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1. INTRODUCTION 

This paper provides an overview of the (a) current situation; (b) emerging needs, and (c) areas needing priority action.  It is based on data collected from governorates using a standardised data collection guide, an review of available documents and literature, and interviews with Iraqi health specialists.  

1.1 Demography.  The demographic structure of Iraq has changed significantly over the course of the last half-century.  Wars have removed large numbers of adult males from society and improvements in child health have helped produce a young population.  Today the population is estimated to number about 23 million with an annual growth rate of 3.3%.  At least 42% is under the age of 14 years, that is to say is in its adolescent years and about to enter their reproductive careers.  The next other largest age segment is the 15-30 year old group, namely people already in their reproductive years.    

	Females
	12 057 000

	Males
	12 058 000

	Women of reproductive age (15-49 years)
	6 016 000

	Children under five
	9 643 000

	Adolescents – female (10-19 years)
	564 291

	Adolescents – male   (10-19 years)
	572 972

	Population growth rate,
	3.3%


1.2 An urban population. Iraq has become increasingly urbanized and more than 70% of the population now lives in major cities such as Baghdad, Mosul and Basrah.  This concentration of people in urban centres could facilitate out-reach and coverage by reproductive health services and the fact that PHC centres with a reproductive health capacity are found in smaller towns and could equally contribute to achieving the goal of better reproductive health. 

1.3 Refugees and IDPs.  Iraq hosts 134,054 officially registered refugees, most of whom have come from Eritrea, Iran, Palestine, and Turkey (UNHCR, 2003).  Female refugees constitute a slight majority (52%) of all refugees, and children below the age of 14 make up about 55% of the refugee population.  There are also approximately 40,00 internally displaced people who do not fall under the protection of any UN agency.

2. REPRODUCTIVE HEALTH

2.1 Components of reproductive health.  Reproductive health covers the following inter-linked domains: (a) safe motherhood (b) family planning (c) reproductive tract infections and HIV/AIDS (d) gynaecology, including cancer and infertility (e) gender based violence or GBV (f) adolescent reproductive health, and (g) male reproductive health.  

2.2 Reproductive health and reconstruction.  Sound reproductive and family health is essential to the health and welfare of women, to the stability of the family and thus to human and national security.  Poor reproductive health especially, when it involves complicated pregnancies, unsafe and badly managed deliveries and poor pregnancy outcomes for women and their babies, disrupts family life, gives rise to social problems, and places a massive load on the health care system.  Sexually transmitted infections and malignancies impose equally large demands on the family, the community and the health care system.  Conversely, sound, rational and timely investments in reproductive health are likely to produce highly tangible health and social development outcomes that generate new hope among people and a belief in social reconstruction.  

2.3 Recent developments in RH.  Many hospitals and PHC centres, and almost all the 46 IRHFPA clinics have been damaged and looted.  Water and electricity supply has also been disrupted and drugs and medical equipment are grossly lacking.  As a result, the capacity of the system has been seriously impaired and reproductive health care services are now estimated to be working at no more than 40% capacity.  In addition to the loss in institutional capacity, there has also been a major loss in human resource capacity as a result of the insecurity and the fear of violence in and around health care facilities, especially among health workers.  This has been exacerbated by the fact that health care personnel have not been paid for 3 months.

2.4 Antenatal care.  In 1996 78% of pregnant women received some type of ante-natal care but this has fallen and is now estimated to be less than 60%.  Given that between 50-70% of all pregnant women are estimated to suffer from iron-deficiency anaemia as well as other problems, including malaria, the absence of quality ante-natal care and treatment constitutes a serious problem.  Even so, the quality of antenatal care varies considerably and once outside the main hospitals can be very poor and does not enable the early identification and timely prevention and management of problems.  Less than 60% of women are currently covered by tetanus immunization and a MOH survey found that only 17% of health care staff at all levels is conversant with the relationship between adequate birth spacing and maternal health.  

2.5 Referral.  Opportunities for timely and efficient referral are few despite the fact that most PHC centres do not have obstetricians available to them, and less than 50% of health care facilities are capable of providing emergency obstetric care.  The referral system has broken down as a result of poor pregnancy monitoring, poor linkages between PHC and specialised hospitals, severely worsened telecommunication links, poor ambulance services and the lack of security. 

2.6 Birthing.  The number of women delivering at home has increased to more than 65%, and at least 80% of these deliveries are not benefiting from trained birth attendants.  Partially as a result of these conditions the number of women dying as a result of pregnancy and delivery-related causes has more than doubled since 1990 and now stands at more than 300/100,000.  In 1989 it was 117/100,000.  An estimated 25% of these deaths are occurring during delivery.  Haemorrhage, ectopic pregnancies and prolonged labour are common causes.  The impact of poor nutrition, specific micro-nutrient deficiencies and parasitic infections such as malaria and leishmaniasis also needs to be taken into account.  Reports that the incidence of miscarriage has increased significantly over the past ten years raises important questions about the impact on women of unwanted pregnancies and a combination of exposure to stress and chemical contaminants. 

	Crude fertility
	5.7

	Total number of deliveries (2001)
	776 357

	Skilled attendance at delivery
	49%

	Mat. mortality / 100,000 live births (AHDR 2002)
	310

	Iraqi woman’s chance of dying in childbirth
	1 in 45


2.7 Low birth weight.  The proprtion of low birth weight births increased from 4.5% in 1990 to 21.1% in 1994 and is thought to be still increasing.  Approximately 23% of all babies have birth weights of less than 5 pounds 8 ounces.  The causes are believed to be the poor nutritional condition of women, especially pregnant women, and their repeated exposure to, and poor treatment of, infection including increasingly prevalent malaria.  

2.8 Perinatal and neonatal health.  For the period 1995-2001, the perinatal death rate (number of stillbirths or deaths in the first week of life) was 40/1000 and the neonatal death rate was 127/1000. 

2.9 Breastfeeding.  In the 1970’s and 80’s there was a decline in the incidence and duration of breastfeeding.  Thus although 76% of babies at that time were being breast-fed at three months of age, the corresponding figure at six months was only 45%.  Recent observations and reports suggest the incidence and duration of breastfeeding has increased, probably due to economic constraints and other difficulties obtaining breastmilk substitutes.  A household survey in 1994 by the MOH in 6 governorates found that "total dependence" on breastfeeding was 71% (85% in rural and 62% in urban areas).  A survey in the South/Center region in October 1997 found that in the case of 87% of infants aged 0-5 months, exclusive breastfeeding (only breast-milk) had been stopped by the 5th month; 21% of infants at that point were already being bottle-fed.  Weaning practices were also highlighted as problematic; 24% of infants aged 6-8 months were not receiving any complementary food.

PREVALENCE OF DIFFERENT FEEDING INDICATORS – IRAQ, 1996

	BREASTFEEDING
	TOTAL
	SOUTH/CENTER
	NORTH

	Ever Breastfed
	95.5
	94.9
	99.3

	Breastfed 0-11 months
	No Data
	No Data
	68.5

	Breastfed 12-15 months
	62.0
	64.2
	47.4

	Breastfed 20-23 months
	23.9
	24.9
	17.3

	Bottle Feeding (Ever)
	21.0
	19.7
	29.4

	Added Foods 6-9 mths
	72.0
	77.9
	32.9*


* Result suspect

Source: Multiple Indicator Cluster Survey of Iraq, UNICEF, 1996

2.10 Security and women’s health.  The breakdown in security within and around health care facilities as well as in the society in general, has meant that that access to health care facilities by women and girls has become problematic.  Women are not willing to leave their homes and immediate neighbourhoods for fear of violence and even female health care workers are now reluctant to go to work because of insecurity.  This is especially critical in the case of adolescent girls (where the age at marriage has fallen and where the number of pregnancies has increased) and women who have had no previous pregnancy experience (primagravidas).  Pregnancy difficulties are more likely to occur in these groups than among women who have already had babies.

2.11 Gynaecological care.   Access to gynaecological care has also become precarious and routine diagnosis and treatment of problems such as breast and cervical cancer is currently impossible.  In 1976 Iraq established one of the first population-based Cancer Registries in the region.  Statistics generated by the Registry point to a changing pattern of cancers since the Gulf war and a marked increase in the incidence of all cancers.  Breast cancer is the most frequent cancer among women and makes up for 30% of all female cancers in Iraq and 14% of all reported cancers.  The incidence of breast cancer doubled from 3.26 per 100,000 women in 1990 to 6.33 in the year 2000.  The most notable increase was among young women, and is reported to have increased further since then.  There has also been an increase in lymphatic leukemia among girls from 118 cases in 1989-91 to 174 in the 1992-1994.  

2.10 Cancer treatment. Iraq has two 2 cancer treatment centres, one in Baghdad and one in Mosul.  The capacity of these centres is low and patients typically wait more than four months for treatment.  The sanctions blocked the procurement of some vital medical equipment and supplies, and cobalt radiotherapy machines are now operating at only 20% capacity because of the lack of cobalt.  There are 35 oncologists in Iraq.

3. THE FUTURE

3.1 Looking ahead.  Despite the problems facing reproductive health a number of unique opportunities exist for reconstruction and development.  Iraq still benefits from a strong cadre of well-qualified health care personnel who remain committed to their work but who are lacking refresher training and financial remuneration.  

	Doctors per 10 000 population (1998)
	5.59

	Nurses/midwives per 10,000 population (1998)
	5.92

	Hospital beds per 10 000 population (1998)
	14.77


The health care infrastructure needed to promote and protect reproductive health is still in place and could be easily strengthened and brought up to speed.  Rapid and visible improvements in reproductive health facilities and services would go far to provide much-needed hope and inspiration in the health reconstruction effort and thus help create an environment of social and political stability.  

3.2 Human resources.  The human resource capacity available to reproductive health promotion and protection currently includes: (a) 9,260 general practioners; (b) 502 obstetricians/gynecologists; (c) 16,800 nurses (including midwives), of whom 9,000 are male nurses; (d) about 2000 licensed traditional birth attendants (TBAs) and 3000 unlicensed TBAs.  Most of them have not been able benefit from in-service and refresher training, equipment support, physical security or remuneration.  

3.3 Institutional resources.  The country has a good network of MOH institutions that includes 102 hospitals with a 27,484-bed capacity; 3,532 of these are maternity beds.  In addition there is a wide network of 932 primary health centres (PHCs), 550 of which are run by doctors and the rest (382) of which are run by paramedical staff.  All general hospitals have an obstetric/gynaecology department and each governorate has a maternity-child care obstetric and gynaecology department and maternity (ante-natal, obstetrics and post-natal care) and childcare services are also available through the network of PHC centres.  At the end of 2001 there were 147 family planning or reproductive health clinics, of which 97 were managed by the MOH.  Out of these, 59 were attached to, or in, hospitals and offered some specialist-level and referral care.  Another 22 were PHC level clinics, and 16 were “popular” clinics (open in the afternoon).  Another 46 clinics were operated by the Iraqi Reproductive Health and Family Planning Association (IRHFPA) working in collaboration with other national NGOs.

3.4 Training resources.  Iraq has 17 medical schools, 4 university nursing schools and 95 basic nursing schools.  The standard of nursing education varies considerably and with the exception of the university nursing schools is generally weak.  Some of these institutions have provided basic training on reproductive health-related themes but this has not followed set curricula and now needs to be addressed.  Training in reproductive health was provided by the IRHFPA and the MOH Training and Development Centre.  The Department of Sexually Transmitted Diseases also provided additional courses on STI management.  In 2002 the MOH Training and Development Centre revised and up-dated the program of continuing medical education that included RH.  With support, all these institutions are still in a position to continue and accelerate their education and training activities in reproductive health and other areas.  

4. RH PRIORITIES AND FEASIBLE ACTION

Within the overall framework of reproductive health there are a number of areas that call for priority attention because they are essential to the health and welfare of women, mothers and their babies.  The feasibility of success in these areas over the short term may also be higher than in others because even basic improvements are likely to make a major difference in outcomes. 

4.1 SAFE MOTHERHOOD (SM)

Ensuring safe motherhood is one of the main challenges facing Iraq and one of its main priorities.  Safe motherhood involves strengthening (a) antenatal care, (b) obstetric care (c) neonatal care, (d) postnatal follow-up care (e) breastfeeding and weaning.
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4.1.1 

Iraq formulated a number of national policies in many of these five safe motherhood component areas listed above and these now need to be quickly assessed, and where necessary, adapted to emerging social conditions and knowledge.  In some cases new policies may need to be formulated and policies on reproductive health need to be proactively made known to all relevant parties working in reproductive health.

Proposed Action: 

· Create national/international Working Group on SM policies

· Review national policies on all safe motherhood-related issues

· Modify out-dated policies and/or develop new ones

· Ensure all components of safe motherhood are addressed

· Bring national policies into line with international principles

· Actively make policies known to health professionals, especially in OB/GYN

· Use policies as basis for planning maternity-related services

· Monitor adherence and impact

· Periodically assess need for additional modification of policies


4.1.2 

There are no protocols to guide technical work in many of the areas that make up safe motherhood and even where they do exist, they are often not known to health care staff and/or are not being routinely followed by them.  In the area of emergency obstetric care, for example, where protocols are urgently needed, health care personnel are not aware of or following the partograph or doing routine intra-partum monitoring.  Given the lack of overall direction at this time, it is essential that protocols be developed.

Proposed Action: 

· Create national/international Working Group on SM protocols

· Review whether protocols are available on all safe motherhood component

· Ensure all aspects of safe motherhood are covered by protocols

· Modify out-dated protocols and/or develop new ones based on new knowledge

· Prepare protocols on infection control and universal precautions

· Prepare protocols on infection control and universal precautions

· Prepare protocols on breastfeeding promotion and baby friendly facilities

· Prepare protocols on ante-natal and inter-partum management

· Prepare protocols on early diagnosis and referral

· Make protocols known through all relevant health training programs

· Ensure protocols are available in all health care programs and facilities

· Organise workshops and training to introduce protocols

· Encourage adherence to protocols and introduce quality assurance

· Monitor and evaluate use and impact of protocols on practices.


4.1.3 

For a variety of reasons, including the breakdown in security and transportation, the referral of complicated cases to hospitals with a specialised care capacity has become increasingly difficult.  The problem is not entirely new, but has suddenly become very much worse and maternal and neonatal mortality has become a major problem in part because of this.  Part of the problem is security, communication and transport; another reason is poor patient monitoring, incomplete up-to-date patient record keeping, and insufficient communication between health facilities and health personnel. 

Proposed Action: 

· Organise accelerated training on principles of patient monitoring

· Organise training on emergency obstetric care at all levels of system 

· Organise training on early detection of complications and timely referral

· Develop and promote health record keeping, surveillance and reporting

· Improve emergency OB transport systems in all parts of the country 

· Establish mobile emergency units for neonates in distress

· Create communication linkages between specialist centres and PHC level

· Establish map of linkages and services, and make this map available to all


4.1.4 

One of the by-products of the sanctions was that health personnel were cut off from new scientific findings and knowledge for over ten years.  New information on reproductive health and the management of safe motherhood remained unavailable to teaching institutions, and as a result there was little or no upgrading of practices based on new knowledge.

Proposed Action: 

· Organise in-service training on all aspects of safe motherhood for everyone

· Organise in-service training for certified TBAs 

· Strengthen all relevant health curricula to include safe motherhood

· Develop and introduce practioners guides on safe motherhood at all levels

· Explore use of new teaching and information systems to promote SM

· Facilitate better access to technical journals on OB/GYN and FP  


4.1.5 

Assessing women in terms of their health and pregnancy-related risks is essential to the early detection of problems and timely interventions to manage them.  Risk methodologies of this kind exist in Iraq but have not been adequately applied or used, especially once outside specialised centres.  For this to be possible requires that a body of baseline data be maintained on women entering and during their pregnancy.  These data will constitute the basis on which risk factors can be identified and their relative strength quantified.  

Proposed Action:

· Re-activate existing database (standardised record form) on pregnant women

· Identify factors associated with complications and poor outcomes

· Assess relative strength of factors such as nutrition and parasitic infection

· Up-date guidelines on risk assessment using these ranked factors

· Organise training for all maternity-related personnel on use of methodology

· Monitor and evaluate impact of risk methodology 


4.1.6 

Wars, embargo and looting have affected health care facilities and limited the capacity for quality care, including maternity care.  Equipment has been lost and physical facilities are run down and are now inhospitable to both staff and patients.  The PHC system is on the verge of collapse and if this occurs it will place all women and babies further at risk of otherwise preventable disease.  Rehabilitating facilities will re-generate quality services and confidence. 

Proposed Action:

· Make a complete assessment of maternity care facilities needs

· Make a complete assessment of maternity equipment (incl. drugs) needs 

· Make an assessment of staffing needs with special reference to female staff 

· Prepare inventory of all needs (incl. drugs) and estimated timetable for action

· Discuss with NGOs and other partners sharing of tasks

· Monitor progress and evaluate overall impact

· Plan for continuity of supplies, maintenance of equipment and staffing


4.1.7

Access and rational use of safe blood is essential to the successful care of obstetric complications.  Having ready access to safe blood calls for blood to be available together with facilities for testing and banking it.  Rational sound use of blood in obstetric emergencies also calls for guidelines and training of staff.  Both are lacking.  Although there is a national policy and protocols for testing of blood supplies for HIV, screening of blood for use in OB emergencies has become difficult. 

Proposed Action:

· Assess current capacity and organisation of blood for OB emergencies

· Identify which facilities should have emergency blood supply capacity

· Develop protocols on management of safe blood supply

· Organise training on rational use of safe blood in OB emergencies

· Develop protocols on rational use of blood in OB emergencies

· Ensure regular supplies of reagents and screening equipment

· Establish monitoring and evaluation of use of blood in OB emergencies 

4.1.8 

Safe motherhood concerns not only the health of the mother but also that of her offspring whose health can also depend on the availability of trained personnel and specialised equipment.  Issues such as thermal control, rapid management of acute respiratory distress and feeding disorders call for a quality of care that is no longer available in many hospitals and PHC centres.  Incubators and other equipment have been damaged and lost, referral systems broken down, and neonatal specialists not trained.  

Proposed Action:

· Organise national/international Working Group on neonatal care

· Assess capacity of health facilities to manage neonatal emergencies 

· Assess capacity of different staff to manage neonatal emergencies 

· Develop protocols on management of neonatal emergencies incl. IC 

· Organise rapid training on management of neonatal emergencies and referral

· Organise specialised training in neonatal care

· Improve NN equipment situation incl. mobile units in all health facilities

· Create and publicise referral links for emergency care

4.2 FAMILY PLANNING

Ensuring that women and their partners are able to plan their families and decide when and when not to conceive is a critical part of reproductive health.  In Iraq access to contraception has been assured since 1993, but contraceptive use rates have never been high, and have now fallen as a result of the breakdown in supplies, looting of the FP offices, and general insecurity.  Some contraceptives had been distributed freely, but a self-financing operation was also in place.  The overall national contraceptive prevalence was about 32% but there were wide differences (4.8%-47%) between governorates and many women were using traditional methods.  


4.2.1 

A national policy on family planning and access to contraception has been in place since 1993 but there has been little or no updating of the policy since then, and it is not clear if and how the policy deserves to be modified to meet emerging social conditions.  Nor is it clear if and to what extent all relevant parties are aware of these policies and their implications for services and delivery of FP services/care.

Proposed Action: 

· Review national policies relevant to family planning and contraception

· Modify out-dated ones and/or develop new ones

· Bring national policies into line with international principles and new methods

· Actively make all FP policies known to health professionals and the public

· Monitor and evaluate adherence to policies by all relevant facilities  


4.2.2 

Promotion and provision of family planning methods is vital to the health of women and families.  It is important that this be done in a technically sound way.  The protocols on family planning and contraceptive methods that are available need to be refined and brought up to date in light of emerging needs and demands.  To date there has been a mix of methods, but the pill has been the most preferred method.  
Proposed Action: 

· Organise national/international Working Group on protocol development

· Review what protocols are available on family planning/contraception

· Identify protocol needs in family planning/contraception

· Adapt protocols available internationally or develop new ones

· Ensure protocols are sensitive to Iraqi culture and beliefs 

· Ensure there are protocols on FP counselling and management of problems

· Develop protocols on forecasting, procurement, warehousing and distribution 

· Make protocols known in all relevant health training programs

· Make protocols available to all relevant health care programs and facilities
· Encourage use of protocols and introduce quality assurance of adherence
· Monitor and evaluate use and impact of protocols

4.2.3 

One of the by-products of wars and sanctions has been that many health personnel have not been able to keep up with new scientific findings and knowledge on family planning, new methods and options.  This has made it difficult for health workers to advise and counsel clients and provide them with the care and support required in family planning and child spacing.  Public information on family planning has also been neglected as a result of the lack of technical up-dating and many women and men are not aware of the options they have. 

Proposed Action: 

· Assess what is known by selected health care staff on subject of FP

· Assess what new knowledge is needed and from where

· Assess the FP capacity of different levels of the health care system

· Assess public perception and need/demand for FP including methods

· Identify obstacles to better FP practices

· Identify and assess capacity of partners and potential partners in FP

· Encourage and support operational research to improve service delivery

· Strengthen all relevant curricula to include FP

· Train staff (doctors, nurses, TBAs) in counselling and infection prevention

· Develop and introduce training guides/protocols on FP

· Develop public information strategies and methods on FP

· Introduce FP education into schools 


4.2.4 

To date contraceptives supplies have been secured through a variety of channels.  One of the main suppliers has been UNFPA and the IRHFHA together with the Ministry of Health.  UNFPA is currently ensuring continuity of supplies, but IRHFPA facilities MOH facilities have been badly affected as a result of looting.  Procurement, warehousing and management of supplies have been adversely affected.

Proposed Action:

· Assess projected 6 and 12-month contraceptive needs 

· Identify all partners for procurement, warehousing and distribution

· Develop strategic plan and strengthen procurement, warehousing, distribution 

· Identify key MOH hospital and PHC outlets

· Prepare strategic plan for national contraceptive program

· Ensure supply for next 12 months

4.3  REPRODUCTIVE TRACT INFECTIONS INCL. HIV/AIDS

Although good data are not available on the prevalence and distribution of sexually transmitted infections there is good reason to believe the situation has deteriorated in recent years as a result of wars, military movements, population mobility and the loss of appropriate diagnosis and treatment.  HIV/AIDS is also becoming a problem in Iraq and at the end of 1999 there were some 300 adults living with HIV/AIDS.  STI cases seem to be on the increase, according to reports from health facilities.  The national policy for STI surveillance and reporting which includes obligatory pre-marital testing for STI/HIV and all travellers arriving in the country and intending to stay for more than 2 weeks are expected to be tested for HIV/AIDS.  Protocols for syndromic management are available but not routinely used.  Patients seeking treatment typically do so through gynaecology, urology, dermatology, or RH/FP clinics for care.


4.3.1 

National policies on STIs and HIV/AIDS exist and are applicable in all governorates.  To what extent these policies reflect the most recent knowledge on these issues is not clear and in view of the rapid social changes taking place it may have been impossible for these policies to foresee what would happen and what the new needs would be.  Because STIs and HIV/AIDS constitute a major public health problem that has not been actively taken up in the past, policies will play a major role in promoting more attention to this field.  

Proposed Action:

· Review all existing policies on STIs and HIV/AIDS re. their relevance

· Where necessary modify or formulate new policies

· Ensure attention to new therapeutic approaches to HIV/AIDS

· Ensure attention to issues of relationship between TB and HIV

· Ensure attention to human rights and confidentiality

· Address VCT and its implications for staffing in hospitals and PHC centres 

· Organise policy advocacy sessions with different levels of health system

· Make policies widely known publicly and among all health care system

· Monitor and evaluate impact of policies  


4.3.2 

Diagnostic and treatment procedures in the areas of STIs and HIV/AIDS have changed in recent years.  New knowledge and techniques have become available, especially in respect of HIV/AIDS.  There has also been new thinking about the link between STIs and HIV transmission potential, and between HIV/AIDS and TB.  For health care staff that has not been conversant with this new knowledge efforts should be made to bring them up to date.
· Organise national/international Working Group on protocol development

· Review all existing protocols in light of new knowledge and procedures

· Adapt existing ones or develop new ones as necessary

· Adapt protocols are adapted to different levels of health care system and staff

· Prepare protocols on STI diagnosis, treatment, reporting and counselling

· Replace VDRL screening for syphilis in antenatal clinics by RPR screening.

· Prepare protocols on syndromic management of STIs in PHC facilities

· Prepare protocols on voluntary testing and counselling (VCT)

· Prepare protocols on treatment options for HIV/AIDS

· Prepare protocols on psychosocial aspects of STIs and HIV/AIDS

· Prepare protocols on laboratory procedures for STI/HIV/AIDS testing

· Organise workshops to introduce protocols to relevant health personnel

· Monitor and evaluate impact of protocols 


4.3.3

Few areas of health care have seen as much new information emerge on diagnosis and treatment as the areas of STIs and HIV/AIDS.  Much of this new information has not been accessible by health care staff in Iraq and as a result their practices have not been able to keep up with new techniques and knowledge.

Proposed Action:

· Assess health professionals knowledge and perceptions of HIV/AIDS

· Assess public knowledge and perceptions of HIV/AIDS

· Organise training for doctors, nurses and technicians on STI/HIV/AIDS

· Prepare or adapt guidelines on STI/HIV/AIDS diagnosis and treatment options

· Prepare public information on prevention of STI/HIV/AIDS

· Introduce information on STIs and HIV/AIDS prevention in higher schools

4.3.4 

Many laboratories in Iraq have been damaged, looted or have simply not been able to maintain their equipment and/or procure new advanced equipment that is essential to screening and diagnosis.  In the absence of up-to-date equipment it will be difficult for them to take on the work that already needs to be done and will become increasingly necessary if STI/HIV/AIDS prevention and care programs are to be successful.  

Proposed Action:

· Assess current equipment needs in all relevant laboratories 

· Assess current staffing needs in laboratories

· Ensure access to recommended drugs for syndromic treatnment

· Explore applicability of new rapid assay methods 

· Explore applicability of low tech methods 

· Prepare inventory of needs and share with all donor partners

· Quickly bring all laboratories up to standard and ensure reagent supply

· Create laboratory reference centres in each governorate

4.5 GYNECOLOGY-CANCER  

National policies on reporting of diagnosed cancer exist as part of the Cancer Registry that was established in 1976.  The policy has not been up-dated despite the fact that the incidence and prevalence of cancer has increased significantly and treatment options have also increased.  The has been a reported increase in both breast and cervical cancer in recent years and these increases are possibly under-estimates of the real situation, because the work of the National Cancer Registry has been badly limited by poor reporting from hospitals.  There is also a lack of specialised diagnostic and therapeutic staff and training of new staff to recognise and diagnose cancers of the breast and cervix has been seriously delayed.  

4.5.1 Breast cancer
The national program for the early detection of breast cancer started in the year 2000 with a national policy and protocols.  The work started in 4 main specialized centers (Baghdad (2), Basrah, Ninawa) and 16 special breast clinics. The work involves: education and training on self examination of breast; ultra-sound examination of breasts; mammography available in the 2 centres on request; aspiration of cysts and cytology and surgical excision; referral to chemotherapy and radiotherapy if available; breast cancer registration

Proposed Action:

· Support national program with new clinics and centres in all governorates

· Provide the necessary equipment and supplies

· Assess what additional protocols are available and required

· Prepare protocols on chemotherapy and radiotherapy 

· Ensure protocols are introduced to all relevant staff

· Train cytologists, pathologists, and oncologists

· Train nursing and social work staff on counselling of patients and families

· Ensure availability of chemotherapy and radiotherapy

· Monitor and evaluate impact of protocols

4.5.2 Cancer of the cervix

To date there has been no screening for cervical cancer and there are few good data on the incidence/prevalence of the disease.  Patients with symptoms of cervical cancer attending gynaecological clinics are offered cervical smear for cytology.

Proposed Action:

· Set up a national/international Working Group on cervical cancer policies

· Assess relevance of policies to current needs, care and treatment

· Assess policies with respect to access to diagnosis, care and treatment

· Ensure policies address need for prevention, surveillance and reporting

· Ensure policies are in line with international principles

· Use policies to guide new programs 

· Make policies known at all levels of health care system


4.5.2 

Cervical cancer management, be it in terms of prevention, timely screening, diagnosis and treatment, calls for standardised approaches that build on current scientific knowledge, an understanding of patient needs and an awareness of health care system capacities.  In areas such as this, where new knowledge and good practices are emerging rapidly, it is imperative that national protocols be able to keep up with them. 

Proposed Action:

· Set up national/international Working Group on cancer-related protocols

· Assess what protocols are available and their relevance to needs and knowledge

· Prepare protocols on ultra sound examination of breasts

· Prepare protocols on aspiration of cysts, cytology and surgical excision

· Prepare protocols on ultra sound examination of breasts 

· Prepare protocols on breast cancer registration

· Prepare protocols on referral to chemotherapy and radiotherapy if available

· Prepare protocols on teaching of self-examination of breasts

· Ensure protocols are introduced to all relevant staff

· Organise training around new or modified protocols

· Monitor use and impact of protocols on services


4.5.3 

The past ten or so years have seen a gradual deterioration in the quality of services and facilities.  There has been a loss of staff and little intake of new specialised staff.  The Cancer Registry has had little opportunity to upgrade its capacity and the four centres dedicated to treatment have not been able to maintain pace with new techniques and equipment.  

Proposed Action:

· Assess equipment needs in all treatment facilities

· Assess laboratory diagnostic needs in all relevant facilities

· Rehabilitate the two destroyed centres and equip all four centres

· Support opening of new clinics and centres in all governorates

· Train cytologists, pathologists, and oncologists

· Train specialised nursing staff for cancer care including counselling 

· Ensure availability of chemotherapy and radiotherapy

· Ensure regular supplies for cervical smear tests in all governorates 

· Strengthen cancer registry through equipment and staff training.


4.5.4  

Public information on cervical cancer (just as for other cancers) has not been given high priority in recent years, and many people are unaware of the nature of the problem and what can be done to prevent and manage them.  In the absence of more public information about these problems and where women can go for diagnosis and treatment, many women will continue to seek help at late stages of illness.  

Proposed Action:

· Assess magnitude and characteristics of cervical cancer in population

· Assess what are the most appropriate channels for raising awareness

· Assess how best to promote prevention messages to the public and risk groups

· Develop prevention and information on treatment campaigns

· Target special campaigns at risk groups

· Target special campaigns at women of other ages and levels of risk

· Assess public/health profession knowledge on perceptions of C cancer

· Ensure appropriate management and follow up of STIs and HIV 

· Monitor/evaluate impact of public information on diagnosis and care seeking

4.5.5  

Iraq is experiencing an increase in spontaneous abortions and unsafe abortions.  It is also seeing a marked increase in complications of associated with these abortions with serious implications for the women concerned.  There may be a number of reasons for this.  The first is that many of these abortions are taking place in conditions where the likelihood of sepsis and haemorrhage is high, and where the opportunities for prompt medical attention is low.  There are no data on the exact number of illegally performed terminations but the number of serious complications associated with spontaneous and unsafe abortions is growing and calls for urgent attention.

Proposed Action:

· Assess how big a problem this is throughout the country and the reasons for it

· Increase access to quality FP services, including counselling, by risk groups

· Improve access to counselling by pregnant women and girls with difficulties

· Prepare protocols on counselling for women in difficulty

· Train health care and social work staff on counselling

· Prepare protocols on post-abortion care

· Train relevant staff in post-abortion care

· Ensure hospitals are equipped to manage post-abortion complications

4.5.6

Infertility among women and men has become an important public health as well as a clinical problem in Iraq.  It affects the overall health and well being of the people who are affected and their families.  There may be a number of contributing factors.  Poorly diagnosed and treated sexually transmitted infections and post-abortion infections are two of them.  Chronic psychosocial stress and exposure to contaminants are others that need to be taken into account.  At this time the diagnosis and management of infertility is done through infertility clinics in OB/GYN clinics but in addition there are also four specialized infertility centres in Iraq.  The two in Baghdad were looted and destroyed.  The ones in Basra and Ninavah have not yet been equipped and are not open to patients.

Proposed Action:

· Ensure that all 4 existing specialized clinics are equipped, staffed and opened

· Develop where necessary, relevant policies and protocols

· Provide basic and refresher training on prevention/management of infertility 

· Improve prevention through better diagnosis and treatment of RT infections

· Strengthen counselling and public information on infertility

· Ensure drug treatments are available through clinics and centres 

· Introduce infertility counseling and diagnosis into FPRH clinics

· Improve referral to specialized facilities.

5.. GENDER BASED VIOLENCE
The incidence of sexual violence and abductions has increased markedly in Baghdad, but many cases are not being officially reported and most are going un-investigated. There is little or no information on the incidence of gender based violence in other Governorates but it may be equally serious.  Although Iraqi law clearly addresses the problem of sexual violence it does not adequately protect the human rights of women 

and girls against these violations.  Nor are there any protocols or guidelines to guide the clinical and psychological management of victims.  Health-related personnel are not trained to deal with the problem and at the current time even reporting rape can bring further problems, including social rejection, for victims.


5.1 

Timely and effective care of rape victims and their families can mean the difference between long-term disability and the successful rehabilitation of victims.  To date little or nothing is being done in this domain and the prognosis for women who are raped is often poor.  Cultural barriers and the low status of women in many sectors of society do not lend themselves to reporting of rape, care seeking, and sensitive care giving. 

Proposed Action

· Assess attitudes to rape by public, health care staff and police

· Assess magnitude of problem and types of consequences

· Develop protocols for medical and psychological management of rape

· Develop protocols for police reporting and care of victims

· Develop strategic public information in puts on rape and consequences

· Raise awareness in general about gender-based violence and its impact

· Raise awareness about steps that can be taken to prevent rape 

· Raise awareness about what can be done if rape occurs

· Train RH staff in medical treatment and counselling for victims and families

6. ADOLESCENT REPRODUCTIVE HEALTH
Iraq’s population is young with about 50% under the age of 15 years.  Social change and disruption is changing patterns of family life and will probably contribute to changes in attitude to sexuality and sexual behaviour.  Over the past few years there has also been a trend to earlier marriage, especially in groups with poor educational background.  Teenage pregnancies are becoming more common and problematic.  The response from the health and social sectors has been relatively muted and many of the changes taking place are not eliciting the interest called for. 


6.1 

The demographic shifts in Iraq that have produced such a young population have been relatively ignored.  The social changes in Iraqi society with respect to adolescent sexual behaviour and exposure to new ideas and values have also gone un-remarked.  Policies specifically geared to meet the needs of adolescents have been lacking to guide action on this issue.

Proposed Action:

· Assess adolescent attitudes and sexual behaviours in adolescents

· Assess their needs and concerns with respect to sexuality and family life

· Assess health and social worker attitudes to and knowledge about these needs

· Develop policies according to changing situation and needs 

· Ensure policies are made known to all relevant parties including adolescents

· Monitor and evaluate adherence to and impact of policies.


6.2 

Protocols for management of adolescent sexual health have been lacking and there are few if any guidelines on what can be done to prevent and mitigate RH problems in this population.  In view of the growing prominence of the adolescent population and the changing social environment it will be important that standardised and technically sound guidance be available to RH personnel on this issue.

Proposed Action:

· Develop/adapt protocols on RH counselling for adolescents

· Develop/adapt protocols on RT infection prevention among adolescents  

· Train relevant staff on use of these protocols

· Use protocols to design services adapted to needs of adolescents


6.3 

Because adolescence has typically been seen as a disease-free period and because the transition from childhood to adulthood has not been culturally defined as a distinct phase and with special needs, there has been little public awareness of what adolescents require for healthy and socially productive life. 

Proposed Action.

· Raise awareness among health and social workers about changing environment

· Include RH in all adolescent year educational curricula

· Address legal age of marriage issues and set appropriate age limits

· Monitor and evaluate progress in this area

7. MALE REPRODUCTIVE HEALTH
The reproductive health of men is often forgotten in national RH programs, and there is little information in most countries about the nature and magnitude of problems confronted by men in this area of health and health care.  The role of men in family planning, for example, is often overlooked and under-addressed and this places heavy burdens on women in terms of contraceptive choices and management.  Neglect of the reproductive health of men extends to pathologies too, and little mention is made of the many problems they confront.  Issues such as poorly treated sexually transmitted infections, prostrate and testicular cancer are often poorly addressed and care seeking and treatment is neglected.  Male infertility issues are addressed through the infertility centres and urology departments.


7.1 

Unless the RH of men is addressed and guided through specific policies it may not be easy to raise awareness of what can be done in prevention and what is available in terms of treatment.  Nor will it be easy to encourage couples to participate actively in contraceptive and family health decision-making.

Proposed Action:

· Assess nature and magnitude of RH problems in men and boys

· Assess whether policies explicitly address these problems

· Develop policies that take up male RH and FP issues and access to care

· Develop policies on STIs and other pathologies in men and their management

· Monitor and evaluate adherence and impact of policies

· Raise awareness among men about gender based violence and rape


7.2 

Protocols on screening and treatment of prostate and testicular cancer, or indeed any other male reproductive system cancers, are not available in Iraq.  Cases are diagnosed and treated by urologists on an individual basis, and there is little systematic reporting of incidence or treatment outcomes.  

Proposed Action:

· Adapt protocols form elsewhere in keeping with international standards

· Train cancer and other specialists in use of protocols

· Use protocols to guide centres and equipping of centres to deal with cancers

· Develop protocols to surveillance of male RH cancers

· Monitor and evaluate impact of protocols 

8. OVERVIEW

Reproductive Health is a cornerstone of family life and family health.  As such it is also an essential ingredient of social cohesion and hence national security.  The future of the social reconstruction effort in Iraq will benefit greatly from rapid and visible improvements in reproductive health.  As in many other countries reproductive health as a concept and practice has been neglected in Iraq and the past twenty years have seen a gradual deterioration in many aspects of reproductive health and well being.  In part this can be put down to economic constraints.  The lack of investment in, and support to, many aspects of reproductive health have contributed to rising rates of maternal and neonatal mortality.  It has also resulted in less attention to cancers of the reproductive system in both women and men.  

The reconstruction effort and the health development process that will have to come in its wake must address reproductive health in all its facets and presentations.  Not to do so would be to neglect a vital component of public health and invite far-reaching implications for everyone.  The health of women and girls, pregnant women and mothers, just as the reproductive health of boys and men, will determine the capacity of people to work, function socially, and plan for the future.

This assessment and setting out of priorities is not exclusive or exhaustive.  It is meant to signal some of the main issues that need to be addressed and offers some suggestions as to how UNFPA hopes to do so in collaboration with Iraqi authorities, the CPA and other partners.  Some of the issues identified and actions proposed in this paper will call for political decisions, changes in attitude and ways of working, and a greater awareness and commitment by the public at large. 

Throughout all of this runs the theme of vulnerability and vulnerable groups.  Giving attention to this and to evidence-based allocation of resources to respond to problems and needs will facilitate the reconstruction process and health development in general.  Giving attention to basic and operational research as well as action will also provide the knowledge and insights required to sustain the process of health development and make the health care system and health planning more rational and cost-effective.

During the short term the rehabilitation of infrastructures will have to be emphasised and continued support will have to be given to emergency measures including medical supplies and equipment.  Equipping hospitals and PHC centres with adequate delivery rooms and equipment should be given highest priority, and ensuring a regular drug and other essential commodity supply is essential.  Ensuring universal precautions and safe blood will help bring morbidity and mortality down quickly, and improved emergency obstetric care, including emergency transport and referral, will go far not only to reduce the loss of life, but also enhance quality of family life.  Preventing and responding to gender based violence is now urgent and without it there will be little possibility for women to participate in the reconstruction effort.

The women and men working in the reproductive health care system are dedicated and keeping the system afloat under difficult conditions.  Working with them, up-grading their knowledge and skills, and remunerating them economically and professionally will go far to bring the system up to speed.  Basic training, refresher training, protocols and certification of skills are ingredients of this that should not be overlooked.  Making sure they have the technology and safe environment in which to work will in turn allow them to make their contribution in the way they are expected to do so.

For all of this to happen calls for a national RH Strategy that encompasses all of these concerns and others.  Such a strategy could be designed to invite the participation of professionals and institutions from other countries and in so doing move Iraq with its partner countries into an international framework for the promotion and protection of reproductive health and family life.  UNFPA is committed to this effort. 

9. RECOMMENDATIONS

Priorities for Action in 2004

· Continue the rehabilitation of infrastructures.  Equip selected hospitals and PHC centres with new delivery rooms (ultimate target of 1 comprehensive EOC centre/150 000 population, 1 basic EOC centre / 30 000 – 50 000 population)

· Assure appropriate equipment and reliable drug and reusable supplies is available for EOC (including universal precautions and safe blood supplies), FP, STI (including condoms), GBV, and other RH services

· Develop a referral system for obstetric emergencies, with referral cards for midwives and doctors, feedback on the outcome of the case; urgently improve telecommunication and ambulance system

· Conduct refresher training of existing staff (GP’s, Nurses, midwives and TBAs) on selected RH topics. Train existing uncertified birth attendants and supply them with delivery kits. 

· Develop and distribute clinical protocols (EOC, intrapartum monitoring and partograph, ANC, STI syndromic protocols, clinical management of rape survivors, protocols for universal precautions, etc) and train staff in the use of these protocols

· Begin to set up an Iraqi midwifery association and other professional bodies

· Develop and distribute targeted RH IEC materials in the community

· Organize national seminar/workshop to discuss the creation of a comprehensive national strategy for reproductive health in Iraq, with participation of focal points and experts from all governorates, the MOH, private sector, UN and NGO’s

· Strengthen all reproductive monitoring, surveillance and reporting, and include RH statistics in the national Health Information System

Strategic Options for the Reproductive Health Program 2004 - 2007

· Continue and strengthen above activities

· Strengthen maternal death audits

· Assure accessibility of RH services for adolescents who need it

· Increase the training and recruitment of professional midwives and scale down number of TBAs as more midwives are trained and deployed

· Organize exchange of midwifery and medical students with other Arabic countries and support twinning of regional universities for this purpose

· Support the formation of Medical Specialist Societies and the organization of RH thematic workshops and conferences, with participation of regional and international specialists

· Include the concept of comprehensive reproductive health in the curricula of all medical schools and technical health training

· Develop and support basic and operational research on RH issues in Iraq

· Develop a comprehensive National Strategy for RH.

______________________________________
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