First submission to the Chilcot Inquiry into the Iraq War from MEDACT

Health and health services in Iraq 2001-2009

Medact is an organisation of health professionals with experience and expertise in all aspects of health and conflict, that has produced four reports and two updates on the health of the Iraqi people and their health services since 2001 (available at www.medact.org or in hard copy on request). We welcome the statement by Sir John Chilcot that the purpose of the Iraq Inquiry is ‘to establish as accurately and reliably as possible what happened, and to identify lessons that can be learned,’ and are submitting evidence to this end. We understand that hearings early in 2010 will address humanitarian, post-conflict stabilisation and longer-term reconstruction issues, and our evidence covers health as it relates to these issues. The information below is in a concise format and we would be very interested to present more detailed evidence in written or oral form if requested. More information about Medact’s work on health in Iraq is presented at the end of this submission. 

Health and health services are a central consideration in any humanitarian, conflict and post-conflict situation; the 2003 invasion of Iraq had – and continues to have - considerable consequences for the health of the Iraq people and for the functioning of their health services, public health infrastructure and programmes. Medact hopes the following evidence will contribute towards improvements and learning.

1. Preparation & Planning 
1.1 In 2003 information was available on the state of health and health services in Iraq from numerous sources including Iraq’s own health information system, studies of the health consequences of the Gulf War 1990-1991, and several expert studies into the effect of the sanctions that followed [refs available on request]. This information did not inform plans to protect the health of the Iraqi people and their health services after the 2003 invasion. Despite some initial positive efforts to draw on best practice in the rehabilitation of health services in insecure environments
 these efforts were not followed through to the detriment of the health of the Iraqi people. What plans were made mostly related to emergency planning, and did not take the specific characteristics of the Iraqi health system sufficiently into account.

1.2 While preparations to receive a large number of refugees outside the borders of Iraq did take place, this appeared to be at the expense of other humanitarian scenarios. 

1.3 Military planning did not take into consideration the immediate and long term effects on public health of actions designed to damage infrastructure, examples being the effects of damage to the power supply on the cold chain for vaccine storage, and the increase in diarrhoeal diseases such as typhoid and cholera following damage to the water and sanitation infrastructure
. 

2. Damage to health facilities 
2.1 The potential for looting and the subsequent consequences were raised before the invasion but this warning appears to have been ignored. Protection of health facilities was totally inadequate after the invasion. 

2.2 The looting of health facilities in the early days of the invasion had physically and psychologically devastating long term repercussions for rehabilitation.

Approximately 7% of hospitals were damaged during the initial stages of the invasion, and 12% were looted.
 Other facilities that were looted included:

· the long stay psychiatric hospital in Baghdad

· the two main public health laboratories in Baghdad and Basra

· 4 of the 7 central supply warehouses

2.3 Local action to prevent looting suggests it could have been stopped with decisive military intervention.
 

2.4 A potentially grave threat to health was presented by the looting of the Tuwaitha nuclear power plant which was insufficiently guarded
.

2.5 In 2003 there were daily power cuts but more than 80% of health centres had no / a non-functioning generator
.

2.6 Health facilities were used as military bases, for example the Medical City Teaching Centre in Baghdad between April & October 2003.

3. Experience & expertise
3.1 Good practice was undermined by the appointment of some key actors who did not have the relevant skills and who did not encourage sufficient Iraqi participation. Overall responsibility for humanitarian relief was handed over to the US Department of Defence, who had very little public health capacity and no plans for health, soon after the invasion. 

3.2 Those with the relevant expertise, particularly in the World Health Organisation (WHO) and other UN agencies, were insufficiently supported and consulted and in some cases effectively marginalised.  WHO programmes remained seriously underfunded in the 2008 UN Consolidated Appeal
.

3.3 Contracts for health projects were awarded to companies with insufficient experience and expertise, with adverse consequences for effective rehabilitation and efficient use of funds. One example of this was a contract awarded for the rehabilitation of the health information system
 (see also 6.) 

4. Priorities and influence 

4.1 Attempts to create an overall strategy for the health sector were undermined by the desire to create profit-making opportunities for international business, and to play to the political and public galleries both inside and outside Iraq. The US model of health care was pursued without consideration of the best interests of the Iraqi people or a consultative process. 

4.2 Key opportunities to lay the foundations of good practice were missed; until today there is no overall human resources plan for health. There was a lack of discussion of health priorities with Iraqi counterparts / health professionals – particularly those who had remained in the country throughout – in the period immediately after the invasion. 

4.3 The need for longer term planning while implementing an emergency response - established good practice - was ignored. Short term, visible projects were favoured for their political effect. Many construction projects did not consider or include a maintenance budget. 

4.4 Total health expenditure rose from $23 to $58 between 2003 & 2004 but nearly half of this was out-of-pocket expenditure
, at a time when the majority of the Iraqi population had considerable needs, and in an effective overall policy vacuum. 

4.5 Opportunities were missed to re-establish clear and transparent supply routes. In 2006 the Ministry of Health was unable to spend its budget because of bureaucracy and difficulties with imports. 

5. Health & Human Rights

5.1 Some of the fiercest military operations took place in and around the city of Fallujah in April and November 2004. These resulted in the displacement of thousands of residents, and the disruption of the city’s water, sanitation and electricity supplies.

5.2 Curfews were imposed limiting the passage of goods, and water and health services were attacked. These are clearly conditions in which health needs would escalate and it is estimated that there were thousands of civilian casualties. Medical staff inside Fallujah were denied additional resources and staff to care for the sick and wounded. Coalition forces subsequently occupied Fallujah General Hospital
, and prevented supplies being deployed to an alternative facility. 

5.3 The effects of disabling the power supply on public health infrastructure such as the vaccine cold chain appeared not to have been considered. The mortality of children under-5 was still increasing in 2007
. 

5.4 The inability of the CPA to create a secure environment had dire consequences for accessing health services. While the continuing insecurity was called an ‘internationalised internal armed conflict’ after the handover to the Iraqi Interim Government in June 2004, responsibilities of the occupying powers under the Geneva Conventions did not change.  

6. Health Information 

6.1 A failure to re-establish the health information system has negative effects on health in Iraq to the present day. 

6.2 There was an absence of official efforts to estimate mortality as recommended in internationally accepted standards of best practice such as the Sphere Project’s standards on the Crude Mortality Rate. Various civilian attempts to arrive at accurate estimations – such as professionally conducted mortality surveys using established methodologies – suffered politically motivated attempts to undermine them. Information from health staff on estimates of dead and wounded, for example during the two military campaigns in Fallujah in 2004, has never been officially recognised, despite the fact that they were one of the few actors able to collect such information. 

6.3 Some non-governmental organisations (NGOs) collected health information but not all used the same indicators and information was not pooled effectively to create a robust overview.
 

6.4 Reports from health professionals seeing elevated levels of carcinomas including leukaemia in their daily work, and subsequent attempts to survey these levels, have not been followed up or supported, and in some cases have been actively obstructed.  

More about MEDACT

In collaboration with Iraqi colleagues Medact has tracked the health of the Iraqi people and their health services since 2001, initially with a report produced in 2002 Collateral Damage: the health and environmental costs of war on Iraq.
 This described the vulnerability of the Iraqi people and their health services, including the effects of the Iran/Iraq and Gulf Wars and ongoing sanctions. It estimated the health consequences of an invasion for the Iraqi people including estimated mortality and excess deaths, using the best evidence available. It concluded with recommendations that clearly addressed the underlying political, economic and social determinants of health and conflict prevention. 

Medact’s most recent and fourth report on health in Iraq Rehabilitation Under Fire: health care in Iraq 2003-2007
 was launched in January 2008. This examined the support given to the Iraqi health system, and placed this in the context of accepted best practice and international humanitarian law. The reports recommendations aimed to positively influence future support, to determine accountability in some cases, and to contribute to general learning on support to health systems in unstable environments. 

Medact’s two interim reports and two updates tracked the health of the Iraqi people and the functioning of their health services in the intervening period. 
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Second submission to the Chilcot Inquiry into the Iraq War from MEDACT
Health & Health Services in Iraq 2001-2009

1. Introduction 

This is Medact’s second submission to the Iraq Inquiry and has also been sent to you in hard copy. 
Key issues for the health of the Iraqi people and their health services, which resonate with points made in our initial submission, have been raised in evidence submitted to the Inquiry. As an organisation of health professionals we welcome this opportunity to expand on these from the health perspective, and firmly believe that this perspective has relevance for wider humanitarian, security and stabilisation concerns, and will contribute to establishing “as accurately and reliably as possible what happened, and to identify lessons that can be learned”.(Sir John Chilcot  30 July 2009)
Public health and health services are a central consideration in any conflict, post-conflict or reconstruction situation. We hope the following will contribute positively to good practice and an understanding of the central role of health, particularly in situations of post-conflict stabilisation.  
We also note that your witnesses include no representatives from civil society and take this opportunity to suggest that civil society witnesses have a valuable contribution to make to the Inquiry. 

Information about Medact can be found at the end of this submission. 
We include a copy of our initial submission.
We would be very interested to present this evidence in person if requested. 

References in brackets in the text refer to the transcripts of evidence provided during the Inquiry. Other references appear at the bottom of each page. 

2. System support: the importance of a national health plan
2.1 Good practice indicates the need to establish an overall strategic plan for rehabilitation of the health sector as soon as possible in a post-conflict situation, even if it is initially difficult to implement
. This provides a framework and benchmarks which can be modified and adjusted to changing situations, and establishes a basis for discussion of any necessary changes in strategic direction.   

2.2 With hindsight in Iraq this would have had several specific and collateral benefits:

· an agreed national plan for health would have helped address the frequently mentioned difficulty of insufficient reconstruction funds being transferred to Basra (Edward Chaplin 07/12/09 p31).

· an overall plan would have provided an important continuity framework for the frequent changes of senior health officials, including the Minister of Health, which was noted as a problem (Edward Chaplin 07/12/09 p55). 

· an overall plan could have contributed positively to the “whole of Iraq” approach (Nemat Shafik 13/01/2010 p78); in practice implementation of the plan would have demanded an integrated approach and shown the implications for health if it was not followed

· an overall plan would have had the potential to have provided a framework for resource use; the limited capacity of the Iraqi system to absorb funds was mentioned as an issue by several witnesses
· capacity building, especially needed as so many skilled Iraqi’s had left the country, appeared to have been considered as an isolated activity (Dr Nemat Shafik 13/01/2010), rather than one integrated into an overall and ongoing plan for human resources

· an overall plan would have also provided a framework for different levels of the health system and different providers to work together. The “relationship with the centre” was referred to as being one of the “biggest blockages” to economic development (Douglas Alexander 5/03/ 2010 p4), and this was reflected in the health sector 
· a clear strategy and plan would have provided a framework for activities which in the event were implemented through a more project orientated approach.

3. Spending the health budget

3.1 The need to assist “the government of Iraq to be able to spend its own income” was raised (Douglas Alexander 5/03/2010 p8). This was also a problem in the health sector which in 2008 did not spend its total health budget. It appeared this related in particular to imports of equipment and medicine; other programmes that could be carried out using local resources were not such a problem; Iraqi health professionals expressed frustration with the frequent painting of walls when they lacked medicines
. 
3.2 It also appears to result from strict control of the budget from the central level which prevented money flowing through the system. Some decentralisation of budgets would have helped particularly if it could have been done in the context of a national health plan.

3.3 While large contracts were given during the 18 months of the occupation with minimal oversight, money subsequently passing through the system was subject to bureaucracy and delays (Lord Walker 01/02/2010 p20). This included quite small amounts which could have made a considerable difference to functioning at a local level. In 2004 a request to reopen and top up the pre-war bank accounts of district health administrators was refused as contrary to accounting procedures. These accounts still contained small but significant amounts that could have been used for such items as generator fuel
.

4. Conflicting agendas – whose health policy 

4.1 Reservations were expressed about working in coalition with the Americans (Hilary Benn 2/2/2010 p17) in particular that they (the Americans)  “wanted to proceed with privatisation a lot quicker in a way that we had reservations about…” during the “relatively short period” that the “CPA was up and running.” Respected commentators in the US have also indicated that politics took preference over good practice in post-conflict situations at this time. 
 

4.2 This meant that good practice
 in terms of building incrementally on what remained of systems, and taking opportunities for new initiatives with local involvement and consultation, were lost. 

It appears there had been insufficient priority given to clarifying and agreeing these issues pre-invasion between coalition partners. 

5. Linking humanitarian assistance, rehabilitation and development – the need for a joined up approach
5.1 Good practice indicates that planning for rehabilitation and development should have been implemented as soon as possible after the invasion.  That this didn’t happen has been felt acutely by health services. The seeds for rehabilitation can be planted in the humanitarian assistance phase – for example by close collaboration with local providers and through supporting them to respond to increased demand. Witnesses tended to see humanitarian planning as a rather separate issue from rehabilitation and reconstruction activities (Jonathan Powell 18/01/2010 p123). 

5.2 Planning for rehabilitation in the humanitarian phase would have had the advantage that some of the considerable resources that went into humanitarian assistance could have benefited the rehabilitation of health services 
6. Health services and the Geneva Conventions

6.1 The looting, including in Basra, that took place immediately after the invasion is well documented. In Baghdad the country’s only long stay psychiatric hospital was one of the first to be looted
. The Tuwaitha nuclear plan was also looted with obvious risks to health and security. Attempts to persuade the US military to extend their protection of the Oil Ministry to health facilities were not successful (Sir David Manning 30/11/09 p89). Previous warnings from the UN as to the vulnerability of the Tuwaitha site also appear to have been ignored. 
6.2 Reports from ICRC that hospitals were at risk also appear not to have been acted on (Suma Chakrabati 08/12/09 p39).

6.3 It does appear there was advanced warning of possible looting under the ‘catastrophic success scenario’ (Clare Short 02/02/2010 pp46 & 65). The obligations of an occupying power in relation to keeping order under the relevant Geneva Conventions are clear. 

6.4 If looting had been prevented on the basis of the Geneva Conventions this could have promoted respect for international humanitarian law. A mutual respect for health could have helped collaboration on the reconstruction of the health system. Instead even those embedded in OHRA did not appear to know what the overall aim of the reconstruction of the health system was (Major General Tim Cross 07/12/09 p48).
7. Other public health issues

7.1 The public health consequences of conflict are often underestimated; a lack of electricity not only means lack of light and fans but ruined vaccines and spoiled medicines. Ruined vaccines can have repercussions for a lifetime. 
7.2 Arms dumps are potentially lethal and yet it appears they were not guarded (Edward Chaplin 07/12/2010 pp57-58). As well as the ever present danger of explosion it is a potential source for the acquisition of arms.

8. Using existing background knowledge

8.1 Iraq’s health system was fragile in 2003. Information was available about the health of the Iraqi people and their health services following research into the effects of the sanctions, and because of the operations of the Food for Oil programme with a distribution network covering 60% of the Iraqi population. This also distributed medicines. Despite this there were still assertions this was a totally new situation (Rt Hon Geoffrey Hoon 19/01/2010 p82) and surprise was expressed at the state of the infrastructure (Gen Sir John Reith 15/01/10). Good preparation is essential and it appears there could have been greater awareness of existing information. 
8.2 UN agencies such as the World Health Organisation (WHO) and UNICEF possess extensive background information on public health and health services, which did not appear to be fully used. 
9. Inadequate expertise

9.1 As mentioned during the Inquiry the UK hoped that the United Nations and their considerable expertise – including in post-conflict rehabilitation of health services - would be a “big player” but the US saw differently (Lord Turnbull13/01/2010 p71). 
9.2 Witnesses were unanimous in their feeling that the Pentagon did not have the expertise and should not have suddenly taken over post conflict planning from the State Department (Jonathan Powell 18./01/2010 p112). This emphasises the danger, including for civilian health, of entering into coalition without clear and respected procedures for decision making.
10. Conflicting agendas – for whose benefit?
10.1 Health and other services appeared to be secondary to the political agenda. To quote a senior British CPA official at the time “You’re going to only have enough to build an occasional clinic or school, and you can connect them as you like to your political programmes and objectives”
 The quality of assistance whose primary objective is to win hearts and minds and provide force protection is likely to be inadequate. As one witness said a “small clinic” created in this way “probably isn’t going to last very long” (Lord Walker 01/02/2010 p20) 
10.2 Questions have been asked during the course of the Inquiry to date about the engagement of UK Trade and Investment and the UK Department for Business, Innovation and Skills. These questions implied that it was the job of the Department for International Development to promote these departments. We would like to register that – although part of the government – promoting the UK’s business interests should not be a priority for DFID and potentially conflicts with its core mandate. The provision of quality humanitarian and rehabilitation assistance should not be confused with furthering the UK’s interests through trade, and is likely to be counterproductive as these are not necessarily consistent with Iraq’s national development. 
11. Conflicting agendas: speed, the military, hearts and minds, and quality rehabilitation

11.1 If the priority is “changing the environment in which the insurgents operate” (Edward Chaplin 07/12/09 p30) there is bound to be a distortion of best practice in the post-conflict rehabilitation of heath services. If this is the prime motivation projects are likely to go for short term and visible results, which may not be the most cost effective nor the best use of resources in the longer term. 

11.2 Quick Impact Projects (QIPs) were cited in relation in relation to winning hearts and minds. They were considered to be “implemented by the military”…”with DFID advice”…and "designed to win the hearts and minds of the local population and so primarily to help the military in their tasks” (Jim Drummond 17/12/09 p16). It was considered that could be done within the “delegated authority of £50,000” (ditto). This fixed amount is very likely to significantly constrain any quality reconstruction work.  

11.3 It was mentioned that “we still had people fighting in tanks at one end and, at the other end, we had soldiers handing out humanitarian aid all at the same time” (Lord Walker 01/02/2010 p34). It is clear that this will effect the perceived impartiality of those delivering the aid and potentially put beneficiaries at risk as receiving aid could be considered collaborating with one side in the conflict (Lord Walker 01/02/2010 p20). There is evidence – and it is intuitive to assume – that the civilian population know that armed forces have their own particular agenda and are unlikely to be trusted if they take on dual role. Having armed forces fighting on one side of As Zubayr and “delivering food and water” (Gen Sir John Reith 15/01/2010 p58) on the other has the danger to grossly distort humanitarian space and politicise humanitarian aid to the degree where it runs the risk of putting recipients at risk. The composition of the Provincial Reconstruction Teams complicates this further.

11.4 In the UK the Stabilisation Unit is seen as drawing “together the expertise and capability within the British Government system” for this sort of situation (Douglas Alexander 05/03/2010 p70); While this has the potential to be beneficial in improving understanding and better coordination between difference roles, this is not the same as a complete merging of the political, civilian and military agendas as appears to be anticipated here (ibid). This holds the danger of denying any humanitarian space. 

11.5 Military actors taking on a ‘humanitarian’ role has had negative implications for humanitarian space in Iraq. The issue has been extensively debated. However one senior witness did not appear to be aware of its complexity (Geoffrey Hoon 19/01/10 p94). 
11.6 A long standing related issue is the use of projects. Basra Provincial Council was running approximately 800 development projects by 2008 (Douglas Alexander 05/03/2010 p11). This suggests a very project-orientated approach, when a more integrated approach to local government would almost certainly have been more sustainable and laid better foundations for systems development. This is not to deny the difficulties of working with local government in post-conflict situations, but designing and implementing clear health plans can be a pivotal area for improving collaboration. 
12.  Terminology 
12.1 The 1999 Chicago speech by Tony Blair on ‘humanitarian intervention’ – which has been identified as a point of hardening of joint UK/US policy (Sir Christopher Meyer 26/11/09 p30) - was made at a time when the No Fly Zones over Iraq had been in existence for 7 years, and there was ongoing evaluation of the effects of the sanctions regime. It would appear to be another instance of ‘humanitarian’ being used as a convenient label to improve the appearance of acts designed to reinforce other agendas. 
12.2 There are various descriptive and quantitative definitions (for example the Crude Mortality Rate) of a humanitarian emergency to which more consideration could be given when using such terms as an “overwhelming humanitarian disaster” (Geoffrey Hoon 19/01/10 p72).
13. Factual errors
13.1 It was stated that “we were not able to get reliable assessments on the ground of the impact on infant mortality” and by implication this was partly because of an inability “to get the World Health Organisation into Iraq to come up with a regional assessment.”  (Sir William Patey 24/11/2009 afternoon pp164-5). Some clarification is needed: the main debates and studies at the time were about child mortality (under 5 years old) rather than infant mortality (under 1 year old). The Committee in fact refers to child mortality in its questions. We would also like to call attention to the study conducted in 2000 by UNICEF Sanctions and childhood mortality in Iraq
. It would have been logical that UNICEF - as the child focused agency of the United Nations – carried out the study, and we understand it also had the support of the World Health Organisation. 
14. About Medact

Medact is an organization of health professionals with experience and expertise in all aspects of health and conflict, that has produced four reports and two updates on the health of the Iraqi people and their health services since 2001 (available at www.medact.org or in hard copy on request). We welcome the statement by Sir John Chilcot that the purpose of the Iraq Inquiry is ‘to establish as accurately and reliably as possible what happened, and to identify lessons that can be learned,’ and are submitting evidence to this end. 
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