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his viewpoint assesses whether Iraqs line-item

budgeting and salaried provider model contribute

to supply-side moral hazard in primary healthcare,
potentially resulting in welfare loss rather than the efficiency
and health gains typically associated with primary healthcare.
In a resource-constrained, oil-financed system, these
arrangements may undermine accountability and distort
provider incentives.

Primary healthcare centers (PHCCs) in Iraq operate under
fixed, oil-financed budgets that are minimally responsive to
demographic and epidemiological changes. This structure can
weaken output accountability and contribute to inefficiency.
While primary healthcare is generally considered a cost-
effective entry point that enhances welfare through prevention
and appropriate referral, Iraq’s current financing and payment
arrangements may instead promote low-value utilization of
scarce resources. This viewpoint develops a theory-informed
argument, supported by selective evidence from the Iraqi
health system, to examine this risk.

In the 1970s and 1980s, Iraq had one of the region’s stronger
health systems. Since then, war, instability, and regime
change have weakened its capacity to meet rising demand
and changing disease patterns.' Population aging, nutritional
transition, tobacco use, and disrupted immunization have
increased the burden of non-communicable diseases (NCDs),?
raising pressure on the health budget and the need for more
efficient resource allocation’; NCDs now account for 55% of
all deaths in Iraqg.?

This article employs theory-informed policy analysis and
a selective synthesis of health economics and Iraqi health-
system literature to examine how financing arrangements
influence provider incentives and welfare outcomes in
primary healthcare. It further argues that free preventive care
does not automatically enhance welfare when governance is
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weak, curative overuse is prevalent, and provider incentives
are misaligned.

Conceptual Framework: Moral Hazard in Oil-Financed
Healthcare

The conceptual framework for this analysis incorporates
several related but distinct concepts from health economics
and public-sector governance as they apply to Iraqs health
financing model:

1. Demand-side moral hazard. This refers to increased
healthcare use when out-of-pocket costs are reduced
by insurance or, in Iraq’s case, by free public provision.
When patients face zero marginal cost, they may
consume more services than they would if they bore
the full cost, including services whose marginal benefit
is lower than their marginal cost.* In Iraq, this may be
reflected in repeated visits and consultation-seeking for
relatively minor conditions.>”

2. Supply-side moral hazard. This refers to provider
behavior shaped by distorted financial incentives,
including overprovision, provider-induced demand, or
underprovision, depending on the payment mechanism.
In fee-for-service systems, providers may oversupply
care; under capitation, they may undersupply; in fixed-
salary systems with weak accountability, the outcome
depends heavily on context® In Iraq, fixed salaries
combined with weak monitoring may contribute to
overprescribing, unnecessary testing, low effort, or a
mixture of these behaviors.®” Although direct PHCC
prescribing-audit evidence is limited, Iraq’s broader
outpatient and hospital literature shows frequent
empirical antibiotic use and common non-prescription
dispensing, which may indicate similar risks in primary
care settings.’

3. Allocative inefficiency. This occurs when resources are
not directed to their highest value uses. In healthcare, it
refers to spending on lower-value services while higher-
value services remain underprovided. In Iraq, this may
occur when low-value curative services crowd out
higher-value preventive and primary care.”

4. Governance failures. These are weaknesses in oversight,
monitoring, and accountability that allow inefficient
behavior to persist.'” In Iraq, this may include limited
utilization monitoring and weak performance.”"

5. Soft budget constraints. These arise when organizations
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face limited financial consequences for inefficiency
or overspending, often because they expect automatic
budget support or bailouts.”? In Irag, PHCCs may
operate under prospective budgets that are only weakly
linked to performance or outcomes.>*!!

In Iraq, moral hazard primarily results from zero marginal
cost to users financed by oil revenues, rather than from
insurance premiums. Nevertheless, the underlying economic
mechanism is similar: consumers facing zero marginal cost
tend to demand more services, while providers with distorted
incentives may supply inappropriate quantities or types of
services. The principal distinction is that, in insurance-based
systems, moral hazard imposes costs on the insurance pool
and premium payers, whereas in Iraq’s oil-financed system, it
imposes costs on the public budget and generates opportunity
costs for other public services.

Nyman argues that certain forms of moral hazard can be
welfare-enhancing, specifically when insurance enables
access to otherwise unaffordable but high-value care. This
“access value” of insurance can outweigh the welfare loss
from overconsumption of low-value care. However, Iraqs
case differs fundamentally: the moral hazard here does not
primarily enable access to needed care (which is already
free), but rather generates wasteful overconsumption and
misallocation of resources. The welfare loss arises from
diverting resources from high-value preventive and primary
care to low-value curative services, unnecessary medications,
and redundant investigations."

Within this context, welfare loss denotes the reduction
in social value that occurs when healthcare resources
are allocated to low-value services instead of prevention
and other higher-value care. This encompasses allocative
inefficiency, technical inefficiency, and fiscal waste, each
with downstream consequences for health outcomes and
broader public welfare. Not all observed inefficiencies in
Iraq’s primary healthcare system should be classified as
moral hazard in the strict economic sense; some also reflect
governance failures, congestion, weak regulation, and broader
institutional constraints. The central argument is that current
financing arrangements may interact with these weaknesses
to create conditions conducive to moral hazard and related
inefficiencies.

Iraq’s Healthcare Financing and Provider Payment Arrangements
Iraq’s healthcare system operates under a line-item budgeting
approach within the federal budget framework. The
government allocates line items for salaries, operational costs,
and specific expenditures, while medications and required
supplies are purchased annually based on an estimate, funded
by the available oil-based budget for that year."* In the Ministry
of Health budget, recurrent spending accounted for 80.4%,
largely for wages, while 19.6% supported infrastructure,
leaving limited funding for operations and medicines.”"* This
heavy fixed-cost burden reduces flexibility and responsiveness
to changing health needs.

In Iraq, line-item budgeting provides predictable spending,
transparency, administrative simplicity, and centralized
control, attributes that may be valuable in post-conflict state-

building. However, this approach also incurs costs. It can
exacerbate the principal-agent problem between the Ministry
of Health and PHCCs, as the ministry possesses limited
information on local performance while PHCCs operate
under fixed budgets and salaries with minimal monitoring.
This dynamic weakens incentives for efficiency and quality,
allowing inefficient practices to persist.!® More broadly,
line-item budgeting fosters rigidity, weakens performance
linkages, and promotes input-focused management.

Nevertheless, line-item budgeting is not inherently
dysfunctional. In fragile and post-conflict settings, it can
promote fiscal discipline, safeguard salaries, simplify
administration, and maintain centralized stewardship
where local capacity is limited. The central issue is whether
Iraq’s current design is sufficiently flexible and accountable
to support efficient primary healthcare delivery under
prevailing demographic and epidemiological pressures. The
assertion that primary care can absorb preventive costs while
generating downstream savings at higher levels of care is more
credible when budgets permit some provider- or network-
level flexibility.® Under a rigid line-item approach, these
benefits may be difficult to achieve because local managers
have limited authority to reallocate resources in response to
population needs.

Manifestations of Moral Hazard in Iraq’s Primary Healthcare
Delivery

According to the conventional theory, moral hazard in
health insurance can result in welfare losses. Iraq’s system
differs in that care is free at the point of use and financed
by oil revenues, with no patient contribution to moderate
demand. Nonetheless, the concept remains pertinent
because patients may perceive services as having negligible
marginal cost. Demand-side moral hazard among patients,
combined with supply-side moral hazard among providers,
may therefore generate dual inefficiency.*"* Iraqs PHCCs
frequently face both high demand and staffing shortages'’;
rural and remote centers experience severe workforce
deficits, while urban centers face overcrowding driven by
unregistered walk-in demand."” PHCCs typically operate
without prior appointments or patient registration, and visits
are not routinely monitored, contributing to high patient flow
and weak oversight. The absence of registration or unique
identifiers further limits the ability to track utilization and
address inappropriate use.'® Consequently, spending may be
diverted from higher-value uses, and primary healthcare may
become more treatment-oriented than prevention-oriented.
Although the financing source differs from insurance-
based systems, zero marginal cost to users can still create
similar incentives for overconsumption.* While it could be
argued that free preventive care generates welfare gains by
benefiting both individuals and society, as Nyman suggests,
this preventive-care welfare paradox may not apply in Iraq’s
context. Overcrowding, time pressure, and excessive use of
tests and medications may shift the balance toward welfare
loss rather than gain." Physicians may have insufficient time
for meaningful preventive counseling or chronic disease
management, while PHCC activity may be dominated by
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acute curative consultations and prescribing."”® Thus, the

theoretical welfare gains of free preventive care may not be

fully realized in practice, while welfare losses from low-value
curative overuse may be substantial.

The supply-side moral hazard mechanism in Iraq’s salaried
system requires careful explanation because it differs from
standard economic theory. Conventional theory predicts that
fixed salaries without performance incentives may lead to
undersupply or low effort, as providers have limited financial
incentive to increase effort® In Iraq, however, several
contextual mechanisms may also encourage oversupply and
overprescribing:

1. Patient pressure and demand. In some settings, patients
may expect prescriptions or diagnostic tests as tangible
evidence of care. Physicians may comply to avoid conflict,
complaints, or prolonged consultations. In overcrowded
environments, prescribing can become a lower-friction
response.?!

2. Defensive medicine. Providers may order tests or
prescribe medications partly to reduce the perceived risk
of complaints, litigation, or accusations of negligence.
In the absence of clear clinical guidelines and strong
legal protections, defensive practice may become more
common.’

3. Weak supervision and accountability. The absence
of utilization monitoring, prescription audits, or
performance reviews means there are few consequences
for overprescribing. Providers face no penalties for
wasteful practice and no rewards for efficient practice.”

4. Workload dynamics. Prescribing tests and medications
may be quicker than time-intensive counseling, patient
education, or preventive care. Under substantial
time pressure, physicians may rely more heavily on
prescriptions and investigations as a practical way to
manage patient flow.!

5. Pharmaceutical industry influence. Informal relationships
with pharmaceutical representatives may encourage the
prescribing of particular medications, sometimes in ways
that do not fully align with clinical appropriateness.?

6. Cultural expectations. Societal norms equate “good
care” with prescriptions and investigations. Patients may
perceive physicians who do not prescribe as unhelpful or
incompetent, creating social pressure to overprescribe.*'

7. Lack of intrinsic motivation. While some providers
are motivated by professional ethics and altruism,
economic necessity and difficult working conditions
can erode intrinsic motivation, leaving providers with
neither extrinsic nor intrinsic incentives for high-quality,
efficient care.”

Available evidence from Iraq is broadly consistent with
these mechanisms. Studies report high rates of antibiotic
prescribing, often for viral infections where antibiotics
are inappropriate.” Polypharmacy also appears common,
with some patients receiving multiple medications per visit
regardless of clinical indication.* Diagnostic testing may
follow a similar pattern, although direct Iraqi evidence on
test overuse is limited. Taken together, these patterns are
consistent with the possibility of supply-side moral hazard

operating through the mechanisms described above.

Provider Payment and Incentive Structures

Iraq’s payment system is based on line-item budgeting
derived from annual oil revenues. Workforce salaries are not
disbursed as global budgets through individual providers
such as hospitals or PHCCs; rather, they are predetermined
within the Ministry of Health budget and constitute a large
share of annual sectoral spending. Salaried staff, therefore,
have limited extrinsic incentives to serve in remote areas
or to provide high-quality care in PHCCs. Motivation may
depend heavily on professional ethics and altruism, which, in
turn, can be undermined by economic necessity and difficult
working conditions.”

Public-sector physician salaries in Iraq are low relative to
private practice and regional standards, encouraging dual
practice." Physicians generally earn low wages in the public
sector compared to the private sector in urban areas, driving
dual employment practices which can weaken commitment
to PHCC work and shift effort toward private practice.” At
the same time, weak or inconsistent geographic incentives
make remote posts unattractive despite higher costs and
isolation, contributing to transfers toward cities, persistent
rural understaffing, and overcrowded urban PHCCs. Formal
performance incentives are also limited: salaries vary little by
volume, quality, outcomes, or efficiency, and promotion may
depend more on seniority than achievement. This creates a
flat incentive structure that weakly rewards excellence and
weakly discourages poor performance.!

Regional Heterogeneity and Contextual Variation

Irag’s PHC system varies sharply by context. Urban PHCCs
face overcrowding, overprescribing, and unnecessary testing,
whereas rural centers more often face staffing shortages,
limited supplies, undersupply, and quality deficits.”” In
conflict-affected provinces such as Anbar, Ninewa, Salah
al-Din, and Diyala, damaged infrastructure, displacement,
insecurity, and weak governance mean that access and safety
often take priority over concerns about moral hazard.* The
Kurdistan Region operates under a semi-autonomous system
with somewhat different governance, some performance
incentives, and stronger health information systems than
those in federal Iraq, which may reduce moral hazard and
welfare losses, although comparative evidence remains
limited.” In remote southern and western areas, severe
workforce shortages mean the main challenge is undersupply
and staff retention rather than oversupply control.” Thus,
although line-item budgeting is national, financing-driven
moral hazard is most evident in urban and peri-urban PHCCs
in relatively stable governorates, while remote and conflict-
affected areas face more basic problems of access, staffing, and
functionality. Reforms, therefore, need to be context-specific
rather than uniform.

Reform Options and a Feasible Path for Iraq’s Primary Healthcare
Centers

A shift to capitation in PHCCs could, in principle, reduce
some forms of moral hazard by sharing financial risk
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Table. Provider-Payment Approaches

Financing/Payment Approach Main Incentive Logic

Potential Advantages

Main Risks in Irag’s Context

Line-item budgeting

Global budgeting

Capitation

Performance-linked financing

Blended payment

Controls inputs and expenditure
categories

Sets an overall spending envelope
with some local allocation flexibility
Pays per enrolled person,

encouraging cost control

Rewards selected outputs,
processes, or quality indicators

Combines salary, capitation, and
performance incentives

Predictability, fiscal discipline,
administrative simplicity, centralized
stewardship

Encourages budget discipline while
allowing managerial adaptation

May strengthen continuity and
efficiency for defined populations

Can improve accountability and focus
attention on priority services

Balances income security, efficiency,
and accountability

Rigidity, weak output accountability,
limited flexibility to respond to local needs

May still under-incentivize quality if not
paired with monitoring

Underprovision, cream-skimming, quality
deterioration, gaming where monitoring
is weak

Gaming, data manipulation, and
dependence on reliable information
systems

More complex to administer and monitor

between providers and payers, encouraging cost control, and
aligning care more closely with population needs.”” However,
capitation should not replace Irags current system in the
near term because its successful implementation depends on
patient registration, basic risk adjustment, reliable utilization
data, digital infrastructure, and stronger governance than
currently exists in much of the system. Capitation also carries
important risks, especially in fragile and resource-constrained
settings, including underprovision of services,”® cream-
skimming, or avoidance of high-need patients,” deterioration
in care quality through shorter consultations or reduced
diagnostic effort,?® and gaming of enrolment, coding, or risk-
adjustment mechanisms.” Evidence from Hungary further
suggests that capitation may reduce some preventive services,
including screening, which is especially concerning in Iraq
given its high burden of NCD and already weak preventive
infrastructure.?

A more feasible reform path for Iraq is therefore a phased
and blended approach rather than abrupt replacement.
This should combine greater managerial flexibility through
global budgets for PHCC networks,” selective performance-
based financing for priority service and quality indicators,
and blended payment models that retain a salary base
while gradually introducing modest capitation and limited
performance incentives.”’ Over the longer term, broader
financing reform, including social health insurance, may
help strengthen sustainability and accountability.*® For such
reforms to work, Iraq would need patient registration, quality
safeguards, digital infrastructure, clear governance, referral
gatekeeping, stronger pharmaceutical policy, workforce
development, improved health information, and community
engagement.

As the Table shows, the most credible path is not a single
ideal payment method but a sequenced combination of
instruments adapted to institutional capacity and local
context, drawing on the strategic purchasing and provider-
payment literature.”’

Conclusion
This analysis indicates that Irag’s primary healthcare system
remains vulnerable if line-item budgeting and salaried

payment persist without modification. Zero marginal cost to
patients, weak provider incentives, and limited accountability
may result in welfare loss, suggesting that reform must address
not only funding levels but also incentives and accountability
at the point of care. Moral hazard in primary healthcare is
therefore not solely a financing issue, but also a broader
challenge for a publicly funded, resource-constrained, oil-
financed system.

Priority reforms should be sequenced according to
feasibility. Immediate actions include prescription monitoring,
basic utilization audits, referral gatekeeping, and enhanced
geographic incentives for remote service. Medium-term
reforms encompass patient registration, digital infrastructure
development, and piloting hybrid payment models. Longer-
term reforms may involve broader provider-payment redesign
and, contingent on improved institutional capacity, more
extensive financing reform. As no single payment method
can simultaneously balance cost control, access, quality,
equity, and capacity, a phased blended approach is likely to
be most practical. However, payment reform alone will not
suffice; stronger governance, accountability, transparency,
and responsiveness are also essential. Without such reforms,
Irag’s primary healthcare system may continue to generate
welfare losses rather than the efficiency and health gains that
primary care is intended to deliver.

Disclosure of artificial intelligence (Al) use
Grammarly was used solely for language editing.

Ethical issues
Not applicable.

Conflicts of interest
Author declares that she has no conflicts of interest.

References

1. Al Hilfi TK, Lafta R, Burnham G. Health services in Iraq. Lancet. 2013;
381(9870):939-948. doi:10.1016/S0140-6736(13)60320-7

2. Merzah M. Trends in incidence, prevalence, and mortality of non-
communicable diseases in Iraq (2003-2021). BMC Public Health. 2025;
25(1):374. doi:10.1186/s12889-024-21080-w

3. Moramarco S, Cicala M, Basa FB, et al. Exploring health needs and the
double burden of disease in adults attending public health facilities in
the Iraqgi Kurdistan. Front Public Health. 2025;13:1649273. doi:10.3389/
fpubh.2025.1649273

International Journal of Health Policy and Management, 2026;15:9912


https://doi.org/10.1016/S0140-6736(13)60320-7
https://doi.org/10.1186/s12889-024-21080-w
https://doi.org/10.3389/fpubh.2025.1649273
https://doi.org/10.3389/fpubh.2025.1649273

Al-Hayali

4.

Pauly MV. The economics of moral hazard: comment. Am Econ Rev.
1968;58:531-537.

World Bank Group. Iraq Human Development Public Expenditure Review:
Addressing the Human Capital Crisis — A Public Expenditure Review for
Human Development Sectors in Iraqg. https://www.worldbank.org/en/
country/irag/publication/irag-human-development-public-expenditure-
review-addressing-the-human-capital-crisis-a-public-expenditure-review-
for-hum. Published 2021.

Moore M, Anthony CR, Lim YW, Jones SS, Overton A, Yoong JK. The
future of health care in the Kurdistan Region - Iraq: toward an effective,
high-quality system with an emphasis on primary care. Rand Health Q.
2014;4(2):1.

Ali YJ, Abdi AJ, Yousif El, et al. Iragi health system: structural challenges
and reform recommendations. World Journal of Advanced Research and
Reviews. 2025;27:148-152.

McGuire TG. Chapter 9 - Physician Agency. In: Culyer AJ, Newhouse JP,
eds. Handbook of Health Economics. Vol 1. Elsevier; 2000:461-536.
Kurmaniji JM, See OG, Al-Jumaili AA, Younus MM. Quality indicators of
antimicrobials prescribing in Iraq: a scoping review. Al-Rafidain Journal of
Medical Sciences. 2024;7:221-226.

Transparency International. Global Corruption Report 2006: Special
Focus: Corruption and Health. Pluto Press; 2006. doi:10.2307/j.
ctt184qq53

Mohammad AH. Iraq 2024 Budget Between Free-Riding Policies and
Economic Modeling: Will the 2024 Budget Ensure Iragq’s Development
Needs? https://www.bayancenter.org/en/wp-content/uploads/2024/08/
Irags-2024-Budget-Between.pdf. Published 2024.

Kornai J. The soft budget constraint: an introductory study to volume IV of
the life’s work series. Acta Oeconomica. 2014;64:25-79.

Nyman JA. Is ‘moral hazard’ inefficient? The policy implications of a
new theory. Health Aff (Millwood). 2004;23(5):194-199. doi:10.1377/
hithaff.23.5.194

Shubbar HA, Al-Jumaili AA, Shihab FA, Salih MH, Al-Ani HA.
Understanding medicine need estimation within the public healthcare
system in Iraq: a review article. Iragi Journal of Pharmaceutical Sciences.
2026;35:1-8.

Al-Mosawi AJ. The Iragi Healthcare System in Transition: An Updated
Analysis of Structure, Services, and Challenges. Int J Clin Rep Stud.
2026;5(2):1-22. doi:10.31579/2835-8295/149

Preker AS, Harding AL. Innovations in Health Service Delivery: The
Corporatization of Public Hospitals. World Bank Group; 2003.

Al Janabi T. Barriers to the utilization of primary health centers (PHCs) in
Iraq. Epidemiologia. 2023;4:121-133.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Mishari AK, Essa SA, Muhammed AN. Introduction of an appointment
system in primary health care setting in Baghdad: views of patients and
health care providers. AL-Kindy College Medical Journal. 2021;17:45-49.
Yahyaa B, Al-Rawi R. Patient satisfaction about the primary health care
services in Anbar province, Iraq. Journal of Ideas in Health. 2024;7:1020-
1025.

Shabila NP, Mahmood KA, M-Amin KM, Mahmood KI, Saleh AM.
Healthcare-seeking behavior and out-of-pocket payments in Erbil,
Kurdistan Region of Iraq.J Health Popul Nutr. 2024;43(1):127.
doi:10.1186/s41043-024-00616-1

Britten N, Ukoumunne O. The influence of patients’ hopes of receiving
a prescription on doctors’ perceptions and the decision to prescribe: a
questionnaire survey. BMJ. 1997;315(7121):1506-1510. doi:10.1136/
bmj.315.7121.1506

Wazana A. Physicians and the pharmaceutical industry: is a gift ever just
a gift?. JAMA. 2000;283(3):373-380. doi:10.1001/jama.283.3.373

Smith R, Lagarde M, Blaauw D, et al. Appealing to altruism: an alternative
strategy to address the health workforce crisis in developing countries? J
Public Health (Oxf). 2013;35(1):164-170. doi:10.1093/pubmed/fds066
Al-Tukmagi HF, Wayyes ARM. Prescribing pattern and rational use of
drugs in Maysan Governorate, Iraq. lraqi Journal of Pharmaceutical
Sciences.  2017;21(1):112-116.  doi:10.31351/vol21iss1pp112-116
Shabila NP, Al-Tawil NG, Al-Hadithi TS, Sondorp E, Vaughan K. Iraqi
primary care system in Kurdistan region: providers’ perspectives on
problems and opportunities for improvement. BMC Int Health Hum Rights.
2012;12:21. doi:10.1186/1472-698X-12-21

Lafta R, Al-Nuaimi MA, Burnham G. Injury and death during the ISIS
occupation of Mosul and its liberation: Results from a 40-cluster
household survey. PLoS Med. 2018;15(5):e1002567. doi:10.1371/journal.
pmed.1002567

Quinn K. The 8 basic payment methods in health care. Ann Intern Med.
2015;163(4):300-306. doi:10.7326/M14-2784

Gosden T, Forland F, Kristiansen IS, et al. Capitation, salary, fee-for-
service and mixed systems of payment: effects on the behaviour of primary
care physicians. Cochrane Database Syst Rev. 2000;2000(3):CD002215.
doi:10.1002/14651858.CD002215

Ellis RP. Creaming, skimping and dumping: provider competition on the
intensive and extensive margins. J Health Econ. 1998;17(5):537-555.
doi:10.1016/s0167-6296(97)00042-8

Kutzin J. Health financing for universal coverage and health system
performance: concepts and implications for policy. Bull World Health
Organ. 2013;91(8):602-611.  doi:10.2471/BLT.12.113985

International Journal of Health Policy and Management, 2026;15:9912 | 5


https://www.worldbank.org/en/country/iraq/publication/iraq-human-development-public-expenditure-review-addressing-the-human-capital-crisis-a-public-expenditure-review-for-hum
https://www.worldbank.org/en/country/iraq/publication/iraq-human-development-public-expenditure-review-addressing-the-human-capital-crisis-a-public-expenditure-review-for-hum
https://www.worldbank.org/en/country/iraq/publication/iraq-human-development-public-expenditure-review-addressing-the-human-capital-crisis-a-public-expenditure-review-for-hum
https://www.worldbank.org/en/country/iraq/publication/iraq-human-development-public-expenditure-review-addressing-the-human-capital-crisis-a-public-expenditure-review-for-hum
https://doi.org/10.2307/j.ctt184qq53
https://doi.org/10.2307/j.ctt184qq53
https://www.bayancenter.org/en/wp-content/uploads/2024/08/Iraqs-2024-Budget-Between.pdf
https://www.bayancenter.org/en/wp-content/uploads/2024/08/Iraqs-2024-Budget-Between.pdf
https://doi.org/10.1377/hlthaff.23.5.194
https://doi.org/10.1377/hlthaff.23.5.194
https://doi.org/10.31579/2835-8295/149
https://doi.org/10.1186/s41043-024-00616-1
https://doi.org/10.1136/bmj.315.7121.1506
https://doi.org/10.1136/bmj.315.7121.1506
https://doi.org/10.1001/jama.283.3.373
https://doi.org/10.1093/pubmed/fds066
https://doi.org/10.31351/vol21iss1pp112-116
https://doi.org/10.1186/1472-698X-12-21
https://doi.org/10.1371/journal.pmed.1002567
https://doi.org/10.1371/journal.pmed.1002567
https://doi.org/10.7326/M14-2784
https://doi.org/10.1002/14651858.CD002215
https://doi.org/10.1016/s0167-6296(97)00042-8
https://doi.org/10.2471/BLT.12.113985

