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IRAQ – HEALTH ASPECTS OF A MULTI-FACETED EMERGENCY 
 
Dr Rae-Wen Chang - Jan 2007 
 
Introduction: the human landscape of Iraq  
History, they say, is written by the victor. In the case of the current conflict in Iraq, 
posterity may declare no victors but read a bloody tale of combatants and civilian 
victims. As Robert Fisk comments: “War is primarily not about victory or defeat but 
about death and the infliction of death. It represents the total failure of the human spirit ” 
(2006, p.xix). It is imperative to examine the factors that have led to chaos in the land 
known as Mesopotamia, the cradle of civilisation (Braude 2003).  
The abysmal health conditions in the country today are a reflection of the political 
struggles that have taken place in Iraq over the past 18 years; soaring child and maternal 
mortality and malnutrition flag a country in crisis. The true death toll is unknown after 
years of conflict. Lack of co-ordinated international aid efforts has forced questions of 
politicisation of humanitarian aid and highlighted reconstruction failures. Health workers 
face unprecedented levels of danger whilst trying to do their job; rather than an emblem 
for protection, the red cross signifies a high-value target. The prickly issue of military 
medicos has come under fire with reports of human rights abuses in Abu Ghraib  prison.  
The ultimate aim should be to bring back the people of Iraq to reconstruct their lives and 
aspire to the Universal Declaration of Human Rights: 
Everyone has the right to life, liberty and security of person. 
Everyone has the right to a standard of living adequate for the health and well-being of 
himself and of his family, including food, clothing, housing and medical care and 
necessary social services.  Motherhood and childhood are entitled to special care and 
assistance (United Nations 1948). 
 
Background: The Question of Oil  
A prosperous economy boosts state health systems, and oil has played a crucial role in the 
fortunes of Iraq. When World War I broke out, Britain captured Basra, Mosul and 
Baghdad, oil-rich regions. Churchill recognised the importance of controlling this fuel 
source for Britain’s Imperial Navy (Demirmen 2003). Americans were concerned about 
British control of Iraqi oil concessions and fought unsuccessfully for an open door policy. 
Independence in 1972 finally allowed national control of this resource, and improvement 
in the socio-economic conditions of Iraqi people. UN Sanctions in 1990 prohibited the 
Government from using this valuable commodity to trade with other countries for vital 
humanitarian needs (Popal 2000; Zaidi 1994). The invasion of Iraq by Coalition forces in 
2003 has raised worldwide concern that this war was not solely about weapons of mass 
destruction and Iraqi freedom, but an attempt to gain control of Iraq’s considerable oil 
and gas assets (Paul 2006). During a meeting led by Alexander Downer in May 2003, he 
outlined plans for a multi-national consortium to bid for an undeveloped oilfield in 
Halfayah. Mr Downer noted for the record that “there would not be blood for oil. The 
Australian Government said sincerely that it had not joined Coalition forces on the basis 
of oil… (however) once the sanctions regime is lifted, existing oilfields can be developed 
through the importation of technology” (Downer, Rifkind & BHP Billiton 2003). In 2007 
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there is no conclusion of fighting yet much suffering as a consequence of the conflict for 
oil. 
 
 
ISSUE 1: DETERIORATION OF HEALTH IN IRAQ 1990-2007 
 
 
 
Health status of Iraq, 1960s -1980s 
In 1980s oil revenue contributed 60% of gross domestic product, used by the government 
to build a modern system of tertiary hospitals, with primary care reaching 97% urban and 
78% rural areas (Frankish 2003). Health was apportioned a  national budget of US$450 
million (Aziz 2003). Health facilities were well equipped and amply staffed and an 
efficient ambulance network provided good access to institutional care (Popal 2000). 
Iraqi medical and nursing schools were held in high regard as teaching institutions 
throughout the Middle East.  
Public health was improving with good sanitation and water purification systems ; 500 
water treatment plants ensured potable water reached 95% of the urban and 75% of the 
rural population (ibid.). Communicable diseases such as cholera, dysentery, polio, 
diphtheria and  typhoid had low incidence rates (Iraqi Ministry of Health 1998). Iraq’s 
health care was among the best in the Middle East during this time, and ranked 50th 
among 130 countries in the UN Human Development Index by 1990 (Frankish 2003). A 
reliable public health surveillance system prior to 1991 (World Health Organization 
1996) illustrates the satisfactory state of health in Iraq until 1989. 
 

 Population:                      23.6 million 
 
 Birth rate:                        43 per l 000 population  

 Crude death rate:             8.0 per l 000 population 

 Infant mortality rate:       52 per l 000 live births 

 Under 5 mortality rate:   94 per l 000 live births 

 Maternal mortality rate:  l60 per l00 000 live births 

  Life expectancy:             66 years 

Table 1. Selected health indicators in Iraq before sanctions, 1988-1989 (World Health 
Organization 1996) 

Health status of Iraq, 1990s – 2003 
1. Immediate effect of sanctions 

“The use of force alone is but temporary. It may subdue for a moment; but it does not remove the 
necessity of subduing again: and a nation is not governed, which is perpetually to be conquered” 

(Burke 1775) 
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In August 1990, the UN Security Council imposed extreme economic sanctions against 
Iraq due to the Hussein government’s invasion of Kuwait (United Nations 1991). UN 
Resolution 661 blocked almost all commercial imports and exports, froze Iraqi funds and 
prohib ited travel on Iraqi transport (Daponte & Garfield 2000).  The effects on the 
nation’s purchasing power, employment and health were immediate. Economic sanctions 
as a punitive measure against a state may have no effect in rebuking those in power, but 
are aptly described by Boutros-Gali as “a blunt instrument which affect the most 
vulnerable in a society” (Machel 1996).  
According to testimony to US Senate in 1990, “ninety-seven percent of Iraq’s income and 
ninety percent of its imports (had) been cut off. Extensive rationing is a grim social 
reality” (Brzezinski 1991).  Iraq relied heavily on multilateral trade partners for food, 
medicine and hardware. No longer able to trade oil as currency, the dinar collapsed in 
value. As transport was halted, the logistic web of distribution was thrown into disarray. 
The UN resolution was supposed to allow “supplies intended strictly for medical 
purposes, and, in humanitarian circumstances, foodstuffs” (United Nations 1991). The 
reality fell far short of this clause. All items needed to be cleared by the Sanctions 
Committee; hence any item that could potentially be of “dual use” in the manufacture of 
weapons of mass destruction was banned. There were ruthless examples of this, such as 
prohibited import of chlorine, a powerful disinfectant, which caused the breakdown of 
clean water supplies. Even vaccines, thermos flasks for cold chain storage and ambulance 
equipment parts were all blocked as potential “dual use” items (CESR 1997).  
As Iraq imported nearly 90% of medicines from US and UK, the abrupt halt of trade led 
to a severe lack of analgesics, antibiotics, acute and chronic illness medications (Akunjee 
& Ali 2001; Al Ansari 2007). One doctor in Basrah stated: “This is unacceptable in 
medicine, to have patients die because of a shortage of drugs and supplies that are readily 
available everywhere else. It is a crime against humanity” (Brown 2000).  
 
2. Public health system breakdown 
Compounding the early effects of sanctions, the first Gulf War started on 16 Jan 1991 and 
a ceasefire was declared after six weeks (Machel 1996). During the war, bombing of 
facilities such as electricity generators, water purification plants, and waste disposal 
systems critically affected public health. Machines malfunctioned and could not be 
repaired, causing overflow and cross-connections between water and sewage lines (CESR 
1997). Sewage swept into people’s homes and through the streets; in which children 
played (Al Ansari 2007; Wells 2001). In 1997 WHO found 65% of drinking water 
samples showed high levels of bacterial contamination (CESR 1997). 
It is estimated that 561 (66.1% of total) health centres were destroyed by bombing in 
1991, including 88 hospitals, 71% of the total number (Iraqi Ministry of Health 1998). 
Hospitals left standing had no running water and due to power cuts, limited operations 
were carried out during the day. There were no disinfectants; plain water was used to 
clean hospital floors. X-ray and ventilation machines were useless once parts failed, and 
biochemistry could not be carried out due to lack of chemical reagents (Garfield, Zaidi & 
Lennock 1997; MedAct 2004).   
 
3. Malnutrition and Child mortality     
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Figure 1. Infant and under-5 mortality rates per 1000 live births in Iraq 1979-1999 (Popal 
2000) 
WHO comparison studies showed doubling of infant mortality rate between 1988-1989 
and during sanctions. Mortality rate of children under 5 years increased six- fold (CESR 
1997). A study by UN Food and Agriculture Organisation concluded that the deaths of 
over 560,000 child ren could be attributed to UN sanctions from Aug 1990-1995 (Zaidi & 
Fawzi 1995). 
 

 
 
Figure 2. Iraqi child suffering from kwashiorkor (‘potbelly’ syndrome) due to protein 
malnutrition (El-Awady 2002). 
Food shortage in Iraq was a prime contributing factor in mortality due to acute on chronic 
malnutrition, with two-fold increase in wasting and four- fold increase in stunting. 
Kwashiorkor and marasmus, syndromes of protein-deficiency, became common. The 
disturbing impact on young children’s health followed embargoes on infant milk formula 
and animal protein products.   
 

Commodity Estimated 
production 

Total 
requirements 

% shortage 
of total 

require ments 

Cereals 2 192 5 633 61.1 

Pulses 50 120 57.7 
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Vegetable 
oil 

100 298 66.4 

Red/Poultry 
meat 

114 454 74.9 

Fish 5 62 91.9 

Eggs 
(millions) 

150 1 966 92.4 

Milk N.A. 372 59.9 

Baby milk Negligible 43 100.0 

Table 2: Shortage of food in Iraq, 1995/1996 (000 tons) (World Health Organization 
1996). 

According to the Iraqi Department of Health in 1998-2002, the primary causes of death 
under 5 years were acute respiratory infections, gastro-enteritis and malnutrition (El-
Awady 2002; Iraqi Ministry of Health 1998). After 1991, the Expanded Programme on 
Immunisation was completely interrupted, contributing to increases in vaccine-
preventable diseases such as diphtheria, pertussis, measles, tetanus and polio (World 
Health Organization 1996). Malaria rose from 3,428 cases in 1989 to 32,199 cases in 
1996 due to shortage in pesticides, medicine and mosquito breeding in stagnant water 
(Iraqi Ministry of Health 1998; World Health Organization 1996). The synergistic 
interaction of malnutrition with infectious diseases causing death cannot be overstated.  
The Iraqi Government in September 1990 introduced a rationing system which prevented 
widespread famine, corroborated by 2001 UN Secretary-General’s report (Von Sponeck 
& Halliday 2001), especially as the dwindling food basket provided only 34% of daily 
needs. It was cereal-based and deficient in micronutrients. International relief agencies 
provided limited food aid via 20 Nutrition Rehabilitation Centres for severely 
malnourished children under 5 years; ineffectual for the semi- starving population. 
Hospitals could only admit children with life-threatening infections compounding 
malnutrition, most of whom died without available medicines (Capaccio 1999; Smith-
Ferri 2005).  
The 1995 FAO study concluded: “The situation is so grave that it cannot be met through 
UN and NGO food assistance. The only sensible solution...is to enable Iraq, a potentia lly 
rich country, to import foods to meet its entire requirement” (Zaidi & Fawzi 1995). This 
recommendation was ignored. 
 
4. Oil-for-Food Programme   
Partial relief came after national and international protest at the huma nitarian crisis that 
resulted from sanctions. UN and Iraqi government finally agreed on terms for the Oil- for-
Food programme in May 1995, allowing Iraq to sell US$1 billion worth of oil every 90 
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days. The money was diverted primarily into war reparations for invading Kuwait, 
humanitarian supplies for Kurds, payment for UN operations and  repair of oil-lines. 
US$1.6 billion remained for Iraq’s non-Kurdish population of 18 million, approximately 
$7.50 per person per month. UN Secretary-General estimated that Iraq required  $4 billion 
per year in food and medicine alone – far short of the final sum, and not including US$22 
billion required to rebuild infrastructure (CESR 1997). He also stated “the US and UK 
governments' blocking of $4 billio n of humanitarian supplies is by far the greatest 
constraint on the implementation of the oil-for- food programme” (Von Sponeck & 
Halliday 2001; World Health Organization 1996). UN report into the impact of the 
programme showed that it made a significant difference to acute malnutrition when food 
was actually delivered (Ali & Shah 2000; Mason et al. 2005). Unfortunately the Volcker 
and Cole inquiries held in 2005 identified significant corruption amongst suppliers for 
this programme. The Australian Wheat Board was found responsible for channelling 
US$220 million directly to Hussein, the heftiest culprit breaching UN Security Council 
Resolution 661 (Cole 2005; Marr & Wilkinson 2006).  

An indictment of the refusal of UN Security Council to ease sanctions came when Denis 
Halliday, Humanitarian co-ordinator in Iraq, resigned in protest in 1998, followed by 
Hans von Sponeck in 2000 and Jutta Burghardt, head of World Food Programme in Iraq. 
Halliday was unable to morally condone presiding over a programme that “did no more 
than sustain an already unacceptable situation of high levels of child mortality, adult 
mortality and malnutrition…against UN Charter and human rights” (Edwards 2000; Von 
Sponeck & Halliday 2001).  

5. Depleted uranium 
In late 1990s debate ensued about potential harmful effects of depleted uranium used in 
armour-penetrating weapons and oilfield fires after US and UK soldiers claimed to suffer 
from dermatological, renal and neurological conditions, classed collectively as Gulf War 
syndrome. Studies published by WHO and Lancet Journal did not substantiate these 
claims for military personnel (Ismail K et al. 1999; Repacholi et al. 2001). It was 
postulated that potential exposure was much greater in the civilian Iraqi regions where 
clean up campaigns were not conducted, and dust was ingested and inhaled since 1991. 
Chief of WHO Cancer Programme stated that “breast cancer is rising inexorably… A 
more sinister problem is the apparent threefold increase in leukaemia in the southern 
provinces—the sites of the major battlefields of the Gulf war”. He spoke out against the 
lack of treatment facilities and oncology drugs, which were consistently banned under 
sanctions (Sikora 1999). Later observational studies by scientists in southern Iraq 
highlighted a six- fold increase in childhood leukaemia, breast cancer, thyroid cancer and 
neurologic birth defects over 10 years (Al-Azzawi 2006). Follow-up local research 
continues to be limited by paucity of funds and international interest.  
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Figure 3. This picture is shown by Dr. Jawad Al-Ali – an example of the surge in birth 
defects in southern Iraq that he blames on depleted uranium (Johnson 2002). 

Health status of Iraq, 2003-2007 – the Second Gulf War 
1. Debate over civilian mortality figures 
This troubling situation was compounded with the Coalition occupation of Iraq in 2003. 
In a targeted campaign to destroy installations that could hide weapons of mass 
destruction, civilians and non-military infrastructure were collateral damage.  
Civilian deaths have not been accurately recorded within Iraq by occupying forces. A 
British-Iraqi team, using methodology of household interviews conducted by Iraqi 
doctors, came to the conclusion that there were 98,000 excess deaths in Iraq between Mar 
2003- Jul 2006 (Burnham et al. 2006; Roberts et al. 2004) due to violence. There has 
been controversy as to its accuracy. Iraq Body Count, a passive surveillance system 
derived primarily from mortuaries, medics, Iraqi and Coalition sources, placed the figure 
between 54,213-59,873 deaths from coalition military or insurgent action, accurate as of 
19 Jan 2007 (Iraq Body Count 2007). It is likely these figures underestimate the true 
count due to under-reporting. MedAct’s Iraq Health Update Mar 2006 has described little 
improvement in health status; violence has escalated exponentially in the past 3 years, 
and malnutrition continues to plague 50% of children,  with diarrhoea and respiratory 
illness causing 70% child deaths (Reif 2006; UN Integrated Regional Information 
Network 2005).  
 

Indicator  Value 
(year)

Life expectancy at birth (years) males  51.0 
(2004) 

Life expectancy at birth (years) females  61.0 
(2004) 

Probability of dying (per 1 000 population) between 15 and 60 years (adult mortality rate) males  452 
(2004) 

Probability of dying (per 1 000 population) between 15 and 60 years (adult mortality rate) females  201 
(2004) 

Probability of dying (per 1 000 population) under five years of age (under-5 mortality rate) males  130 
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(2004) 

Probability of dying (per 1 000 population) under five years of age (under-5 mortality rate) females 120 
(2004) 

Population (in thousands) total  28,807 
(2005)  

 
Table 3: Iraq selected health indicators 2004 (World Health Organization 2004) 
 
2. Health care worker perspectives 
i) Iraqi health care workers   
Iraqi health workers have continued working under the burden of trying to provide care 
for patients with few treatment options and at great personal risk. During the Ba’athist 
regime doctors became unwilling participants in human rights abuses. In a self-
administered survey in 2003, Iraqi physicians reported carrying out non-therapeutic 
amputatio n of ears, hands and feet as a punitive measure, falsifying medico- legal reports 
of torture and death certificates. They did this under threat of job loss, torture or death 
(Court 1994; Reis et al. 2004).    
Dr Zakira Arajiy worked through the Iran-Iraq war, 1991 and 2003 Gulf War. He stated 
that the hospital was dealing with 100-140 casualties a day, many children injured by 
cluster bombs. He commented: “The tragedies I have seen are too high a price to pay for 
this so-called freedom of Iraq” (Aziz 2003).  
Doctors for Iraq, a national humanitarian organisation, reported human rights abuses by 
Coalition and Iraqi forces since occupation, with military raids on Ramadi hospital, 
killing of possible insurgent patients in hospital beds and blocking ambulance passage 
during the siege of Fallujah (Labonte 2005).  
Doctors themselves are high value targets for kidnapping and killing, as they are deemed 
to have enjoyed a high social status during the Hussein regime. Iraq Ministry of Health 
estimates 400 medical specialists left the country since 2004. Violence has prevented 
their return, with 176 medical workers being killed during that same period (Salman & 
Naji 2006).  
 
ii)       Humanitarian workers  –  
Local and international aid workers have faced a difficult dilemma working in Iraq. 
When Coalition forces took over interim authority in 2003, the US Department of 
Defense was responsible for co-ordinating relief efforts rather than non-government 
organisations (NGOs). The dual role of occupier/donor created security issues for 
workers, who were perceived as partisan and “enemy”. This led to 200 aid workers being 
kidnapped and 60 foreign staff were killed (Salman & Naji 2006). The 2003 bombing of 
the UN Baghdad headquarters and Jordanian embassy led to most NGOs departing Iraq 
(MedAct 2004; Tayal 2003). Competition for lucrative rehabilitation work between 
NGOs and private US contractors promoted duplication of effort and corruption (Palmer 
2006), and highlighted poor interagency co-operation. Health care centres were left 
incomplete due to poor management, security costs, and dwindling funds (Knickmeyer 
2006; Mandel 2006; Posner 2006).  
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iii)  Coalition military medical workers –  
Military medical staff continue to face ethical challenges during this emergency.  
There are success stories such as Balad USAF Theatre Hospital, run by US  and assisted 
by Australian medical staff, who have treated Coalition and Iraqi soldiers and civilians in 
a tertiary level facility rarely seen in two decades of sanctions (Stendt 2006). Acts such as 
these have done a great deal to win ‘hearts and minds’ of local Iraqis.  
 

 
 
Figure 4 Dual roles of military medical staff – friend or foe? People receive medicine 
from U.S. troops in Shumeyt village, north of Baghdad. (Sasa Kralj -- Associated Press 
2006) 
 
In stark contrast, public outcry ensued from revelations of prisoner abuse in Abu Ghraib 
and Guantanamo Bay, detention centres for suspected terrorists. The International 
Committee of the Red Cross in Feb 2004 reported examples of torture and inhumane 
treatment affirmed by Human Rights Watch (Brody 2004; ICRC 2004). Detainees were 
subjected to “beatings, burns, shocks, bodily suspensions, asphyxia…denigration of 
Islam and forced violation of its rights…allegations of sexual humiliation and rape (Miles 
2004)”.  
These acts contravene the Geneva Conventions of 1949 which oblige Coalition forces to 
treat prisoners of war humanely, protect them against acts of violence and to respect their 
human dignity, physical integrity and cultural sensitivity.  
The US Administration stated that these prisoners were ‘enemy combatants’ and thus not 
under the protection of the Convention (Brody 2004). The horrifying part was the 
complicit role of medical staff who were ordered to ensure detainees were “medically and 
operationally evaluated as suitable” for interrogation. In one example a detainee 
“collapsed and was apparently unconscious after a beating, medical staff revived the 
detainee and left, and the abuse continued (Miles 2004)”. It is alleged staff shared 
medical records with interrogators to identify prisoner vulnerabilities, provided 
inadequate medical care and falsified records of injuries or deaths (Lifton 2004; Zagorin 
2005). Lifton describes the environment as an “atrocity-producing situation— one so 
structured, psychologically and militarily, that ordinary people can readily engage in 
atrocities. Doctors may have become socialized to an environment of torture and by 
virtue of their medical authority helped sustain it ” (2004, p.2). 
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Conclusion 
As health professionals and humans, we need to question the factors that have shaped the 
appalling health situation in Iraq today; how did it deteriorate from a functioning 
economy, to a dictatorship first wooed then punished by US and UK governments, to the 
frightening spiral of violence and near-anarchy that exists today. It is clear that the Iraqi 
people have been the victims of political wrangling over oil, purported weapons of mass 
destruction and the hunt for terrorists. Operation Iraqi Freedom has not lived up to its 
name; to bring back the freedom to work, have adequate food and water, and hope for a 
better future. The leaders of the Coalition would do well to remember this: “Our patience 
will achieve much more than our force” (Burke 1790).  
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