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EXECUTIVE SUMMARY 

War, natural disasters and economic sanctions have catastrophic consequences on the 
health and well-being of nations. Studies have shown that these events have caused more 
mortality and disability than any major disease. War has destroyed communities and families 
and too often disrupted the development of the social and economic fabric of a nation. The 
effects of disaster and war have included long-term physical and psychological harm to 
children and adults, as well as reduction in material and human capital. The imposition of 
economic sanctions on countries has also had negative health consequences, often crippling 
the operation of the health sector. Assessing the full impact of sanctions on health in 
embargoed nations is a difficult task, as the health effects of sanctions only become clear over 
an extended period of time. Death as a result of wars, disasters and sanctions is simply the "tip 
of the iceberg." Other consequences, besides death, are not well documented and hence are 
not measured. Such consequences may include endemic poverty, malnutrition, disability, 
economic/social decline and psychological illness, to mention only a few. 

All of the countries of the Eastern Mediterranean Region have been exposed over the 
past century to war, disasters or international sanctions. At present, Afghanistan, Palestine, 
Somalia and Sudan are experiencing long-term protracted social conflict. Palestine is being 
subjected to brutal and unprecedented aggression. Other countries, such as Djibouti, Egypt, 
Islamic Republic of Iran, Lebanon, Pakistan, Sudan and Syrian Arab Republic, are prone to 
natural disasters such as earthquakes, landslides, floods and drought. In addition, United 
Nations reports indicate that 18 of the countries in the Region are infiltrated with landmines, 
which dramatically impact the livelihood and productivity of communities. 

As with armed conflict and natural disasters, the imposition of sanctions on countries 
has had a detrimental impact on the health, development and welfare of populations. During 
the 1990s, sanctions were imposed on Afghanistan, Iraq, Libyan Arab Jamahiriya and 
Somalia. The growing body of information about the adverse effects of sanctions on the 
health and livelihoods of the people in these countries has prompted international debate and 
review of the effectiveness and appropriateness of international sanctions. It is vital that more 
research is conducted and the results analysed thoroughly to assess the health and human 
welfare implications of sanctions in affected countries. 

Natural disasters, refugee crises, drain of health personnel, economic collapse and 
ongoing violence are all determinants of ill health. Health indicators in certain countries of the 
Eastern Mediterranean Region reflect the problems inherent in trying to improve the overall 
health status and delivering health care under difficult circumstances. Despite lack of in-depth 
research and data analysis, it is clear that countries with ongoing difficult circumstances, such 
as Afghanistan, Palestine, Somalia and Sudan, face complex challenges. WHO must continue 
to invest in and advocate for health under difficult circumstances. Moreover, ensuring 
immediate equitable access to basic quality health care will lay a foundation for future 
investments in development. 
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1. INTRODUCTION 

War, natural disasters and economic sanctions have catastrophic consequences on the 
health and well-being of nations. Studies have shown that these events have caused more 
mortality and disability than any major disease [1). War has destroyed communities and 
families and too often disrupted the development of the social and economic fabric of a 
nation. The effects of disaster and war have included long-term physical and psychological 
harm to children and adults, as well as reduction in material and human capital. In 1990 the 
World Bank estimated that a total of 1.4 billion disability-adjusted life years (DALYs) were 
lost in the world that year [l). Of these, 102 million DALYs were lost as a result of violence, 
as shown in Table 1. Violence, comprising falls, homicide, road traffic accidents, suicide and 
war, ranked second to respiratory diseases as a cause of lost DALYs. 

The magnitude of the global burden of disease attributed to war and other violence is 
further compounded by the fact that civilians are often the victims of conflict [1). Figure 1 
clearly shows that the percentage of civilian deaths in wars during the past century has 
increased steadily; in recent decades 90% of all deaths were civilians. Experts estimate that in 
recent conflicts nine civilians have been killed for every soldier killed [2). UNICEF reports 
that in the past two decades more than 2 million children have died as a consequence of war 
[2). 

Table 1. Global burden of disease, 1990 [1) 

Specific conditions 

Respiratory diseases 
Violence 
Perinatal conditions 
Diarrhoea 
Neuropsychiatric disorders 
Cancer 
Vaccine-preventable diseases 
Tropical diseases 
Maternal conditions 
Nutritional diseases 

Total DALYs lost 
(in millions) 

123 

102 
100 

99 
93 
79 
68 
66 
59 
54 
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Source: Ahlstram, C. Casualties of conflict: Report for the protection of victims of war. 
UppsaJa, Sweden, Department of Peace and Conflict Research, UppsaJa University, 1991. 

Figure 1. Civilian deaths as a percentage of all deaths in 20th century wars 

In addition to the high levels of mortality and disability attributed to wars, natural 
disasters have resulted in approximately 3 million deaths, and have negatively affected some 
800 million people worldwide in the past 20 years [3]. Furthermore, it is estimated that 
approximately US$ SO billion in property damage has resulted from natural disasters during 
this period. A 2002 United Nations report on natural disasters and sustainable development 
states that, in addition to an estimated 100 000 deaths attributed to natural disasters per year, 
the global cost of natural disasters is projected to reach US$ 300 billion annually by the year 
2050 [4]. The imposition of economic sanctions on countries has also had negative health 
consequences, often crippling the operation of the health sector. Assessing the full impact of 
sanctions on health in embargoed nations is a difficult task, as the health effects of sanctions 
only become clear over an extended period of time. 

Death as a result of wars, disasters and sanctions is simply the "tip of the iceberg." 
Other consequences, besides death, are not well documented and hence are not measured. 
Such consequences may include endemic poverty, malnutrition, disability, economic/social 
decline and psychological illness, to mention only a few. Extensive research and analysis are 
needed to better understand the relationship between health status and circumstances which 
do not foster peace and security. 

2. REGIONAL PERSPECTIVE 

The Eastern Mediterranean Region comprises 23 countries, all of which have been 
exposed over the past century to war, disasters or international sanctions. At present, 
Afghanistan, Palestine, Somalia and Sudan are experiencing long-term protracted social 
conflict. Palestine is being subjected to brutal and unprecedented aggression. Other countries, 
such as Djibouti, Egypt, Islamic Republic of Iran, Lebanon, Pakistan, Sudan and Syrian Arab 
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Republic, are prone to natural disasters such as earthquakes, landslides, floods and drought. In 
addition, United Nations reports indicate that 18 of the countries in the Region are infiltrated 
with landmines, which dramatically impact the livelihood and productivity of communities. 
Furthermore, countries such as Afghanistan, Iraq, Libyan Arab Jamahiriya, Somalia and 
Sudan have been subject to international sanctions and political instability for decades. 
Finally, endemic poverty, lack of basic health infrastructure, population upheavals and 
displacements, as well as the overall poor health profiles of various populations in the Region, 
further exacerbate the adverse consequences of these determinants of ill health. 

Chronic emergencies and disasters (both man-made and natural) in the Eastern 
Mediterranean Region have had a dramatic impact on the livelihood and the health status of 
communities. Disasters have threatened the lives of civilians, and disturbed their emotional 
and social well-being, in many countries throughout the Region. Furthermore, disasters 
damage natural environments, destroy physical infrastructure, destabilize the social fabric of 
societies and paralyse economic systems. Disasters and protracted conflicts have resulted in 
massive losses of technical expertise in countries, population migration and displacement, 
high levels of mortality and disability of vulnerable groups, marginalization of medical and 
aid workers and disruption of essential medical services. 

3. THE TOLL OF WAR AND OTHER DISASTERS 

The incidence of violent conflict has reportedly been on the rise since 1950; moreover, 
such conflicts are increasingly taking place in-country. Root causes of war are: [5] 

• political, economic and social inequalities 
• extreme poverty 
• economic stagnation 
• poor government services 
• high unemployment 
• environmental degradation and 
• individual (economic) incentives to fight. 

Natural disasters are considered a direct and indirect threat to public health because they 
may: [3] 

• cause an unexpected number of deaths, disabilities, or result in poor health conditions in 
the affected community 

• destroy health infrastructure providing basic health care as well as disrupt routine health 
services resulting in increased morbidity and mortality 

• have adverse effects on the environment and local communities, possibly increasing the 
risk of communicable diseases 



EMlRC49trech.Disc.1 
Page 4 

• affect the mental and social well-being of affected populations, ultimately reducing 
quality of life 

• result in a lack of essential food supplies (subsequently causing nutritional deficiencies) 
and material commodities 

• trigger massive population displacements and/or international migration, thus leading to 
increases in mortality and morbidity. 

The implications of war for the health of nations and communities can be seen in both 
the acute/direct effects of conflict as well as in the indirect/long-term consequences that 
develop well after the conflict has subsided [6]. One of the key challenges during conflict is to 
measure and quantify the effects of conflicts on the health and well-being of societies. Table 2 
gives and estimate of the global burden of death and disability due to conflict in 2000. 
Globally, an estimated 310 000 deaths that occurred due to conflict in 2000, more than 50% of 
which were in the African Region [1]. The Eastern Mediterranean Region ranked third in 
percentage of global death due to war. 

The magnitude and severity of avoidable mortality as a result of war, conflict and/or 
disasters are clearly shown in Figure 2. Men in the age group of 15-44 years have the highest 
rates of mortality due to conflict [5], and also represent the most productive age group in a 
given population. 

Table 2. Global burden of death and disability due to conflict, by WHO Region, 2000 [6] 

Deaths Disability adjusted life years 

No. due to % of total No. due to % of total 
WHO Region war due to % of total war due to % of total 

(1000s) war (l000s) war 
African 167.5 53.96 1.58 5476.2 53.07 1.55 
Americas 2.1 0.66 0.04 69.9 0.68 0.05 
Eastern 39.0 12.56 0.97 1365.9 13.24 1.02 
Mediterranean 
European 36.7 11.83 0.38 1043.1 10.11 0.68 
South-East 63.2 20.35 0.45 2210.3 21.42 0.52 
Asia 
Western 2.0 0.63 0.02 154.3 1.50 0.06 
Pacific 
Total 310.4 100 0.56 10 319.9 100 0.70 
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Figure 2. Age and sex distribution of deaths due to conflict in 2000 [5] 

4. CRISIS COUNTRIES IN THE EASTERN MEDITERRANEAN REGION 

4.1 Overview 

In the past century a number of countries of the Eastern Mediterranean Region have 
been subject to long-term conflicts. To date, the conflict in Sudan has been ongoing for a 
period of more than 50 years. Palestine has been subject to a refugee crisis, occupation and 
territorial incursion, border closures and economic decline since 1948. Both Afghanistan and 
Somalia have been characterized in the past as having "state-less" governments, or 
governments in transition. It is evident that the magnitude, intensity and duration of these 
conflicts has had tremendous impact on the health and livelihood of communities living under 
these difficult circumstances. Most of the health data and relevant basic social indicators from 
countries such as Afghanistan, Somalia and Sudan show alarming rates of infant and child 
mortality, poor access to clean water and safe sanitation, high levels of disability, low levels 
of immunization coverage and limited access to facilities for safe delivery. The health sector 
in many of these countries has a limited capacity (both human and material) to deliver and 
promote quality health care services. Overall, many of these countries simply lack security, 
good governance and capacity to facilitate and promote their own development. 

One approach for breaking the cycle of poverty, violence and stagnant development is 
through accelerating public health programmes. Through the promotion and protection of 
health, communities will eventually progress towards a state of good health, ultimately 
influencing the security situation in a positive way. Similarly, societies cannot become healthy 
if peace and security are not ensured. Hence, public health professionals must address the 
poor health status of people in countries like Afghanistan, Palestine, Somalia and Sudan that 
results from violence, lack of security and limited capacity of the health sector. Unfortunately 
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the existing health data and basic social indicators of such countries do not clearly illustrate 
the correlation between health and conflict. The link between poor health status and conflict 
and war must be further analysed and studied, taking into account a number of variables, such 
as socioeconomic factors, which may influence the outcome. 

Further exacerbating the ill health status of these vulnerable communities is the 
presence of landmines and unexploded ordnance, which poses a serious public health problem 
in the Region. It is estimated that 18 countries in the Region have dormant and active 
landmines scattered throughout the countryside and along borders [7], thus rendering arable 
land useless and causing high levels of avOidable mortality and disability. Landmines have 
injured over 450 people in Jordan since 1967; in the Republic of Yemen a total of 723 
landmines victims were identified between 1992 and 1996; and recent studies in Afghanistan 
estimate that about 400 000 Afghanis have been killed or injured by landmines over the past 
10 years [7-9]. Clearly, landmines have contributed to the global burden of mortality and 
disability, and in war-affected countries they are considered one of main causes of disability
adjusted life years (DALYs) lost. The global death rate due to anti-personnel mines was 
recently estimated at around 800 deaths per month [1,7]. This rate is likely to be 
underestimated due to factors such as incomplete death registration records and under
reporting of the cause of death in official records. 

The medical, economic, social and psychological consequences of landmines are well 
documented. Typically, civilians suffer permanent physical injuries (such as avulsion of lower 
limbs and blindness) that affect their socioeconomic status and psychological well-being [l0-
12]. Additionally, the economy and infrastructure of densely mined countries suffer 
tremendously. A study conducted in Afghanistan suggests that in the absence of landmines, 
agricultural production in different regions of the country could have been 88% to 200% 
higher than current levels [12]. Similarly, the medical costs and rehabilitation expenses of 
landmine victims add an additional burden to the economic stability of mine-affected 
countries. Furthermore, unknown distribution of minefields in many countries poses a serious 
obstacle to relief work and international assistance. 

Assessment of the landmine problem in the Eastern Mediterranean Region is limited by 
outdated data and lack of reliable reporting of new cases. Nevertheless, the number of 
landmine incidents reported by governments shows a persisting threat of landmines. Egypt 
reported a total of 8313 victims for the period 1945-1996; and a recent survey by the 
Landmines Struggle Center in Cairo reported 33 unexploded ordnance and landmine victims 
in 1998 and 37 in 1999 [13,14]. National data on landmine victims in the Islamic Republic of 
Iran are not available; however, a study conducted in Eylam, a densely mined province in the 
country, reported 688 landmine casualties for the period from 1989 to 1999 [15]. Table 3 
shows the number of landmine victims reported in several countries of the Region. 
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Table 3. Landmine casualties in countries in the Eastern Mediterranean Region [7-19] 

Country 

Afghanistan 

Egypt 
Islamic Republic of Iran 
(Eylam province) 

Jordan 

Kuwait 

Lebanon 

Libyan Arab Jamahiriya 

Republic of Yemen 

Source of data 

MAPA' 

Government 

HCRI" 

Military 

Government 

Military 

Police 

Ministry of Interior 
·Mine Action Programme Afghanistan 
··High Centre of Research and Infonnatics 

4.2 Case studies 

Palestine 

Period of reporting Number of 
casualties (death 

and injuries) 

1988-98 400000 

1945-96 8313 
1989-99 688 

1967- >450 
1991-93 449 

1990-97 480 

1940-95 11845 
1992-96 723 

The population of Palestine has suffered from abject poverty, escalating conflict, 
occupation and military incursions for more than a decade. This ongoing lack of security and 
peace has had a devastating impact on socioeconomic development in Palestine. Although 
there has been no formal trend analysis of the health status over the past decade, much of the 
reported health data show an epidemiological picture of deteriorating health in the country. 

According to UNHCR statistics, 4 million Palestinian refugees were living outside their 
country of origin in 2000. In addition, UNRWA reports that over 1.1 million refugees still Ii ve 
in camps throughout the West Bank and the Gaza Strip, where conditions of overcrowding 
and lack of access to clean water, safe sanitation and basic social services produce an overall 
unhealthy environment [20,21]. Although there has been a slight improvement in the overall 
health profile of Palestinians during 1995-2000, the rates of infant, child and maternal 
mortality are higher than those of neighbouring countries such as Lebanon, Jordan and Syrian 
Arab Republic. The recent escalation in violence in both the Gaza Strip and the West Bank 
has resulted in significant increase in the mortality rates of infants, children under 5 years, and 
adults between 15 and 45 years. As at May 2002, the violence had resulted in over 36 522 
Palestinian injuries and more than 2195 deaths since September 2000 [20--22]. 

The Ministry of Health of Palestine reports that over the past 2 years the health status of 
communities living in the West Bank and Gaza has deteriorated significantly as a direct result 
of denial of access to and disruption of routine health services [20]. In addition, medical 
personnel have been injured or killed trying to perform their duties and ambulances have been 
seized or destroyed. Clearly the disruption of routine services and programmes such as 
environmental inspections, solid waste collection and disposal, home visits, medical 
transportation, vaccination campaigns, growth monitoring, antenatal care and school health 
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programmes will have adverse effects on the overall health status of Palestinians. Initial 
reports by the Ministry of Health and UNRWA indicate: [20-24] 

• dramatic rise in the number of consultations at health facilities (by 29% in UNRWA 
clinics in the Gaza Strip alone); 

• increase in the number of high risk and complicated pregtfancies and increase in the 
number of stillbirths observed (by 12.4% in the West Bank and 16.1 % in Gaza Strip); 

• already short supplies of critically needed medical supplies and equipment compounded 
by the sudden increase in demand by emergency medical services; 

• blood shortages at hospitals; 

• limited supply of essential drugs and vaccines compounded by difficulty in replenishing 
supplies because of restrictions on movement of people and goods; 

• decrease in implementation of school vaccination programmes by 40%; 

• increase in malnutrition rates among children below 5 years in Gaza; 

• food insecurity in a number of refugee camps; 

• 32% decrease in administration of tetanus toxoid for women seeking antenatal care; 

• 52% decrease in women seeking antenatal care; 

• increase in home deliveries in the West Bank of 29%; 

• lack of clean water and safe sanitation (50% decrease in sampling, testing, chlorination, 
monitoring and follow-up), and the high probability of epidemics; 

Table 4. Ratio of health care providers to population-a regional comparison (2000) [24] 

Country 

Egypt 
Jordan 
Lebanon 
Palestine (West Bank and 
G82Il Strip) 

Physicians 
per 100 000 population 

202 
266 
210 

83.6 

Nunes 
per 100 000 population 

233 
296 
100 
125.7 

Syrian Arab Republic 144 189 
Note. Figures for Palestine calculated using figures from the Ministry of Health annual report for 2000. Figures are not 
inclusive of private sector providers and therefore might be under-representative. All other figures are from 1999 and 
were obtained from WHO. 
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• further deterioration in the psychological and social well-being of communities; 

• restrictions on the supply of electricity leading to breakdown in the cold chain for 
vaccines and disruption of safe blood storage and operation of medical diagnostic 
equipment. 

To further exacerbate the situation, the health sector lacks the human and material 
resources to address the increase in demand and utilization of health facilities. The total 
number of physicians per 100 ()()() population in the West Bank and Gaza is 83.6 [24]. As 
shown in Table 4, this ratio is well below the ratios of medical personnel to population in 
neighbouring countries. 

Afghanistan 

Afghanistan has been affected by more than 23 years of war, political instability and 
economic collapse and 3 years of severe drought. Among the many consequences is a health 
system that is one of the poorest in the world, with a severely limited capacity to provide 
medical treatment or to promote public health programmes. 

As shown in Table 5, the health indicators for Afghanistan include some of the world's 
highest rates of maternal and infant mortality. Although many health sector partners are 
working in coordination to improve these alarming figures, the magnitude of major health 
problems in Afghanistan is immense [25-27]. 

• Life expectancy rates are among the lowest in the world and 25% of children die before 
their fifth birthday. Lack of basic health care and malnutrition contribute to the high 
death rates. 

• Afghanistan has the second highest maternal mortality rate in the world. Fewer than 
15% of deliveries are attended by trained health workers. 

Table 5. Selected health indicators for Afghanistan, 2000 

Indicator 

Infant mortality rate (per 1000 live births) 

Under-5 mortality (per 1000 live births) 

Maternal mortality ratio (per 100 000 live births) 

Children under 5 with malnutrition (1999) 

Access to water 

Source: WHO Afghanistan 

Value 

165 

257 

1700 

10% acute. 50% chronic 

23% (18% rural, 43% urban) 
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• Approximately half of the children under 5 years of age are stunted due to chronic 
malnutrition and up to ) 0% have acute malnutrition. 

• Mental health is a major health concern. Experts estimate that approximately 30%-50% 
of a population undergoing violent conflict develop some level of mental distress. Other 
mental health problems that appear normally in any population have been unattended in 
Afghanistan for decades. 

• Diseases that have largely been controlled in most countries in the world continue to 
cause death and disability in Afghanistan. More than 60% of all childhood deaths and 
disabilities in Afghanistan are due to acute respiratory infections, diarrhoeal diseases 
and vaccine-preventable diseases, especially measles. 

The major causes of death in Afghan children under 5 years are measles, diarrhoeal 
diseases and acute respiratory infections. Figure 3 clearly shows an increase in the number of 
measles cases reported between 2000 and 2(0) [26]. Similarly, the rate of acute respiratory 
infections has increased, as shown in Figure 4. Despite ongoing efforts by the health sector to 
curtail the high rates of mortality and morbidity, health care providers must overcome 
difficulties of geographical access, address the increasing number of isolated and vulnerable 
populations and cope with limited health sector capacity to meet emerging health demands. 

Table 6 lists the estimated number of people within Afghanistan for whom health 
services are limited or non-existent. These figures do not take into account changing 
demographic patterns as a result of migration and internal displacement. It was estimated in 
2(0) that approximately 1.5 million Afghan refugees were residing in Pakistan, with an 
additional 1.2 million in the Islamic Republic of Iran and 300 000 to 500 000 scattered in 
central Asia [26,27]. This problem is further compounded by the growing number of 
internally displaced or stranded people living in remote villages inside Afghanistan. 

Table 6. Access to health services in Afghanistan 

Regions PopUlation with no Population with Umlted 'lbtal 
health services health services 

Hazarajat (Bamyan) 387375 0 387375 
East-SE (Jalalabad) 668822 0 668822 
North-East (Faizabad) 715303 0 715303 
Central (Kabul) 252713 553400 806 113 
West (Herat) 483484 292531 776015 
South (Kandahar) 598371 768659 1367030 
North (Mazar) 1230411 580674 I 811 085 
Total 4336479 2195264 6531743 

Source: WHO Afghanistan 
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Figure 3. Reported measles cases among children under 5 years in Afghanistan, by 
region, 2000-8/2001 
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Figure 4. Percentage and type of acute respiratory infection among children under 5 
years in Afghanistan, 2000-2001 

The distribution of hospitals throughout the country is uneven, with wide disparity in 
availability of diagnostic and medical treatment among regions. The lack of health sector 
infrastructure and human resources is the result of more than two decades of ongoing conflict, 
during which many qualified Afghan physicians, nurses, engineers and other professionals left 
the country seeking security and better opportunities, without being replaced. 

As of 2002, international aid and donor communities have renewed interest in and 
commitment to Afghanistan; however, the country faces a number of challenges in order to 
bring peace, security and socioeconomic development to Afghans. In addition to severe 
infrastructure damage, Afghanistan lacks sufficient human resources for health to meet the 
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emerging health demands of its population. Health has been given top priority by the interim 
government as well as the international aid community. 

Afghanistan has had a long history of conflict and disasters, all of which have resulted 
in economic collapse, destruction of the infrastructure and diminished capacity to address and 
meet the health needs of the Afghan population. Clearly, humanitarian assistance alone cannot 
fill this void. In 2002, UN agencies and donor communities, working in close collaboration 
with Afghan officials, are addressing this challenge. With greater investment in health and 
economic security the health status of the population of Afghanistan will gradually improve. 

5. EFFECTS OF INTERNATIONAL SANCTIONS 

5.1 Overview 

As with armed conflict and natural disasters, the imposition of sanctions on countries 
has had a detrimental impact on the health, development and welfare of populations. During 
the 1990s, sanctions were imposed on Afghanistan, Iraq, Libyan Arab Jamahiriya and 
Somalia. Table 7 provides a breakdown of the components of the sanctions imposed on these 
countries. 

Table 7. Sanctions imposed on countries of the Eastern Mediterranean Region [28] 

Country UN resolution number 
and date passed 

Afghanistan 1267 (1999) 

IraqlKuwait 

Iraq (only) 

Libyan Arab 

Jamahiriya 

Somalia 

Sudan 

1333 (2000) 

661 (6 August 1990) 

670 (25 September 1990) 
687 (3 April 1991) 
712 (19 September 1991) 
986 (14 April 1995) 

1111 (6 April 1997) 
1143 (12 April 1997) 

1175, 1210, 1242 
733 (23 January 1992) 

733 (23 January 1992) 

1054 (26 April 1996) 
1070 (16 August 1996) 

Components of sanc!tion Dates in effect 

Freezes overseas assets belonging to the Taliban, 1999-present 
including those of the Afghan public sector 
banks, and more generally bans transactions 

favouring the Taliban 
Diplomatic restrictions 
Travel restrictions 
Arms embargo 
Comprehensive trade sanctions 
Sanctions committee formed 
Cease-fire resolution; full trade embargo remains 
pending Iraqi fulfilment of established conditions 
Initial authorization of oil-for-food arrangements 
Subsequent authorizations for oil-for-food 
programme 

Arms and air embargos; diplomatic sanctions 
Sanctions committee formed 
Libyan government funds frozen 
Ban on oil equipment 
Arms embargo 
Sanctions committee formed 

1990-present 
(Kuwait until 
1991) 

I99O-present 

1992-1999 

I 992-present 

Diplomatic sanctions I 996-present 
Conditional imposition of air embargo effective 

in 90 days; deferred pending further examination 
of sanctions effects 
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The growing body of information about the adverse effects of sanctions on the health 
and livelihoods of the people in these countries has prompted international debate and review 
of the effectiveness and appropriateness of international sanctions. One outcome of this has 
been the development of "targeted" or "smart" sanctions, which are intended to be more 
effective and have fewer adverse effects on civilian populations. There is growing concern 
over the effects of long-term sanctions in countries such as Iraq. It is vital that more research 
is conducted and the results analysed thoroughly to assess the health and human welfare 
implications of sanctions in affected countries. 

5.2 Case studies 

Iraq 

A country that has been at the centre of controversy regarding the impact of sanctions, 
Iraq has been under sanctions for over a decade. Before 1990 Iraq had one of the highest 
standards of living in the Region. Since the imposition of sanctions, reports show an 
increasingly desperate health situation facing Iraqis [28,29]. Data from a 1997 UNICEF 
survey indicate that approximately 32% (960000) of the Iraqi children are chronically 
malnourished; representing a 72% increase since the sanctions were imposed. Reports after 
1990 indicate that overall health status has declined dramatically as a result of the sanctions, 
and detail conditions such as the following: [28-30] 

• deterioration of the socioeconomic infrastructure and educational system 
• poor functioning of water treatment plants, reducing production of potable water by 40% 
• degradation of environmental conditions 
• shortages of essential medicines and medical supplies/equipment 
• increased poverty 
• increased rates of malnutrition 
• re-emerginglhigh incidence of diseases previously under control. 

Figure 5 clearly shows the increase in infant and child mortality from 1979 to 1999. By 
1995, approximately 1 million children were estimated to have died as a direct result of the 
sanctions. In Table 8, comparative data from 1990 and 1996 clearly show the increase in rates 
of malnutrition and low birth weight and decrease in average caloric intake [28-30]. Although 
the UN has since passed a number resolutions permitting humanitarian aid to Iraq, the health 
situation is still dire. Prior to the sanctions Iraq had invested heavily in health care and had an 
advanced curative-based health care system. The preventive and public health systems, which 
were not as advanced, have completely deteriorated since the sanctions were imposed. 
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Figure 50 Infant and under05 mortality in Iraq, 1979-1999 

Table 80 Selected health indicators for Iraq, 1990 and 1996 [28] 

Indicator 1990 1996 

Average caloric intake (kilocalories) 3150 2277 

Births less than 2500 g (%) 60 80 

Stunting (%) 22 32 

Underweight (%) 12 23 

Wastin~ (%) 3 11 

The impact of sanctions on health and health care is not only related to the availability 
of essential supplies and medicines. The health sector is dependent on access to clean water 
and safe sanitation, electricity, functioning of medical diagnostic and treatment equipment, 
transportation and human capacity to facilitate such services, all of which are affected by 
sanctions. Humanitarian assistance cannot provide sustained capacity to fill the gap created by 
damage to the health sector in Iraq. 

Afghanistan 

Afghanistan, the most recent country in the Region to be placed under security 
sanctions, was already ranked by the UN as one of poorest countries in the world at the time 
the sanctions were imposed. Although the sanctions targeted the government, freezing assets 
and batring the flights of the national airline, the impact was widely felt by the Afghan 
population. The report of a UN survey conducted in 2000 to assess the implications of the 
sanctions highlighted a number of sectors that were both directly and indirectly affected by 
the sanctions [31]. Prominently, the presence of humanitarian agencies was restricted in 
reaction to public disturbances and rioting after the imposition of sanctions. The limitation of 
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humanitarian aid greatly exacerbated the already serious health situation. The UN report 
details a case study of a hospital in Kabul that was directly affected by the sanctions [31,32]. 
The Indira Gandhi Paediatric Hospital provided health services for a majority of children in 
Afghanistan. Upon suspension of the flights of the national airline, the critical supply link for 
essential drugs was cut to the hospital and surrounding health facilities. Compounded by an 
existing shortage of human capacity and functioning medical equipment, the quality of health 
services gradually deteriorated. Families were required to purchase their own medicine and 
provide food to family members staying in the hospital. In the midst of endemic vulnerability 
and limited humanitarian assistance, the health status of vulnerable populations worsened. 

The case study also looked at the indirect consequences of the sanctions, including the 
further decline of the Afghan currency, making purchasing power almost non-existent, and the 
possible psychological and social implications of the sanctions. Although the UN study was 
able to determine a number of direct and indirect consequences as a result of the sanctions, it 
is important to note that during the period of imposed sanctions, Afghanistan was also 
experiencing the worse drought in 30 years, compounded by increasing vulnerability and 
isolation due to ongoing fighting. All these factors influenced the continual decline of the 
health status of Afghans. 

Libyan Arab Jamahiriya 

Although the international sanctions imposed on the Libyan Arab Jamahiriya in 1992 
were aimed at the government, the air embargo and freezing of financial assets adversely 
affected socioeconomic growth and development in the Libyan Arab Jamahiriya. UN mission 
reports estimated a financial loss of over US$ 1 billion for the period 1992-1996 [33]. 
Specifically, the health sector suffered significant damage in loss of human and material 
resources. The 1996 UN Mission Report to the Secretary-General outlined a number of 
examples in which the impact of sanctions greatly affected the operation of the health sector 
and ultimately hindered the mental, physical and social growth and well-being of Libyans. 
Other effects included the following: [33] 

• shortages of essential medicines and vaccines leading to an increase in the number of 
stillbirths and maternal mortality 

• restrictions in air transportation of the critically ill, leading to increased mortality 

• shortage of spare parts and maintenance of medical diagnostic and treatment equipment, 
rendering health facilities useless 

• decrease in the quality of health care and availability of health personnel as a result of 
more than 4000 medical specialists having contracts terminated or not renewed or more 
than 8000 medical experts denied entry by air 

• delays in procuring blood products, serums, vaccines, laboratory reagents and testing 
kits, also hindering the function of health facilities. 
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Although there are no clear empirical data which quantify and illustrate the impact of 
the sanctions on the Libyan Arab Jamahiriya it is evident that as a result of the air embargo 
and freeze of govemmental funds, the capacity of the health sector to meet the routine and 
newly emerging health needs was severely diminished. This fact alone is justification for 
reevaluating the effectiveness and methods of imposing sanctions on a country. 

Very little research has been conducted with regard to the impact of sanctions imposed 
on Somalia in 1992 and in Sudan in 1996; however, the examples from other countries under 
embargo suggest that sanctions are not effective in achieving their objectives. Moreover, 
sanctions adversely affect the local populations by disrupting normal routines, ultimately 
affecting livelihoods and socioeconomic development. 

6. CONCLUSIONS 

Wars, disasters and sanctions have had a tremendous impact on the health and human 
security of populations in some countries in the Eastern Mediterranean Region. Natural 
disasters, refugee crises, drain of health personnel, economic collapse and ongoing violence 
are all determinants of ill health. Health indicators in certain countries of the Eastern 
Mediterranean Region reflect the problems inherent in trying to improve the overall health 
status and delivering health care under difficult circumstances. Despite lack of in-depth 
research and data analysis, it is clear that countries with ongoing difficult circumstances, such 
as Afghanistan, Palestine, Somalia and Sudan, face complex challenges. WHO must continue 
to invest in and advocate for health under difficult circumstances. Moreover, ensuring 
immediate equitable access to basic quality health care will lay a foundation for future 
investments in development. In the meantime, policies to reduce the likelihood of war; further 
promote relief and development; reduce inequalities between groups; address unemployment 
and discrimination; regulate national and international illicit trade; ensure adherence to 
internationally-agreed treaties (including international humanitarian law); and eliminate 
individual and community incentives to conflict are among the measures needed on the global 
agenda. 

7. RECOMMENDATIONS 

1. Member States and WHO should develop mechanisms to collect data for early warning 
of impending conflict and health and health related emergencies. These mechanisms 
should feed into national information systems for data analysis, interpretation and 
evaluation at national and regional levels. 

2. Member States and WHO should further develop national capacity for emergency 
preparedness, disaster reduction, humanitarian relief and management. 

3. Member States and WHO should develop and implement interventions based on reliable 
research to alleviate the short-term and long-term impacts of wars and disasters on the 
well-being of people and societies. 



EMlRC49fTech.Disc.1 
Page 17 

4. The Regional Office should support in-depth research and analysis of the various health 
detenninants and risk factors in vulnerable populations. Attention should also be given 
to exploring the relationships between health and peace and between health and human 
security. 
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