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In May 2016, as attacks on health care in armed conflicts were increasing globally, the 
United Nations Security Council adopted Resolution 2286, demanding warring par-
ties comply with their international obligations to prevent and address such attacks. 
The resolution was adopted unanimously by the Council and cosponsored by eighty-
five UN member states. New data collection and public attention on attacks against 
health care at the time signaled that, contrary to scholarly expectation, the Council 
might use tools already at its disposal to ensure compliance with the resolution. Yet in 
the years that followed, the Security Council and states took few concrete steps to im-
plement Resolution 2286. In this essay, we identify and analyze barriers that prevent-
ed the use of existing structures and mechanisms to influence the conduct of war. We 
contend that the experience of Resolution 2286 can tell us a great deal about the value 
of such resolutions as a response to pressing issues of humanitarian concern.

In May 2016, as attacks on health care personnel, facilities, and transport in 
armed conflicts were increasing around the world, the United Nations (UN) 
Security Council adopted Resolution 2286 on the protection of medical care 

in armed conflict.1 The resolution condemned attacks on medical care and de-
manded that warring parties comply with their obligations under international 
humanitarian and human rights law to prevent and address attacks against med-
ical care in situations of armed conflict. The resolution was adopted unanimous-
ly by the Council’s fifteen members and cosponsored by eighty-five UN member 
states. Some state representatives said Resolution 2286 sent “a strong message” 
and “a clear signal” from the Council of the need to protect health care.2 The then- 
president of the International Committee of the Red Cross (ICRC), Peter Maurer,  
described it as a “momentous step in the international community’s effort to 
draw attention to a problem that we otherwise risk getting used to through the 
sheer frequency of its occurrence.”3 

While active scholarly discussion tells us the UN rarely uses enforcement 
mechanisms or its full powers to bring about compliance with its resolutions–
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for example, by referring individuals to the International Criminal Court for war 
crimes–there seemed to be reason to hope for change in the years preceding the 
adoption of Resolution 2286.4 New data collection and high-profile attacks on 
health care were putting significant public pressure on both the Security Coun-
cil and individual member states to act to prevent and enforce international hu-
manitarian law (IHL).5 In 2015, an attack by United States forces on the Médecins 
Sans Frontières (MSF) trauma center at Kunduz in Afghanistan became the latest 
high-profile episode in a litany of attacks on health care personnel, facilities, and 
transport. These stretched beyond Afghanistan to the Central African Republic 
(CAR), the Democratic Republic of the Congo (DRC), Iraq, Libya, South Sudan, 
Syria, Ukraine, Yemen, and elsewhere.6 During debates on Resolution 2286, Jo-
anne Liu, international president of MSF at the time, reported that four of the five 
permanent members of the Security Council were “implicated” in attacks against 
health care in Yemen and Syria.7 In light of this global attention, the Security 
Council seemed to be poised to address illegal conduct in war.

But in the years that followed, the UN Security Council and member states 
took few concrete steps to implement Resolution 2286, according to the secretary- 
general’s reports and UN Secretariat. In his 2021 report to the Security Council 
on the protection of civilians in armed conflict, UN Secretary-General António 
Guterres noted that persistent violence, threats, and attacks against medical care, 
combined with the effects of conflict and the COVID-19 pandemic, had intensified 
human suffering, and placed enormous strain on weakened health care services.8 
He further noted that while some states had developed and implemented good 
practices to protect medical care, much more needed to be done. Others have noted  
the “unhappy consensus” that Resolution 2286 “has made little difference on the 
ground.”9 

The experience of Resolution 2286 can tell us a great deal about the value of UN 
Security Council resolutions as a response to pressing issues of humanitarian con-
cern. In this essay, we outline and critically analyze tools the UN Security Council 
and member states have available to shape the conduct of war and consider why 
these often go unused. Rather than finding that the Security Council and member 
states lacked the prevention and enforcement mechanisms to alter the behavior of 
warring parties, we contend that mechanisms at their disposal gathered dust. We 
identify and analyze a set of barriers that prevent the use of existing structures and 
mechanisms to influence the conduct of war. 

Our analysis of efforts to protect health care since the passage of Resolution 
2286 in 2016, while attacks have continued to rise, has useful potential implica-
tions for how we understand the Security Council’s willingness and ability to in-
fluence the conduct of parties to a conflict and to protect civilians.10 We also high-
light the ways in which Resolution 2286 was particularly politicized because Se-
curity Council members were implicated in attacks. We suggest this is a potential 
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explanation for both the Security Council member states’ failures to turn talk into 
action and the diffuse and limited implementation of Resolution 2286 by a hand-
ful of other member states/non-Security Council member states, nonstate actors, 
and nongovernmental organizations (NGOs) that followed.

Resolution 2286 was drafted by representatives from Egypt, Japan, New 
Zealand, Spain, and Uruguay (the “penholders”). They were supported in 
their efforts by the ICRC, MSF, and the UN, all organizations with first-

hand, field-based experience and understanding of the problem of attacks against 
health care. These organizations were also instrumental in drawing attention to 
attacks. For example, since 2011, the ICRC-established Health Care in Danger proj-
ect has aimed to influence the doctrine and practice of weapon bearers, document 
interruptions of health service and the frequency of violent incidents, and mon-
itor the impacts of attacks on the effectiveness and sustainability of health care. 
This initiative also sought to mobilize a “community of concern” to address the 
issue and increase accountability for attacks through effective state investigations 
and prosecution of crimes committed against health care personnel, facilities, 
and transport.11 

As a result, the resolution’s analysis of the problem and the possible respons-
es to it were solidly grounded in the experience of key actors engaged in settings 
of armed conflict. Peter Mauer remarked on this publicly at a Security Council 
meeting:

Every comma [in the resolution] has been carefully considered and negotiated and 
the result is strong. . . . In clear language, the Council has underlined the importance  
of international humanitarian law and called on all States and all parties to armed con-
flict to comply with their obligations and develop effective measures to protect peo-
ple’s lives by preventing and addressing violence against medical personnel, facilities, 
transport and humanitarian personnel engaged exclusively in medical duties.12

The resolution’s language was also reviewed and revised through rounds of ne- 
gotiation.

What the resolution says–and does not say–falls into three parts, with calls to 
action outlined in its final paragraphs. First, the resolution recalls legal obligations 
and reminds parties of the relevant IHL. The resolution’s preambular paragraphs re-
call the specific IHL obligations of parties to a conflict to respect and protect medical 
personnel and humanitarian personnel exclusively engaged in medical duties, their 
means of transport and equipment, and hospitals and other medical facilities, and 
to ensure that the wounded and sick receive medical care and attention. They recall 
the obligation to distinguish between civilian populations and combatants, the pro-
hibition against indiscriminate attacks, and obligations to do everything feasible to 
verify that targets are neither civilians nor civilian objects and are not subject to spe-
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cial protection, including medical personnel, their means of transport and equip-
ment, and hospitals and other medical facilities. These opening paragraphs also re-
call the obligation parties to a conflict have to take all feasible precautions to avoid 
and minimize harm to civilians and civilian objects.

Second, reminders turn to condemnation as the resolution points to rules that 
are not being followed, and identifies some of the most significant areas where 
human lives are being lost as a result of attacks on health care. Having laid out 
the legal framework, the resolution expresses the Security Council’s deep concern 
that “despite these obligations, acts of violence, attacks and threats against medi-
cal personnel and humanitarian personnel exclusively engaged in medical duties, 
their means of transport and equipment, as well as hospitals and other medical fa-
cilities, are being perpetrated in situations of armed conflicts and that the number 
of such acts is increasing.”13 It further and rightly observes that “locally recruit-
ed medical personnel and humanitarian personnel exclusively engaged in medical 
duties account for the majority of casualties among such personnel in situations 
of armed conflict” and that “the delivery of humanitarian assistance, including 
medical assistance, to populations in need is being obstructed by parties to armed 
conflicts in many conflict situations.”14

Finally, the resolution turns to questions of what is to be done. Here, the res-
olution shifts to softer language when calling for action on practical measures 
for protecting health care and accountability for the perpetrators of attacks. The 
operative paragraphs of the resolution provide a series of actions to be taken by 
parties to a conflict, and member states, to keep health care safe from attack. The 
resolution “demands” that parties to a conflict comply with relevant IHL and hu-
man rights law (HRL) obligations, and that parties to a conflict and member states 
develop effective measures to prevent and address acts of violence, attacks, and 
threats, including at the domestic level and in the conduct of military operations. 
The resolution also calls upon member states to ensure that their armed forces 
integrate practical measures for the protection of the wounded and sick and med-
ical services into the planning and conduct of their operations. What these prac-
tical measures might entail is left up to individual states. The text of the resolu-
tion further urges member states to conduct independent and impartial investi-
gations into incidents affecting the protection of medical care in conflict that may 
fall within their jurisdiction, with a view to reinforcing preventive measures and 
addressing the grievances of victims. It aims to end impunity for violations. 

One interpretation of the resolution’s call to action, without any specification 
of what action should be taken, is that it acknowledges the diverse and context- 
specific measures needed to protect health care in different types of conflict. A 
less charitable characterization of the resolution is that, by failing to ask state and 
other actors to undertake specific actions, it gives conflict parties a way out of tan-
gible behavioral change.
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The challenges of turning talk into action were noted at the time of the res-
olution’s adoption by Joanne Liu, who insisted that the Council “must 
translate this resolution into action. It must recommit unambiguously to 

the norms that govern the conduct of war. [The] resolution must lead to all State 
and non-State actors stopping the carnage.”15 And since the adoption of Reso-
lution 2286, a range of actions has been undertaken by different state and non-
state actors in support of the protection of health care in armed conflict. From 
2017 to 2021, the secretary-general’s reports on the protection of civilians have 
documented various efforts to strengthen the protection of health care, includ-
ing state-led reviews of national legal frameworks, efforts to improve the collec-
tion of data on attacks against health care, and the development and sharing of 
good practices. However, our analysis of the secretary-general’s reports during 
this period also shows that the actions taken by states have focused predomi-
nantly on debate and advocacy, with only limited reporting of any new state-
developed “effective measures to prevent and address acts of violence, attacks 
and threats against medical personnel and humanitarian personnel” that Reso-
lution 2286 calls for.16 Since 2016, NGOs have been the primary actors that have 
taken, or been handed, responsibility in moving the issue forward. However, 
these organizations do not conduct war, nor can they change its conduct them- 
selves.

The period of 2017 to 2021 saw a range of intergovernmental initiatives pur-
portedly in support of Resolution 2286. In 2016, Canada and Switzerland estab-
lished an “informal group of friends” of Resolution 2286, which includes Austra-
lia, Austria, Belgium, Brazil, France, Germany, Italy, Japan, Liechtenstein, Lux-
embourg, the Netherlands, Norway, Portugal, the United Kingdom, and Uruguay. 
Members of the group made statements at the annual open debates on the protec-
tion of civilians in armed conflict, advocating respect for IHL and HRL and protec-
tion of health care by parties to a conflict and full implementation of Resolution 
2286. Here, states were engaged in advocacy that repeated much of what was al-
ready called for in Resolution 2286. These states, with a few exceptions, were not 
engaged in active conflict.

In a similar vein, France proposed a “Declaration on the Protection of Medi-
cal and Humanitarian Personnel” in 2017, which was subsequently endorsed by 
eleven other UN member states. The endorsing states pledged to take “practical 
measures to enhance the protection of, and prevent acts of violence against, the 
medical and humanitarian personnel, and to better ensure accountability for vi-
olations.”17 The initiative was welcomed at the time as a “concrete step” toward 
implementation of Resolution 2286.18 In terms of substance, however, the decla-
ration covers similar ground to the resolution and raises the question of why these 
states felt the need to adopt a declaration committing themselves to actions al-
ready called for under Resolution 2286.
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Much of the state action taken during this period layered new promises on top 
of those that were articulated in Resolution 2286. These statements and declara-
tions did not introduce new implementation mechanisms and, perhaps as an un-
intended consequence, distracted the global community from ongoing inaction. 
As reported by the secretary-general, some national armed forces have adopted 
measures to better protect medical care. For example, these national militaries 
factored in the location of medical facilities when establishing defense and attack 
zones and movements of troops and material, refrained from using medical ob-
jects to support the military effort, took precautions in the conduct of war (for 
example, by issuing warnings), separated evacuation routes and areas from those 
intended for armed forces, verified that rules of engagement were in line with in-
ternational humanitarian law, and ensured the presence of a legal adviser to coun-
sel the chain of command.19 

Some nonstate armed groups have demonstrated greater openness and trans-
parency regarding attacks on health care than UN member states involved in 
armed conflict. In 2018, the NGO Geneva Call launched a “Deed of Commitment 
on Protecting Health Care in Armed Conflict,” which seeks to ensure that armed 
groups provide and maintain access for affected populations to essential health 
care facilities, goods, and services, without adverse distinction–that is, ensuring 
civilian facilities are identified and not attacked–and that armed groups facili-
tate the provision of health care by impartial humanitarian organizations.20 At 
the time of writing, four armed groups have signed the deed of commitment and, 
in doing so, agreed to allow and cooperate in the monitoring and verification of 
their commitments by Geneva Call.21 This could include visits and inspections in 
all areas where they operate, and the provision of the necessary information and 
reports. Thus far, states have accepted much less scrutiny and oversight in relation 
to implementation of their IHL obligations in general, let alone in relation to the 
protection of health care.

The various actions and initiatives discussed above notwithstanding, it should 
be noted that the extent to which state and nonstate actors have been motivat-
ed by and acted in response to Resolution 2286 is not clear. Actions may have 
stemmed from the concerted efforts of organizations, such as the ICRC, to engage 
the concerned actors, and promote and support such measures in the context of 
its Health Care in Danger  project. It might also be the case that these actions were 
part and parcel of broader efforts to implement IHL or were taken for altogether 
different reasons. 

Nonetheless, the secretary-general’s reports between 2017 and 2021 have con-
tinued to emphasize the need for parties to a conflict to comply with IHL and en-
sure the protection of health care personnel, facilities, and transport; and for 
member states in particular to step up their efforts to implement the provisions of 
Resolution 2286. Other analysts and commentators have been even more direct in 
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their assessment of the degree to which the resolution has been implemented. Re-
ferring to the “global onslaught of violence against health workers, facilities, and 
transport from 2016 through 2020,” the Safeguarding Health Care in Conflict Coa-
lition chastised the Security Council and member states for their “abject failure . . .  
to take any meaningful measures to prevent attacks or hold those responsible to 
account” as required by Resolution 2286.22

The sources of this failure are twofold and connected. First, the Security 
Council did not use the mechanisms already at its disposal to prevent at-
tacks against and enforce protections of health care. Resolution 2286 did 

not include a formal process for ensuring monitoring, reporting, or accountabili-
ty, although there are precedent-setting resolutions that do so and thus could have 
served as models. Second, diffuse implementation by a few cannot make up for a 
general avoidance of responsibility, particularly by Security Council members but 
also by other member states. As existing mechanisms go unused, a culture of state 
impunity is encouraged, and so too is a willingness to shift state responsibility to 
others, such as NGOs. 

Beginning with the most general mechanisms available, the Security Council 
has at its disposal tools for promoting and ensuring implementation of its reso-
lutions and compliance with IHL and for sanctioning noncompliance. It has in-
creasingly used targeted sanctions in response to some violations of IHL and HRL. 
The designation criteria for sanctions regimes–which determine who is subject to 
sanctions–in the Central African Republic, the Democratic Republic of the Con-
go, Mali, Somalia, and South Sudan expressly include individuals or entities re-
sponsible for attacks on hospitals (which might initially appear rather limiting but 
could be interpreted broadly by the sanctions committees to apply to health care 
personnel, facilities, and transport).23 The designation criteria for Libya, Sudan, 
and Yemen are less specific but include planning, directing, or committing acts that 
violate IHL and HRL, which could potentially include attacks on health care.24 

The Security Council also has the authority to establish commissions of inqui-
ry to further examine situations involving serious violations of IHL and HRL, as 
it did in relation to Darfur in 2004 and the Central African Republic in 2013.25 It 
can refer such situations to the International Criminal Court for further investiga-
tion and prosecution of alleged perpetrators, as it has done in relation to Darfur in 
2005, on the basis of the report of the commission of inquiry, and Libya in 2011.26 
Again, there is scope within these measures for the Security Council to address at-
tacks against health care, should it choose to do so. 

What is more, along with attacks against schools, attacks against hospitals are 
one of the six grave violations of children’s rights that are subject to the Security 
Council’s monitoring and reporting mechanism (MRM) on children and armed 
conflict (CAAC).27 For more than fifteen years, the MRM has “worked to document 
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and verify failures to protect children in armed conflict–namely, instances where 
there have been grave violations against them–and has encouraged dozens of par-
ties to conflict to engage with the UN toward making concrete changes that have 
positively affected the lives of children living through conflict.”28 

Established pursuant to Security Council Resolution 1612, the MRM systemati-
cally gathers information on the six grave violations.29 In addition to attacks against 
hospitals and schools, these include killing and maiming children; recruitment or 
use of children by armed forces or armed groups; sexual violence against children; 
abduction of children; and denial of humanitarian access for children. The mech-
anism is automatically activated by the listing of a party to an armed conflict in the 
annexes to the UN secretary-general’s annual reports on children and armed con-
flict. These and country-specific reports are then reviewed by the Security Council 
Working Group on Children and Armed Conflict and used to inform its conclu-
sions and recommendations.30 These can range from referrals to sanction commit-
tees, recommendations to governments and armed actors, or even suggested refer-
ral by the Security Council of a given situation to the International Criminal Court. 
No such formal process was embedded in Resolution 2286, but processes under 
the MRM do seek to protect humanitarian access and hospitals. For example, in 
the secretary-general’s 2022 CAAC reports, parties are listed for attacks on schools 
and hospitals, alongside other violations.31 While criticisms in recent years have 
suggested that the listing mechanism has been politicized, allowing some states to 
remain off the list and avoid scrutiny, these are measures “with teeth” that work, 
however imperfectly, to encourage compliance with international law.32

Last but not least, the option also exists for the Security Council to request that 
the secretary-general appoint a special representative on the protection of health 
care who would be mandated to monitor, support, and report on the implementa-
tion of Resolution 2286 by member states and parties to a conflict. Special repre-
sentatives of the secretary-general have been appointed with respect to children 
and armed conflict and conflict-related sexual violence at the request of the Se-
curity Council. The Council has, so far, not chosen to do so for the protection of 
health care.

Resolution 2286’s failure to alter the conduct of war can also be attributed to 
the politicization of attacks on health care and the diffuse implementation 
of the resolution. Ultimately, implementation rests on the willingness of 

individual parties to a conflict, states, and the UN secretary-general–to whom the 
resolution’s operative paragraphs are addressed because existing prevention and 
enforcement mechanisms go unused, and new mechanisms are not formally em-
bedded in Resolution 2286.

This reliance on political will appears to have emerged in part because the con-
ditions we see at play during the drafting of Resolution 2286 differ from those that 
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allowed for the formalization of enforcement mechanisms in Resolution 1612 and 
subsequent resolutions on CAAC. The CAAC resolutions focused on strengthening 
protection for children in armed conflict, which is a topic that can easily gather 
broad agreement and be discussed without quickly implicating Security Council 
members, member states, and other parties to a conflict. By contrast, documenta-
tion of attacks on health care, calls for prevention, and demands for accountabil-
ity strike at the heart of state conduct in war. Recall that in 2016, during debates 
on Resolution 2286, the UN Security Council was reminded that four out of five 
of its members had perpetrated attacks on health care. At the time, the United  
States and Russian Federation were also engaged in war by proxy on multiple 
fronts, in which attacks on health care were consistently reported. Restraint was 
therefore likely perceived as a potential source of disadvantage in ongoing con-
flicts, making it unlikely that Resolution 2286 would include formalized enforce-
ment mechanisms. 

As discussed above, implementation of the resolution was taken on by a few states 
engaged primarily in debate and advocacy, as well as by nonstate armed groups and 
NGOs. Additionally, rather than formalizing state and warring party responsibilities 
and accountability, the resolution asked the secretary-general to provide country- 
specific situation reports, to report on the issue of the wounded and sick, medical 
personnel, and humanitarian personnel (that is, their transport, equipment, and 
medical facilities), and to recommend prevention and accountability measures. 
This meant that the secretary-general was a key player in the implementation of Res-
olution 2286, but the demands quickly overwhelmed his office.

The UN secretary-general was mandated to follow-up in a range of ways, but 
directives proved difficult to fulfill due to a series of structural barriers, includ-
ing missing information, impediments to information sharing, and limited polit-
ical will from the Security Council. The secretary-general was encouraged by Res-
olution 2286 to alert the Security Council of any situation in which the delivery 
of medical assistance to populations in need is being obstructed by parties to the 
armed conflict–an action he has yet to take. He was further requested to use both 
his regular country-specific reports and his annual report on the protection of ci-
vilians to document specific acts of violence against health care, remedial actions 
taken by parties to conflict and other relevant actors to prevent similar incidents, 
and actions taken to identify and hold accountable those who commit such acts.33 
The Security Council also requested that the secretary-general provide briefs ev-
ery twelve months on the implementation of the resolution.

One key challenge is related to the availability of the kind of detailed data re-
quested by the Council and the abilities of the secretary-general’s office to report 
on it. Data collection initiatives are ongoing, such as the World Health Organiza-
tion’s Surveillance System for Attacks Against Health Care, which was launched 
in December 2017, and Insecurity Insight data on attacks against health care, 
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published by the Safeguarding Health in Conflict Coalition (SHCC). UN field-
based data also inform the secretary-general’s annual reports. However, country- 
specific situation reports and protection of civilians reports, which are limited in 
length, cannot accommodate additional detailed information while also meet-
ing other mandated reporting requirements on, for example, the protection of 
journalists, missing persons, persons with disabilities, and conflict-related food  
insecurity or emerging protection of civilians issues.34 With the exception of his 
2021 report, which focused on implementation of Resolution 2286 to mark its fifth 
anniversary, the secretary-general’s annual protection of civilians reports have 
been limited to providing general information pertaining to attacks against health 
care without identifying alleged perpetrators.

Furthermore, detailed and specific discussion of the measures taken by states 
and other actors to enhance the protection of health care and implement the pro-
visions of Resolution 2286 are often absent for a variety of reasons. This may indi-
cate that information is not (yet) available or may reflect the limited political will 
of parties to a conflict and states to report on their lack of progress in implement-
ing the resolution. For example, in 2018, the UN Secretariat canvassed the mem-
bers of the informal “Group of Friends” of Resolution 2286 on steps they had tak-
en to implement the resolution. Only one state responded.35 A similar survey of 
all 193 UN member states in advance of the 2021 report focusing on implementing 
Resolution 2286 received only fourteen responses.36

We see limited political will at the Security Council as well. In August 2016, the 
secretary-general submitted a comprehensive and detailed set of recommenda-
tions in response to the request contained in Resolution 2286 that the secretary- 
general outline “measures to enhance the protection of, and prevent acts of vio-
lence against, the wounded and sick, medical personnel and humanitarian person-
nel.”37 The recommendations sought to establish a framework to prevent attacks 
and promote the practical implementation of precautionary measures through-
out military operations, and ensure documentation of acts of violence, attacks, 
and threats, as well as accountability for violations and redress for those affected. 
There was “wide agreement” among humanitarian, human rights and health orga-
nizations, and many governments that the secretary-general’s recommendations 
“could, if implemented, dramatically increase protection of health care on the 
ground.”38 To date, however, the Security Council has not raised the recommen-
dations for consideration despite having itself requested them. The Council is not 
willing to act. And yet its responsibility for the protection of health care cannot be 
delegated to institutions or NGOs that do not take part in war.

There are things that the Security Council could be doing. Regarding the pro-
tection of civilians, attacks against health care are essentially problems of 
state and nonstate parties to a conflict not complying with their existing le-
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gal obligations, and specifically international humanitarian law. There is no doubt 
that the next penholders on resolutions that address the conduct of war will have 
their work cut out for them should they wish to successfully strengthen and ensure 
respect for IHL. They will need to overcome a fundamental problem of power: how 
to get someone to do something they otherwise would not do. The reasons for com-
plying with IHL or not, for attacking or not attacking health care, are myriad. They 
can change from one context, one day, one party to the conflict, one military unit, or 
one combatant to the next.39 What is clear is that merely reaffirming existing com-
mitments to international law, as Resolution 2286 does, will do little to address this 
state of affairs without the Security Council taking more concrete and direct steps 
to promote and ensure implementation of the resolution. For example, the Security 
Council could impose targeted sanctions or refer situations involving attacks against 
health care to the International Criminal Court. However, in the contemporary era, 
with a divided Council and a veto-wielding member continuing to carry out attacks 
against health care in Ukraine, the opportunities for progress in this regard are slim.

We agree with the Safeguarding Health in Conflict Coalition when they high-
light the need for states (and, one would add, parties to a conflict) to be held to 
account for failing to carry out their commitments under Resolution 2286. How-
ever, we question SHCC calls for additional UN secretary-general reporting or for 
the secretary-general to appoint a special representative to monitor and report on 
state performance, as well as make recommendations to ensure greater compli-
ance with Resolution 2286.40 It is admirable to increase the secretary-general’s 
ability to report in this way, but we are not convinced that this will be achievable 
given the current political climate and structural barriers at the Security Council. 
First, this appointment would require a Security Council request, which returns us 
to the issue of political will, which is currently lacking. Second, without a formal 
agreement from the Security Council, it is not clear what status the new reports of 
the special representatives of the secretary-general would have and whether and 
how they would be considered by the Council and member states.

Our assessment suggests that we turn to the future and ensure that penhold-
ers and advocates for new resolutions on issues of humanitarian concern focus, 
at the time of drafting, on formally tying new issues to existing mechanisms 
that hold states and nonstate actors to account. This would reduce strain on the  
secretary-general’s office, prevent too much reliance on implementation by a 
willing few, and place responsibility back in the hands of the states–who have the 
greatest power to alter conduct in war. In the meantime, to protect health care, the 
secretary-general’s resources would be better spent using–and showing a will-
ingness to use–existing mechanisms, such as those that protect against the six 
grave violations against children. Demonstrating a willingness to turn talk into 
action would hold states avoiding responsibility to public and formal account, 
and begin to undermine a culture of impunity.
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