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Data on the prevalence and correlates of anxiety, mood, behavioral, and substance disorders are presented from a 2007-8 national survey
of the Iraq population, the Iraq Mental Health Survey (IMHS). The IMHS was carried out by the Iraqg Ministry of Health in collaboration
with the Iraq Ministry of Planning and the World Health Organization (WHO) World Mental Health (WMH) Survey Initiative. Interviews
were administered to a probability sample of Iraqi household residents by trained lay interviewers. The WHO Composite International
Diagnostic interview (CIDI) was used to assess DSM-1V disorders. The response rate was 95.2%. The estimated lifetime prevalence of any
disorder was 18.8%. Cohort analysis documented significantly increasing lifetime prevalence of most disorders across generations. This was
most pronounced for panic disorder and post-traumatic stress disorder, with lifetime-to-date prevalence 5.4-5.3 times as high at compara-
ble ages in the youngest (ages 18-34) as oldest (ages 65+) cohorts. Anxiety disorders were the most common class of disorders (13.8%) and
major depressive disorder (MDD) the most common disorder (7.2%). Twelve-month prevalence of any disorder was 13.6%, with 42.1% of
cases classified mild, 36.0% moderate, and 21.9% serious. The disorders most often classified serious were bipolar disorder (76.9%) and
substance-related disorders (54.9%). Socio-demographic correlates were generally consistent with international epidemiological surveys,
with the two exceptions of no significant gender differences in mood disorders and positive correlations of anxiety and mood disorders with
education. Only 2.2% of IMHS respondents reported receiving treatment for emotional problems in the 12 months before interview, includ-
ing 23.7% of those with serious, 9.2% with moderate, and 5.3 % with mild disorders and 0.9% of other respondents. Most healthcare treat-
ment, which was roughly equally distributed between the general medical and specialty sectors, was of low intensity. Further analyses of

barriers to seeking treatment are needed to inform government efforts to expand the detection and treatment of mental disorders.
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There is an extensive literature on the mental health con-
sequences of deployment in Iraq for US and UK armed
forces (1,2) and their families (3,4). Yet, virtually nothing is
known about the mental health of the Iraqi population, with
the exception of some research documenting high rates of
psychopathology among Iraqi children (5) and asylum seek-
ers (6). Good reasons exist to believe that mental disorders
are common in the Iraqi population. First, torture was com-
mon in Iraq for at least three decades before the March 2003
invasion, with surveys suggesting that up to 50% of house-
holds in some areas had a relative who was tortured (7).
Epidemiological research shows clearly that torture victims
have high rates of mental illness (8). Second, the mortality
rate in Iraq increased substantially since the March 2003
invasion, although estimates of the magnitude of this in-
crease vary widely (9-11). Epidemiological research shows
clearly that exposure to mass violence and death is associ-
ated with high rates of mental illness (12). Third, Refugees
International estimates that more than 1.5 million of the
roughly 25 million pre-invasion citizens of Iraq are now in-
ternally displaced by the war and another 2.5 million living
as refugees in neighboring countries (13). Epidemiological
evidence shows clearly that this kind of mass displacement
is associated with high rates of mental illness (14). Fourth,

many Iragis continue to live in a climate of fear of violence
and associated disruptions to daily activities that could have
adverse effects on their mental health.

In an effort to obtain basic descriptive data on the preva-
lence and correlates of mental disorders in the Iragi house-
hold population for treatment planning purposes, the Iraq
Ministry of Health, in collaboration with the Iraq Ministry
of Planning and the World Health Organization (WHO),
carried out a national mental health needs assessment sur-
vey in conjunction with the Iraq Family Health Survey (9).
This Iraq Mental Health Survey (IMHS) was implemented
as part of the WHO World Mental Health (WMH) Survey
Initiative, a series of nationally representative mental health
needs assessment surveys in 28 countries that use consistent
measurement and field procedures to generate valid cross-
national comparative data (15). The current report presents
the first results from the IMHS.

METHODS
Sample

The IMHS is a nationally representative survey of 4,332
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adults (18 years +) carried out simultaneously with the Iraq
Family Health Survey (IFHS). Both surveys were completed
in 2006-7 under the direction of the Iraq Ministry of Health,
the Iraq Central Organization for Statistics and Information
Technology (COSIT), the Ministry of Health of the Kurdis-
tan region (MoHK), and the Kurdistan Regional Statistics
Office (KRSO). Both the IFHS and IMHS were adminis-
tered face-to-face in a nationally representative sample of
the Iraqi household population. The IMHS was adminis-
tered in the central and southern governorates during Au-
gust and September, 2006, in Anbar during October and
November, 2006, and in the Kurdistan region during Febru-
ary and March, 2007. The IMHS response rate was 95.2%.

The sample for the IMHS was a subset of the block-level
sample segments used in the IFHS. Iraq was divided into 56
different strata for purposes of selecting this initial sample.
These strata were made up of three in each of the 17 gover-
norates outside of Baghdad (metropolitan, representing the
governorate capital; other urban area outside the capital; and
rural area) and five in Baghdad (three parts of the city repre-
senting Sadar City, Rusafah side, and Al-Karkh side; all oth-
er urban areas in the city; and all rural areas outside the city
in the metropolitan area). Each stratum was divided into
block-level sample segments that were paired for purposes of
sample selection. Eighteen such segments (9 pairs) were se-
lected with probabilities proportional to size in each of the
56 population strata. Five households were then selected
randomly within each segment, and one adult (ages 18+) was
selected using Kish tables for interview within each house-
hold. Some segments in the Al-Karkh stratum in Baghdad
and in the Anbar and Nineveh governorates were replaced
due to security problems. These replacement segments were
over-sampled in anticipation of low response rates.

As the sampling frame was based on administrative data,
a new household listing was carried out before selecting
households in each segment. The measures of segment size
were modified based on this new enumeration and the data
weighted to adjust for discrepancies between expected and
observed numbers of households. An additional weight was
used to adjust for differential probability of household selec-
tion across strata and for differential probability of within-
household selection as a function of number of household
adults. Finally, a post-stratification weight was applied to the
data to match the joint distribution of the sample on age,
gender, and geography to the population distribution.

Diagnostic assessment

As noted above, the IMHS was carried out as part of the
WMH Survey Initiative (16). Diagnoses in the IMHS, as in all
other WMH surveys (17), are based on Version 3.0 of the
WHO Composite International Diagnostic Interview (CIDI)
(16), a fully-structured lay-administered interview that gener-
ates diagnoses according to the definitions and criteria of
both the ICD-10 and DSM-IV diagnostic systems. DSM-IV
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criteria are used here. The disorders assessed include mood
disorders (major depressive disorder, MDD; dysthymic disor-
der, bipolar I and II disorder, sub-threshold bipolar disorder),
anxiety disorders (panic disorder, agoraphobia without a his-
tory of panic disorder, generalized anxiety disorder, GAD;
specific phobia, social phobia, post-traumatic stress disorder,
PTSD; obsessive-compulsive disorder, OCD), behavioral dis-
orders (intermittent explosive disorder, attention-deficit/hy-
peractivity disorder), and substance-related disorders (alco-
hol abuse, alcohol dependence with abuse, drug abuse, drug
dependence with abuse). Diagnostic hierarchy rules and or-
ganic exclusion rules were used in making all diagnoses.

As detailed elsewhere (18), blinded clinical reappraisal
interviews with a probability sub-sample of CIDI respon-
dents in a number of other WMH surveys found generally
good concordance between diagnoses based on the CIDI
and those based on the Structured Clinical Interview for
DSM-1V (SCID) (19). Logistical complexities made it impos-
sible to carry out a clinical reappraisal study in the IMHS.

The CIDI assesses lifetime disorders and then obtains ret-
rospective information about age-of-onset (AOQO) and disor-
der recency. We focus in the current report on lifetime and
12-month prevalence. Based on evidence that retrospective
AQOO reports are often erroneous (20), a special question
sequence was used to improve accuracy of AOO reporting.
This series began with questions designed to emphasize the
importance of accurate response: “Can you remember your
exact age the very first time (emphasis in original) when you
(had the symptom/syndrome)?”. Respondents who answered
“no” were probed for a bound of uncertainty by moving up
the age range incrementally (e.g., “Was it before you went to
school?”; “Was it before age 13?”, etc.). Onset was set at the
upper end of the bound of uncertainty (e.g., age 12 years for
respondents who reported that onset was before the begin-
ning of their teens). Experimental research has shown that
this question sequence yields more plausible responses than
standard age-of-onset questions (21).

Twelve-month cases were classified in terms of a three-
category scheme of serious, moderate, or mild, based on ad-
ditional information collected in the interviews. Cases were
classified serious if they had any of the following: a 12-month
suicide attempt with serious lethality intent; substantial work
limitations due to a mental or substance-related disorder; bi-
polar I disorder, substance dependence with a physiological
dependence syndrome, a behavioral disorder associated with
repeated serious violence, or any disorder that resulted in 30
or more days out of role in the year before interview.

Cases not classified serious were classified moderate if
they had any of the following: past year suicide gesture, plan,
or ideation; 12-month substance dependence without seri-
ous role impairment; at least moderate work limitation due
to a mental or substance-related disorder; or any 12-month
disorder with at least moderate role impairment in two or
more domains of the Sheehan Disability Scales (SDS, 22).
The SDS assessed disability in work role performance, house-
hold maintenance, social life, and intimate relationships on
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0-10 visual analogue scales with verbal descriptors, and as-
sociated scale scores, of none (0), mild (1-3), moderate (4-6),
severe (7-9), and very severe (10).

All other 12-month cases were classified mild. To assess the
meaningfulness of these severity ratings, we compared num-
ber of days in the past 12 months that respondents reported
being totally unable to carry out their normal daily activities
because of mental or substance-related problems. The mean
(= standard error) of this variable was significantly higher
(F,4 500=77.2,p <0.001) among respondents classified serious

(59.9+14.6) than moderate (9.3+1.7) or mild (7.0+3.1).

Treatment

All IMHS respondents were asked if they ever received
treatment for “problems with your emotions or nerves or your
use of alcohol or drugs”. Separate assessments were made for
different types of professionals. Follow-up questions were
then asked about age at first and most recent contact with
each type of provider as well as number and duration of visits
to each provider in the past 12 months. Respondents were
also asked about specific medications received in the past 12
months to treat problems with emotions, nerves, or use of
alcohol or drugs (name of medication, daily dose, and dura-
tion of treatment). Treatment was classified into the following
categories for purposes of the current report: mental health
specialist (psychiatrist, psychologist, and other non-psychia-
trist mental health professionals), general medical (primary
care doctor, other general medical doctor, nurse, or any other
health professional not in the specialty mental health sector),
and human services (religious or spiritual advisor, social
worker or counselor in any setting other than a specialty men-
tal health setting). As all the human services treatment was
provided by spiritual advisors, we use the term spiritual advi-
sor rather than human services when we report results. We
also asked about complementary-alternative medical (CAM)
providers (e.g., spiritualists or native healers), but none of the
IMHS respondents reported treatment from CAM providers.
Mental health specialty treatment was combined with gen-
eral medical into a broader category of healthcare treatment.

Based on available evidence-based guidelines (23-29), treat-
ment was classified as adequate if the patient received either
pharmacotherapy (one month or longer of medication plus at
least four visits to any type of professional) or psychotherapy
(at least eight visits with any healthcare or human services pro-
fessional). The decision to require at least four visits for phar-
macotherapy was based on published treatment guidelines
(23-28). At least eight sessions were required for minimally ad-
equate psychotherapy, based on the fact that clinical trials dem-
onstrating effectiveness have generally included at least eight
psychotherapy visits (23-28). Based on the fact that respon-
dents who began treatments shortly before the interview may
not have had time to fulfill requirements and the fact that very
brief treatments have been developed for certain disorders
(30,31), we created a broader definition of follow-up treat-

ment that consisted of receiving at least two visits to an appro-
priate treatment sector (one visit for presumptive evaluation/
diagnosis and at least one visit for treatment).

Socio-demographic correlates

The socio-demographic correlates of lifetime disorders
considered here include age at interview (18-34, 35-49, 50-
64, 65+), sex, and education. Education was grouped into the
categories of low (0 years of education), low-average (some
education but no secondary education; 1-6 years), high-aver-
age (at least some secondary, but no post-secondary educa-
tion; 7-12 years), and high (at least some post-secondary
education; 13+ years). These socio-demographic variables
were used as predictors of lifetime onset in a survival frame-
work, which means that each variable was coded as of each
year in the life of each respondent. This was done for educa-
tion by assuming that each respondent with any education
began school at age 5 and continued through the completion
of their education without interruption.

A broader set of socio-demographic variables was used to
study 12-month disorders. In addition to those mentioned
above, these include marital status (currently married, previ-
ously married, never married) and family income. Family
income was divided into four categories. Low income was
defined as a ratio of income to number of family members
(I/F) less than one half the median in the total sample. Low-
average income was defined as any income greater than low
up to 1.5 times the median I/E High-average income was
defined as any income higher than low-average up through
3.0 times the median I/F. High income was defined as any
income higher than high-average.

Analysis procedures

As noted above, the data were weighted to adjust for dif-
ferential probabilities of selection and to adjust for residual
differences between the sample and the Iraq population on
the cross-classification of respondent age, sex, and geo-
graphic residence. These weighted data were used to esti-
mate lifetime and 12-month prevalence. Survival analysis
was then used to estimate cumulative lifetime probability of
disorder over the life course. The actuarial method (32) im-
plemented in SAS V8.2 (33) was used rather than the more
familiar Kaplan-Meier method (34) of generating survival
curves, because the former has an advantage over the latter
in estimating onsets within a year.

Discrete-time survival analysis (35) with person-year as
the unit of analysis was used to examine socio-demographic
predictors of lifetime disorders. The survival coefficients and
their standard errors were exponentiated and are reported
as odds ratios (ORs) with 95% confidence intervals. Age at
interview was one of the predictors. A significant effect of
age at interview can be interpreted as a cohort effect; that is,
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as a secular change in the prevalence of a disorder at a given
age across successive generations. Logistic regression analy-
sis (36) was used to study socio-demographic correlates of
12-month disorders and treatment.

All analyses used design-based methods to adjust for the
geographic clustering and weighting of data. Standard errors
were estimated using the Taylor series linearization method
implemented in SUDAAN (37). Multivariate significance
was evaluated with Wald y? tests based on design-based co-
efficient variance-covariance matrices. Statistical signifi-
cance was evaluated using two-sided design-based tests and
the 0.05 level of significance.

RESULTS
Lifetime prevalence of DSM-1V mental disorders

The estimated lifetime prevalence of any DSM-IV/CIDI dis-
order is 18.8%. The most prevalent class of disorders is anxiety
disorders (13.8%) followed by mood disorders (7.5%), behav-
ioral disorders (1.8%), and substance-related disorders (0.9%).
The most prevalent individual lifetime disorders are major de-
pressive disorder (7.2%), OCD (4.6%), specific phobia (4.2%),
and GAD (3.7%) (Table 1).

Prevalence estimates vary significantly with age for a num-
ber of anxiety and mood disorders, but not behavioral or
substance-related disorders. Prevalence estimates increase
with age in a generally monotonic fashion for GAD, PTSD,
and MDD, but decrease monotonically with age for specific
phobia. A significant age difference in OCD is due to a much
lower prevalence in the 65+ age group (1.7%) than in young-
er groups (3.7-5.2%) rather than to a monotonic decrease
with age.

Age-of-onset distributions

The distributions of cumulative lifetime risk estimates for
fixed percentiles for each disorder show that median AOO
(i.e., the 50th percentile on the AOO distribution) is earliest
for behavioral disorders (age 17), latest for mood disorders
(age 46), and intermediate for anxiety disorders (age 25) (Ta-
ble 2). The AOO distribution could not be estimated for
substance-related disorders because of low prevalence. With-
in the anxiety disorders, median AOO is earliest for the pho-
bias (ages 7-14) and PTSD (age 16), latest for GAD and OCD
(ages 51-54), and intermediate for panic disorder (age 35).

The AOOQ distributions of individual disorders differ not
only in medians but also in ranges. It is useful to examine
these differences by focusing on the inter-quartile range
(IQR; the number of years between the 25th and 75th per-
centiles of the AOO distributions) for each disorder. The
IQR is a mere 5-8 years for the phobias. This means that the
majority of people with phobias have their first onset in a
very narrow age range during the childhood or adolescent
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years. The IQR for PTSD is also quite narrow, 12 years,
meaning that the majority of Iraqis who ever develop PTSD
do so between early adolescence and their mid-20s (13-25).
The IQR for intermittent explosive disorder is wider, 17
years (14-31). The IQRs for the remaining disorders, in com-
parison, are quite wide, between 26 and 34 years.

Projected lifetime risk

The AOOQ distributions were used to generate estimates of
projected lifetime risk as of age 75. If all sample respondents
lived to age 75, the model estimates that 40.8 % of them would
have a lifetime history of at least one of the disorders consid-
ered here. This is more than twice the lifetime prevalence-to-
date of 18.8% in the sample. Disorders with the highest life-
time risk-to-prevalence (R/P) ratios are MDD (R/P = 3.9),
GAD (3.1), and PTSD (3.6). The lowest R/P ratios, in com-
parison, are for the phobias (1.0), OCD (1.2), intermittent
explosive disorder (1.3), and panic disorder (1.6). These be-
tween-disorder differences reflect difference in AOO.

Inter-cohort differences in lifetime risk

We attempted to determine if lifetime risk of mental disor-
ders increased over the generations, possibly as a function of
inter-generational variation in exposure to sectarian violence,
by using discrete-time survival analysis to predict lifetime risk
of mental disorders separately in the age groups 18-34, 35-49,
50-64, and 65+. A generally decreasing pattern of ORs is seen
with increasing age, indicating that the lifetime prevalence of
mental disorders at a given age has increased in successive
cohorts of the Iraqi population over the generations studied
here (Table 3). The largest increase from the oldest to the
youngest generation in the sample (i.e., respondents in the
age range 18-34 vs. 65+ at the age of interview) is for panic
disorder (5.4). Consistent with the possibility that these in-
creases might be due to increases in sectarian violence, the
second-largest youngest-to-oldest OR is for PTSD, where the
odds of lifetime prevalence in the youngest generation is 5.3
times as high as at the same age in the oldest generation. The
ORs are also elevated for every one of the disorders consid-
ered here, with ORs in the range 1.7-5.3.

The cohort model was also elaborated to determine
whether inter-cohort differences decrease significantly with
increasing age. Differences were examined separately for
early-onset cases (defined as onsets as of the AOO of the first
one-third of all lifetime cases), average-onset cases (defined
as onsets in the AOO range of the 34th-67th percentiles of
cases), and late-onset cases (defined as onsets in the AOO
range of the 68th or higher percentiles of cases) separately
for anxiety and mood disorders. No more refined disorder-
specific analyses were possible because of low statistical
power. Results show that cohort effects do, in fact, change
with age, but not in a simple monotonic fashion (detailed
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Table 1 Lifetime prevalence of DSM-IV/WMH-CIDI disorders in the total sample and in four age groups

Age group
Total 18-34 35-49 50-64 65+
% SE % SE % SE % SE % SE %5

Anxiety disorders

Panic disorder 1.4 0.3 1.3 0.4 2.1 0.5 0.6 0.3 1.2 0.7 8.8*

Generalized anxiety disorder 3.7 0.5 2.8 0.4 4.2 0.9 4.2 1.2 8.2 2.7 9.8%

Social phobia 0.8 0.2 0.9 0.3 1.0 0.5 0.3 0.2 0.4 0.4 3.6

Specific phobia 4.2 0.4 4.9 0.7 3.9 0.8 3.6 1.2 1.2 0.6 13.5%

Agoraphobia 0.8 0.2 1.1 0.4 0.4 0.2 0.4 0.2 0.6 0.6 3.7

Post-traumatic stress disorder 2.5 0.2 1.6 0.4 29 0.5 3.7 0.8 4.9 1.9 11.8*

Obsessive-compulsive disorder 4.6 0.5 5.1 0.7 3.7 0.6 52 1.0 1.7 0.8 11.5%

Any anxiety disorder 13.8 0.8 13.8 1.1 13.2 1.1 14.7 1.8 14.6 2.2 0.7
Mood disorders

Major depressive disorder 7.2 0.6 4.9 0.6 7.9 1.0 11.7 21 13.0 21 27.4%

Dysthymic disorder 0.2 0.1 0.2 0.1 0.1 0.0 0.6 0.6 0.0 0.0 8.3

Bipolar disorder 0.2 0.1 0.1 0.0 0.5 0.4 0.4 0.2 0.0 0.0 7.1

Any mood disorder 7.5 0.6 5.0 0.7 8.5 1.0 12.1 2.1 13.0 2.1 27.9%
Behavioral disorders

Attention-deficit/hyperactivity disorder 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.0 0.0 5.7

Intermittent explosive disorder 1.7 0.2 1.5 0.3 2.9 0.8 1.4 0.7 0.7 0.7 5.8

Any behavioral disorder 1.8 0.2 1.5 0.3 3.0 0.8 1.4 0.7 0.7 0.7 6.4
Substance-related disorders

Alcohol abuse 0.7 0.2 0.7 0.3 0.9 0.5 0.7 0.4 0.3 0.3 1.1

Alcohol dependence 0.2 0.1 0.3 0.2 0.1 0.1 0.2 0.2 0.0 0.0 4.4

Drug abuse 0.2 0.1 0.2 0.2 0.1 0.1 0.1 0.1 0.0 0.0 3.7

Drug dependence 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1.0

Any substance-related disorder 0.9 0.3 0.9 0.3 0.9 0.5 0.8 0.4 0.3 0.3 1.9
All disorders

Any disorder 18.8 0.9 17.6 1.2 18.9 14 225 2.5 20.3 22 5.4

Two or more disorders 6.3 0.7 5.5 0.8 7.3 0.9 6.7 1.4 8.6 2.2 4.2

Three or more disorders 23 0.3 1.6 0.4 3.2 0.5 35 1.0 23 0.9 8.9%

N 4,332 2,148 1,332 589 263

* Significant association between age and prevalence at the 0.05 level, two-sided test

Table 2 Ages at selected percentiles on the standardized age-of-onset (AOO) distributions of lifetime DSM-IV/CIDI disorders with pro-
jected lifetime risk at age 75*

Projected lifetime

Age-of-onset percentile risk at age 75
5 10 25 50 75 90 95 99 % SE

Anuxiety disorders

Panic disorder 11 13 18 35 44 50 55 55 2.3 0.5

Generalized anxiety disorder 14 18 28 51 59 70 70 74 11.5 2.9

Social phobia 7 9 13 14 18 23 36 36 0.8 0.2

Specific phobia 5 5 5 7 13 15 18 41 4.3 0.5

Agoraphobia 5 8 11 13 14 19 21 23 0.8 0.2

Obsessive-compulsive disorder 19 24 32 54 66 66 68 70 8.9 2.3

Post-traumatic stress disorder 9 13 13 16 25 37 41 49 5.5 0.6

Any anxiety disorder 5 6 13 25 49 59 66 74 22.5 1.9
Mood disorders

Major depressive disorder 14 19 29 46 59 71 71 71 28.0 7.1

Any mood disorder 14 19 29 46 59 71 71 71 28.3 7.0
Behavioral disorders

Intermittent explosive disorder 13 13 14 19 31 46 46 57 2.2 0.4

Any behavioral disorder 7 13 14 17 31 46 46 57 23 0.4
All disorders

Any disorder 5 8 14 29 54 66 71 74 40.8 6.6

2 Based on age-onset projections using the actuarial method. Although only disorders with a minimum of 30 cases are included in the analyses of individual disorders,
less common disorders are included in the summary categories
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Table 3 Inter-cohort differences in lifetime risk of DSM-IV/CIDI disorders®

Age group
18-34 35-49 50-64 65+
OR 95% CI OR 95% CI OR 95% CI OR bt

Anxiety disorders

Panic disorder 5.4% 1.2-23.2 3.9 0.9-17.5 0.5 0.1-2.9 1.0 20.3*

Generalized anxiety disorder 3.0 0.9-9.7 2.2 0.7-6.8 1.0 0.3-3.0 1.0 7.3

Social phobia 2.3 0.3-16.1 2.2 0.2-24.8 0.7 0.1-8.1 1.0 3.0

Specific phobia 4.1% 1.4-12.3 3.2% 1.1-9.6 29 0.8-10.3 1.0 7.2

Agoraphobia 1.7 0.2-17.6 0.6 0.1-5.7 0.6 0.1-6.3 1.0 5.2

Post-traumatic stress disorder 5.3% 2.3-12.2 3.4% 1.6-7.3 1.8 0.7-4.6 1.0 28.2%

Obsessive-compulsive disorder 4.3% 1.6-11.8 2.4 0.9-6.4 3.1% 1.1-8.7 1.0 15.1%

Any anxiety disorder 2.8% 1.7-4.4 1.9% 1.2-3.1 1.5 0.9-2.5 1.0 25.4%*
Mood disorders

Major depressive disorder 2.9% 1.3-6.5 2.0 1.0-4.3 1.6 0.8-3.1 1.0 8.8%

Any mood disorder 2.9% 1.3-6.6 2.1% 1.0-4.5 1.6 0.8-3.2 1.0 7.9%
Behavioral disorders

Attention-deficit/hyperactivity disorder . . . . . . . .

Intermittent explosive disorder 3.6 0.5-26.4 5.3 0.6-45.5 2.0 0.2-17.5 1.0 7.5

Any behavioral disorder 3.5 0.5-26.1 5.5 0.6-47.2 2.1 0.2-18.5 1.0 8.0%
All disorders

Any disorder 2.8% 1.8-4.4 2.0% 1.3-3.2 1.7% 1.0-2.8 1.0 27.8%

*Significant association of age with risk at the 0.05 level, two-sided test

2Based on discrete-time survival models with controls for person-year. Although only disorders with a minimum of 30 cases are included in the analysis of individual

disorders, less common disorders are included in the summary categories

results are available on request). For anxiety disorders, the
cohort effect is most dramatic for early-onset cases, less dra-
matic but nonetheless still statistically significant for late-
onset cases, and non-significant for average-onset cases. For
mood disorders, in comparison, the cohort effect is signifi-
cant only for average-onset cases.

Socio-demographic correlates of lifetime risk

The associations of sex and education with first onset of
any anxiety, any mood, and any behavioral disorder were
examined by cohort using discrete-time survival analysis
(detailed results are available on request). Women were
found to have significantly higher odds of anxiety disorders
(OR = 1.8, ¥? =17.4, p < 0.001) and non-significantly high-
er odds of mood disorders (OR = 1.6, * = 3.6, p < 0.10) than
men and to have significantly lower odds of behavioral dis-
orders (OR =0.38, ¥? =5.0, p < 0.025) than men in the total
sample. None of these ORs varies significantly across co-
horts (x%, = 0.7-1.7, p = 0.64-0.84). The educational catego-
ries considered here, in comparison, are not meaningfully
related to lifetime risk of anxiety disorders (x?, = 2.1, p =
0.72), mood disorders (2, = 4.9, p = 0.29), or behavioral
disorders (x?, = 4.9, p = 0.29).

Prevalence and severity of 12-month disorders

The 12-month prevalence of any DSM-IV/CIDI disorder
in the IMHS is 13.6%, with 42.1% of cases classified mild,
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36.0% moderate, and 21.9% serious. The disorder by far most
likely to be classified serious is bipolar disorder, where 76.9%
of 12-month cases are classified serious, followed by sub-
stance-related disorders (54.9%), MDD (39.1%), and a num-
ber of anxiety disorders (32.3-38.2% for panic disorder, GAD,
social phobia, agoraphobia, and PTSD). Considerably small-
er proportions of specific phobia (16.4%) and behavioral dis-
orders (21.2%) are classified serious. Of the 3.0% of the
sample classified as having a serious 12-month disorder (i.e.,
21.9% of 13.6%), the majority (43.6%) have two or more
disorders. The most common disorders among those classi-
fied serious are MDD (51 %), followed by GAD (24.9%), spe-
cific phobia (21.1%), OCD (19.2%), PTSD (13.1%), panic
disorder (11.5%) and intermittent explosive disorder (10.8%)
(Table 4).

Socio-demographic correlates of 12-month disorders

The associations of five socio-demographic variables (sex,
age, education, family income, marital status) with 12-month
prevalence of broad classes of disorders were examined us-
ing logistic regression analysis (Table 5). None of these vari-
ables is significantly related to mood disorders. The odds of
anxiety disorders, in comparison, are significantly elevated
among women compared to men (OR = 1.8, %* =14.2,p <
0.001) and among respondents with more than the lowest
level of education compared to higher education (2, = 15.6,
p =0.001). The odds of behavioral disorders, finally, are sig-
nificantly elevated among respondents in the age ranges 18-
34 (OR = 2.0) and 35-49 (OR = 5.0) compared to ages 65+
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Table 4 Twelve-month prevalence and severity of DSM-IV/CIDI disorders in the total sample (n = 4,332)

Distribution of severity®

Prevalence among
respondents with

Prevalence Mild Moderate Serious a serious disorder
% SE % SE % SE % SE % SE

Anxiety disorders

Panic disorder 1.0 0.3 26.2 7.9 38.7 11.7 35.1 10.8 11.5 4.9

Generalized anxiety disorder 2.3 0.3 19.9 5.5 47.8 6.0 323 6.0 249 4.0

Social phobia 0.7 0.2 5.0 3.2 56.8 13.8 38.2 13.6 8.6 3.9

Specific phobia 3.8 0.4 43.5 6.3 40.1 6.3 16.4 3.7 21.1 3.9

Agoraphobia 0.5 0.2 29.0 16.2 38.7 16.5 32.3 16.1 5.4 3.2

Post-traumatic stress disorder 1.1 0.2 49.6 9.1 16.2 4.8 343 8.6 13.1 34

Obsessive-compulsive disorder 3.6 0.4 47.6 6.4 36.7 5.6 15.7 4.3 19.2 4.8

Any anxiety disorder 10.4 0.7 41.9 3.8 36.3 29 21.8 2.9 76.4 5.6
Mood disorders

Dysthymic disorder 0.2 0.1 0.0 81.4 12.0 18.6 12.0 1.2 0.6

Major depressive disorder 3.9 0.4 24.8 3.6 36.1 5.5 39.1 5.1 51.0 4.6

Bipolar disorder 0.2 0.1 0.0 23.1 18.1 76.9 18.1 4.6 1.1

Any mood disorder 4.1 0.4 234 3.5 36.2 53 40.5 5.1 55.9 4.8
Behavioral disorders

Attention-deficit/hyperactivity disorder 0.0 20.0 19.7 80.0 19.7 0.0 0.0

Intermittent explosive disorder 1.5 0.2 47.9 6.3 30.5 9.3 21.6 9.1 10.8 4.2

Any behavioral disorder 1.5 0.2 47.8 6.2 31.0 9.2 21.2 9.0 10.8 4.2
Substance-related disorders

Alcohol abuse 0.1 0.1 13.9 16.5 81.4 19.3 4.7 59 0.2 0.2

Alcohol dependence 0.0 0.0 0.0 0.0 100.0 0.4 0.2

Drug abuse 0.1 0.1 0.0 0.0 100.0 4.1 3.2

Drug dependence 0.0 0.0 0.0

Any substance disorder 0.2 0.1 6.6 7.2 38.5 28.3 54.9 28.0 4.6 3.2
All disorders

Any disorder 13.6 0.8 42.1 2.9 36.0 2.6 21.9 2.3 100.0

Exactly one disorder 9.8 0.7 51.3 3.6 345 3.1 14.2 22 47.0 7.0

Two or more disorders 2.6 0.4 21.5 4.8 35.0 8.4 43.6 7.0 37.5 7.0

Three or more disorders 1.2 0.2 11.1 8.3 50.7 11.7 38.1 8.1 15.5 3.8
Severity of disorders

Serious 3.0 0.4 0.0 0.0 100.0

Moderate 4.9 0.4 0.0 100.0 0.0

Mild 5.7 0.6 100.0 0.0 0.0

#See the text for a definition of the three severity categories. Percentages sum to 100% in each row

(OR = 1.6 in the age range 50-64; x>, = 11.2, p = 0.011) and
among respondents with the highest incomes (OR = 0.32-
0.81 for respondents in lower income groups compared to
the highest income group; x* = 13.2, p = 0.004),

Prevalence and intensity of 12-month treatment

Only 2.2% of IMHS respondents reported receiving treat-
ment for emotional problems at any time in the 12 months
before their interview (Table 6). This includes 10.8% of re-
spondents with one or more 12-month DSM-1V/CIDI dis-
orders in addition to 0.9% of respondents who met criteria
for none of these disorders. The proportion in treatment is
much higher for those with serious (23.7%) than moderate
(9.2%) or mild (5.3%) disorders.

Two-thirds (65.6%) of patients were treated in the health-
care system, with roughly equal proportions in the general
medical (41.3% of all people who received treatment) and

specialty mental health (33.4%) sectors. A meaningful pro-
portion of treatment was also provided, though, outside of
the healthcare system by spiritual advisors (34.8%). Propor-
tional treatment in the different treatment sectors does not
vary significantly as a function of disorder severity, but cau-
tion is needed in interpreting this result, due to the very
small numbers of people in the sample who received treat-
ment and the resulting instability of the pattern.

Treatment intensity was generally low, as indicated by the
fact that the mean number of visits was only 4.5, and only
21.2% oftreated patients received treatment that we classified
as at least minimally adequate (Table 7). However, both the
mean number of visits (6.9 vs. 2.6, t = 1.3, p = 0.20) and the
proportion of cases that received treatment classified as at
least minimally adequate (36.5% vs. 15.6%, t = 1.2, p = 0.23)
were higher for patients treated in the specialty than general
medical sectors, although we cannot be sure that these differ-
ences are reliable, because of the small number of patients
treated. It is also noteworthy that the small number of patients
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Table 5 Socio-demographic correlates of 12-month DSM-1V/CIDI disorders in the total sample (n = 4,332)?

Any mood Any anxiety Any behavioral
disorder disorder disorder
OR 95% CI OR 95% CI OR 95% CI
Sex
Male 1.0 1.0 1.0
Female 1.4 0.8-2.3 1.8*% 1.3-2.5 0.5 0.2-1.2
b 14 14.2% 2.6
Age
18-34 0.6 0.2-1.7 0.8 0.4-1.5 2.0 0.2-16.1
35-49 1.1 0.5-2.3 0.8 0.4-1.6 5.0 0.6-46.3
50-64 0.9 0.4-1.9 0.8 0.4-1.4 1.6 0.1-22.8
65+ 1.0 1.0 1.0
%%, 5.0 0.9 11.2%*
Income
Low 1.1 0.6-2.0 1.1 0.8-1.6 0.8 0.4-1.7
Low-average 1.1 0.6-2.3 0.9 0.6-1.5 0.3 0.1-0.7
High-average 0.7 0.3-1.7 1.2 0.7-2.1 0.6 0.2-2.5
High 1.0 1.0 1.0
N 13 1.6 13.2¢
Marital Status
Married/Cohabiting 1.0 1.0 1.0
Previously married 2.2 1.0-5.1 1.4 0.8-2.4 24 0.6-9.0
Never married 1.0 0.6-1.9 1.4% 1.0-2.1 1.7 0.8-3.3
s 3.7 6.0% 4.4
Education
Low 0.9 0.4-2.5 0.7 0.4-1.3 1.4 0.2-9.2
Low-average 1.0 0.5-2.2 1.1 0.6-2.0 1.4 0.4-4.9
High-average 0.7 0.3-1.6 1.3 0.8-2.1 1.4 0.2-8.0
High 1.0 1.0 1.0
pat 14 15.6% 0.3
Overall
% 1093.9% 1756.3* 1745.9%

*Statistically significant at the 0.05 level, two-sided test
2Based on multivariate logistic regression models

Table 6 Overall and proportional treatment of emotional problems in the 12 months before interview in the total sample and in sub-
samples defined by severity of 12-month DSM-IV/CIDI disorders

Total None Mild Moderate Serious
% SE % SE % SE % SE % SE %5
Overall treatment?
Healthcare treatment
General medical 0.9 0.3 0.4 0.2 0.2 0.2 2.4 1.1 13.6 5.3 7.0
Mental health specialty 0.7 0.2 0.4 0.1 2.5 1.7 1.2 0.9 7.1 43 45
Any healthcare treatment 1.5 0.3 0.7 0.2 2.7 1.7 3.6 1.5 17.4 5.9 9.0*
Non-healthcare treatment 0.8 0.2 0.2 0.1 2.6 1.9 5.6 2.8 6.6 3.2 9.0%
Any treatment 2.2 0.4 0.9 0.2 53 2.5 9.2 3.2 23.7 6.2 18.7*
N 4,332 3,743 224 219 146
Proportional treatment®
Healthcare treatment
General medical 41.3 8.3 50.4 9.1 3.9 4.7 259 12.2 57.4 15.5 6.8
Mental health specialty 33.4 7.4 43.5 11.2 46.5 23.0 13.1 9.6 29.8 15.1 5.8
Any healthcare treatment 65.6 7.7 80.0 6.5 50.5 241 39.0 15.1 73.5 13.0 5.1
Non-healthcare treatment 34.8 7.7 20.0 6.5 495 24.1 61.0 5.1 27.6 13.0 5.1
N 103 45 12 19 27

*Significant association between severity and treatment at the 0.05 level, two-sided test

2The term overall treatment is used to describe the proportion of all respondents who received treatment, whereas the term proportional treatment is used to describe
the proportion of patients (i.e., of those who received treatment) who were treated in each of the service sectors considered here. For example, 0.9% of all respondents
received general medical treatment for their emotional problems in the 12 months before interview. These patients who received general medical treatment represent
41.3% of all respondents who received any form of treatment
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Table 7 The associations of severity of 12-month DSM-IV/CIDI disorders with treatment intensity (number of visits) and treatment ad-

equacy among respondents who received 12-month treatment

Severity
Total None Mild Moderate Serious %! e
Specialty treatment
Number of visits (mean, SE) 6.9 3.1 3.7 1.1 1.2 0.2 34 0.6 16.6 7.6 18.6% 2.6
Adequate treatment? (%, SE) 36.5 14.3 12.3 9.6 0.0 0.0 68.8 30.4 89.4 9.5 5.1 4.7%
Follow-up treatment? (%, SE) 82.0 11.5 93.9 2.2 19.9 16.7 100.0 0.0 100.0 0.0 2.2 2.1
N 34 19 7 3 5
General medical treatment
Number of visits (mean, SE) 2.6 0.6 2.2 0.3 2.0 0.0 2.6 0.5 3.1 1.2 3.2 0.0
Adequate treatment? (%, SE) 15.6 9.5 2.6 2.7 0.0 0.0 30.8 24.0 23.8 9.5 2.4 1.8
Follow-up treatment? (%, SE) 85.5 9.8 98.1 2.0 100.0 0.0 92.1 8.1 714 19.7 1.7 1.7
N 39 18 1 6 14
Any healthcare treatment
Number of visits (mean, SE) 4.5 1.7 2.9 0.6 1.3 0.2 2.9 0.8 7.7 4.5 23.5% 1.4
Adequate treatment? (%, SE) 21.2 7.9 6.7 53 0.0 0.0 43.6 20.8 36.7 19.1 5.1 3.8
Follow-up treatment? (%, SE) 81.7 8.2 95.5 1.6 26.2 19.2 94.8 54 77.7 16.2 2.9 0.0
N 69 35 8 9 17

*Significant association between severity and intensity/adequacy of treatment among respondents who received 12-month treatment at the 0.05 level, two-sided test
12 tests were used to evaluate differences in mean numbers of visits and in proportions of patients who received treated judged to be at least minimally adequate and
who received follow-up treatment. The 3 degree of freedom tests were used to evaluate differences across all four sub-samples, while the 1 degree of freedom tests were
used to evaluate differences between the severe-moderate and the mild-none sub-samples

2See the text for definitions of adequate treatment and follow-up treatment

in specialty treatment who were classified serious received
significantly more intensive treatment than other specialty
care patients (an average of 16.6 visits compared to 1.2-3.7 for
other specialty patients; %, = 18.6, p < 0.001), indicating ra-
tionality in the allocation of treatment resources. Other evi-
dence of this type of rationality is found in the fact that high-
er proportions of patients classified serious-moderate than
mild-none received treatment classified as at least minimally
adequate in the specialty sector (89.4-68.8% vs. 0.0-12.3%,
x*,=4.7, p = 0.03), the general medical sector (23.8-30.8% vs.
0.0-2.6%, %*, = 1.8, p = 0.18), and the overall healthcare sys-
tem (36.7-43.6% vs. 0.0-6.7%, x?,= 3.8, p = 0.05).

DISCUSSION

The above results should be interpreted with the following
three limitations in mind. First, the IMHS excluded people
who were homeless or institutionalized, who migrated out
of the country, were too ill to be interviewed, or were resi-
dents of areas deemed too dangerous to be included in the
survey. Most of these exclusions apply only to a small pro-
portion of the population, the exceptions being internally
displaced persons (IDPs) and those who migrated out of the
country in response to the war. As noted in the introduction,
some 1.5 million Iraqi are estimated to be internally dis-
placed and another 2.5 million living in neighboring coun-
tries as per the United Nations High Commission for Refu-
gees (UNHCR). Anecdotal evidence suggests that this 15%
of the pre-invasion Iraqi population carries a high burden of
mental illness (38,39).

Second, systematic survey non-response (i.e., people with
mental disorders having a higher survey refusal rate than
those without disorders) or systematic non-reporting (i.e.,
recall failure, conscious non-reporting, or error in diagnostic
evaluations) could lead to bias in the estimates of disorder
prevalence. From what we know about non-response and
non-reporting bias in other surveys (40-42), it is likely that
disorder prevalence was underestimated at least to some ex-
tent because of these biases.

Third, the CIDI is a lay-administered interview, which
means that it is less capable than a clinician-administered di-
agnostic interview to make a comprehensive assessment of
any mental disorder that the respondent might have. As noted
above in the section on measures, a clinical reappraisal study
that used blinded gold-standard clinical interviews (19) to
make independent evaluations of disorder in a sub-sample of
cases in some WMH surveys, found generally good individu-
al-level concordance between diagnoses based on the CIDI
and those based on clinical assessments (18). However, the
CIDI only assessed DSM-IV disorders thought to be com-
mon. Therefore, the estimates of overall disorder prevalence
are likely to estimate true prevalence to at least some degree.

Perhaps the most obvious omission of disorders concerns
schizophrenia and the other non-affective psychoses (NAP).
NAP were not assessed in the WMH surveys, based on evi-
dence in a number of previous community epidemiological
surveys that lay-administered psychiatric diagnostic inter-
views are incapable of generating accurate estimates of NAP
(43-45), due to a very high rate of false positives. However,
these same studies find that the vast majority of people with
NAP in community epidemiological surveys are captured,
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because they meet criteria for one or more of the more com-
mon disorders assessed in those surveys.

The above limitations would be expected to make the
prevalence estimates reported here conservative, which
means that the 13.6% overall 12-month prevalence estimate
and the 18.8% overall lifetime prevalence estimate are likely
to be lower bounds on the true population prevalence. We
have no previous community epidemiological surveys of
mental disorders in Iraq to use as a point of comparison. The
only published studies focus on children who were exposed
to war-related trauma (46-48), among whom the prevalence
of mental disorders was, understandably, estimated to be
quite high.

We are aware of only two other comparable large-scale
epidemiological studies of adult mental disorders in the
Arab world. One was carried out using a two-stage screening
approach in separate samples of the urban, rural, and village
populations of Iran (49). Prevalence estimates in the urban
(16.6%) and rural (14.9%) samples were quite similar to the
13.6% 12-month IMHS prevalence estimate, although prev-
alence in the tribal sample was dramatically lower (2.1%).
The other comparable survey was the WMH survey in Leba-
non (50,51), where lifetime and 12-month prevalence esti-
mates of any disorder (25.8% and 17.0%) were somewhat
higher than in the IMHS. The Lebanon survey was carried
out during a time of relative peace, whereas the IMHS was
carried out during a time of extreme sectarian violence and
military occupation by foreign powers.

In addition to the overall IMHS prevalence estimates being
similar to other Arab surveys, the relative prevalence esti-
mates of individual disorders are comparable to other epide-
miological surveys. In particular, the findings that anxiety
disorders are by far the most common class of mental disor-
ders in Iraq and that MDD is the most common individual
disorder are both consistent with other WMH surveys (52,53)
as well as with the larger world literature (54). The only excep-
tion is the IMHS finding that OCD is one of the most com-
mon anxiety disorders. OCD is usually found to be a com-
paratively uncommon disorder (55,56). The finding that a low
proportion of IMHS respondents with 12-month OCD were
classified as seriously impaired is also inconsistent with the
finding in other surveys that OCD is usually seriously impair-
ing. We suspect, based on these findings, that OCD is over-
diagnosed in the IMHS, although there is no way to confirm
this suspicion in the absence of a clinical reappraisal survey.

The IMHS results regarding comparative age-of-onset
distributions and severity distributions of individual mental
disorders are quite consistent with those in the world litera-
ture. Regarding AOO, the IMHS data are consistent with
previous studies in finding that phobias and behavioral dis-
orders typically have onsets in childhood or adolescence
and that other anxiety and mood disorders typically have
later onsets as well as much wider inter-quartile ranges of
their AOO distributions (53,57). Regarding severity, the
IMHS data are consistent with the world literature in finding
that bipolar disorder is the most seriously impairing of the
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common mental disorders and that specific phobia is the
least impairing (58,59).

The results regarding cohort effects strongly suggest that
lifetime risk of mental disorders increased over the genera-
tions of Iraqis included in the survey, possibly as a function
of inter-generational increases in sectarian violence. Consis-
tent with this interpretation, the largest increase from the
oldest to the youngest generation was for PTSD. An alterna-
tive explanation for this apparent cohort effect is that life-
time risk is actually constant across cohorts but appears to
vary with cohort because onsets occur earlier in more recent
than later cohorts, as might happen if there were secular
changes in environmental triggers or to age-related differ-
ences in AOO recall accuracy. Another explanation might
be that mortality has an increasing impact on sample selec-
tion bias as age increases. To study these possibilities, the
cohort model was elaborated to determine whether inter-
cohort differences decrease significantly with increasing age.
Results show that cohort effects did, in fact, change with
age, but not in a simple monotonic fashion. Non-monoton-
ic patterns of this sort are most plausibly interpreted as due
to historical events that led to inter-generational differences
in disorder prevalence rather than to any simple age-related
methodological (e.g., recall failure) or substantive (e.g., dif-
ferential mortality) processes.

In terms of socio-demographic correlates, the IMHS data
are similar to epidemiological surveys in other countries in
finding elevated prevalence of anxiety disorders among
women and of behavioral disorders among men (60-62), but
quite different from other surveys in failing to find that wom-
en have a significantly higher prevalence of depression than
men (63). The IMHS data are also different from other epi-
demiological survey data in failing to find an inverse rela-
tionship between socio-economic status (SES) and preva-
lence of mental disorders (58,64). Indeed, the IMHS data
find elevated risk of lifetime mood disorders among people
with high education and of 12-month anxiety disorders
among people with all but the lowest level of education. At
the same time, the IMHS data are consistent with other
epidemiological data in finding an inverse relationship be-
tween SES and risk of behavioral disorders.

It is difficult to make sense of the two major discrepancies
in the socio-demographic patterns in the IMHS compared
to the world literature, the absence of a gender difference in
depression and positive associations of education with anx-
iety and depression, without carrying out more detailed
analyses than those reported here. We do know that these
associations are consistent across the age range. We do not
know, though, if the absence of gender differences in depres-
sion is due to some special features of gender roles in Iraq
that remain to be investigated in more in-depth analyses of
the data. Nor do we know if the elevated anxiety-depression
rates among the well-educated is due to some special stresses
experienced by the intelligentsia. Intriguing though these
speculations are, their investigation must await more de-
tailed analyses that have not yet been carried out.
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The IMHS findings regarding treatment are similar to
those in other low and lower-middle income WMH coun-
tries: only a minority of people with mental disorders re-
ceived any treatment (65,66). The IMHS contains informa-
tion about barriers to seeking treatment for mental disorders,
but those data have not yet been analyzed. It is possible that
these data will provide insights that can be used to help de-
velop healthcare policies that will increase the proportion of
people with mental disorders who seek treatment.

The IMHS results show that another important problem
is that only a minority of the patients who seek treatment for
mental disorders in Iraq receive treatment that meets even
the most minimal standards of adequacy. However, there are
several encouraging signs of rationality in the allocation of
treatment resources: a) treatment intensity in the specialty
mental health sector is significantly higher for patients with
serious disorders than other disorders; b) the proportion of
specialty sector patients whose treatment is judged to be at
least minimally adequate is significantly higher for patients
with serious-moderate disorders than mild-none; ¢) the pro-
portion of general medical sector patients whose treatment
isjudged to be at least minimally adequate is higher, although
not significantly so, for patients with serious-moderate dis-
orders than mild-none.

We know from preliminary data analyses not reported
here that the high rates of inadequate treatment are due
mostly to patients dropping out before they receive a full
course of treatment. However, we do not know the reasons
for this premature termination. The IMHS includes ques-
tions about reasons for treatment dropout that have not yet
been analyzed. These data might provide clues about ways
to modify current treatment practices that could help in-
crease patient retention. An initiative to formulate improved
procedures for detection and treatment of mental disorders
in primary care in Iraq is currently underway that could use
such insights, although these efforts are being hindered by
the disruption of normal service delivery systems caused by
the violence that has gripped the country.

Further analyses of disorder prevalence and treatment
barriers in the IMHS data need to focus on these disruptions
to investigate the implications of war-related experiences on
prevalence of mental disorders and on barriers to receiving
adequate treatment of these disorders. These issues are the
focus of ongoing analyses that will be the subject of future
reports.
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