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Medical Mission: Ethics, Challenges and Good Practices 

 

In June of 1859, Henry Dunant witnessed the terrible scenes after the battle of Solferino, 

where thousands of wounded soldiers died one after the other for lack of appropriate 

medical care, and asked a simple but decisive question in his Mémoires: “Would it not be 

possible, in time of peace, to form relief societies for the purpose of having care given to the 

wounded in wartime by zealous, devoted and qualified volunteers?” 

The International Conference convened in Geneva 4 years later built upon the fact that the 

medical services in times of war were inadequate and that States should address the 

question on the agreement of the status of medical personnel.  

Thus, the protection of medical activities has been at the very heart of international 

humanitarian law since its inception.  

I will divide this presentation into 3 parts. First, I will briefly refer to the provisions that hold 

the basic protection of medical ethics in international and non-international armed conflict; 

second, I will point some current challenges concerning the implementation of these 

provisions; and finally, I will try to infer some good practices from the experience in my 

country.  

 

1. Protection of medical ethics in the Geneva Conventions and Additional Protocols 

 

The basic provisions of the Geneva Conventions and Additional Protocols are absolutely clear 

regarding the protection of the medical activities in international and non-international 

armed conflicts.  

The first Geneva Convention dedicates chapters III to VII to the protection of medical 

activities in international armed conflicts, defined as conflicts between States. Article 19 

provides three basic and general conditions: “Fixed establishments and mobile medical units 

of the Medical Services may in no circumstances be attacked, but shall at all times be 

respected and protected by the Parties to the Conflict.”  

The First Additional Protocol complements the 4 Geneva Conventions, and reiterates in its 

article 12 the same principle according to which the prohibition of attacks is absolute and 



applicable in all circumstances: “Medical units shall be respected and protected and shall not 

be the object of attack”.  

On the other hand, concerning non-international armed conflicts (understood as conflicts 

between a State and a non-state armed actor, or among non-state armed actors), common 

article 3 holds that the parties to the conflict are “bound to apply” two broad provisions, the 

second of which holds that “the wounded and the sick shall be collected and cared for”.  

The 2016 ICRC Commentary to common article 3 states that “the obligations to collect and 

to care also necessarily imply respecting and protecting medical personnel, facilities and 

transports.” 

I will not go further into the details of these provisions.  

 

I would just like to call your attention to two similar articles concerning medical ethics, 

namely article 16 of Protocol 1 and article 10 of Protocol 2, whose first paragraphs are 

identical: “Under no circumstances shall any person be punished for carrying out medical 

activities compatible with medical ethics, regardless of the person benefiting therefrom.” 

The provisions focus all their attention on the medical ethics. In the French version the 

translation makes reference to “déontologie”, which could be simply understood as the set 

of moral duties of the practitioners. In this regard, the ethical principles to which reference is 

made here are those defined by the World Medical Association, and known as the 

Declaration of Geneva adopted in 1948. This set of universal principles are used as a model 

for the oath taken at the time of being admitted as a member of the medical profession. The 

essential core of these principles is to act in the service of humanity, in an impartial and 

neutral manner. And here impartial and neutral are referred in their strongest meaning: to 

act in favor of the patient, respecting her or his interest, and not permitting that any adverse 

consideration intervenes between the doctor and the patient.  

 

However, paragraphs 3 and 4 of article 16 of Additional Protocol II introduce a caveat:  

“3. The professional obligations of persons engaged in medical activities regarding 

information which they may acquire concerning the wounded and sick under their care shall, 

subject to national law, be respected. 

4. Subject to national law, no person engaged in medical activities may be penalized in any 

way for refusing or failing to give information concerning the wounded and sick who are, or 

who have been, under his care.” 

 

This is the usual example of an outcome from difficult negotiations. On the one hand, we 

have a general prohibition of administrative or penal measures against “persons exercising 

medical activities” for not disclosing information, and at the same time such prohibition is 

subject to national legislation. How can such caveat be interpreted? The ICRC commentary 

holds that: “In accordance with the principle of penal law, ‘nullum crimen sine lege’ if there is 

no national law on the subject, a doctor cannot be penalized in any way for maintaining 

silence. This stand cannot be interpreted as taking sides in the conflict.”  



I will come back to this later.  

 

2. Main challenges: how to implement IHL rules? 

 

In general terms, we can say without hesitation that the existing law is quite clear and 

straightforward: Medical personnel, units and transports shall not be the object of attack. 

But how do we guarantee and ensure implementation of this rule? 

I think, and many of us think, that this is the key question today. How to guarantee 

compliance of IHL, how to strengthen respect for IHL.  

It is not a matter of interpretation to know if an attack against medical personnel or unit is 

lawful, it is rather a matter of facts.  

 

As we all know, Resolution 2286 of the Security Council, adopted in May 2016, deals directly 

with this situation. As the former Secretary General put it in its statement: “The Council and 

all Member States must do more than condemn such attacks… They must use every ounce of 

influence to press parties to respect their obligations.” 

The operative paragraph 4 of this Resolution urges States and all parties to armed conflict to 

implement concrete measures to prevent and address acts of violence against the medical 

mission. The set of measures includes: (i) development of domestic legal frameworks to 

ensure respect for their relevant international legal obligations, (ii) the collection of data on 

obstruction, threats and physical attacks on medical personnel, means of transport and 

medical facilities, and (iii) the sharing of challenges and good practices.  

In Geneva thanks to the initiative of Switzerland and Canada, a group of States from 

different regions has been working in ways to contribute to the implementation of these 

measures, with the support of ICRC, WHO and MSF. We have been discussing with experts 

from International NGOs involved in addressing this issue, the way to raise awareness about 

the importance of the question and also about the critical decisions that must be made in 

order to make attacks against medical mission an international taboo again. 

We have been working in the three tracks established by the Council Resolution, and I would 

like to say that each one of them is feasible but requires a constant effort and particular 

determination.  

 

For example, we are looking for spaces in the multilateral arena to demonstrate the 

relevance of having domestic legislation aiming at preventing and addressing the violence 

against the medical mission. This is of critical importance not only to ensure international 

obligations but also because it will allow the creation of an institutional environment infused 

with the very idea of protecting medical personnel in all circumstances.  

This idea brings us back to article 16 of Additional Protocol II concerning measures that shall 

not be taken against persons exercising medical activities for holding patient’s information 

and which must be read together with article 10 according to which “under no circumstance 

shall any person be punished for having carried out medical activities compatible with 



medical ethics, regardless of the person benefitting therefrom.” Achieving this long-term 

goal at the domestic level is perhaps one of the best ways to prevent future attacks against 

humanitarian actors whose main vocation is to be neutral and impartial.  

Concerning the collection of data, we have a major challenge on many levels. We know, for 

example, that several actors gather information on attacks and general violence against 

medical mission. ICRC has developed for years the project Health Care in Danger, WHO has 

issued a Report on the attacks against Health Care, different NGOs report information on 

violence and incidents, but so far we do not have a platform or mechanism in charge of 

consolidating this scattered information.  

The numbers differ from one actor to the other, because sources are different and 

methodologies are diverse. This creates two main problems: (i) if we do not have 

consolidated figures, it is very difficult to assess the real evolution of the question and 

identify trends or impacts on the ground; (ii) since the figures come from different sources, 

they are usually contested and even unacknowledged or simply ignored. 

We shall collectively create a space to have a deep discussion on this matter and try to find 

the best way to gather and consolidate this data be it at the international, regional or 

national level. And this leads me to my last point, our national experience.  

 

3. Lessons from Colombia  

 

Colombia for more than 50 years has suffered the devastating consequences of an internal 

armed conflict that we are now ending through political negotiation.  

This is a beacon of hope for our country and particularly for the more than 8 million victims 

that have been officially recognized and are being repaired by the State.  

During these hard times, we learned the utility of applying the norms of IHL. As our 

Constitutional Court put it when Colombia ratified Additional Protocol II:  

“Humanitarian norms, far from legitimizing war, appear as a projection of the search for 

peace, which is in the Colombian Constitution a right and a mandatory duty […] Article 214 

of the Constitution states that rules of IHL must be respected in all circumstances. 

Accordingly, all armed actors, state or non-state, are obliged to respect the minimum 

standards and principles of humanity that cannot be derogated even in the worst situations 

of armed conflict.” 

 

Taking this into account as well as the degrading situation of medical services in the middle 

of the conflict, since 1998 the ICRC and the National Red Cross launched a series of dialogues 

with Government institutions in order to promote respect for and protection of health 

facilities and health personnel. Many national entities joined the process: the Ministries of 

Health, Interior and Labor; the General Prosecutor; the Attorney General; the World Health 

Organization; the hospitals; the private sector; the police and the army. 

 



Throughout the years, this space became the National Permanent Roundtable for the 

Respect of Medical Mission.  

Thus, one of the first lessons learned is that Programs dedicated to protecting the Medical 

Mission are not a responsibility solely of the Health sector; they demand an inter-sectoral 

approach and engagement.  

 

On the other hand, the Colombian armed conflict manifests itself differently in the regions of 

the country. Therefore, the national Roundtable saw the need to empower the authorities at 

a local level, specifically governors. Nowadays, the local roundtables are set up by 

administrative acts of constitution and their composition is similar to that of the National 

Roundtable, but structured in accordance with the needs of each region. 

I would also like to stress a critical element in our case: the creation of an emblem for 

exclusive use of civilian medical personnel in 2002. Our national legislation incorporates the 

regulation of the use and protection of the emblem of the Red Cross, which serves the 

purpose of identifying the medical mission (both military and civilian). Creating an emblem 

that would only identify the different civilian elements of the medical mission allows for 

better access by civilian medical personnel to victims of armed conflict, natural disasters or 

any other catastrophe, and also for their protection on the ground, preventing confusios, 

resistance and erroneous perceptions of their mission. 

 

Additionally, as a main outcome of the work of National Roundtable, in 2012 the Ministry of 

Health and Social Protection approved the Manual of the Medical Mission, which defines the 

standards and use of the emblem; stress the rights and obligations of medical personnel; 

and gives recommendations for safety.  

 

And last but not least, the Ministry of Health established a Register of Infractions against the 

Medical Mission, to follow up infractions and incidents in real time and take the necessary 

actions, which include logistical and operational measures to provide security when specific 

threats are detected.  

This last practice is a concrete example that we would like to share. From our experience, 

one of the first steps to protect and prevent attacks against medical mission is the 

identification of patterns of infraction and this can be better assessed with information 

coming from the ground. Of course, this must be built in a way that does not compromise 

the neutrality and impartiality of the medical mission. We do not say that our systems is 

perfect and has successfully stopped all the incidents, but we definitely can assess whether 

the measures taken are effective in reducing the number of incidents and identifying the 

main underlying factors. For instance, between 1996 and 2016 we can count 1285 incidents 

and 1117 direct victims (medical personnel). We had a peak in 2002 of 175 incidents per 

year. For 2016 we had around 100 incidents reported. We also know that a significant 

percentage of these incidents during last year were not directly associated with actors of the 

armed conflict.  



 

With this valuable information at hand, we have been able to bring to the fore front the 

necessity to respect the work of the medical mission and to put constantly as a priority their 

unimpeded access to the most critical points of our territory.  

 


