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Setting 
Throughout decades, Iraq has endured several conflicts and so-
cio-political tensions, at both national and international level, 
that have deeply impacted the country asset, engendering a coun-
try still politically unstable and socially fragile, as highlighted by 
several development indexes: 
–  The UNDP’s Human Development Index (HDI), launched 

in 1990, captures human progress, combining information on 
people’s health, and education. Over the years, the HDI has 
served as a comparative tool of excellence, and as a platform 
for national priorities; index’s dimensions include life expec-
tancy, education and standard of living. The index can ideally 
range from 0 (very low) to 1 (very high). Iraq’s HDI for 2017 
was 0.685 (medium value), posing the country at the 120th 
position out of 189 countries.1

–  The Gender Inequality Index (GII) measures disparities on 
the HDI by gender, capturing the inequalities women face in 
reproductive health, education, political representation and 
the labor market. The higher the GII value, the greater the 
gender inequality, with 0 being 0% inequality and 1 being 
100% inequality. In 2017 Iraq’s GII scored 0.506, posing the 
country at the 123th position.1 This shows a country at medi-
um human development, where gender inequality still exists. 

–  The Sustainable Development Goals (SDG) Index score 
is an index scoring a country’s position between the worst 
(0) and the best or target (100) outcomes. When considering 
sustainable development, Iraq is ranking at the 127th position 
out of 156. In 2018, the total SDG score index for Iraq was 
53.7, with most critical areas identified as food security and 
sustainable agriculture (SDG2), inclusive and equitable qual-
ity education (SDG4), building resilient infrastructure and 
sustainable industrialization (SDG9), reducing inequalities 
within and among countries (SDG10) - for which no data 
are available - conserve and sustain use of marine resources 
(SDG14).2 

–  The Multidimensional Poverty Index (MPI) calculates the 
number of persons experiencing poverty in multiple and si-

multaneous ways and the average number of deprivations.3 
The global MPI is an index of acute multidimensional pov-
erty that covers over 100 countries. It was developed in 2010 
to replace the Human Poverty Index. It can range from 0 to 
1 (weighted average of 10 indicators categorized in three di-
mensions of deprivations: health, education and standard of 
living), where a higher number signifies greater poverty. The 
2018 report - which for Iraq presents data updated at 2011 
from the Multiple Indicator Cluster Survey (MICS) - shows 
for Iraq a quite low MPI (0.059), with 14.7% of the popula-
tion that is multi-dimensionally poor,4,5 with the 2.5% of peo-
ple living below the $1.90 a day poverty line.6

–  The Fragile States Index (FSI) is a ranking of 178 coun-
tries across the sum of 12 different indicators (cohesion, eco-
nomic, political, legal, social).7 The FSI assesses the risks 
and vulnerabilities faced by individual nations – the lowest 
(0) for sustainability and the highest (120) for alert. The FSI 
scores should be interpreted with the understanding that the 
lower the score, the better. The index, based on The Fund 
for Peace’s proprietary Conflict Assessment System Tool 
(CAST) analytical approach, is determinant to understand 
more about a state’s capacities and pressures which contrib-
ute to levels of fragility and resilience. Despite final victory 
was declared against the so called Islamic State-ISIS and a 
relative stability returned to some recently conflicted parts of 
the country, nowadays Iraq continue to experience high levels 
of instability. Its FSI in 2018 was 102.2, posing the country 
at high state of alert.
However, the Kurdistan Region of Iraq (KRI), in the north of 

the country, has experienced different conditions from the rest 
of Iraq, enjoying a better security environment in the last years. 
After a series of conflicts with different political regimes, the 
KRI progressively slipped out of Baghdad’s control and became 
autonomous from the central government in 1991, under United 
Nations auspices. In 2005, the Iraq’s Constitution recognized the 
Kurdistan Regional Government (KRG). The comparison be-
tween the internally displaced people (IDPs) in the KRI and other 

https://en.wikipedia.org/wiki/Sulaymaniyah_Governorate
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Iraqi regions witness this finding: during the 2014–2017 crisis, 
the KRI has been perceived as a “safe haven” by Iraqis fleeing, as 
well as by Syrian refugees.8

Over the years, the KRI continued to desire for independence 
from Baghdad, culminated launching a referendum in September 
2017. Despite the result was overwhelmingly in favor of inde-
pendence, the central Iraqi government rejected the vote as un-
constitutional. Nowadays, the Autonomous Region of Kurdistan 
(RAK) - administratively divided into four governorates: Duhok, 
Erbil, Sulaymaniya, Halabja - hosts a molting pot of population 
consisting of Kurds, Assyrians, Chaldeans, Turkmen, Armenians 
and Arabs. 

Demographic Overview 
The last census in Iraq was conducted in 1997. However, the 
census excluded the population of some KRI governorates, due 
to the impact of the Second Gulf War on these governorates. 
Another census was scheduled for 2007, but due to the excep-
tional circumstances that followed the fall of the regime, it was 
never completed. Only a quick count of the population, car-
ried on with the process of numbering and listing the housing, 
was conducted at the end of 2009.9 At July 2018, the last Iraqi 
demographic survey estimated a general population counted 
up to 40,194,216 people.10 The last available age structure of 
Iraq shows a larger proportion of population in the younger age 
groups, with 39% under 15 years of age. The median age of the 
population is 20.2 years. Life expectancy at birth in 2016 was 
reported to be 68/72 years.

As specific regard of the Kurdistan Region, for more than 
30 years (since last census in 1997) the socio-demographic and 
living conditions of the Kurdish population have not been statis-
tically monitored and only estimations have been provided.8 Tra-
ditionally, the majority of people lived in villages and survived 
on farming, but when Saddam Hussein’s regime destroyed over 
4,000 villages, in the 1980s, people were forced to move to towns 
and cities.11 

Nowadays, national estimated data report a population of 
nearly 5,2 million people,11 with the 68.8% of the population liv-
ing in urban  area. The 35% of the population is younger than 
15 years, 61% belongs to the active age groups and 4% is 65 or 
above. The median age of the population is 19.5 years.12 In 2017 
the population pyramid showed to be of the expansive type, with 
a wide base and a triangular shape, typical of a developing nation 
with a large share of young population.11 

Internally displaced people (IDPs), refugees and people of 
concern 
KRI demography changed considerably because of wars and 
conflicts: during the regime, tens of thousands people were 
killed, while the last recent decades of political instabilities and 
armed conflict in Iraq and neighboring countries have deeply im-
pacted the human tool of displacement, seeking for a safest place 
in KRI. More recently, the rise of the so called Islamic State of 
Iraq and Syria (ISIS) led to the 2014–2017 crisis, starting with 
an additional 1 million people forced to flee their homes (in 
2014, over 2.5 million civilians were already displaced in Iraq 
and a similar number had emigrated abroad). At the beginning 
of 2015, the total number of refugees and IDPs added up to 1.5 
million in KRI (the only pretty safe area in the country), which 
constitutes nearly a 30% increase in KRI’s population. This hu-
man load have completely changed the demographic asset of 
the region over the years, and has put even more pressure on the 
already debilitated health system and local services.13 With the 

military operation to retake Mosul, between October 2016 and 
July 2017, more than 3 million people were displaced. In De-
cember 2017, the Government of Iraq announced the cessation 
of hostilities after the retaking of areas previously held by the 
so called Islamic State-ISIS. Since then, the number of IDPs has 
declined as people gradually returned to their homes and commu-
nities. At the end of October 2018, the data of the International 
Organization of Migration (IOM) Displacement Tracking Matrix 
(DTM) (Round 106) collection across 18 governorates, identified 
1,866,594 IDPs (311,099 families) displaced across 104 districts, 
18 governorates and 3,363 locations in Iraq. For the same period, 
4,113,624 people returned (685,604 families) across 8 governor-
ates, 29 districts and 1,568 locations, – retaken areas previously 
occupied by ISIS.14 

Actually, the KRI is still hosting the largest numbers of pro-
tracted IDPs (as for the end of 2018 more than 30%, disag-
gregated into 18% of the total number for Duhok Governorate, 
11% for Erbil Governorate, and 8% for Sulaymaniyah Gover-
norate)15 and refugees (99% of the 253,672 Syrian refugees cur-
rently live in KRI).16 The most updated data of the Ministry of 
Interior of Iraqi Kurdistan Region reports 1,127,400 total IDPs 
and 249,639 total refugees for November 2018. Although major 
efforts are being made by the Government of Iraq and Kurdis-
tan Regional Government to incentivize and facilitate returns, 
many vulnerable families were still unable to return without 
assistance, facing widespread unemployment and deterioration 
of public services.17 As of April 2019, the UN Refugee Agency 
identified in the country a total of 6,302,786 people of concern, 
1,744,980 of which were IDPs as of February 2019.18 Data of 
the 2018 Iraq Humanitarian Response Plan (HRP), developed to 
target populations in critical need, reveal that there are millions 
of people in post-conflict realities still needing protection and 
support. Agricultural production has declined to 40% compared 
to pre-conflict levels, with a poverty rate in the most impacted 
areas exceeds 40%. Nearly 1.9 million are food insecure; more 
than 7 million people require health care and more than 5.2 mil-
lion protection support; more that 5.4 million people need water 
and sanitation assistance and 4.1 million people need shelter. 
The health sectors have been particularly hard-hit: as examples, 
in the Governorate of Salah al-Din, nearly one third of health 
centers are currently damaged or destroyed, while in Ninewa 
only half of health facilities are fully functional. Conversely, 
the number of health consultations has increased eightfold since 
2014. More than 140,000 vulnerable residents in host commu-
nities in the KRI are also estimated to require humanitarian as-
sistance.19 Approximately 130 thousand individuals (the 3% of 
the total returnee population) were categorized as living in crit-
ical shelters.20 Pressures on local services (including schools, 
water and sanitation, solid waste management, health facilities) 
and competition for jobs have increased each year, contributing 
to a sharp decline in living standards across the three gover-
norates.21 In total, 11 camps were closed and consolidated: 4 
in Erbil Province, 6 in Duhok province and 1 in Sulaymaniyah 
province. Currently, total camps in KRI are 38.22 This data are 
quite in contrast with those of DMT ROUND 106, since report 
Erbil at the first place for number of IDPs and refugees (49% 
- total number 678,145), followed by Duhok and Sulaymani-
yah (respectively 34% - total number 473,486 and 16% - total 
number 225,408). More than 706,000 people living in the KRI 
required some form of humanitarian assistance in 2018. More 
than 270,000 people needed some form of humanitarian assis-
tance in Dohuk Governorate, more than 350,000 in Erbil, more 
than 100,000 in Sulaymaniyah.23 

https://en.wikipedia.org/wiki/Dohuk_Governorate
https://en.wikipedia.org/wiki/Erbil_Governorate
https://en.wikipedia.org/wiki/Sulaymaniyah_Governorate
https://en.wikipedia.org/wiki/Halabja_Governorate
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sive neglect and budgetary allocations did not reflect population 
needs. As a result, health indicators fell to levels comparable to 
some of the least developed countries”.36 

Health expenditures followed a positive trend between 2008–
2011, when KRG moved to develop the region and improve 
its citizens’ well-being. In fact, in 2008-2009, 35 new primary 
health care facilities and 9 new hospitals were built. In this same 
period, 380 new hospital beds and 25 new operation rooms were 
added to existing hospitals.37 

Between October 2012 and September 2014, because of in-
creased population due to IDPs and refugees, the host communi-
ties in KRG were deprived of health spending, with implications 
for overall health system performance. In 2014, the Ministry 
of Health of the Kurdistan region of Iraq was reporting critical 
shortages in medicines and was requesting support from the 
World Health Organization (WHO) in the provision of urgently 
needed supplies.38 Since the Syrian crises led KRG to a major 
increase in demand in the health sector, in 2015 the World Bank 
conducted an Economic and Social Impact Assessment (ESIA) 
revealing concern for the negatively impact of the future burden 
of disease and other health outcomes in the absence of a budget 
increase. In light of this, higher utilization levels of both primary 
health care and hospital services were expected, with significant 
financial additional resources (additional $317 million) required 
to restore stability to the health sector.39 

The health system organization in KRI 
Since the creation of the KRG, health service delivery and health 
financing have been and continue to be a mix of public-private 
participation and investment. With its establishment in early 
1990s, the Ministry of Health (MoH) of Iraqi Kurdistan Regional 
Government followed the basic organizational structure and sys-
tem of the Iraqi MoH: public sector services are administered by 
the Ministry of Health in Erbil, which owns and operates a large 
network of primary and secondary health care facilities.40 These 
facilities are financed through general revenues and follow tra-
ditional line-item budgeting processes. The Ministry of Finance 
approves an annual allocation for Ministry of Health services, 
and all employees are salaried staff under civil service guide-
lines.39 The KRG decides health policies, which are implemented 
by MoH, whereas long-term health planning is under the respon-
sibility of the Ministry of Planning (MoP).

The Kurdish health system has many strengths, but also some 
limits. As in the rest of Iraq, public health system in the Kurd-
istan Region is organized on two essential levels: nearly sixty 
public hospitals and hundreds of Primary Health Care Centers 
(PHCCs). Primary Health Care Centers (PHCCs) are of two 
types: the main PHCCs, that are located in urban and semi-ur-
ban areas, and the smaller PHCCs, that are located in rural areas. 
Main centers provide a wide range of primary health and dental 
services, including vaccinations, child growth monitoring, oral 
rehydration treatment for diarrheal disease, treatment of minor 
health problems, and health education; some also provide ante-
natal care and screening and/or management of chronic diseas-
es, such as hypertension and diabetes. Smaller PHCCs provide 
a more-limited range of services. Very often PHCCs are lacking 
of adequate equipment, such as laboratory and other diagnostic 
equipment, as well as information technologies. Nearly all main 
PHCs have a computer, and nearly all computers are functional. 
However, a significant number of centers that have a functional 
computer do not have a trained user, presumably rendering the 
equipment less than fully useful. This gap is especially true in 
Erbil.41 

The Health System 
An historical overview of Iraq’s situation
The Iraqi healthcare sector was experiencing a period of rapid 
modernization in the 1950s, when the Iraqi Ministry of Health 
was founded, fueled by rising oil production and prices.24 In the 
1970s and 80s, the Iraqi health system used to be one of the best 
and most advanced in the Eastern Mediterranean Region (EMR), 
reporting the best health indicators among the overall region. The 
country boasted free health care in 172 hospitals and 1200 pri-
mary health-care clinics.25 Iraqi medical graduates often received 
specialty training and certification in the UK and Germany.26 

The capacity and performance started to deteriorate during 
the 1980s, then exacerbating in the last decades as a result of con-
tinuous wars, sanctions, loss of health workers, looting, and po-
litical interference, political and economic sanctions. The health 
sector was one of the most hard-hit indeed. Health structures 
collapsed, while many health professionals were killed or forced 
to flee, causing a shortage of personnel. Huge was the loss of 
human resources and talents, and further diverted resources and 
medical staff from civilian facilities, even because many medi-
cal doctor, health professionals and young graduates leaved the 
country looking for better life conditions and a more comfortable 
work environment.27 

A research published in 2009 measured the changes in num-
bers of medical specialists at 12 Iraqi tertiary hospitals (in Bagh-
dad, Basra, Erbil and Mosul) between 2004 and 2007. Data avail-
able of specialists leaving hospital posts, 39% went elsewhere in 
Iraq and 61% left the country.28 Most updated health-care data, 
when available, confirm that the Iraqi population is paying a 
crippling price for the continuing violence, political infighting, 
and widely acknowledged rampant corruption within the health 
system.29 

Nowadays, in spite of much rebuilding, health infrastructure 
is still not fully restored.30 The 36% of health centers in Salah al-
Din were damaged or destroyed and only half of health facilities 
in Ninewa were fully functional.31 While 7.6 million people were 
in need of health services in 2018, some 5.5 million individuals 
are expected to be in need of primary and secondary healthcare 
services during 2019, a caseload reduction due to continued IDP 
returns.32 Contrary to the national needs, many skilled health 
workers and young graduates continue to leave. Therefore, na-
tional development plans call for a realignment of the health sys-
tem with primary health care as the basis.33

An historical overview of the KRI’s situation 
The long-term consequence of years of political instabilities have 
caused enormous health challenges.34 Before 90s, the Kurdish 
health infrastructures were in state of abandonment because of 
policy pursued by the regime of Saddam Hussein: the regime’s 
persecution made impossible to invest in buildings, equipment 
and manpower, necessary to sustain modern medical practice 
and support the needs of a growing population. After his fall, the 
leaders of Kurdistan Region needed to rebuild the area’s econom-
ic and social infrastructure.35 

From 1992 to 2003, health balance was just sufficient to cov-
er the salaries of the few health workers. Funding to build or 
restructure hospitals and other health facilities was not provided. 
From 2003, the quote for health, guaranteed from the Govern-
ment of Baghdad to the Kurdistan Region, covered not more than 
the 40% of the health need. 

The Iraqi MoH report in 2004 stated that “the regime which 
ruled Iraq during the last three decades did not consider health 
a priority; the health system, therefore, suffered from progres-



©Biomedicine & Prevention 201914

Updates in Human and Health Sectors in Iraqi Kurdistan: 
A War-Torn Region

Health care is also provided in the private sector in private 
physician clinics and in private and semiprivate hospitals. The 
private health sector is strong powerful and has the capacity to 
supplement the weakness of the public sector especially in cu-
rative services. A high number of private clinics are distributed 
nationwide. The principal funding of the above private facilities 
is purely private. Almost all medical specialists of private hos-
pitals staff public health care too. Doctors at public sector are 
allowed by law to practice their profession in the private sector 
beyond the working hours,42 so that presently most physicians 
work only a few hours in the public sector before moving to their 
private-sector clinics.

Health system performance in KRI 
There is a limited documented knowledge about the challenges 
of the primary care system in the Kurdistan Region (as well as in 
overall Iraq). Particularly, because health information systems are 
not systematically used and data collection is not standardized. 
Figure 1 shows available data (updates of 2008) of the number 
of physicians per 10,000 habitants in the Kurdistan Region, com-
pared to other Middle-East countries and European and World 
mean. The KRI has about 11 physicians per 10,000 people. That 
ratio is lower than in neighboring Arab states, such as Turkey, 
Lebanon, and Jordan, but higher than in Iraq overall and higher 
than in impoverished Arab states, such as Syria or countries in 
northern Africa.41

Since 2010, the RAND Corporation has worked with the 
MoH and MoP of the KRG to develop and implement initia-
tives for improving the region’s health and health care system 
through analysis, planning, and development of analytical tools. 
One of the most important and feasible recommendations made 
by RAND was to establish a Management Information System 
(MIS) to monitor resources and services at PHCCs. Such a sys-
tem might help monitoring the location, staff, equipment, and 

services at PHCs across the region and identify problems that 
require management attention.41 

In 2012, the KRI had approximately 6,000 physicians, with 
approximately 1,400 of them (about 25%) being general doctors/
practitioners. RAND research conducted before the refugee crisis 
found that if the population continued to grow at current rates and 
KRI physician utilization rates were similar to nearby countries, 
the KRI would need an additional 2,097 physicians by 2020 (an 
increase of more than 33%). If the previous estimate was correct, 
then the KRI needed approximately 1,000 more physicians than 
it had in 2015 even before counting the need to service IDPs and 
refugees.43 

Based on World Health Organization (WHO) recommended 
standards of two or three centers per 10,000 population, most 
of the KRG’s main PHCCs serve too many people (more than 
10,000), and most sub-centers serve too few (fewer than 2,000).41 
Main centers are typically staffed with at least one general prac-
tice physician, plus dentists, pharmacists, nurses, medical assis-
tants, laboratory technicians and administrative personnel staff; 
sub-centers do not have usually a physician but only nurses and 
medical assistants staff. Doctors working in main PHCCs are 
general doctors/practitioners. Generally, in all the Iraq gener-
al doctors/practitioners do not receive any formal training after 
graduation, but a clinical internship of two years and one year 
working in a remote PHCCs or hospital. Figure 2 shows number 
of Hospital beds by Governorate (updates of 2011). Bearing in 
mind that number of bed does not reflect the effectiveness of the 
hospital and it is not a performance indicator, it is also impres-
sive that the PHCCs services, either public or private, are almost 
non-existent. 

Health information of KRI 
Until now, in Kurdistan there is no systematic collection of health 
data. It follows that data systems are often inefficient, poor, data 

Figure 1. Physician per 10,000 Population in the Kurdistan Region. (Source: KRG Ministry of Health and WHO 2008)
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Figure 2. Number of Hospital Beds in Public, Private and Mix sector. Source Kurdistan Regional Statistics Office (KRSO) 2011

are not readily available and the available ones are not routine-
ly used. In Kurdistan, as well as in Iraq, there is no formal and 
institutionalized structure with the task of monitoring diseases 
and analyzing health care needs.42 Overall, few health-relat-
ed and epidemiologic data are collected.44 Medical records are 
non-existent for outpatients and they are poor and inadequately 
maintained in hospitals and in-patient departments.42 Wherever 
possible, data can be deduced from surveys, census, sample reg-
istration, vital registration, household recall for death or United 
Nations estimates.45 

For example, the last available official report with health data 
made by the Kurdistan Minister of Health through the Manage-
ment Information System-MIS (year 2009), contains few and 
fragmented data, merely estimated because have been calculated 
on the base of samples and do not represent the entire popula-
tion. As an example, estimated rates of neonatal and infant mor-
tality are significantly lower than data of the rest of Iraq (KRG 
vs Iraq: 9/1000 vs 25/1000 for the neonatal mortality; 27/1000 
vs 36/1000 for the infant mortality). Moreover, there is a strong 
variation, not explained, in data among Kurdish governorates 
(Erbil, Duhok and Sulaymaniyah), which seem to be due much 
more to different methods and/or precision in collecting data than 
to real differences. 

Same incongruences are occurring when referring to un-
der-five mortality rates. First of all, it is not clear what the num-
bers refer to, probably mortality rates x 100,000. When reporting 
the main causes of death before 5 years and after, there are no 
specifications between male and female, neither groups of age 
over 5 years are separated. Moreover, dubious causes of death, 
such as hypertension (that is a risk factor) and dyspnea (that is a 
symptom), have been reported. It is clear that these incongruities 
could have been due to data only estimates because, given the 
lack of data collection system, these indicators have been cal-
culated on the base of samples and not on the entire population.

Other most available recent data on child mortality comes 
from the Multiple Indicator Cluster Survey (MICS)46 done in 
Iraq in 2011. The MICS was realized on a sample of 36580 and 
published in 2011, by the Central Statistics Coordination of the 
Kurdistan Region in collaboration with the Ministry of Health, 
UNICEF and Iraq Trust Fund. Despites estimated rates are quite 
concordant when comparing with National data, they are very 
discordant with the previous estimated reported by the Kurdistan 

MoH in 2009. The most discordant data in on neonatal mortality 
in KRG: 9/1000 in 2009 compared to 21/1000 in 2011, while 
surprisingly an improvement in under-five mortality rate was reg-
istered: 41/1000 in 2009 vs 32/1000 in 2011.

Lately, in 2018 the Kurdistan Region Statistics Office 
(KRSO), UNFPA, and IOM launched the demographic survey 
of the Kurdistan Region of Iraq (KRI), one of the largest sta-
tistical exercises conducted in the region since 1987. The sur-
vey provides a comprehensive profile of the current population 
demographics, gathering information from 13,600 households, 
including displaced families, in the three KRI governorates of 
Duhok, Erbil and Sulaymaniyah.8 The overall Infant Mortality 
Rate (IMR) reported for 2017 was 23/1,000 births, slightly still 
quite underestimated compared to the overall Iraq available data 
(25/1,000 in 2017 according to the World bank).

As regards communicable diseases, in the report of 2009, 
the Ministry of Health gives some data on some communicable 
diseases and the hospitalization rates of five chronic conditions. 
Morbidity data are partially pointed out, but because of their spo-
radic nature and limited reliability they can’t be used neither for 
epidemiological surveillance nor to address policies and health 
interventions. 

The increased number of displaced people and refugees, with 
consequently caseload of non-communicable diseases (NCDs) 
among them, have posed new challenges for local government 
and humanitarian agencies in the provision of health care, di-
agnostics and medications. In particular, concern has been risen 
for the access to care among minority groups displaced by ISIS, 
such as Yazidis, and other and currently residing in camps in the 
Kurdistan Region of Iraq.47 Therefore, a major priority of Kurd-
istan is to develop a well-functioning health information system, 
essential to respond to the needs of the population, with efforts to 
be done to improve data accuracy and completeness.33 

The Way Forward
One of the main priorities on overall Iraq’s agenda appears to be 
the reconstruction of a full-fledged public health system. 

The Government of Iraq, the Ministry of Planning in Baghdad 
and the Ministry of Planning in Kurdistan region with support 
from multiple development partners, are engaged in developing 
new strategies and plans to meet the challenges of transitioning 
from a crisis context to sustainable development. 
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The Government of Iraq has prepared the National Devel-
opment Plan (NDP 2018-2022) with the support of the United 
Nations Development Program (UNDP) and other UN Agencies 
to review and discuss the alignment of plans and policies with 
the Sustainable Development Goals (SDGs) and identify priori-
ties; it also developed a Poverty Reduction Strategy (PRS) with 
the purpose of targeting the most vulnerable groups, especially 
in most deprived and peripheral areas, as well as a Reconstruc-
tion and Development Framework (2018-2027).48 Continuation 
of uninterrupted Primary Health Care services to IDPs in camps 
remains the priority need, along with maintenance and, where 
required, enhancement of basic minimum standards of quality 
of healthcare services. Prevention, control and rapid response to 
communicable and vaccine-preventable disease outbreaks in pre-
viously conflict-affected areas is still a critical health need.

The Ministry of Planning of the KRG has developed a Re-
gional Strategic Development Vision for 2020, with the aim to 
offer improved health service delivery, with sufficient number of 
primary health centers, but most especially with defined and spe-
cific services to be offered. Health facilities, services, and profes-
sionals should be distributed appropriately and fully staffed and 
resourced to enhance access, coverage, efficiency, and quality of 
care for the entire population. This required also to develop data 
and information systems with the aim to collect, analyze and in-
terpret health determinants, health system performances and 
health status of the population. This system of monitoring and ep-

idemiological surveillance is essential to support evidence-based 
decision-making, as well as to address humanitarian help;33,49 it 
will be helpful to support modern health policy development, de-
cision making and the long-term planning.50 Strengthening the 
epidemiological surveillance is crucial during this phase of re-
construction, allowing the country to move beyond decades of 
steady systemic stagnation.

To respond to this health priority, the University of Rome Tor 
Vergata (Italy) and the Ministry of Health of KRI started in 2015 
a cooperation to implement an electronic system for epidemio-
logical monitoring and health surveillance in the region. The pro-
gram has been designed to gather on a day-to-day basis health-re-
lated data from the population in an online platform (DHIS 2), 
using the ICD-10 coding system. By September 2019, 59 health 
facilities in KRI - Dohuk, Erbil, Halabja, Sulaymaniyah - have 
been engaged (either hospitals and health centers). The aim is to 
network the approximately 120 main health centers and hospitals 
of the region in the next three years.51,52 A subsequent expansion 
of the health monitoring system to whole Iraq is foreseen in the 
following years, depending on the country stability. 

After decades of conflict, such a functioning system will be 
essential in guiding the development of appropriate public health 
interventions since, alongside the necessary early-response in-
tervention, it is the only way to manage in the medium and long 
term the complex and open-ended social situations that affect 
population health.53
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