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The International Poverty and Health Network (IPHN) was created in December 1997 following a
series of conferences organized by the World Health Organization, with the aim of integrating health
into plans to eradicate poverty. Around 1.3 billion people live on less than US$1 per day. Of the 4.4
billion people in developing countries nearly 60% lack access to sanitation, 30% do not have clean
water, 20% have no health care, and 20% do not have enough dietary energy and protein. Even
among rich nations there are gross socioeconomic inequalities. Many children are robbed of their
physical and mental potential through poverty. Expressed in constant 1963 US dollars, an average
Croatian family needed the annual income of US$894 to meet the poverty line in 1960 and US$9,027
in 1995. Accordingly, 9-25% of Croatian households were below the poverty line between 1960 and
1995. The increase in the poverty rate after 1991 was compounded by the war that destroyed almost
a third of industrial capacity and infrastructure. Dissipation of the communist economy and inadequate
privatization have contributed to the increase in unemployment rate, corruption, and other social ills.
IPHN invited Croatian Medical Journal to publish this editorial to help push the issue of poverty up
political and medical agendas on a global level. We argue that a factor contributing to the failure of
most large-scale programs against poverty to date is the excessive emphasis on material and
infrastructure assistance at the expense of spiritual, moral, and intellectual development.
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The International Poverty and Health Network was created in December 1997 following a series of
conferences organized by the World Health Organization. The aim of the Network is to integrate
health into plans to eradicate poverty. Its formation was a response to the evidence of the persistent
and growing burden of human suffering due to poverty. Now it invites others to join the endeavor. It
asked medical journals to publish the invitation in their first 2000 issues.

The Growing Poverty

Around 1.3 billion people live in absolute, grinding poverty on less than $1 per day (1), despite the
overall substantial growth of the world economy, which doubled in the 25 years before 1998 to reach
US$24 trillion. Of the 4.4 billion people in developing countries, nearly 60% lack access to sanitation,
more than 30% do not have clean water, about 20% have no health care, and another 20% do not
have enough dietary energy and protein.

Economic disparities both within and between countries have grown, and in about 100 countries
incomes are lower in real terms than they were a decade ago (2). By 1995, the richest fifth of the
world’s population had 82 times the income of the poorest fifth. The world’s 225 richest people have
combined wealth equivalent to the annual income of the poorest 2.5 billion (nearly half of the world’s
population) (1). At the same time the world faces a growing scarcity of renewable resources from
deforestation, soil erosion, water depletion, declining fish stocks, and lost biodiversity. The poor will
be hit hardest by these problems.

Despite overall dramatic increases in life expectancy in the past century, health professionals should
be concerned about growing inequalities in health and wealth (3). The precipitous decline in life
expectancy in Russia is a graphic example of how health may deteriorate as societies face sudden



social and economic change accompanied by growing poverty. The gap in life expectancy for men
between selected western European countries and Russia has widened from about three years in
1970 to around 15 in 1995; the figures for women show a widening from 4 to 10 years over the same
period (4).

Many African countries have total external debts that are more than 100% of their gross national
product. Although there has been progress in canceling debt, only 22 of the 52 countries needing
substantial or total debt reduction will actually see their annual payments reduced after the
agreements made at the Cologne summit (5). Therefore, much remains to be done, including
monitoring how the World Bank and International Monetary Fund implement debt reduction program
and ensuring that the economic reforms they recommend are focused on reducing poverty.

Even amongst rich nations in industrialized countries there are many examples of growing
socioeconomic inequalities in health over the past 20 years (4). Of particular concern is the fact that
so many children are robbed of their physical and mental potential through poverty (6). Even in the
US more than one in four children aged under 12 have difficulty obtaining all the food they need.
Poverty and Health

Il health and poverty are mutually reinforcing and can generate a vicious cycle of deterioration and
suffering. lll health contributes directly to reduced productivity and sometimes to loss of employment.
When it affects the principal earner in poor families it has severe implications for economically
dependent family members, particularly children. By definition, poor people have few reserves and
may be forced to sell what assets they have, including land and livestock, or borrow at high interest
rates, in order to deal with the immediate crisis precipitated by illness. Each option leaves them more
vulnerable, less able to recover, and in greater danger of moving down the poverty spiral. In contrast,
effective and accessible health services can protect the poor from spiraling into worsening economic
problems with the onset of iliness, and community-based health care has the potential to make a
major contribution to the building of social capital and to the strenghtening of the community’s own
coping mechanisms.

In the 20th century, development has often been equated with economic growth, but the link between
economic prosperity and health, a key component of human development, is not automatic. A recent
World Bank study showed that income improvement caused about a fifth of the decline in mortality
between 1960 and 1990 (7). However, the researcher pointed out that education of women and the
generation and use of new knowledge were more important factors.

Poverty is a social construction with many dimensions: lack of education, inadequate housing, social
exclusion, unemployment, environmental degradation, and low income. Each of these diminishes
opportunity, limits choices, undermines hope, and threatens health. Economic indicators focus
primarily on income poverty, whereas health indicators provide a measure of the multidimensional
nature of poverty. For this reason health should be the pre-eminent measure of the success or failure
of development policies in the next century.

Health professionals strive to understand their patients’ experience of illness and distress. As we
share the frustration and anger of those whose health is undermined by poverty this understanding
becomes part of a process of developing solidarity with disadvantaged individuals and communities.
Once suffering is expressed, it becomes tangible and demands redress. This is fundamental to
medicine and healing; it applies no less to social injustice. If we hear of suffering but do not work
alongside the sufferer for redress, we abandon our task.

Poverty in Croatia

Under communism, objective studies of poverty in Croatia were ideologically disfavored. The official
statistics were based on subjective criteria and are thus not reliable. Hence, an assessment of the
situation must start with the current socioeconomic circumstances. These circumstances are still
strongly impacted by the war of 1991-1995, by the incomplete transition from planned economy to
market economy, and by the de facto isolation of the country by the international “community” until the
parliamentary elections of January 3, 2000.

The transition to market economy started immediately after the democratic elections of 1990, but it
has been only partially completed. The dislocations of war prevented the establishment of checks and
balances in the redistribution of national wealth, particularly the accumulation by the nouveau riche.
The consequences have been a low confidence in the institutions of the government and corruption.
An additional outcome has been the decline of the gross domestic product per capita from US$5,195
in 1990 to US$4,028 in 1995, but with a recovery to 4,832 in 1998 (8). In 1999, some local media
estimated that about 80% of individuals and households Croatian thought of themselves as poor; they
claimed that their living standards in 1999 were worse than before 1991. In the summer of 1999, the
Association of the Independent Workers’ Unions of Croatia publicly argued that as much as 40% of
the Croatian population could be considered poor. The poverty line was set at the monthly per capita



income of HRK841 (Croatian kuna, approximately US$113), a relative criterion defined as inability to
meet the needs generally perceived as basic. These claims have not been supported scientifically.

In 1999, Skare published the only scientific study of poverty in Croatia (9). He set the poverty line as
the income meeting the minimum individual daily nutritional needs of 2,900 calories for a family of
four. Expressed in constant 1963 US dollars, the average Croatian family needed the annual income
of US$894 to meet the poverty line in 1960 and US$9,027 in 1995. (For comparison, these figures for
the USA are US$3,022 and US$15,569, respectively.) Accordingly, from 9% to 25% of Croatian
households were below the poverty line between 1960 and 1995. The worst years were 1972, 1992,
and 1993, while the best was 1968. The rather large increase in the poverty rate after 1991 was
compounded by the war that destroyed almost a third of industrial capacity and infrastructure and held
24% of the national territory under occupation for four years. Dissipation of the communist economy
and inadequate privatization have also contributed to the sudden increase in unemployment rate,
corruption, and other social ills.

To assess the real situation, Croatia needs further in-depth studies of poverty. The census, scheduled
for 2001, will greatly assist in these efforts. However, even without a definitive study it is manifest that
the living standards in Croatia are grossly inadequate for a large number of citizens and that the
situation has worsened over the last decade. Some estimates indicate that the unemployment rate,
presently estimated at between 17% and 23%, can be substantially reduced only by economic growth
at the annual rate between 7% and 10%. This rate of growth can be achieved only through a
sustained process of integration of Croatian economy into developed industrial economies of the
world.

What Can Croatia Contribute to the Global Combat against Poverty?

Clearly, developed economies do not lack resources to raise the worldwide levels of health care,
shelter, nutrition, and education. The economic consequences of the nascent global market on
developed economies, at least on that in the United States, indicate that redistribution of global wealth
in favor of the poor would benefit the wealthy as well. Yet, the gap between the rich and the poor
continues increasing. Why?

This question is as philosophical as it is pressing. It probes the very definition of poverty to identify its
root causes and identify its remedies. We argue that a factor contributing to the failure of most large-
scale programs against poverty to date is the excessive emphasis on material and infrastructure
assistance at the expense of spiritual, moral, and intellectual development. Paradoxically, spiritual
and moral development are needed both in the world that gives and in the world that receives; only a
global awareness of the intrinsic dignity and transcendental value of every human being — a spiritual
category — can provide a universal platform for the overcoming of the political and economic divides.
Such divides are inherent in every global effort that by necessity cuts across cultures and civilizations.
We argue that the small countries, themselves maybe in need of assistance, can meaningfully
contribute to the global goal of eradicating poverty. The success of Israeli agricultural and community
development programs in sub-Saharan Africa before the Six-Day War of 1967 supports this argument
most eloquently.

The relative failure of the United States and other New World countries in eradicating poverty in the
inner cities and native communities is an example of welfare not accompanied by sufficient assistance
to the family and to the broader community. This mode of assistance should focus on building the
spiritual, educational, and cultural, not just economic leadership. In fact, the success of different
immigrant groups in the United States and other countries of immigration appears directly linked to
their spiritual values and maintenance of social cohesion. The success of Jewish and Chinese
Americans in the first half of the 20th century is a case in point. Strong sense of community and
common values — hard work, focus on education, spiritual link with the previous and incoming
generations, work on behalf of descendants — allowed these groups to secure a socioeconomic
impact well above their strength in numbers. While economically poor, they were rich in heritage and
values that redeemed them from poverty.

Admittedly, assimilation into the societies of the “First World” is hardly paradigmatic of the solutions
needed in the “Third World”. However, these examples do emphasize that any economic assistance
must be accompanied by a true commitment of donor nations and groups to sustained human
interaction with the receivers. This interaction should mediate a gradual integration of the poorest
societies into the community of nations that equal each other not only in the per capita national
product, but also in education, health, strength of family, and cohesion of community. Small nations of
the “Second World”, such as Croatia, can provide these essential non-economic components of
assistance. Arguably, medical, educational and other professionals from small transitional countries
could be particularly sensitive to the spirituality and dignity of societies and groups under duress, an
essential requirement for success of any human interaction. Such sensitivity has not always been



indigenous to the rich and the powerful, often self-declared as the “international community”. Many
Croatians perceive their current political difficulties and the de facto international isolation of the
country as caused by such a lack of sensitivity. If this belief has some basis in facts, many a
transitional country is an untapped resource of meaningful contributions to humanity.

Invitation

The International Poverty and Health Network is a worldwide network of people and organizations
from health, business, non-governmental organizations, and government who seek to influence policy
to protect and improve the health of the world’s poor, particularly the poorest in all countries. The
network urges that a balance must be struck between social development and growth in income;
between the human and financial dimensions of poverty; and between redistribution and market
reforms. Its aspiration is to achieve a balance between biomedical and social approaches; between
community based health development and a response to individuals; between prevention of disease,
promotion of health, and treatment; and between physical and mental health.

Over the next few years supporters of the Network will strive to reduce the burden of ill health due to
poverty in the following ways:

1. Engaging in strategic discussions with the International Monetary Fund, the World Bank, the World
Health Organization, and national governments to ensure that health is put at the center of
development. We urge health impact assessments of all policies.

2. Promoting action for health locally, regionally, and nationally by working with sectors such as
education, business, agriculture, and transport.

3. Building the evidence base on effective interventions to reduce inequalities in health and how
improved health can reduce poverty.

4. Facilitating exchange among health professionals in north and south about effective ways of
working.

5. Ensuring that education programs for health professionals include information on the impact of
socioeconomic inequalities on health and what they can do to reduce such inequalities.

6. Encouraging health professionals to work with local communities to improve the health of the
poorest.

7. Monitoring trends in health inequalities and using the data to influence policy.

We invite others to join the IPHN in this endeavor.
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