective.

· Look into this further.

This seems like area with relatively little evidence of success (barring further research that shows me otherwise.
Education:

Is there evidence that education is successful in producing better basic needs outcomes in the developing world?
· GiveWell does not think many such interventions have proven results:
· http://www.givewell.org/international/education
· My questions:

· Let’s say a child is educated to 10th grade in Nepal, Pakistan, etc.

· Does this raise her/his standard of living?  (It is likely to?)

This seems like area with relatively little evidence of success (barring further research that shows me otherwise.

Shelter:

Such as: Habitat for Humanity

· On the face of it, this cause is less important than other ways of addressing basic needs.
· The reason for this is that except in very cold locations, lack of shelter is not itself a large contributing cause of death, unlike disease, lack of clean water and lack of food.

· Thousands die from “exposure to elements” (shelter the world website, below) compared to e.g., 1-3 million for malaria (http://en.wikipedia.org/wiki/Malaria).

·  From the Shelter the World website:

· Each year thousands die of heatstroke, dehydration and exposure to elements due to lack of shelter.
· The only exception that I can think of to this is: lack of mosquito nets.  However, I am going to consider that intervention a part of medical aid rather than “shelter.”

· Undoubtedly Habitat for Humanity provides a useful service, but per house built it is probably not nearly as effective at saving lives as medical interventions.  I would consider what Habitat for Humanity does as providing something that is helpful rather than something that is necessary (see my Preliminaries document for distinction).
Food:
· This intervention would include providing either the tools for growing crops or the food itself (whatever is most effective).

· It seems (from http://www.wfp.org/hunger/stats?gclid=CO3-k6Ds_KICFRFY2godXFbhlA) that what kills children more is malnutrition (e.g., Vitamin A) rather than outright starvation from lack of food.

· If that’s true, then what I should be considering is vitamin supplements rather than food programs.

· I’m going to consider that a part of “medical” rather than the “food” category.

Economic Aid:
Microfinance-

· Given what I have read on GiveWell and elsewhere, it seems that Microfinance may be good, but not demonstrably VERY good.  
· It seems to help people pay for incidental expenses, more often than start a new successful business.
· I haven’t seen any data that indicates that it can raise people from a level of lacking basic goods to being able to procure them.  (And in fact, one wouldn’t expect that unless it was able to help them get new sources of income that would last over time, and I don’t think there is research showing that it can do that, even though that is the idea.)
· I saw a study showing that it helped (South Africa?) people already in a pretty good position, stay in that position (i.e., job) to some extent, perhaps by enabling them to weather things like family illness and other incidentals, without losing their jobs (?)
· But in that case, the beneficiaries are not as poor (and lacking in basic commodities) as those that I have in mind.
This seems like area with relatively little evidence of success (barring further research that shows me otherwise.

At this point, I feel fairly confident that I can narrow my search to medical interventions (compared to food, water, education, microfinance and broad economic interventions).
Medical Interventions:

Do I have any reasons to prefer:

· Emergency versus Non-emergency aid?
· From what I’ve read (websites note 21), emergency aid floods in and has to be spent quickly (lest donors not give during the next emergency because of reports of unspent funds).  The spending quickly approach may not be best.

· ALSO: emergency funds may be more readily available, because of the publicizing of and interest in the event.

· Prevention (vaccines) versus cures?

· This would seem to depend on cost-effectiveness rather than some theoretical point (curing someone of a disease and preventing someone from getting the same disease seem equally valuable).

· In both cases, there is one less case, and in both, there is one less case of the disease that can be passed on.

· Curing and preventing contagious diseases versus non-contagious diseases?

· All other things being equal (including severity of diseases, etc), contagious diseases seem more crucial to prevent and cure (if possible) and prevent.  This is because the effect of preventing and curing them is greater.

· Preventing disability-causing disease versus preventing fatal disease?

· I am unsure how to compare these.  It might really depend on the cost-effectiveness of specific programs.  I.e., if 100 cases of blindness could be averted for the same cost as saving 1 life, then definitely avert the cases of blindness.  This seems hard to say anything about generally.

· Is cost-effectiveness (DALY) a good measure to go on? 

· I need to research this in more detail.
· Kids versus adult focus?

· Kids have more years to live on average (actually, is this true in developing countries?  It’s possible that a 20 year old has more years to live than a 5 year old, in certain developing countries, given that particular diseases (malaria, e.g.) are more often fatal to children).

· Adults’ (particularly mothers’) deaths may seriously jeopardize kids’ well-being and chance of survival.

· Also there’s research on a tie between higher child survival rate and lower birth rates. (Look this up?)

· Given maternal mortality risks in developing world, this means that child survival has benefit (possibly?) of lowering material mortality risks.
· It seems difficult to come up with a principled way of deciding on this issue.

· Return to this issue if it’s relevant.  It could be that among top recommended medical charities, this issue is irrelevant (if, for example, the charity aims to help both).

Narrowed down to:

· Contagious diseases (all other things being equal, though they probably won’t be)

· Comparatively cost-effective measures

· Non-emergency aid.
· Developing world.

Other Considerations:

· Charities that focus on only the programs that I would like to support (i.e., not UNICEF) – for why, see websites tab notes 1-2.

· Ease of delivery (i.e., measures which are able to use unskilled labor rather than divert skilled labor from other causes and/or face a lack of skilled labor are preferable).
· High probability of cure/prevention with easily achievable treatment (i.e., focus on whether it is easy or difficult to achieve; the more treatments required for effect to occur, the more likely it is that people are not benefitting.  Look especially at risk of complications with only partial treatment (i.e., drug-resistant TB as a result of partial treatment).

· Room for growth (I agree with GiveWell that this should be a criterion.)
· Not sure about children vs. adult focus.
Techniques for finding organizations:
· So, given my goal right now ( narrowing down to 1-2 organizations), I am going to rely on GiveWell’s data about top recommended organizations, within the above focus, and check it against a few other charity evaluators for disparities (at which point I can check the disparities myself).
· There MAY be organizations unevaluated by GiveWell and the other evaluators, which would be good to consider, but 1. I don’t know which they are, of many, and my selection of which to investigate would be rather arbitrary, 2. They probably have too limited information readily available for me to tell whether they are effective, and 3. I only have about 2-3 more hours left in the time that I allotted (10-12 hours) for this research project.
More Reflections:

· It seems that some efforts depend heavily on recipients’ proper use (e.g., mosquito nets, condoms, taking TB drugs for six months) and others do not (e.g., one-time vaccinations) or nearly do not (e.g., child three-shot vaccinations, where the children have to return).

· It seems that, given levels of understanding of medicine – as far as I know – among the uneducated in Africa, depending heavily on participation may not be as good.

· HOWEVER, wouldn’t vaccinating also depend on participation (i.e., going to a clinic and the parents agreeing to let the child get a shot?)

· But perhaps: If they are vaccinated, then the disease is averted.  Whereas the same does not apply with condoms and ITNs.  
Medical Interventions Notes:
· Theoretical reason to prefer: physically, humans are more similar than they are culturally/politically/etc.  (see Notes XLS, site notes 4).
· So medical interventions may be applied more successfully across diverse groups.

· However, this assumes that it is possible to disentangle medical interventions from non-medical factors that are involved (e.g., psychological factors which may be very different across groups, sociological factors, religious/cultural beliefs).  E.g., belief in witchcraft (rather than scientific, non-spiritual causes) in Africa.
· This is a case where cultural norms and perceptions of knowledge-sharing interfere with one type of medical intervention (i.e., training of doctors who are then expected to train other doctors).
· This sort of theoretical consideration would, however, be swamped by strong evidence of success of various medical programs.
NTD notes:
SCI Questions:

· What percentage of victims of the 7 diseases they treat have acute symptoms (kidney damage, intestinal damage, disfiguration of the limbs, blindness, and death), rather than the less serious symptoms (malaise).

· What is the cure rate for the treatment program?

· Do they have room for more funding?

