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Since the conflict began in Syria, the government has been targeting medical personnel, facilities, 

transport, and patients to prevent treatment of opposition fighters and undermine the morale and 

health of civilians living in opposition-controlled areas. The dire situation in Syria has brought 

increased attention to the broader trend of attacks on health care around the world. Since the start of 

2014, Taliban and Boko Haram fighters attacked and killed dozens of medical workers for 

administering polio vaccines to children in Pakistan and Nigeria. Government forces and armed 

groups indiscriminately bombed hospitals in Gaza and Ukraine and looted and destroyed hospitals in 

South Sudan. Turkey passed a bill criminalizing the provision of emergency medical care outside of 

hospitals, effectively preventing medical personnel from treating injured protesters during 

demonstrations. 

 

Health care is under attack in conflicts and crises around the world, but there has been a muted 

global response. Attacks on hospitals and the killing of doctors rarely make it into the news, and 

when they do, the story is too often dismissed as another inevitable casualty of war. However, these 

attacks are unlawful and preventable. The perpetrators’ aim is to weaken or destroy the health care 

system, and – despite the clear intentionality and horrific impact – there is minimal effort to pursue 

accountability. As long as impunity persists, these crimes will continue with exponentially 

devastating consequences for communities and future generations. 

 

Background  
 
The right to health was enshrined in international human rights law decades ago with the Universal 

Declaration of Human Rights (1948). It is further detailed in the International Covenant on 

Economic, Social and Cultural Rights (1966) and has been referenced in numerous other human rights 

treaties and documents since then. Human rights law requires that states respect, protect, and fulfill 

the right to health at all times, including in situations of armed conflict. The right to health includes 

two key components: meaningful access to health care without discrimination and the existence of 

conditions that support one’s health, such as access to adequate housing, food, water, and sanitation. 

The requirement to respect the right to health means that the state may not act in any manner that 

would undermine access to health care or deprive citizens of related rights that are described as the 

social determinants of health. The requirement to protect this right demands that the state act to 

prevent other actors from interfering in an individual’s right to health with a particular focus on 

discrimination. The requirement to fulfill the right to health demands that the state act proactively 

to ensure meaningful access to health care for all the people it governs to the “maximum of available 

resources.” Where resources are an issue, the state must seek international cooperation and assistance 

to enhance those resources. 

 

International humanitarian law (IHL) further details how state and non-state parties must respect 

and protect the right to health in situations of armed conflict. The Geneva Convention of 1864, all 

four Geneva Conventions of 1949, and the two Additional Protocols of 1977 have multiple articles 
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ensuring the right to health in international armed conflicts and non-international armed conflicts. 

IHL requires that all parties to a conflict protect medical facilities, transport, personnel, and 

wounded; that both wounded civilians and combatants receive unbiased treatment; and that medical 

personnel provide impartial care, in line with medical ethics.1  

 

Human rights law and IHL mesh seamlessly with each other to create obligations for both state and 

non-state actors. States must ensure the right to health is respected and protected under all 

circumstances, conflict or not. Non-state actors, including armed groups, must – at a minimum – 

respect the right to health. Yet, Physicians for Human Rights’ (PHR) research illustrates that people 

living in dozens of countries around the world are experiencing systematic violations of their right to 

health.  

 

Attacks on health care have an enormous impact on local communities. In addition to the death toll 

of medical workers and patients and material damage to facilities, attacks on health care force doctors 

and other health care workers to flee their homes, leaving communities without adequate medical 

support. The attacks spread fear throughout communities, deterring the sick and wounded from 

seeking available treatment. When repeated within a community, attacks on health care can degrade 

the entire system, leaving future generations with decimated medical infrastructure and a shortage of 

medical personnel, leading to an even greater loss of life.  

 

When attacks on health care recur in numerous communities around the world, the repercussions are 

even greater. As the number of attacks increases in individual countries without an adequate response 

from the international community, so too does the perception that these attacks are acceptable. 

Continued impunity for attacks on health care occurring around the world erodes the systems the 

international community was built upon decades ago. The long-held universal standard protecting 

health care from attack is in danger of being seen as a hollow norm, a norm that will continue to be 

undermined without a robust international response.  

 

PHR is illustrating the magnitude and nature of attacks on health care around the world through an 

interactive world map highlighting countries where such attacks occur. This map is not intended to 

be an exhaustive review of all attacks, but rather to capture the types of attacks in different 

situations in various locations that are illustrative of the larger trend. For nearly three decades, PHR 

has documented attacks on health care in dozens of countries, from Bahrain and Burma to Syria and 

the former Yugoslavia. These individual reports, however, cannot accurately convey the startling 

pattern that is developing – medical personnel, patients, facilities, and transport are coming under 

attack across the globe, representing a critical emerging human rights issue. Through this map of 

violations committed around the world between January 2014 and April 2015, PHR seeks to raise 

awareness about the crucial importance of protecting health care, to promote the need to hold 

perpetrators accountable, and to deter additional attacks in the future. 

 

Methodology 
 

Determining Countries to Map 
Physicians for Human Rights (PHR) researched attacks on medical personnel and patients, attacks 

on facilities and transport, and government legislated restrictions on health care (more broadly 

referred to as “attacks on health care”) occurring in situations of armed conflict, political instability, 

or national crisis between January 1, 2014 and April 15, 2015. An “armed conflict” is defined as an 

engagement in either an international armed conflict or non-international armed conflict.2 Political 
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instability is defined as a situation in which demonstrations, strikes, and/or violence are ongoing, 

increasing the likelihood of government collapse or a coup d’état. A national crisis is defined as a 

period of turmoil in which an entire country is at high risk of sickness, injury, or death.  

 

PHR sought to document patterns of attacks targeting health care. Therefore, the map only includes 

countries in which widespread attacks on health care went unaddressed by the authorities and/or 

presented a substantial threat to the impartial provision of health care. Countries that witnessed 

revenge attacks on individual medical personnel (such as China) and those that experienced 

opportunistic attacks not aimed at affecting the health care system as a whole were not included on 

the map, as those attacks were not part of a broader tactic. 

 

Following these criteria, PHR chose to include the following countries and territories on the map: 

Afghanistan, Burma (officially the Union of Myanmar), Central African Republic, Colombia, 

Democratic Republic of the Congo, Guinea, Iraq, Liberia, Libya, Nigeria, Pakistan, Palestine, Sierra 

Leone, Somalia, Sudan, South Sudan, Turkey, Ukraine, and Yemen. 

 

Data Collection 
An attack on a medical facility or transport is defined as a violent assault upon such a location/entity 

resulting in any destruction, damage, or loss of function, equipment, or medical supplies. An attack 

can include targeted or indiscriminate bombing, shelling, artillery, car bombs, shooting, arson, or 

looting. PHR only considered attacks on medical facilities3 and transport that were being used for 

medical purposes at the time of attack and were therefore fully protected under IHL in situations of 

armed conflict. Attacks on medical facilities and transport used solely for military (non-medical) 

purposes at the time of attack were not considered or included on the map.  

 

An attack on medical personnel or patients is defined as a violent assault (targeted or indiscriminate) 

on such persons resulting in injury or death; kidnapping or arbitrary arrest; and threats or direct 

actions that would prevent medical personnel from providing care or a patient from seeking or 

receiving care. Medical personnel are defined as persons assigned exclusively to the search, collection, 

transportation, diagnosis, or treatment of the sick and wounded; the prevention of disease; the 

administration of medical units; and the operation or administration of medical transports.4 PHR 

only documented attacks on medical personnel while they were performing their medical work or 

attacks that targeted personnel specifically for their medical work. Patients are defined as the sick 

and wounded inside a medical facility, receiving treatment in the field, or being transported to a 

medical facility, including hors de combat (wounded combatants and those otherwise incapable of 

fighting). 

 

PHR defines government-legislated restrictions on health care as legislation or policies that play a 

direct role in preventing medical personnel from providing care in accordance with medical ethics or 

that directly result in discrimination in access to care for any subset of the population. Such 

restrictions were only included on the map if their impact reflected a country-wide policy that would 

likely result in widespread discriminatory provision of health care. 

 

PHR researchers first conducted open source searches using a variety of search terms in English, 

Arabic, French, Spanish, and Russian to find reports of attacks on facilities and transport, attacks on 

personnel and patients, and government-legislated restrictions on health care. Once researchers found 

a report of an attack or legislation, they conducted targeted searches in relevant languages to find all 

additional open-source reports relating to the incident or law. The team reviewed a variety of sources, 
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including but not limited to UN, governmental, and local and international nongovernmental 

organization (NGO) reports; local, regional, and international news sources; journal articles; social 

media and video sites; and blogs. The research team provided an English language summary or 

translation of relevant parts of Arabic, Spanish, French, and Russian sources. 

 

The research team sorted and stored all collected data in a spreadsheet and recorded as many details 

on the incident as possible. For attacks on medical facilities and transport, recorded details included 

the type of facility or transport, location, date, perpetrator, mode, weapons used, material damage, 

injuries and casualties, any history of militarization or non-medical use of the facility or transport, 

and hyperlinks to all sources documenting the attack, including photographs and videos. Details 

recorded for attacks on medical personnel and patients included (where applicable) each identified 

person’s name; date, location, and description of attack; date of release from kidnapping or detention; 

cause of death; and hyperlinks to all sources documenting the attack. PHR recorded all available 

information regarding government-legislated restrictions on health care, including the details of the 

legislation or policy, date passed, and any available details on its implementation and effects of its 

passage. 

 

Creating the Map 
PHR researchers analyzed the data collected for each country to identify trends and patterns of 

violations. PHR primarily relied upon incidents that were well documented for its trend analysis, as 

such strong documentation gave researchers reasonable belief that the incident occurred as reported. 

An incident is considered well documented if there are multiple independent and credible sources 

reporting the incident and providing sufficient detail such that researchers were able to record the 

data points listed above. If multiple sources documented an incident but all lacked important  

details – such as mode of attack, weapon used, date, or outcome – the incident was not considered 

well documented.  

 

Recognizing that attacks on health care are not widely reported in many countries and that PHR was 

not able to conduct research in each country’s native language, researchers took into consideration 

repeated reports of similar incidents, even if the specific incidents were not well documented. Multiple 

sources repeatedly reporting a specific type of incident in the same region or country gave researchers 

reasonable belief that the type of violation was occurring in the area, despite the fact that researchers 

may not have had reasonable belief that each individual incident occurred. 

 

After reviewing well-documented incidents and trends of attacks for each country, the research team 

labeled each country with one of the following categories of violations: 

 Countries primarily with attacks on medical facilities/transport 

 Countries primarily with attacks on medical personnel/patients 

 Countries with both attacks on medical facilities/transport and medical personnel/patients  

 Countries with government legislated restrictions on health care 

 Countries with attacks on both medical facilities/transport and medical personnel/patients 

and government legislated restrictions on health care 

 

PHR created a world map using the CartoDB mapping platform’s user interface and JavaScript 

programming. PHR mapped each country with color coding based on its category of violations. The 

research team then wrote summaries for each country. These appear in a pop-out information window 

when a user clicks on the country. The summary provides background on the country’s conflict, 

political instability, or national crisis, and describes its trends in attacks on health care. To better 
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illustrate the types of violations occurring in the country, the research team wrote summaries of up to 

three well-documented incidents to be displayed below the summary. Links to sources consulted for 

the incidents are available below the incident description.5 

 

Findings 
 
Physicians for Human Rights (PHR) documented attacks on health care in countries with some of 

the worst conflicts, situations of political instability, and national crises. In its annual Political Risk 

Atlas, Verisk Maplecroft, a global risk analysis firm, ranks Iraq, Syria, Afghanistan, Yemen, Somalia, 

Nigeria, Pakistan, Sudan, Central African Republic, and Libya as the top 10 countries with “extreme 

risk” of political violence in 2015.6 PHR documented attacks on health care in all of these countries 

between January 2014 and April 2015. The remaining countries on PHR’s map were either at 

extreme or high risk of political violence, with the exception of Liberia, Guinea, and Sierra Leone, 

which witnessed attacks on health care in 2014 during the Ebola crisis, rather than an armed conflict 

or political instability. 

 

All but five countries on PHR’s map had patterns of attacks on health care that began before 2014. 

The onset of attacks in Guinea, Liberia, and Sierra Leone, as well as Iraq and Sudan, in 2014 can be 

linked to a new or significant development in a national crisis or armed conflict. Angry and fearful 

citizens began attacking medical personnel and facilities in Guinea, Liberia, and Sierra Leone during 

the Ebola crisis beginning in early 2014. The Iraqi government and the self-declared Islamic State 

(IS, also known as ISIS and ISIL) began bombing hospitals and attacking medical personnel after IS 

swept through and gained control of northern Iraq in June 2014. The Sudanese government began 

bombing hospitals in 2014, as it significantly increased attacks on civilian populations in the South 

Kordofan and Blue Nile regions.  

 

PHR did not document attacks on health care in Bahrain, Egypt, Kenya, or Mali in 2014. However, 

the Safeguarding Health in Conflict Coalition documented attacks in those countries in 2012 and 

2013.7 The end of attacks on health care in these countries can also be linked to developments in the 

countries’ conflicts and changes in political stability. The Bahraini government arrested dozens of 

medical personnel during the protests in 2011. While the protests have ended and the government is 

no longer actively imprisoning medical personnel, some personnel still remain in jail for treating the 

injured. The Egyptian government interfered with the provision of medical care during protests in 

2013, which were not ongoing in 2014. Doctors in Kenya were threatened in 2013 during the 

presidential elections, which did not occur in 2014. Rebels in Mali attacked and looted medical 

facilities during the armed conflict in 2012, which ended in 2013.  

 

Attacks on health care have become part and parcel with armed conflict, political instability, and 

national crises. While these attacks take many forms and are launched for a variety of reasons – a fear 

of the health care system, a desire to punish civilians for presumed support of opposition groups, a 

lack of concern for protecting health care in armed conflict, or an intent to target and punish specific 

subsets of a population – all ultimately serve to damage and/or destroy health care systems, leaving 

entire communities without adequate care and with a fear of accessing available care. 

 

A fear of the health care system 
Attacks on medical personnel and facilities have resulted from a fear of the health care system in a 

number of countries. In Guinea, Liberia, and Sierra Leone, mobs of angry and fearful villagers 

attacked medical personnel and facilities, believing that health care workers were spreading the Ebola 
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virus rather than treating it. On August 29, 2014, a market in Nzérékoré, Guinea was sprayed with a 

disinfectant to prevent the spread of Ebola. Local traders believed the spray would spread the virus, 

so they marched to the town’s hospital to attack it and the health workers inside while shouting, 

“Ebola is a lie.” Fifty people were injured in the incident. In Pakistan, Taliban members have 

repeatedly attacked, kidnapped, tortured, and killed polio vaccination teams. The Pakistani branch 

of the Taliban claims that vaccinations are un-Islamic and that vaccinators are western spies.8 

Between January and November 2014, 42 polio workers, humanitarian workers, and police escorts 

involved in the vaccination campaign in Pakistan were killed; an additional 18 were injured and 19 

were kidnapped. Nigeria has witnessed similar attacks on polio vaccination teams by the extreme 

Islamist group Boko Haram. These attacks have been linked to fears that the vaccine is laced with 

HIV and the vaccination is part of a western plot to sterilize Muslims. Pakistan and Nigeria reported 

the two highest numbers of polio cases in 2014, with 327 and 36 cases respectively.9 

 

A desire to punish civilians for presumed support of opposition groups  
Attacks on health care have also been used to deprive civilians of access to health care as a 

punishment for their presumed support for opposition groups. Syria is the leading example of this 

form of attack, where government forces have systematically attacked the health care system in 

opposition-controlled areas since 2011, bombing and looting hospitals; detaining, torturing, and 

killing doctors; and preventing opposition fighters and civilians sympathetic to the opposition from 

receiving treatment in government-controlled hospitals. On average, a medical worker was killed 

every other day and a hospital was bombed every four days in Syria in 2014. However, attacks of this 

nature are not limited to Syria; they have extended to Afghanistan, Somalia, Colombia, Democratic 

Republic of the Congo, Iraq, Libya, Central African Republic, South Sudan, and Sudan. 

 

Taliban fighters in Afghanistan have targeted civilians and foreigners – including medical personnel – 

for years. Al-Shabab Islamic militants in Somalia have attacked medical facilities and personnel, 

including planting a bomb under a doctor’s car in June 2014.  

 

In Colombia, guerilla fighters from the Revolutionary Armed Forces of Colombia (FARC) have 

attacked medical facilities, transport, and patients. In September 2014, FARC members attacked a 

clearly marked ambulance transporting a sick woman to the hospital in Antioquia. The woman 

sustained two gunshot wounds, and the ambulance was set on fire.  

 

In the Democratic Republic of the Congo’s eastern provinces, rebel fighters have attacked and 

kidnapped medical personnel and held them for ransom. Similarly, IS and IS sympathizers have 

attacked, abducted, held hostage, and killed medical personnel in Iraq, Libya, and Syria. On April 9, 

2015, IS released a video of members executing 10 doctors in a town south of Mosul in Iraq because 

they allegedly refused to treat IS fighters. 

 

In Central African Republic, fighters from both ex-Séléka and anti-balaka militias have looted 

medical facilities, killed civilians and fighters being treated in the facilities, attacked humanitarian 

aid groups’ vehicles, and killed medical personnel on duty.  

 

In South Sudan, both rebel and government forces have also looted and destroyed medical facilities 

and attacked personnel. In late January 2014, when government forces launched an assault to retake 

Leer from the rebels, Médecins Sans Frontières (MSF) staff evacuated their hospital due to the 

increased insecurity. When staff returned, they found parts of the hospital compound were burned 

down and medical equipment was looted and destroyed. The facility, which served 300,000 people, 
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was unusable. In Sudan, government forces have repeatedly targeted medical facilities. On January 

20, 2015, the Sudanese Air Force aerially bombarded the MSF hospital in Farandala, South 

Kordofan, forcing the hospital to suspend services. A total of 13 bombs were dropped, two of which 

landed inside the hospital compound and caused material damage. The air force had previously 

bombed and partially destroyed the hospital in June 2014. 

 

Each of the above countries has a unique situation of armed conflict or political instability, and each 

of the countries’ governments and armed groups have their own modes of attack. Nonetheless, 

governments and armed groups in these countries have all deprived civilians of access to health care 

as a punishment for their presumed support for opposition groups. 

 

Lack of concern for protecting health care in armed conflict 
Medical facilities have also been struck in indiscriminate attacks during armed conflicts in Syria and 

Iraq, as well as Libya, Palestine, Ukraine, and Yemen. Because imprecise weapons cannot distinguish 

between civilian and military facilities, their use in civilian areas is a strict violation of international 

humanitarian law. In Syria, government forces are the primary perpetrator of these attacks, dropping 

barrel bombs from helicopters over densely populated civilian areas outside of government control. 

The Iraqi government has followed the Syrian government’s example, using indiscriminate weapons 

to attack locations controlled by IS, including IS-supported hospitals. Fallujah’s general hospital has 

been severely damaged and medical staff and patients have been killed in dozens of attacks with 

mortar shells and aerial bombardment. In Libya, Palestine, Ukraine, and Yemen, indiscriminate 

attacks on civilian populations and attacks aiming for military locations have also resulted in the 

damage and destruction of medical facilities and deaths of personnel and patients.  

 

Governments targeting and punishing subsets of the population 
The Burmese, Syrian, and Turkish governments have also used legislation to restrict access to health 

care for subsets of their populations. In February 2014, the Burmese government accused MSF of 

stoking Buddhist-Muslim tensions by providing preferential treatment to minority Rohingya 

Muslims living in IDP camps. MSF – the primary and in some cases only source of care for the 

Rohingya – was expelled from the country. Although MSF was allowed back into Burma in mid-

December 2014, reports indicate that their operations are limited due to insecurity. The Syrian 

government enacted vague anti-terrorism laws in July 2012 that effectively criminalized the 

provision of medical care to the opposition, providing legal authorization for the government’s 

illegitimate arrest of hundreds of medical personnel. In January 2014, the Turkish government passed 

a law criminalizing the provision of emergency medical care outside of hospitals and imposing heavy 

fines on doctors who violate the provisions. The law was passed after months of protests in Gezi Park 

and elsewhere in Turkey, where Turkish police beat doctors and protesters seeking treatment, fired 

tear gas at clinics, cut off electricity at clinics, and looted medical supplies.  

 

Conclusion 
Whether a doctor is kidnapped and tortured or shot while providing first aid, or a patient dies in an 

attack on an ambulance or hospital, or a hospital is looted, set on fire, or barrel bombed, the effect is 

the same: a community is left without access to and sources of health care, and seeking life-saving 

treatment becomes life-threatening. No matter the form of or motivation for an attack on health care, 

the end result is that health care systems are devastated, and civilians bear the brunt of the 

catastrophe.  
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Any attack on health care – targeted or indiscriminate and in situations of armed conflict, political 

instability, or national crisis – is unlawful. However, these attacks continue unabated. Warring 

parties, governments, armed groups, and populations in crises understand that attacking health care 

systems will have an incredibly destabilizing effect on a community. Moreover, perpetrators are using 

health care as a weapon of war to gain power, weaken and punish opponents, and increase insecurity. 

These attacks are becoming the new normal, and until there is a stronger global effort to condemn 

and pursue accountability for these crimes, they will continue and health care systems will crumble, 

along with international norms.  

 

Recommendations 
 

 States should adopt statutory laws/penal codes that prohibit violations of medical neutrality, 

which include specific protections against: 

 attacks on or destruction of health care facilities, transport, supplies, personnel, 

records, or patients; 

 willful obstruction of medical ethics or coercion of medical personnel to violate their 

ethical responsibilities; 

 deliberate misuse of health care facilities, transport, uniforms, or other insignia; 

 deliberate blocking of access to medical facilities and personnel; or 

 arbitrary arrest or detention of medical personnel or patients. 

 Attacks on health care in armed conflict should be prosecuted as war crimes and/or crimes 

against humanity by national courts or when necessary through referral to the International 

Criminal Court or another appropriate court of jurisdiction. 

 States should train military and security service members in accordance with international 

humanitarian law, which includes specific provisions to respect and protect health care in 

armed conflict. 

 States and international organizations should act to protect the lives and bodily integrity of 

health professionals engaged in community-based health services, such as vaccination 

programs, including through public education campaigns.  

 

Limitations 
 

Physicians for Human Rights (PHR) recognizes the limitations of documenting attacks on health 

care in situations of conflict, political instability, and national crises. It acknowledges that it cannot 

know of, let alone report on, all attacks on health care. Selection bias occurring from incomplete 

information is unavoidable. Many attacks are not reported, especially those in remote areas and those 

occurring in crises that lack media attention. When an attack is reported, a biased source may 

intentionally distort or leave out information. Even objective sources may lack key details on the 

attack, including weapons used, perpetrators, and effects of the attack.  

 

In conducting research for the map, PHR only contacted field sources about violations in Syria, as a 

result of PHR’s ongoing work documenting attacks on medical facilities and personnel in Syria. Lack 

of information from field sources in other regions further compounds the selection bias, as it forces the 

PHR team to rely solely on information available in open sources. 

 

PHR only conducted research in English, Arabic, French, Spanish, and Russian, and was unable to 

conduct research in the native languages of certain countries. This selection bias likely resulted in 
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asymmetrical data collection between countries for which research was conducted in all spoken 

languages and countries for which research was not conducted in all spoken languages.  

 

Due to all of the limitations discussed above, it is possible that PHR missed reports of incidents that 

would have changed the country’s violation category. It is also possible that PHR may have missed 

reports of incidents that would have placed additional countries on the map. However, PHR believes 

the countries and violations mapped accurately represent the state of attacks on health care around 

the world that occurred between January 2014 and April 2015. 

 

Acknowledgments 
 

The world map was conceptualized, developed, and produced by Darren George and Lea Pernot, 

Physicians for Human Rights (PHR) interns; Elise Baker, PHR investigations program assistant; 

Erin Gallagher, PHR director of investigations; Widney Brown, PHR director of programs; 

Susannah Sirkin, PHR director of international policy and partnerships; Adrienne Fricke, PHR Syria 

advisor; and Priyanka Anand, Julieta Hovhannisyan, and Caitlin Kawaguchi, PHR interns. 

 

This overview and analysis was reviewed by PHR leadership and staff, including Donna McKay, 

PHR executive director, and Eliza Young, MA, PHR publications coordinator. It has also benefited 

from external review by Michele Heisler, MD, MPA, PHR volunteer medical advisor, PHR board 

member, professor of internal medicine and of health behavior and health education at the University 

of Michigan Medical School; and Lois Whitman, JD, MSW, PHR board member, founder and former 

director of Human Rights Watch Children's Rights Division, and member of the board of visitors at 

CUNY Law School. 

 

 

 

1 https://www.icrc.org/eng/assets/files/2012/health-care-law-factsheet-icrc-eng.pdf  
2 In Article 2 of all four Geneva Conventions, international armed conflicts are defined as “cases of declared war 

or any other armed conflict which may arise between two or more High Contracting Parties, even if the state of 
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obligations of health care workers and can lead to widespread distrust of the health care system. 
9 http://www.cnn.com/2015/03/03/asia/pakistan-polio-vaccine-arrests/  

                                                 

https://www.icrc.org/eng/assets/files/2012/health-care-law-factsheet-icrc-eng.pdf
https://www.icrc.org/customary-ihl/eng/docs/v1_cha_chapter7_rule25
https://maplecroft.com/portfolio/new-analysis/2014/12/10/volatile-elections-instability-and-rising-violence-leave-investors-facing-turbulent-2015-emerging-markets-verisk-maplecroft-political-risk-atlas/
https://maplecroft.com/portfolio/new-analysis/2014/12/10/volatile-elections-instability-and-rising-violence-leave-investors-facing-turbulent-2015-emerging-markets-verisk-maplecroft-political-risk-atlas/
http://www.safeguardinghealth.org/sites/shcc/files/under-attack.pdf
http://www.cnn.com/2015/03/03/asia/pakistan-polio-vaccine-arrests/

