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Abstract 

[bookmark: _GoBack]In an era of globalization, health is political. The politicization of health can best be analyzed by focusing on global health diplomacy (GHD), a term that describes the utilization of health investments to forward foreign policy goals. GHD has major implications for how we think about the protections for health workers under both just war theory and international law, as the majority of existing protections require health workers to maintain a level of impartiality. Currently, it is not clear how GHD impacts these protections. I argue that the increasing politicization of health most severely impacts the classification of health workers as liable or non-liable targets. Building off Michael Walzer’s classic approach to just war theory, I contend that health workers should be classified as non-combatants. In my analysis of the existing legal framework, I found that GHD also causes health workers to forfeit some legal protections. To protect health workers during armed conflicts, I argue that states should limit the connection between foreign policy and health and be more transparent about the reasoning behind investments in specific health initiatives. States might also seek UN approval for health workers, giving those workers greater legal protection. 
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December 19, 2012: Peshawar, Pakistan—three more polio workers shot in Pakistan; eight dead in 48 hours.[footnoteRef:1]  [1:  Jibran Ahmad, "Three More Polio Workers Shot in Pakistan; Eight Dead in 48 Hours," Reuters 2012.] 

February 7, 2015: Baluchistan, Pakistan—four members of a polio vaccination team are found shot dead after being abducted by Taliban fighters.[footnoteRef:2]  [2:  "Four Kidnapped Polio Workers Are Found Dead in Pakistan," BBC 2015.] 

July 27, 2017: Swabi, Pakistan—polio worker shot dead in Pakistan, over 100 killed since December 2012.[footnoteRef:3]  [3:  "Polio Worker Shot Dead in Pakistan, over 100 Killed since December 2012," Hindustan Times 2017.] 

January 22, 2018: Baluchistan, Pakistan—killing of mother-daughter team shakes polio workers in Pakistan.[footnoteRef:4]  [4:  Donald G. McNeil Jr., "Killing of Mother-Daughter Team Shakes Polio Fighters in Pakistan," The New York Times 2018.] 

	These are all headlines from recent newspaper articles. Since 2012, there have been more than 100 health workers killed in Pakistan while administering polio vaccines across the country.[footnoteRef:5] 70 of these deaths have been attributed to the Taliban itself.[footnoteRef:6] Policemen, including those who guard polio workers, have been killed and bombs have been set off at vaccination centers in Pakistani cities.[footnoteRef:7] These victims were targeted because health is political. The effects of this increasing politicization can be best highlighted by analyzing the consequences of the United States and the Central Intelligence Agency (CIA)’s 2011 false vaccination campaign.  [5:  Yasir Waheed, "Polio Eradication Challenges in Pakistan," Clinical Microbiology and Infection 24 (2018)., 1.]  [6:  Monica Martinez-Bravo and Andreas Stegmann, "In Vaccines We Trust? The Effects of the Cia’s Vaccine Ruse on Immunization in Pakistan," CEMFI  (2018)., 10.]  [7:  Martina Merten, "India, Pakistan, and Polio," BMJ 353 (2016)., 1.] 

	In July 2011, the Pakistani public learned that the CIA had used a fake vaccination campaign to locate and capture Osama Bin Laden.[footnoteRef:8] CIA agents recruited a senior Pakistani doctor to organize a vaccine drive for hepatitis B in Abbottabad,[footnoteRef:9] going door-to-door near the compound Bin Laden was supposedly hiding in.[footnoteRef:10] After the children were immunized, DNA from the used syringes was to be compared Bin Laden’s sister’s DNA[footnoteRef:11] to confirm his presence by proving familial ties to the children.[footnoteRef:12]  [8:  Martinez-Bravo and Stegmann., 1.]  [9:  Saeed Shah, "Cia Organised Fake Vaccination Drive to Get Osama Bin Laden's Family DNA," The Guardian  (2011).]  [10:  Ibid.]  [11:  Martinez-Bravo and Stegmann., 7.]  [12:  Tim McGirk, "How the Bin Laden Raid Put Vaccinators under the Gun in Pakistan," National Geographic2015.] 

	The exact motivations for using vaccines as a cover are unknown but the basic idea behind the campaign was to get access to Bin Laden’s compound and verify his presence. The plan did not go as expected, however, with the doctor being turned away at the door of the compound. He did walk away with one key piece of information—the phone number of Ibrahim Saeed Ahmed, Bin Laden's guardian and messenger—which helped the United States government verify Bin Laden’s location. The news about the vaccine campaign broke soon after Bin Laden’s death as rumors circled and the Pakistani government needed a scapegoat.[footnoteRef:13] Overall, the vaccine ruse severely impacted public trust in vaccines and impeded key global health goals, the most major of which is the eradication of polio.[footnoteRef:14] [13:  Ibid.]  [14:  Waheed., 1.] 

The news of the vaccination campaign was criticized heavily by the international community.[footnoteRef:15] Médecins Sans Frontières condemned the effort as “a dangerous abuse of medical care, which threatens the trust essential for health agencies and humanitarian aid workers.” The WHO emphasized that these types of actions lead to “an erosion of public trust in immunization—and consequently resurgence of diseases that the vaccines aim to prevent.” Many US scholars asserted that the success of vaccination campaigns depend heavily on public trust.[footnoteRef:16] [15:  Martinez-Bravo and Stegmann., 7.]  [16:  Jeanne Lenzer, "Fake Vaccine Campaign in Pakistan Could Threaten Plans to Eradicate Polio," BMJ 343 (2011)., 1.] 

	The claims of these critics have been realized in the past few years, as the negative consequences of health politicization have come to light. It has also become increasingly common to use health initiatives to forward foreign policy goals. An example of this is global health diplomacy (GHD) which focuses on both the alignment of health and foreign policy and the recognition of the potential consequences of health investments. The latter is something the United States did not consider in Pakistan. 
With the connection between health and foreign policy, particularly with the growth of GHD, attacks against health workers are now a common feature of life. In the first six months of 2018, there were 126 separate attacks on healthcare in Syria—more than for all of 2017 combined.[footnoteRef:17] It is also clear that, in addition to compromising the safety of health workers, the politicization of health can seriously threaten the efficacy of global health initiatives overall.[footnoteRef:18]  [17:  WHO, "Attacks on Healthcare,"  http://www.who.int/emergencies/attacks-on-health-care/en/.]  [18:  Shoaib Fahad Hussain et al., "Eradicating Polio in Pakistan: An Analysis of the Challenges and Solutions to This Security and Health Issue," Globalization and Health 12, no. 63 (2016)., 7.] 

To protect health workers and initiatives, it is vital to examine the potential impacts of the increasing connection between health and foreign policy on the existing protections given to health workers in both the ethical and legal frameworks. Both just war theory and international law provide specific rights to health workers, but a great majority of protections in both sectors depend on a degree of impartiality. I argue that impartiality is severely threatened by the increasing connection between political goals and health initiatives. Based on the current body of research, it is unclear to what extent these protections are forfeited in this evolving context. 
The aim of this thesis is threefold. The first purpose of this paper is to demonstrate that medical workers still warrant the status of non-combatants despite changes to the health landscape. I argue that health workers do not take adequate actions to forfeit their protections in either the ethical or legal realms and, therefore, should not be considered liable targets. 
The second purpose of this thesis is to propose policy mechanisms that could be used to protect the lives of health workers. I recommend three main changes: 1) we need to outline clear classifications and definitions of health workers, 2) we need to increase transparency about the usage of health for foreign policy ends and 3) we need to codify further legal protections for health workers. These all will help reduce the unwarranted deaths of health workers, which is the final purpose of this thesis. 
The targeting of health workers due to their provision of aid is important within the context of just war theory. The just war theory framework lays out the basic ethical questions that need to be considered in the context of a conflict. The purpose of these questions is not to prevent war, as many individuals—especially Realists[endnoteRef:1]—would argue is impossible, but instead to make war as effective and as minimally damaging as possible. It does this by outlining who should be liable for death and who should not be. Health workers are given special protections within this framework.	 [1:  Realists take the view that there is a limited amount of power in the international arena and that states want the most power possible. They underscore that the lack of a higher authority creates an anarchical international system. Neo-realists go a step further, saying that there is limited power in the international system and even if states do not want to take the power, they have to survive. Both of these conceptualizations paint war as a “force”, or something that simply happens and will continue to happen as states continue to exist. [John Baylis, Steve Smith, and Patricia Owens, The Globalization of World Politics : An Introduction to International Relations, 5th ed. (Oxford: Oxford University Press, 2011)., 84, 114-119.]] 

International law provides more concrete safeguards against violence than can be provided in the ethical framework. International law also protects health workers and outlines unjustifiable targets of war such as hospitals—helping states maintain their health infrastructure. Maintaining infrastructure and protecting health workers make states less likely to fall back into conflict [footnoteRef:19] as they can more effectively render aid.[footnoteRef:20] While the impact of international law on state behavior is unclear,[footnoteRef:21] the ability of states and even non-state actors to ignore legal recommendations is more limited than their ability to ignore ethical recommendations.  [19:  Geoffrey Garrett, "The Causes of Globalization," Comparative Political Studies 33 (2000)., 16.]  [20:  B. Benton et al., "Health in Fragile States," Medicine, Conflict and Survival 30, no. 1 (2014)., 4.]  [21:  T. Guzman Andrew, "Rethinking International Law as Law," Proceedings of the Annual Meeting (American Society of International Law) 103 (2009)., 1.] 

In this paper, I will examine the exact implications of global health diplomacy on the protections given to health workers in just war theory and in international law. I will also categorize health workers, describe limitations to their actions and recommend adjustments to protections and classifications in this new context. 
Contribution to Existing Literature: 
	Up to this point in the literature, three things are very clear. One is that health workers are rightfully afforded specific protections within both the ethical and the legal frameworks.[footnoteRef:22] Two, health workers are increasingly being put in dangerous situations and becoming targets of violence, much to the mortification of the international community.[footnoteRef:23] Three, countries want to protect health workers and see their protection as being in the best interest of all states.[endnoteRef:2]  [22:  See Breitegger 2013, Durham 2011 and Toebes 2013. ]  [23:  See WHO “Attacks on Health Care on Rise in Afghanistan”, Elamein 2017, Hussain 2016, Martinez-Bravo 2018, McGirk 2015 and Patel 2017 for specific examples. ]  [2:  This can be seen by the presence of legal framework to protect health workers and the outcry over their targeting that has spread across the world over the past few years. [Ellen Francis, "The War on Syria’s Doctors," Foreign Policy 2016.]] 

It is also clear that global health initiatives and investments are becoming more politicized.[footnoteRef:24] Literature up to this date has noted that the increasing interconnectedness between global health and foreign policy has implications in both the ethical and legal realms but has failed to examine the exact consequences. The literature has particularly failed to look at the specific implications of global health diplomacy. The research also has not yet provided recommendations for how to adapt the frameworks to provide more comprehensive protections for health workers. If gaps in research and analysis continue to exist, we will be unable to make informed decisions about how to better protect health workers.  [24:  See Brown 2014, Feldbaum 2010 and Footer 2013. ] 

In this paper, I will fill holes in the literature and examine the exact implications of GHD on the existing protections for health workers. I will make detailed recommendations and summarize necessary adaptations, giving practical conclusions that will allow the international community to better understand where protections exist and where they need to be further developed. This will, overall, allow actors worldwide to better protect health workers and to also better protect their own health infrastructure. 

Part 1.1: Definition of Global Health Diplomacy 
Post-Cold War, there was increasing recognition of the impact of health issues on security and economic well-being worldwide.[footnoteRef:25] Health issues were framed as national security threats and efforts were made to broaden the normative foundation of global health beyond the traditional emphasis of the importance of health to human dignity. States also began to see how health investments could help them achieve economic and foreign policy goals.  [25: David Fidler and Richard Smith, "Global Health Diplomacy Research," WHO Network on Global Health Diplomacy Working Papers  (2010)., 3. ] 

Since then, health has become key to three main global agendas—security, economic and social justice—and has become permanently bound to diplomacy and various political processes.[footnoteRef:26]  This increasing interconnectedness between health and politics has led to the realization of the importance of global health diplomacy (GHD) internationally.  [26:  Ilona Kickbusch, "Global Health Diplomacy: How Foreign Policy Can Influence Health," BMJ 342 (2011)., 1.] 

	Global health diplomacy, though a recently coined term, existed in many forms historically, from international cooperation to prevent the spread of illnesses[endnoteRef:3] to aid provided to help countries build health infrastructure. The concept of “medical diplomacy”, in fact, was introduced as early as 1978 by Peter Bourne, special assistant to President Carter for health. Bourne argued that the United States had not fully explored the role of health and medicine as a tool in international relations, stating that: “certain humanitarian issues, especially health, can be the basis for establishing a dialogue and bridging diplomatic barriers because they transcend traditional and more volatile and emotional concerns.”[footnoteRef:27] Global health diplomacy looks to fill this hole described by Borne.  [3:  The first real example of this was recorded in 1851, when European states gathered for the first International Sanitary Conference to discuss cooperation on cholera, plague, and yellow fever. [David Fidler, "The Globalization of Public Health: The First100 Years of International Health Diplomacy," Bulletin of the World Health Organization 79, no. 9 (2001)., 2.]]  [27:  Rebecca Katz et al., "Defining Health Diplomacy: Changing Demands in an Era of Globalization " The Milbank Quarterly 89, no. 3 (2011)., 3. ] 

	The aspect of global health diplomacy that is most agreed upon by pioneers in the field is that GHD can help improve a country’s international reputation. Dr. Anthony Fauci, an architect of landmark GHD effort the President’s Emergency Plan for AIDS Relief (PEPFAR) and the director of the National Institute of Allergy and Infectious Diseases, described health diplomacy as “winning the hearts and minds of people in poor countries by exporting medical care, expertise and personnel to help those who need it most.”[footnoteRef:28]  [28: Harley Feldbaum and Joshua Michaud, "Health Diplomacy and the Enduring Relevance of Foreign Policy Interests," PLoS Medicine 7, no. 4 (2010)., 1.] 

There are three main aspects to global health diplomacy that are necessary to carefully define. The first aspect is the concept of “global”, which varies distinctly from the concept of “international” in this context. “Global” here means the interactions of states, international organizations and non-state actors, not just intergovernmental cooperation that is defined by the term “international.” The distinction here means that global health diplomacy relies heavily on sources outside of governments themselves, especially NGOs.[footnoteRef:29] The term “health” here is broadly defined to not only include direct threats to human health but also indirect ones. “Health” also includes problems that simply require a health-related response.[footnoteRef:30]  [29:  Fidler., 1. ]  [30:  "Navigating the Global Health Terrain: Mapping Global Health Diplomacy," Articles by Maurer Faculty at Indiana School of Law (2011)., 16. ] 

The aspect of global health diplomacy that is most difficult to define is diplomacy itself, as the role of diplomacy has changed substantially and will continue to change due to globalization.[footnoteRef:31] This is partly because of a growing amount of players in diplomatic processes; NGOs and other civil society actors are now participating and an increasing array of global health problems are being addressed diplomatically.[footnoteRef:32] Despite these changes, diplomacy can generally be defined as the process by which states, IGOs and NSAs interact in articulating, advocating for and defending their interests.[footnoteRef:33] More simply, diplomacy is a tool to achieve foreign policy goals.[footnoteRef:34]  [31:  Alan K. Henrikson, "Diplomacy’s Possible Futures," The Hague Journal of Diplomacy I 3, no. 27 (2006)., 3. ]  [32:  Fidler., 17-18. ]  [33:  Ibid., 16.]  [34:  Bruce Gregory, "Mapping Boundaries in Diplomacy’s Public Dimension," The Hague Journal of Diplomacy II 1, no. 25 (2015)., 5. ] 

Currently, there is no one definition for global health diplomacy. It is defined as a field, a practice and a concept. As a field, GHD examines the links between interstate relations and health initiatives, particularly related to the pursuit of foreign policy goals. As a practice, it is the process of interaction and negotiation that shapes collective responses by state and non-state actors related to global health. As a concept, global health diplomacy highlights the importance of the consideration of policy goals and the implications of implementing global health initiatives.[footnoteRef:35]  [35:  Fidler and Smith., 7. ] 

As this term has many potential interpretations, the best way to consider global health diplomacy is as a combination of the descriptions above. Global health diplomacy can be defined as: the active consideration and incorporation of foreign policy goals and implications into health investments through diplomatic processes between actors. 

1.2: GHD as a “Smart Power” Mechanism
One of the most beneficial ways to view global health diplomacy is through the lens of “smart power.” The term “smart power” was coined by two separate scholars, Susan Nossel and Joseph Nye, who both have different definitions of it. Nossel defined smart power as the utilization of others, through methods such as alliances and international organizations, to help forward United States’ policy goals.[footnoteRef:36] Nye, on the other hand, defined smart power as a combination between “hard power” and “soft power”,[footnoteRef:37] the definition of smart power that is used most commonly today.[footnoteRef:38] [36:  Pierre Guerlain, "Obama’s Foreign Policy: “Smart Power,” Realism and Cynicism " Springer Science + Business Media New York (2014)., 1. ]  [37:  Harvard Business Review, "Smart Power: A Conversation with Leadership Expert Joseph S. Nye, Jr. ," Harvard Business Review2008., 2. ]  [38:  James Traub, "The Hillary Clinton Doctrine," Foreign Policy 2015., 4.] 

Nye’s definition of smart power aims to emphasize a balance between military and diplomatic action. In his definition, hard power is the use of coercion to achieve diplomatic goals. This can refer to military coercion, force or violence in addition to power politics.[footnoteRef:39] Soft power, on the other hand, is the use of influence and persuasion, rather than coercion, to achieve the same goals.  [39:  "Smart Power," Defence Journal 17, no. 5 (2013)., 1. ] 

Today, hard power methods are declining in efficiency and public support,[footnoteRef:40] but soft power methods do not always work in isolation.[footnoteRef:41] Depending on the influence of one state over another, soft power methods by themselves cannot necessarily be used to resolve a conflict. As neither of these methods are sufficient on their own, Nye proposes that the combination of the two—or the balancing of military methods and diplomatic methods—can aid in achieving goals more swiftly and with fewer costs to all parties involved.[footnoteRef:42]  [40:  Sebastian  Kevany, "Global Health Diplomacy, ‘Smart Power,’ and the New World Order," Global Public Health 9, no. 7 (2014)., 3. ]  [41:  Review., 2. ]  [42:  Ibid., 2. ] 

Global health diplomacy itself is a smart power tool.[footnoteRef:43] It emphasizes the alignment of military, foreign policy and global health goals. When these goals are aligned, states do not have to result as often to military means as the goals are mutually reinforcing; global health diplomacy complements hard power efforts and can even replace the need for them.[footnoteRef:44] This means that states can more easily balance their existing hard power efforts with global health diplomacy to establish a stronger smart power strategy.  [43:  Kevany., 5. ]  [44:  Sebastian Kevany et al., "Global Health Diplomacy Investments in Afghanistan: Adaptations and Outcomes of Global Fund Malaria Programs," Medicine, Conflict and Survival 30, no. 1 (2014)., 13-14. ] 


1.3: Implications of the Growing Prevalence of GHD
As global health diplomacy gains momentum, there will be various implications. The first implication is the changing role of the military. This shift has already occurred in the United States over the past few decades, as the U.S. military is increasingly incorporating health into its operations.[footnoteRef:45] Historically, the U.S. military health system has treated local populations abroad during and after complex emergencies such as disasters and conflicts,[footnoteRef:46] but the military’s role in health is increasing.[endnoteRef:4]  [45:  Feldbaum and Michaud., 2. ]  [46:  "The U.S. Government’s Global Health Policy Architecture: Structure, Programs, and Funding," The Henry J. Kaiser Family Foundation  (2009)., 18. ]  [4:  The U.S. military has been implementing smart power initiatives within local populations by administering aid to civilians and providing select services. It has also participated in capacity building. For example, the U.S. military’s Joint Task Force-Horn of Africa (JTFHOA) not only conducts operations against terrorist organizations in the region, but also digs wells, builds schools, and provides medical care. The military operates overseas medical research laboratories in partnership with four host nations and conducts disease surveillance projects, capacity-building efforts, outbreak investigations, and training exercises in more than one hundred countries. Overall, the number of military humanitarian and civic assistance projects, which can include health capacity building and aid, has grown steadily.] 

The second implication is that health workers will increasingly be perceived as legitimate targets of conflict. If health workers are perceived to have political agendas or alternative motivations, individuals within the countries they are working will be less likely to trust them. This underlines the importance of health workers and diplomats alike considering the implications of their actions and understanding the context in which they work.[footnoteRef:47] There are substantial dangers, both ethically and legally, that result from the usage of health initiatives to achieve traditionally “hard power” goals—impacts that will be discussed later in this paper.  [47:  Matthew D.  Brown et al., "Bridging Public Health and Foreign Affairs: The Tradecraft of Global Health Diplomacy and the Role of Health Attachés " Science and Diplomacy 3, no. 3 (2014)., 5. ] 


1.4: Case Study: PEPFAR in the United States
	One of the best examples of the success of global health diplomacy is the President’s Emergency Plan for AIDS Relief (PEPFAR), which was established by President George W. Bush in 2003.[footnoteRef:48] The initiative launched aid programs to fuel HIV/AIDS treatment in 15 target low and middle-income countries—Guyana, Haiti, Vietnam and 12 in Sub-Saharan Africa. These countries were collectively estimated to account for more than half of all people living with HIV.[footnoteRef:49] The program now reaches more than 65 countries worldwide and has been touted as “the greatest global health commitment in history.”[footnoteRef:50]  PEPFAR’s success proves that global health diplomacy is an effective and useful policy tool.   [48:  Tom Daschle and Bill Frist, "The Case for Strategic Health Diplomacy: A Study of Pepfar," Bipartisan Policy Center  (2015)., 1. ]  [49:  Alan Ingram, "Governmentality and Security in the Us President’s Emergency Plan
for Aids Relief (Pepfar)," Geoforum 41 (2010)., 4. ]  [50:  Ibid., 7. ] 

	Through September 2008, PEPFAR had supported life-saving treatment for more than 2.1 million people.[footnoteRef:51] To this date, the program has enabled more than 2.2 million babies to be born HIV-free to HIV-positive mothers and has contributed to a 25-40% decline in new HIV diagnoses among adolescent girls and young women.[footnoteRef:52]  [51:  Ibid., 6. ]  [52:  Paul Webster, "Pepfar at 15 Years," The Lancet 392, no. 10143 (2018)., 1. ] 

	Though PEPFAR specifically focuses on HIV/AIDS treatment in these target countries, it also focuses on building sustainable health infrastructure.[endnoteRef:5] The lack of health infrastructure remains one of the largest barriers to development for states[footnoteRef:53] and, in times of conflict, the lack substantially contributes to the civilian casualties of war.[footnoteRef:54] PEPFAR focuses, in addition to treatment itself, on building clinics, maintaining facilities and training doctors.[footnoteRef:55] [5:  Some authors argue that PEPFAR’s focus on infrastructure actually helps limit other diseases in the regions, however, this is not an accurate conclusion. Recent studies have shown that vertical programs (even to PEPFAR’s scale), have little or no impact on the health outcomes that are not specifically targeted. [Herbert C. Duber et al., "Is There an Association between PEPFAR Funding and Improvement in National Health Indicators in Africa? A Retrospective Study," Journal of the International Aids Society 13, no. 21 (2010)., 1.]]  [53:  Nasim Sadat Hosseini Divkolaye et al., "When Health Diplomacy Serves Foreign Policy: Use of Soft Power to Quell Conflict and Crises," Society for Disaster Medicine and Public Health  (2016)., 1. ]  [54:  Rohini J. Haar, "Health in Fragile and Post-Conflict States: A Review of Current Understanding and Challenges Ahead," Medicine, Conflict and Survival 28, no. 4 (2012)., 10. ]  [55:  Randall Tobias, "Press Briefing by Randall Tobias, U.S. Global Aids Coordinator on July 14, 2005," news release, 2005., 1.] 

Not only has PEPFAR reduced HIV/AIDS related mortality and built infrastructure, but also it has had key secondary effects on public opinion of the United States, state stability and socioeconomic development in the region.[footnoteRef:56] PEPFAR countries from 2007-2011 had an average approval rating of the US of 68% as compared to the global average of 46%.[footnoteRef:57] These countries also reduced political instability and violent activity by 40% compared to only 3% of non-PEPFAR countries in the region.[footnoteRef:58]  [56:  Daschle and Frist., 1.]  [57:  Ibid., 2.]  [58:  Ibid., 2. ] 

PEPFAR also came at a time of rising US strategic interest in Africa in terms of energy security and counter-terrorism. In fact, part of the Department of Defense’s rationale for its participation in the program included the justification that HIV/AIDS interventions would “provide goodwill humanitarian aid capable of countering terrorist recruitment efforts.”[footnoteRef:59] In addition to its security benefits, PEPFAR also played an important role on the home-front and in the international arena generally, as the program was launched immediately before the United States’ invasion of Iraq in March of 2003. Due to the timing of its announcement, many initially were skeptical of the motivations behind the program. [59:  Ingram., 4. ] 

PEPFAR was originally marked by many to be a “short-term rhetorical effort to enhance America’s image at a time that its use of military power was opposed by much of the international community.”[footnoteRef:60] UN Secretary General Kofi Annan expressed concern that the program would distract from the efforts of the recently established Global Fund and cause the United States to back off of its commitment to the Fund in favor of its own program.[footnoteRef:61] Even if the purpose of the program was to improve the US’ reputation as a good global citizen,[footnoteRef:62] PEPFAR did more than just garner international praise: it mobilized the international community to invest in the fight against HIV/AIDS.  [60: John W. Dietrich, "The Politics of Pepfar: The President’s Emergency Plan for Aids Relief," Ethics and International Affairs, no. 21 (2007)., 277. ]  [61:  Jimmy Kolker, "A Diplomat’s Perspective on Use of Science and Evidence in Implementing Pepfar," Science and Diplomacy 7, no. 1 (2018)., 5.]  [62:  Ilona Kickbusch, "Global Health Diplomacy: How Foreign Policy Can Influence Health," BMJ  (2011)., 2. ] 

In the past fifteen years, PEPFAR’s role in the international realm has only increased—not declined as Annan had worried about. The program has joined forces with the UN and the Global Fund to launch new initiatives and to finance and conduct research on better implementation strategies. The US and PEPFAR have partnered extensively with UNAIDS—the US being one of the largest monetary contributors to its all-voluntary budget.[footnoteRef:63] The US government was also a founding member of the Geneva-based Global Fund and continues to be its largest donor.[footnoteRef:64] [63:  The Office of U.S. Global AIDS Coordinaor and The Bureau of Public Affairs, "Collaboration with Unaids," USA.gov, https://www.pepfar.gov/partnerships/coop/unaids/index.htm.]  [64:  The Office of U.S. Global AIDS Coordinator and The Bureau of Public Affairs, "Collaboration with the Global Fund," USA.gov, https://www.pepfar.gov/partnerships/coop/globalfund/index.htm.] 

	Overall, PEPFAR was an effective utilization of global health diplomacy. It not only impacted the health of individuals within these countries, but it also had secondary effects that yielded political and diplomatic benefits. It helped usher in a period of unprecedented investment in HIV/AIDS programs from the international community[footnoteRef:65] in addition to helping smooth over the US invasion in Iraq. PEPFAR also helped counter terrorist dialogue in target regions by “winning hearts and minds”, as Dr. Fauci put it.[footnoteRef:66] Fifteen years out from its inception, PEPFAR has become a global health mainstay and a model for future investments in global health diplomacy.   [65:  Matthew T. Schneider et al., "Tracking Development Assistance for Hiv/Aids: The International Response to a Global Epidemic," AIDS 30, no. 9 (2016)., 1.]  [66:  Feldbaum and Michaud., 1.] 


Part 2.1: Definition of Just War Theory
	The growth of GHD has specific impacts on the ethics of war, as health workers play a major role in conflict zones. In the context of GHD, health workers are also explicitly connected to political goals, meaning their actions cannot necessarily be considered those of impartial individuals. Both just war theory and international law depend on a level of impartiality, so this connection threatens these protections.  
	There are many different perspectives on the origins of wars and, as a result, many theories on how to better understand armed conflict. The perspectives about the origins of war range from realist beliefs that war is “a force” to just war perspectives that war is a social construct—both perspectives having different implications.[footnoteRef:67]  [67:  Baylis, Smith, and Owens., 114-117.] 

Realists believe that war is a representation of the fight of states for power in an international realm where power is limited. This means that realists generally believe war is unpreventable and, therefore, uncontrollable.[footnoteRef:68] This implies that the creation of rules and regulations for war is futile because there is no oversight mechanism. Just war theorists, on the other hand, believe that war is a social practice or construct that was “created” and did not always exist. This perspective implies that war itself can be regulated and rules can and should be imposed upon it.[footnoteRef:69] Just war theory is conventional, meaning that there is an unspoken dedication of other parties in the conflict to abide by the rules if one party does.[endnoteRef:6]  [68:  Ibid., 114-117.]  [69:  Alexander Moseley, "Just War Theory,"  https://www.iep.utm.edu/justwar/#H2. ., 1.]  [6:  This gets muddled when it comes to ANSAs waging armed conflicts, as they have different rights and protections under international law and different responsibilities within the context of just war theory.] 

	Just war theory also outlines where responsibility falls for conflict. Traditionally, the idea of responsibility in just war theory has been broken up into two main aspects: jus ad bellum and jus in bello, or “the justice in the beginning of the war” and “the justice in the conduct of the war”, respectively.[endnoteRef:7] In these aspects, just war theory incorporates many customs of war, or established practices that individuals or bodies have historically used.[footnoteRef:70] [7:  The level of separation between these two concepts varies by theorist, some noting that it is impossible to maintain the distinction between the two (an example being John McMahan) and some noting that it is necessary to maintain the distinction between the two (Michael Walzer). ]  [70:  US Legal, "Custom Law and Legal Definition," US Legal, https://definitions.uslegal.com/c/custom/., 1.] 

	For jus ad bellum, there are five main tenants that need to be fulfilled for an armed conflict to be considered to have been started justly. The first requirement is that there needs to be a just reason for beginning a war. (The most common example of a just reason in both ethics and law is an act of self-defense against a perceived aggression). The second requirement is the individual beginning the war needs to have legitimate authority to declare war. The third is that the war needs to have the right intention[endnoteRef:8] and the fourth is that the actor needs to have reasonable prospects of success. The final precondition is that the war must be begun as a last resort, after all other means of reconciliation have been exhausted.[footnoteRef:71] [8:  The concept of “intention” is a moral perception that is usually perceived relative to concepts of good and bad. In this context, however, it can be simplified by an example: a war conducted for the purpose of destroying a population is not a legitimate intention. ]  [71:  Moseley., 3.] 

	In jus in bello, there are only three requirements: necessity, proportionality and discrimination. Necessity is the principle that the act of war taken needs to be necessary to achieve the end goal[endnoteRef:9] and proportionality is the concept that an action taken needs to be an appropriate response to the initial action. Discrimination is defined as the differentiation between individuals who are liable to be killed and individuals who are not.[endnoteRef:10]  [9:  This is commonly criticized by ethicists because it is fairly vague, and many believe that as the end goal changes, the means that would be considered appropriate for achieving the end goal potentially can become more extreme. ]  [10:  This is defined a little bit differently here than in international humanitarian law. International humanitarian law states that in addition to discriminating between liables and non-liables, it is important to discriminate between constructs of war and constructs of life, such as between military bases and hospitals. Just war theory framework makes no specific reference to this. ] 


2.2: Walzer’s Theory of Just War
	As just war theory framework is fairly broad, many theorists have further elaborated on the specific aspects of these requirements. One of the most famous theorists that has engaged with this problem is Michael Walzer. Walzer laid out a comprehensive theory for just war that fundamentally challenged Realism. He did not accept the traditional liberal stance that morality could be and needed to be worked into the mechanics of war, but instead argued that morality was already a component of warfare.[footnoteRef:72] He based his theory of just war on a specific concept of morality that combines both particularism and universalism. [72:  Ronan O’Callaghan, "Secular Theology and Noble Sacrifice: The Ethics of Michael Walzer’s Just War Theory," Review of International Studies 39, no. 361-383 (2013)., 4. ] 

A key feature of Walzer’s theory is the distinction between jus ad bellum and jus in bello. This breaks the analysis of the justice of a war into two categories—whether the war began for just reasons and whether the war was conducted in a just fashion. Maintaining the distinction here has a major consequence: Walzer’s theory implies that unjust wars can be fought justly and just wars can be fought unjustly. 
	In the realm of jus ad bellum, Walzer’s theory can be summarized by two main ideas—the “Legalist Paradigm” and the “Domestic Analogy.” The former outlines that states are the main moral entities in the international domain and they have specific rights including the right to self-defense, self-determination and to territory. The domestic analogy supports this assertion by claiming that states can act as individuals in the international domain because the people who are a part of the state consented to be a part of it.[footnoteRef:73]  [73:  Michael Walzer, Just and Unjust Wars : A Moral Argument with Historical Illustrations, Rev. ed. (New York
London: BasicBooks ;
Perseus Running distributor, 1977)., 54. ] 

	For the purpose of this paper, I will focus primarily on jus in bello and not jus ad bellum. As Walzer maintains the distinction between these two aspects, they can be examined separately. Though Walzer’s theory of just war in regards to jus ad bellum is important for understanding some aspects of jus in bello, it does not apply effectively to understanding the impact of the increasing politicization of health initiatives. It is more important to examine this change within the vocabulary of liability and proportionality as codified in jus in bello. For more information about Walzer’s theory, see Appendix 1. 
	To conduct a war justly, Walzer emphasizes the importance of proportionality and discrimination. He spends a great majority of his theory distinguishing between individuals who are “innocents” and those who are not—or those who are liable and those who are not.[endnoteRef:11] In his theory of jus in bello, Walzer employs the idea of wide proportionality. Wide proportionality is the overall impact the conflict has on innocents. He defines a justly conducted conflict as one that minimizes this impact. Within this wide proportionality framework, Walzer proposes three main ideas: the moral equality of combatants, civilian immunity and the doctrine of double intention. These three concepts are commonly used in general just war frameworks and codified in some parts of international law but Walzer elaborates them further.  [11:  Walzer generally uses the term “liables” and “non-liables” but codified “innocents” into his idea of wide proportionality. ] 

	Walzer’s first idea related to the just conduct of a conflict is the moral equality of combatants, or the concept that soldiers on both sides are equally liable for death by virtue of wearing a uniform. Some theorists agree with this conclusion[footnoteRef:74] and others believe this generalization has dangerous implications.[footnoteRef:75] The moral equality of combatants rests heavily on the distinction between jus ad bellum and jus in bello. Walzer believes that soldiers on both sides are equal because they are not responsible for the beginning of the war but still must fight due to obedience to their state.[footnoteRef:76]. This is the reason why Walzer maintains that “war is hell”; the people participating in the conflict did not necessarily consent to the beginning of the conflict.[footnoteRef:77]  [74:  Avishai Margalit and Michael Walzer, "Israel: Civilians and Combatants," The New York Review of Books2009., 3. ]  [75:  Jeff McMahan, "Killing in War," in Uheiro Series in Practical Ethics ed. Julian Savulesai (Oxford: Claredon Press, 2009)., 37-39. ]  [76:  Walzer., 127.]  [77:  Ibid., 36.] 

	Combatants are the only group that Walzer identifies as being liable for death within the context of a conflict.[endnoteRef:12] The other group, which Walzer defines as non-combatants, is generally not liable for death unless it does something to forfeit its protections. Walzer defines non-combatants as individuals who do not participate in the conflict and therefore are not legitimate targets.[footnoteRef:78] In Walzer’s theory, all non-combatants are civilians but not all civilians are non-combatants. He codifies this idea of non-liability as civilian immunity.  [12:  Other individuals can also be liable, under Walzer’s terms, but they do that by essentially making themselves combatants. While they are not soldiers, they have a role in the conflict. This will be discussed within the concept of civilian immunity.]  [78:  Ibid., 137. ] 

	Under civilian immunity, Walzer states that civilians are not legitimate targets of war and that they are equally innocent on both sides.[footnoteRef:79] If a war kills many civilians, who are innocents under civilian immunity, the war is conducted unjustly and jus in bello is violated.  [79:  Ibid., 296. ] 

	Walzer makes an important distinction here with civilian immunity, however, emphasizing that not all civilians are non-combatants. There are some civilians who make themselves liable for death by virtue of assuming a sort of combatant status, or by taking an action that causes them to forfeit the protections given to them under civilian immunity. There are three main ways that Walzer outlines when this can happen: 1) individuals become a soldier, 2) individuals assume a high political office where they make decisions concerning a conflict and 3) individuals work in an arms or ammunition factory or more generally become “engaged in the business of war.”[footnoteRef:80] Essentially, individuals are liable if they fight, decide that others should fight, or provide individuals with the means to fight. Armed Non-State Actors (ANSAs) would also fall within this category, as they forfeit their protections by virtue of fighting. [80:  Igor Primoratz, "Michael Walzer’s Just War Theory: Some Issues of Responsibility," Ethical Theory and Moral Practice 5 (2002)., 10. ] 

	Becoming “engaged in the business of war” leaves the door open for civilians and non-combatants to make themselves legitimate targets. It is important to note that this does not mean that anyone contributing to the war effort should be liable. Walzer’s distinction is that individuals who allow the soldiers to fight and allow the fighting to be done should be liable, but that individuals who do things like provide food for the soldiers to live should not be.[footnoteRef:81] This means that individuals who work to contribute to the soldier’s status as a soldier are liable but individuals who work to contribute to the soldier’s status as a human are not.    [81:  Ibid., 11. ] 

	Individuals currently engaged in the business of war can include individuals who are not simply working in factories. It is easy to imagine situations in which a person participates in the conflict but is not just building weapons, such as a situation where someone picks up arms against an enemy. These individuals fall into another category which Walzer generally describes as “dangerous men.” These “dangerous men” have made themselves into legitimate targets by their actions. 
	These individuals can be considered legitimate targets because of the principle of discrimination. Walzer believes that “no one can be threatened with war or warred against, unless through some act of his own he has surrendered or lost his rights.”[footnoteRef:82] Under this idea, Walzer believes that the only thing that an individual can do to lose his right to life is to threaten another person’s life or liberty, as those values represent the theoretical basis for Walzer’s work and the two most important rights he believes are afforded to people.[footnoteRef:83] If an individual threatens those rights, she makes herself liable to be killed in defense of the victim’s rights.[footnoteRef:84] Generally, this is consistent with Walzer’s assertion that a person can only be attacked if they are already a fighter, or have made themselves into a “dangerous man.”[footnoteRef:85][endnoteRef:13] [82:  Walzer., 135. ]  [83:  Thick and Thin : Moral Agrument at Home and Abroad (Notre Dame: University of Notre Dame Press, 1994)., 16. ]  [84:  Graham Parsons, "The Incoherence of Walzer’s Just War Theory," Social Theory and Practice 38, no. 4 (2012)., 18. ]  [85:  Walzer, Just and Unjust Wars : A Moral Argument with Historical Illustrations., 145. ]  [13:  The fact that individuals can make themselves to be liable to be killed due to their status as a dangerous man relates back to the idea of proportionality, but in the sense of narrow proportionality. Narrow proportionality defines proportionality as responding appropriately to an action taken against you. This is similar to the definition given of proportionality in just war theory in general. Essentially, this is the concept of proportionality on an individual level; if a person takes an action against another, they are liable for some type of response, but not any response. If an action is taken in response that is not appropriate (i.e. too aggressive) in reaction to the initial action, narrow proportionality is violated. While Walzer does not necessarily measure jus in bello in terms of narrow proportionality in his theory, narrow proportionality justifies Walzer’s assertion that individuals who threaten other individuals’ rights to life or liberty make themselves liable for death. By violating an individual’s rights to life or liberty, the proportional response to take by the victim is to also violate the aggressor’s rights to life or liberty. ] 

	The final aspect of Walzer’s theory of jus in bello is more of a subset of the idea of civilian immunity: the doctrine of double intention. This doctrine is a revision of the just war concept the doctrine of double effect, which states that if civilians are killed within a conflict, but the purpose of the action was not to kill civilians, then the civilian deaths can be justified.[footnoteRef:86] This doctrine underscores the importance of civilian immunity. Here, Walzer states that civilian deaths must be minimized, even if there is some risk that comes to the individual conducting the operation.[footnoteRef:87] The doctrine of double intention also relates to necessity, or the idea that the just conduct of a war must only include actions that are absolutely necessary to achieve the outcome. For more information about the doctrine of double intention, see Appendix 1.  [86:  Ibid., 153. ]  [87:  Ibid., 156. ] 




2.3: Discrimination Issues and Health Workers in Current Events
	In recent years, health workers and health infrastructure have increasingly become targets of armed conflict. This is due to a movement towards the weaponization of health, in which organizations and parties strategically target health facilities to deprive populations of healthcare.[footnoteRef:88] There are three main trends that have emerged from data analysis on this weaponization.  [88:  Fouad M. Fouad et al., "Health Workers and the Weaponisation of Health Care in Syria: A Preliminary Inquiry for the Lancet–American University of Beirut Commission on Syria," The Lancet 390 (2017)., 2518. ] 

	The first trend is that attacks on health workers and infrastructure seem to be a part of more generalized violence directed towards civilians to achieve a political goal, such as ethnic cleansing or the destabilization of a government. The second trend is that attacks on health infrastructure are used to achieve a military advantage, especially in asymmetric conflict. The final trend, which is arguably the most important in the context of GHD, is that health workers and infrastructure are being targeted due to the provision of aid to the perceived enemy.[footnoteRef:89]  [89:  Leonard S.  Rubenstein and Melanie D.  Bittle, "Responsibility for Protection of Medical Workers and Facilities in Armed Conflict," ibid.375 (2010)., 4-5. ] 

	The increasing targeting of health workers supports the conclusions that health workers with political motivations might be viewed as more threatening. It also supports the idea that individuals targeting the health workers are classifying the workers themselves as liable targets, and therefore as individuals who have forfeited their non-combatant status by virtue of their actions. This marks the intersection between political goals and healthcare; individuals no longer view health workers as non-combatants because their discrimination is perceived as political. In fact, in some countries (e.g. Syria), it is illegal for health workers to render aid to certain populations.	
The current situation in Syria shows the impact of the difficulty of classifying health workers. In 2012, the Syrian government passed a law that criminalized the provision of medical aid to any individual who was injured by pro-government forces, allowing for the persecution and execution of health workers.[footnoteRef:90] While this law targeted all individuals rendering aid and not just health workers, it still highlighted that health workers were being perceived as agents of conflict. The Syrian government effectively used this law as a strategy to achieve its political goals, as the law prevented enemy combatants from being given medical aid.  [90:  Fouad M. Fouad et al., "Health Workers and the Weaponisation of Health Care in Syria: A Preliminary Inquiry for the Lancet–American University of Beirut Commission on Syria," ibid.390 (2017)., 3. ] 

This codification had immense consequences in Syria for health workers. From 2011 to 2016 in Syria, more than 780 health workers were killed, by strategies ranging from bombings to executions. The Syrian government itself was responsible for 92% of these deaths.[footnoteRef:91] Besides health workers, over 60% of the hospitals in the area were destroyed,[footnoteRef:92] a third of the health care services being hit more than once.[footnoteRef:93] [91:  Ibid., 3. ]  [92:  Fouad M. Fouad, Mohamad Alameddine, and Adam P. Coutts, "Human Resources in Protracted Crises: Syrian Medical Workers," ibid.387 (2016)., 1. ]  [93:  Mohamed Elamein et al., "Attacks against Health Care in Syria, 2015-2016: Results from a Real-Time Reporting Tool," ibid.390 (2017)., 1. ] 

The targeting of health workers in Syria, though one of the worst cases today, is not the only case. More than 13 countries have recorded attacks on medical personnel.[footnoteRef:94] Globally in 2016, 863 health workers were injured or killed in attacks. In Afghanistan, 154 health workers have been injured due to conflict this year.[footnoteRef:95] These numbers are only on the rise globally.  [94:  Leonard S.  Rubenstein and Melanie D.  Bittle, "Responsibility for Protection of Medical Workers and Facilities in Armed Conflict," ibid.375 (2010)., 5. ]  [95:  "Attacks on Health Care on the Rise in Afghanistan," WHO, http://www.emro.who.int/afg/afghanistan-news/attacks-on-healthcare-on-the-rise-in-afghanistan.html., 1. ] 

It is important to understand the root cause of this targeting to help prevent it and to help maintain tenants of just war and international law. It is likely that the increase in violence relates directly to the difficulty in classifying health workers as combatants or non-combatants. If so, a clear classification will help protect health workers and hold actors that perpetuate this type of violence accountable for their actions. 

Part 3.1: Challenges in Categorizing Health Workers within Walzer’s theory 
	Walzer’s theory of jus in bello hinges on the distinction between non-combatants and combatants. He provides examples of individuals who fall in both categories and outlines ways that individuals can lose non-combatant status. Though his theory is clear with regards to soldiers and civilians, and even with regards to individuals who work in ammunition factories, there is obscurity in how Walzer’s theory applies to health workers. The best way to think about health workers within Walzer’s theory is to classify them as non-combatants who can, like other non-combatants, lose the protections afforded to them under civilian immunity. 
	There are three main problems with the categorization of health workers within Walzer’s theory. The first is that health workers operate in many different contexts and the second is that it is difficult to define “sufficient threat” (meaning it is hard to know exactly when health workers lose their non-combatant status). The final problem is that there is no clear classification for health workers who are not military but who are supported directly by a state. 
	The classification of health workers as non-combatants is difficult because some health workers aid only one party, some aid civilians and others aid combinations of the two. Walzer does not specifically discuss health workers, so the application of his theory to health workers is unclear. For example, if the most important aspect in Walzer’s theory for maintaining non-combatant status is impartiality, some military health workers should maintain these protections even though they are combatants because they wear uniforms. This is because military health workers often help enemy combatants and civilians in addition to helping individuals on their own side. Walzer’s protections for impartiality extend to other individuals, such as those who work for the ICRC, because they render aid neutrally, so the protections should also technically extend to military officials who do the same.  
Another difficulty in classifying health workers as non-combatants is quantifying a “sufficient threat.” Walzer states that the only way that individuals can lose protection is by directly posing a threat to the life or liberty of an individual, posing imminent harm and or by making themselves into a fighter.[footnoteRef:96] Within Walzer’s theory, however, there is some ambiguity with regards to the concept of threat and what constitutes a sufficient threat for an individual to pose. If an action is defined subjectively as sufficient, and a counteraction is taken, the counteraction can still be viewed as act of aggression by some parties.[endnoteRef:14]  [96:  Walzer, Just and Unjust Wars : A Moral Argument with Historical Illustrations., 145. ]  [14:  Examples are pre-emptive and preventive war, which are generally considered unjustified. There are many cases, however, where a state can feel that its actions are in self-defense but in reality it is the aggressor. ] 


3.2: Classification of Health Workers Under Walzer’s Theory
Health workers who render aid indiscriminately and who are not in uniform can be given protections under Walzer’s theory in two main ways. The first is that they are civilians and maintain non-combatant status due to civilian immunity (unless they act in a way that causes them to lose these protections). The second is that health workers protect the status of the soldier as a human but not of the soldier as a soldier. 
As Walzer’s theory stands currently, the protections afforded to health workers can be summarized as follows. Health workers embedded in the military branches who wear uniforms are combatants. They are, therefore, liable for death by virtue of being in uniform. Health workers embedded in military branches that are not in uniform, and only contribute to the ability of a soldier to exist as a human and not just to fight, are not liable unless they make themselves liable. Individuals working for neutral aid organizations are not liable for death because they are non-combatants and individuals who only provide aid to civilians are not liable because of civilian immunity. 
While Walzer’s theory can be applied to certain aspects of health workers, it is certainly not clear whether these conclusions are entirely accurate. It is also not clear how his theory applies to third-party organizations or health workers that render aid discriminately, refusing aid to certain parties while giving it to others. Do these individuals forfeit their immunities and become liable by not remaining impartial? Walzer does not specify the extent to which an individual needs to pose a threat to the life or liberty of another to be liable for death. 
	As Walzer’s theory is difficult to apply to health workers, I propose a new set of criteria. These criteria will place health workers within the just war theory framework, discuss the protections workers are given and should be given and outline when and if health workers can be considered non-combatants. 

3.3: The Implications of GHD on the Status of Health Workers
	In the era of global health diplomacy, states are becoming more intentional about forwarding foreign policy goals through health initiatives. Many have even incorporated this intersection into national security policies and departments in their respective governments.[endnoteRef:15] The consequence of this is that the goals and actions of health workers can no longer be separated from politics. Within the context of Walzer’s theory, this increasing politicization of health threatens the status of health workers as non-combatants, and, consequently, their status as non-liables. I argue that health workers should be considered non-combatants and non-liables notwithstanding changes in the health landscape.  [15:  The United States has specifically incorporated an office within the State Department called the Office of Global Health Diplomacy whose purpose is to help facilitate connections between diplomatic efforts and health initiatives. The UK has also incorporated health into its national security goals and is working on integrating its health policy and scientific sectors. [Joshua Michaud and Jennifer Kates, "Global Health Diplomacy: Advancing Foreign Policy and Global Health Interests," Global Health: Science and Practice 1, no. 1 (2013)., 2.; Nadeem Hasan et al., "The Uk’s Contribution to Health Globally," (London, England: All-Party Parliamentary Group (APPG) on Global Health, 2015)., 10.]] 

	Walzer’s theory defines only one group as not liable in conflict: civilians, which are protected by civilian immunity.[footnoteRef:97] These civilians are non-combatants so long as they do not “pose a sufficient or imminent risk to the life or liberty of an individual” or make themselves into a “dangerous man.”[footnoteRef:98] To argue why health workers can be considered non-combatants, I will first explain why they are civilians and second why they have not taken adequate actions to forfeit their protections.  [97:  Walzer, Just and Unjust Wars : A Moral Argument with Historical Illustrations., 296.]  [98:  Ibid., 145.] 

	The first question to answer is whether health workers can be classified as civilians. Walzer does not distinguish between types of civilians or give specific requirements for individuals to have civilian status besides the stipulation that they cannot wear uniforms. By virtue of this, health workers who do not wear a uniform should be classified as civilians and those who do should be classified as combatants. 
	The second question to answer is whether health workers pose a sufficient enough threat to lose their non-combatant status. With the increasing connection between health and politics, health workers lose their claim to impartiality. As they become more like mechanisms of the state, they assume a role that is more similar to that of a combatant because they begin to represent specific interests that may violate the life or liberty of an individual. 
	But is the threat that their interests pose different from the threat that health workers themselves pose? I would argue yes: the goals that health workers are supporting are not the same as their actions as individuals. If we take Walzer’s theory seriously, health workers should be categorized as non-combatants because the existence of a political link does not pose a sufficient enough threat for them to lose these protections. 

3.4: The Implications of GHD Replacing Hard Power Mechanisms
	One of the trends in global health diplomacy is the usage of GHD to achieve goals that were previously achieved by hard power mechanisms.[footnoteRef:99] These efforts contribute to the establishment of a smart power strategy in foreign policy. If GHD becomes increasingly used as a military strategy, it could potentially be considered a type of warfare. This would have serious consequences for the status of health workers in just war theory.  [99:  Kevany., 7.] 

	It is difficult to define warfare, as there are definitions for conventional and unconventional warfare but not for warfare generally. It is possible that warfare does not require military action to be classified as warfare. An example is psychological warfare, a type of warfare that does not involve military action or physical violence.[footnoteRef:100] If warfare is viewed as levying specific strategies for the purpose of achieving an end goal, it seems likely that GHD could be considered a type of warfare as it begins to replace hard power means for states. It should not be considered a type of unconventional warfare, but instead should be put in a separate category.[endnoteRef:16] [100:  Jeffrey L. Hasler, "Defining War: New Doctrinal Definitions of Irregular, Conventional and Unconventional Warfare," Special Warfare  (2007)., 3-4. ]  [16:  GHD cannot be classified as a type of unconventional warfare because it is not technically violent. In regards to the overall definition of unconventional warfare, multiple references are made to hostilities and violence. [Hasler., 4.]] 

	When GHD is defined as a type of warfare, the protections for health workers change as health workers become the agents conducting the war. They can now be considered the “soldiers” in the conflict. If they have the same status as soldiers in Walzer’s theory, health workers are not responsible for the reasons the conflict was begun but are responsible for the conduct of the conflict. As there is no “just” or “unjust” side, all health workers are morally equal and all legitimate targets of war. Health workers in this context have, by virtue of being agents of war, forfeited their protections and become liable. 
	The assumption in this analysis of GHD as a type of warfare is that there are clear sides to the conflict. In this context, the conflict would be one countries’ health initiatives pitted against another’s for the purpose of achieving policy goals that directly oppose. This is incredibly unlikely, but if so the result of this conflict would be one country achieving its goals and the other not.

3.5: Minimization of the Ethical Implications of GHD 
	The best way to minimize the loss of protections for health workers from the ethical perspective is to establish firm definitions for a combatant and a non-combatant. The current definitions do not apply cleanly to health, particularly within the context of GHD. Due to the lack of clear definitions, health workers are increasingly being targeted in armed conflict areas. 
Definitions are important even though they refer only to ethical classifications and do not have enforceable mechanisms. Definitions will not prevent health workers from being targeted (especially when health workers are targeted for strategic reasons not related to their status as combatants or non-combatants), but they will allow for a more uniform qualification of when health workers forfeit their non-combatant status. Outlining of these definitions will also allow for adjustments to be made in health occupations before health workers assume further risks. This definition should specify that having political motivations in the rendering of aid causes the workers to lose protections so health workers know to limit, as much as possible, the connection between their actions and the foreign policy goals that they are supporting. 
Part 4.1: Definition of International Law
	International law solidifies and bolsters the protections provided for health workers in just war theory. These protections are incredibly complex, just like international law generally, but they are incredibly important for understanding how the existing protections might be affected within the context of GHD. 
The role of law in the international domain has been debated extensively, as many believe that international law cannot be law because it lacks an enforcement mechanism. Others argue that even though the enforcement mechanism for international law is not present, international law still represents a morally neutral framework that seeks to influence the behavior of its subjects.[footnoteRef:101] These theories have different implications for the connection between the ethical framework and the legal framework. For more information about the role of international law, see Appendix 2.  [101:  José E.  Alvarez, "But Is It Law?," Proceedings of the Annual Meeting (American Society of International Law) 103, no. International Law As Law (2009)., 164. ] 

	International law is defined by material sources and formal sources. Material sources are factors that contribute to the creation of judicial norms and formal sources can be generally thought of as ways to express these norms.[footnoteRef:102] Examples of material sources are things such as UN General Assembly Resolutions, judicial decisions, treaties not yet in force and non-binding declarations. These sources contain rules but do not necessarily have legal authority; they simply provide further clarification to legal sources.  [102:  Maria-Luiza Hrestic, "Considerations of the Formal Sources of International Law " Journal of Law and Administrative Sciences 7 (2017)., 1. ] 

	Examples of formal sources are things such as treaties, general principles of international law, decisions of certain international organizations, unilateral declarations of state and customary international law.[footnoteRef:103] Customary international law (CIL) is particularly important in the context of armed conflict, as CIL has established norms of conflict that are incorporated within the context of the law of armed conflict (or international humanitarian law).[footnoteRef:104] [103:  Djacoba Tehindrazanarivelo, "Sources of Public International Law," (2018)., 1. ]  [104:  Michael Wood, "The Evolution and Identification of the Customary International Law of Armed Conflict," Vanderbilt Journal of Transnational Law 51 (2018)., 1.] 


4.2: Historical Development of the Law of Armed Conflict
	The origins of the laws of armed conflict are difficult to pin down, but the first laws are generally believed to have originated from the work of St. Augustine and St. Thomas Aquinas, who conceptualized the idea of “just war” following the rise of nation states in Europe.[footnoteRef:105] These teachings are believed to have led to the restricting of the unlimited right to wage war, or the restriction of jus ad bellum.[footnoteRef:106] Since then, there have been many historical developments on limiting aspects of war due to increasing importance placed on human rights and human dignity. The largest contributions to the legal restrictions placed on war are the Geneva Conventions and their Additional Protocols (APs). These Conventions form the basis of international humanitarian law (IHL) and complement important provisions encoded in international human rights law (IHRL). A timeline of these major events and their general importance to the international law of armed conflict are summarized in Appendix 3.  [105:  Ingrid Detter, The Nature of the Law of War (Cambridge University Press, 2000)., 157. ]  [106:  Ibid., 156.] 


4.3: Legal Protections Given to Health Workers
	Just like within the ethical framework, it is important to clearly define “health workers” in the legal context in order to outline which protections apply to them. This definition will build partially off the definition proposed in the ethical framework, as it will depend upon the classification of health workers as non-combatants. For the purpose of the legal analysis, a health worker will be defined as a non-combatant who acts as a humanitarian aid worker. 
Health workers are afforded protections within armed conflict contexts both by IHL and IHRL. IHL includes the four 1949 Geneva Conventions, the Additional Protocols[footnoteRef:107] and customary law (which will be discussed later). IHRL can be defined as the law that constantly applies, including during emergencies that are below the threshold of an IHL-defined “armed conflict”. As the threshold for the classification of an armed conflict varies by whether the conflict is an IAC or NIAC, IHRL provides protections without the requirement of meeting this threshold.[footnoteRef:108] IHL is applicable to all parties in a conflict, including non-state actors (as it has specifications for NIACs), but IHRL is generally only applicable to states themselves.[footnoteRef:109] These bodies of law are often described to be conflicting, but the two can actually complement each other in the understanding of the protections afforded to health workers. [107:  Brigit Toebes, "Health and Humanitarian Assistance: Towards an Integrated Norm under International Law," Tilburg Law Review 18 (2013)., 4. ]  [108:  Alexander Breitegger, "The Legal Framework Applicable to Insecurity and Violence Affecting the Delivery of Health Care in Armed Conflicts and Other Emergencies," International Review of the Red Cross 95, no. 889 (2013)., 8. ]  [109:  Ibid., 6. ] 

The duality of IHL and IHRL are important for understanding the protections given to health workers because IHL can be considered a type of lex specialis to IHRL.[footnoteRef:110] IHL provides more specific protections to health workers within the context of armed conflict, which are also more extensive. The more general protections afforded by IHRL apply in all contexts and to all individuals but are not as beneficial in armed conflict contexts as IHL.[footnoteRef:111] IHL does not overrule the protections given by IHRL but instead supplements them. The complementary application of both legal bodies is evidenced by the inclusion of IHRL in the ICRC Customary Law Study, which identified IHRL’s role as: ‘support[ing], strengthen[ing] and clarify[ing] analogous principles of international humanitarian law.[footnoteRef:112] [110:  Ibid., 9.]  [111:  ICRC, "Lex Specialis,"  https://casebook.icrc.org/glossary/lex-specialis., 1.]  [112:  Jean-Marie Henckaerts and Louise Doswald-Beck, Customary International Humanitarian Law Volume 1: Rules (New York: Cambridge University Press, 2005)., xxxvii. ] 

IHL provides specific protections for certain groups of individuals within the context of an armed conflict. IHRL, on the other hand, protects all individuals under a state’s jurisdiction on a non-discriminatory basis. Health workers, therefore, enjoy IHRL protections like all other individuals under a state’s jurisdiction. These protections include the protection from arbitrary deprivations of their right to life, the right to free movement and the protection from arbitrary arrest or detention. Health workers under IHRL are not afforded rights as a function of their role as health workers like they are under IHL.[footnoteRef:113] [113:  Breitegger., 9.] 

The great majority of legal protections afforded to health workers are codified in IHL. IHL provides protections for medical personnel, units, transports and entities like hospitals.[footnoteRef:114] It also provides specific protections for military health workers, which do not exist under Walzer’s theory of just war. While the protections encoded in IHL for hospitals and for the transport of medical supplies are incredibly important in the greater health context, I will only be describing the protections afforded to individuals classified as health workers.  [114:  Katherine H. A.  Footer and Leonard S. Rubenstein, "A Human Rights Approach to Health Care in Conflict," ibid., 11. ] 

	Within the context of IHL, health workers are generally not liable for attack. This is where the definition of health worker that I provided becomes increasingly important. Health workers should not be defined simply as “medical personnel” nor as “humanitarian aid workers”, but instead as a hybrid between the two: they should enjoy the protections given to both. 
	Medical personnel are the only individuals granted specific protections in IHL. These personnel are defined narrowly in Article 8(c) of AP I[footnoteRef:115] as personnel specifically assigned to medical functions by a party to the conflict.[footnoteRef:116] Medical personnel are one of three groups that are not liable targets in IHL, medical personnel of the ICRC and humanitarian relief personnel being the other two.  [115:  "Protocol Additional to the Geneva Conventions of 12 August 1949, and Relating to the Protection of Victims of International Armed Conflicts (Protocol I)," ICRC, https://ihl-databases.icrc.org/applic/ihl/ihl.nsf/Article.xsp?action=openDocument&documentId=F8579DB5D12F282FC12563CD0051D717 ]  [116:  Breitegger., 3. ] 

Health workers that are not specifically assigned by a party to the conflict are not protected under IHL by virtue of their status as health workers, but simply by virtue of their status as civilians. This means these health workers would not be liable to either incidental or intentional attack due to CIL and proportionality. Health workers would only become liable if they began to take a direct part in the hostilities, just like any civilian would be[footnoteRef:117] (i.e. they become a “dangerous man” as in Walzer’s ethical codification of liability[footnoteRef:118]).   [117:  Katherine H. A.  Footer and Leonard S. Rubenstein, "A Human Rights Approach to Health Care in Conflict," ibid., 9. ]  [118:  Walzer, Just and Unjust Wars : A Moral Argument with Historical Illustrations., 145. ] 

Health workers are protected by some aspects of IHL, specifically Additional Protocols I and II. These Additional Protocols establish broader protections for individuals engaged in medical activities, even if they do not meet the requirements of “medical personnel”, as long as they maintain compatibility with medical ethics. These individuals enjoy protection from punishment if they act in accordance to medical ethics, meaning that health workers cannot be punished for rendering aid to a perceived enemy. As long as health workers render medical care indiscriminately, or to all parties non-withstanding race, sex, political or other opinion or civil, social or political status,[footnoteRef:119] they maintain protection from punishment under Article 16 of AP I[endnoteRef:17] and Article 10 of AP II[endnoteRef:18]. These Additional Protocols, however, do not protect workers from direct attack.   [119:  Footer and Rubenstein., 15. ]  [17:  Additional Protocol I Article 16 reads as follows: “1. Under no circumstances shall any person be punished for carrying out medical activities compatible with medical ethics, regardless of the person benefiting therefrom. 2. Persons engaged in medical activities shall not be compelled to perform acts or to carry out work contrary to the rules of medical ethics or to other medical rules designed for the benefit of the wounded and sick or to the provisions of the Conventions or of this Protocol, or to refrain from performing acts or from carrying out work required by those rules and provisions. 3. No person engaged in medical activities shall be compelled to give to anyone belonging either to an adverse Party, or to his own Party except as required by the law of the latter Party, any information concerning the wounded and sick who are, or who have been, under his care, if such information would, in his opinion, prove harmful to the patients concerned or to their families. Regulations for the compulsory notification of communicable diseases shall, however, be respected.” ["Protocol Additional to the Geneva Conventions of 12 August 1949, and Relating to the Protection of Victims of International Armed Conflicts (Protocol I)".]]  [18:  Additional Protocol II Article 10 reads as follows: “1. Under no circumstances shall any person be punished for having carried out medical activities compatible with medical ethics, regardless of the person benefiting therefrom. 2. Persons engaged in medical activities shall neither be compelled to perform acts or to carry out work contrary to, nor be compelled to refrain from acts required by, the rules of medical ethics or other rules designed for the benefit of the wounded and sick, or this Protocol. 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. ["Protocol Additional to the Geneva Conventions of 12 August 1949, and Relating to the Protection of Victims of Non-International Armed Conflicts (Protocol Ii)," ICRC, https://ihl-databases.icrc.org/applic/ihl/ihl.nsf/Article.xsp?action=openDocument&documentId=D321BEBD8192C5E0C12563CD0051E85A.]] 

The other category of individuals given protections under IHL that falls within the realm of health are health workers affiliated with the Red Cross and Red Crescent societies and other humanitarian organizations.[footnoteRef:120] This is where the definitional aspect of a health worker as a “humanitarian aid worker” becomes important. Humanitarian aid workers specifically are given more protections under international law than medical personnel and healthcare professionals in general. The definition of “humanitarian aid workers” under IHL, however, is not clearly agreed upon.[footnoteRef:121] It can generally be described as both international and national personnel who strive to deliver relief in an impartial manner to people hors de combat and to civilians in need.[footnoteRef:122] It is important to note that the definition I outlined of a health worker maintains a clear distinction: all health workers are humanitarian aid workers, but not all humanitarian aid workers are health workers. Some humanitarian aid workers perform duties outside of the realm of health such as the delivery of food.[footnoteRef:123]  [120:  Footer and Rubenstein., 10. ]  [121:  Francesco Seatzu, "Revitalizing the International Legal Protection of Humanitarian Aid Workers in Armed Conflict," La Revue des droits de l’homme 11 (2017)., 1. ]  [122:  Helen Durham and Phoebe Wynn-Pope, "Protecting the ‘Helpers’: Humanitarians and Health Care Workers During Times of Armed Conflict," Yearbook of International Humanitarian Law 14 (2011)., 3. ]  [123:  Seatzu., 3.] 

In general, medical personnel pursuing exclusively humanitarian tasks are legally protected from attack whether they are military or civilian entities.[footnoteRef:124] These individuals are protected due to their status as impartial entities.[endnoteRef:19] Impartiality here can be defined as “the absence of any discrimination based on race, nationality, religion, political opinions or any other similar criterion, with priority given to those in most urgent need.”[footnoteRef:125]  [124:  Footer and Rubenstein., 9. ]  [19:  This is a key distinction. Impartiality is substantially different from neutrality. Legal protections do not specifically require neutrality, though neutrality is mentioned within the context of the work of the ICRC. Impartiality, however, is mentioned within the definition of humanitarian aid worker given throughout IHL. There is also some research that suggests to truly fulfil humanitarian requirements, it is impossible to be neutral. This can be seen in an article written by Fiona Terry, a MSF Representative, called “The Principle of Neutrality: Is it Relevant to MSF?”  [Fiona Terry, "The Principle of Neutrality: Is It Relevant to MSF?," Médecins Sans Frontières (2000)., 1.]]  [125:  "The Fundamental Principles of the Red Cross : Commentary," ICRC, https://www.icrc.org/en/doc/resources/documents/misc/fundamental-principles-commentary-010179.htm., 1. ] 

Just as health workers can forfeit non-combatant status in the ethical realm by taking certain actions, health workers can also forfeit their legal protections by committing, outside their humanitarian functions, acts harmful to the enemy. These acts may be defined as acts with purpose or effect of harming the adverse party, by facilitating or impeding military operations.[footnoteRef:126] The key exception underscored here is that acts that may appear to constitute a harmful act do not cause officials to lose their protections if the acts are within the realm of the humanitarian tasks. For example, the mere presence of mobile medical units on or near military objectives is not necessarily a threat, as the presence could be for humanitarian reasons.[footnoteRef:127]  [126:  Breitegger., 28. ]  [127:  Ibid., 29. ] 

	It is important to note that just as there is no clear definition of humanitarian aid worker under IHL, there is also no specific reference to humanitarian aid workers in the Geneva Conventions. The Conventions codify the right to provide relief to civilian populations and the rights of organizations like the ICRC to function, but do not outline protections for the workers themselves.[footnoteRef:128] The Additional Protocols were added to provide specific protections and other efforts were taken by international bodies to emphasize the needs for these protections. Examples of these other efforts were the International Covenant on Civil and Political Rights (ICCPR), the Convention on the Safety of United Nations and Associated Personnel (CSUNAP), the Rome Statute of the International Criminal Court (ICC), the ICRC’s Customary International Humanitarian Law Study, UNSC Resolution 2286 and various resolutions including a 2014 UNGA Resolution on “global health and foreign policy.”  [128:  Durham and Wynn-Pope., 10. ] 

	The ICCPR (1966) provides protection from violence for healthcare professionals, the wounded and the sick.[footnoteRef:129] Some health workers are also protected under the CSUNAP (1994), which gives protections to associated personnel of the UN, or individuals who are deployed by organizations pre-approved by the UN.”[footnoteRef:130] The Rome Statute of the ICC (1998) was specifically impactful in protecting humanitarian aid workers, as it criminalized the attacking of relief personnel and materials in both IACs and NIACs.[endnoteRef:20] [129:  Footer and Rubenstein., 11. ]  [130:  Durham and Wynn-Pope., 12. ]  [20:  Article 8(2)(b) states: Other serious violations of the laws and customs applicable in international armed conflict, within the established framework of international law … (iii) Intentionally directing attacks against personnel, installations, material, units or vehicles involved in a humanitarian assistance or peacekeeping mission in accordance with the Charter of the United Nations, as long as they are entitled to the protection given to civilians or civilian objects under the international law of armed conflict. Article 8(2)(e)(iii) is identical to 8(2)(b) but applies to NIACs. [Durham and Wynn-Pope., 13.]] 

	The most impactful recent development in the legal protections of health workers is the ICRC’s Customary International Law Study (2005), published in two separate volumes. In this study, the ICRC attempted to outline aspects of customary international humanitarian law, as customary law is not explicitly codified but rather law that is established by practice.[footnoteRef:131] This study determined that there is one fundamental CIL rule that relates to humanitarian aid personnel: Rule 31. This rule states that “humanitarian relief personnel must be respected and protected.”[footnoteRef:132]  [131:  Shabtai  Rosenne, Practice and Methods of International Law (Oceana Publications, 1984)., 55. ]  [132:  Henckaerts and Doswald-Beck., 166. ] 

	Two final important developments that give additional protections to health workers are resolutions passed by the UN. UNSC Resolution 2286 condemns attacks against medical workers and the 2014 UNGA Resolution focused on protections of healthcare workers. Bodies such as the World Health Organization (WHO) are also working to extend protections to health workers and to better quantify the attacks against healthcare. A resolution was passed by the World Health Assembly in 2012 to call for leadership from the WHO in collecting and disseminating data on attacks on healthcare in complex humanitarian emergencies.[footnoteRef:133]  [133:  Preeti Patel et al., "Documenting Attacks on Health Workers and Facilities in Armed Conflicts," Bull World Health Organ 95 (2017)., 2. ] 

	Health workers are given specific legal protections within armed conflict contexts if they are specifically assigned to medical functions by a party of a conflict (“medical personnel”) or if they are considered associated personnel of the UN (CSUNAP). Even if they do not fall under one of these categories, however, health workers are still given some protections by maintaining their status as humanitarian aid officials and as civilians. If they maintain impartiality and do not extend beyond the requirements of their role as humanitarian aid workers, health workers are non-liable targets. 

Part 5.1: Legal Implications of GHD
	Within the context of armed conflict, certain protections apply to health workers that do not apply during times of peace. These protections depend heavily on impartiality and only permit actions that are aligned with the principles of medical ethics and humanitarian relief. Global health diplomacy poses an interesting challenge to this legal framework, as GHD actors vary in their level of impartiality due to their varying levels of connection to the state.  
	Health workers operate in both contexts of armed conflict and contexts of peace, as discussed in the overview of the legal protections provided to health workers. This means that health workers benefit from general protections under IHRL in addition to more specific protections under IHL. In GHD, not all health efforts are conducted in contexts of armed conflict that meet the threshold specified by IHL. The protections given to health workers by IHRL will exist at all times and cannot be forfeited under international law. 
Besides the protections given to health workers under IHRL, there are only two other categories of protections afforded to health workers that are guaranteed to exist in the context of armed conflict: those provided to medical personnel and those given to association parties of the UN. The rest of the protections given to health workers can be lost within the context of GHD. 
The first main protections given to health workers in IHL are given to individuals who fit the legal definition of “medical personnel”. These individuals are those strictly defined by Article 8(c) of AP I to be personnel specifically assigned to medical functions by a party to the conflict.[footnoteRef:134] These protections would only exist in GHD if the state that was facilitating the global health initiative was also party to the conflict in which it was acting. This means that the GHD initiative would have to be occurring within the context of an armed conflict as specified by IHL and that the state rendering the care must be a party to this conflict. The state simply being involved in the region is not enough to classify it as a party to the conflict. [134:  Breitegger., 3. ] 

The second category of protections afforded to health workers that are guaranteed in contexts of armed conflict are those afforded to associated personnel of the United Nations under the CSUNAP. These individuals are protected in armed conflict due to their direct affiliation with the UN.[footnoteRef:135] This means that a state must get pre-approval of the organizations and individuals it uses to forward its foreign policy goals in order to guarantee their protections. As many states use NGOs and organizations within local populations to facilitate health initiatives, these pre-approvals could provide a route with which states could still forward foreign policy goals via GHD without risking the safety of health workers.  [135:  Durham and Wynn-Pope., 12.] 

The increasing politicization of health threatens the remaining legal protections given to health workers because of the threat GHD poses to impartiality. The remainder of the specific protections given to health workers in armed conflict depend upon the status of health workers as either humanitarian aid workers or entities that fulfil all the requirements of medical ethics. Both humanitarian aid and medical ethics require impartiality, something that cannot be maintained with the increasing politicization of health. 
	The largest threat to impartiality of health workers is the existence of a foreign policy connection. Though the foreign policy goals that the officials are forwarding do not necessarily explicitly mandate discrimination in rendering medical aid, the goal itself impacts the actions of the health worker. If the health worker is cognizant of the overall foreign policy goal and works actively to support it, the health worker can no longer be impartial. There is no threshold level of discrimination required in the legal framework for an individual to lose these protections, so it should be assumed that any act of discrimination is adequate. 
	The tenants of medical ethics in times of armed conflict vary from those in times of peace, but one key underlying tenant of medical ethics that must be maintained in all contexts is impartiality. Medical ethics specifically outlines the principle of “medical neutrality.” Medical neutrality dictates that all individuals in the medical field should provide care to all individuals who require it, not just individuals who fit into certain social categories.[footnoteRef:136] This is important in the context of armed conflict because it means that all individuals have the equal right to medical care, whether they are a comrade or an enemy. This principle of medical ethics is highlighted in many legal frameworks, particularly that of the equal status of innocents that is applied to all wounded or sick individuals in an armed conflict.[footnoteRef:137]  [136:  Toebes., 19. ]  [137:  "The Geneva Conventions of 1949 and Their Additional Protocols," ICRC, https://www.icrc.org/en/doc/war-and-law/treaties-customary-law/geneva-conventions/overview-geneva-conventions.htm. ] 

	Along the same lines of losing impartiality, many health workers in the context of GHD also forfeit the protections afforded to them by virtue of their status as humanitarian aid workers. This is probably the most substantial consequence of the increasing politicization of health, as humanitarian aid workers are given the most significant protections in both IACs and NIACs.[footnoteRef:138] Humanitarian aid workers generally lose protections if they if they commit, outside their humanitarian functions, acts harmful to the enemy[footnoteRef:139]—or if they exceed their impartial humanitarian mission beyond the scope of the Protocol.[footnoteRef:140] This means that if humanitarian aid workers do not remain impartial lose the legal protections provided to them.    [138:  Durham and Wynn-Pope., 11. ]  [139:  Breitegger., 28.]  [140:  Durham and Wynn-Pope., 11.] 

	The difference between impartiality and neutrality is incredibly important within the context of humanitarian aid workers. The words “impartial” and “humanitarian” appear consistently throughout the Geneva Conventions and the Additional Protocols when referring to humanitarian assistance, but neutrality specifically is not required under IHL. Neutrality is often a part of this debate within the context of the work of various humanitarian organizations. The ICRC’s mandate, for example, describes the ICRC as an “independent, neutral organization ensuring humanitarian protection and assistance for victims of armed conflict and other situations of violence.”[footnoteRef:141]  [141:  "The Icrc's Mandate and Mission,"  https://www.icrc.org/en/doc/who-we-are/mandate/overview-icrc-mandate-mission.htm., 1. ] 

	Though impartiality and neutrality are often confused colloquially, the two terms have separate meanings and distinct legal implications. The difference between the two can be best defined as the difference between a macro-level principle of abstention and a micro-level principle of action. Impartiality is the concept of basing action on the specific needs of victims within a conflict. Neutrality is the concept of not associating with any ideology or particular aspect of a conflict. Therefore, impartiality focuses more on actively aiding the victims within the context of the conflict while neutrality focuses more on abstaining from association with a specific party; impartiality is more engaged while neutrality is more distant.[footnoteRef:142] This is why many individuals have critiqued the ability of humanitarian aid organizations to truly be neutral and argued that neutrality actually might limit the actions of humanitarian organizations.[footnoteRef:143] [142:  Kubo Mačák, "A Matter of Principle(S): The Legal Effect of Impartiality and Neutrality on States as Humanitarian Actors," International Review of the Red Cross 97, no. 897/898 (2015)., 5. ]  [143:  Terry., 1.] 

	The reason this distinction is important in the legal implications for the increasing politicization of health is that the legal framework requires impartiality, not neutrality. The only requirement for neutrality is encoded specifically within the role of the ICRC, both in the Geneva Conventions and the mandate of the ICRC itself. This recognition of impartiality gives some lee-way to actions of humanitarian aid workers, as a requirement for neutrality would greatly limit the actions health workers could take in rendering aid.  
	An important note to make is that the level of forfeiture of the protections of health workers in these contexts depend heavily on the extent to which the foreign policy goals are tied to health initiatives. The idea here is this: the health initiatives are connected to the political goals of a state and the more these initiatives are connected to those of a state, the more the health workers supporting them should be considered actors of the state. 
	It is also important to keep in mind that the ethical and legal implications have both largely been based upon the assumption that GHD is the usage of health initiatives for political purposes. This is only one definition of GHD. It is also possible to view GHD as a field in which foreign policy considerations are simply taken into account when making health investments. This definition would have milder implications in the ethical and legal frameworks. 
	In summary, the increasing politicization of health threatens the legal protections of health workers that are afforded on the basis of impartiality and non-discrimination. This means that health workers will not always be able to claim protections given to them in armed conflict by the virtue of their commitment to medical ethics or of their roles as humanitarian aid officials. Health workers will, however, always be protected by IHRL. They will also always be able to claim protections given to them if they are medical personnel or associated personnel of the UN. The level to which health workers forfeit protections will depend on the specific actions they take and the extent to which they incorporate foreign policy goals into the health initiatives. 

5.2: Protecting Health Workers in the Legal Framework
	Since the publishing of the Additional Protocols, there have been many efforts by actors within the international community to further specify protections given to health workers. There is some evidence, however, that many protections are already codified in international law.[footnoteRef:144] The difficulty in understanding the overall framework and how it applies to the realm of healthcare in general severely limits the development of further protections for health workers. [144:  See the ICRC’s Customary International Law study. ] 

	The increasing politicization of health has highlighted several important issues that already substantially restrain the protections given to health workers. If care is not taken to resolve these issues now and make adjustments accordingly, the implications of GHD in the future could lead to the loss of legal protections for the great majority of health workers (and for the great majority of humanitarian aid workers). 
	I argue that there are three main issues that should be resolved to help further protect health workers within the legal framework. The first issue is strictly definitional. Currently, there is no legal definition of a humanitarian aid worker. Without a clear definition of a humanitarian aid worker, it is impossible to apply a specific category of legal protections to these individuals. As a health worker is defined partially by her status as a humanitarian aid worker, providing a clear legal definition of a humanitarian aid worker would also help provide further legal protections for health workers generally. 
	The second issue that I believe contributes substantially to the current threat posed to health workers is the increasing politicization of health. As discussed previously, the usage of health workers to forward foreign policy goals contributes to the loss of impartiality. For health workers to maintain protections afforded to them by medical ethics and their status as humanitarian aid workers, they must maintain impartiality. The first way that health workers can maintain protections that depend on impartiality is by not acting in a political context at all. States can protect the protections of health workers simply by not using health workers to forward foreign policy goals. If health workers are not connected to foreign policy goals, they will not as likely be considered liable targets. 
If states want to continue using health workers and health initiatives to forward foreign policy goals, they can do two things. First, states can be more transparent in the reasons behind their provision of aid. This transparency in the political aspects of the health initiatives will help delineate which health workers are connected to foreign policy goals and which are not. The second option that states have, which will arguably provide stronger protections to the health workers, is to get pre-approval of the UN for the personnel they use to facilitate health initiatives. If the health workers can specifically be considered associated personnel of the UN, they will then get the legal protections afforded to by CSUNAP. 
	The last important issue to resolve is the lack of a unified framework. Beyond definitional difficulties, there is no unified framework summarizing the protections given to health workers that can be applied to the changing political contexts in which health workers operate. For states to continue using health workers for foreign policy goals, I argue that international law should codify further protections for health workers. 
	Adding legal protections for a specific group is not a novel idea. In fact, over the past few decades there have been various efforts to change international norms. The UN and other international bodies have, for example, added specialized language around women including the UN’s 1967 “Declaration on the Elimination of Discrimination against Women”. This stated that discrimination against women is an offence against human dignity and called States to “abolish existing laws, customs, regulations and practices which are discriminatory against women, and to establish adequate legal protection for equal rights of men and women”.[footnoteRef:145] Diplomatic protections also were first officially coded in international law in 2006 when the UN’s International Law Commission (ILC) adopted draft articles on the provisions.[footnoteRef:146] [145:  United Nations, "Women’s Rights Are Human Rights," (New York and Geneva: United Nations Human Rights Office of the High Commissioner 2014)., 5.]  [146:  Annemarieke Vermeer-Künzli, "As If: The Legal Fiction in Diplomatic Protection," European Journal of International Law 18, no. 1 (2007)., 1.] 

	In the spirit of this precedent, I propose that international law should designate a clear legal separation between a health worker and the foreign policy goal they are forwarding. This would, similarly to the distinction between jus ad bellum and jus in bello in the just war theory framework, allow for the health workers’ protections to be maintained based on the legal codification that they are not responsible for the decisions made by the states they support. This separation would allow health workers to maintain their impartiality and, consequently, the protections that already exist. I also propose that clear definitions, once decided upon, should be applied universally in legal language to ease comprehension. Once this baseline is established, further protections can be given to health workers as needed and agreed upon by individuals within the international community. 
Conclusions and Final Recommendations: 
	In the next few decades, the global health diplomacy landscape is only going to become more complicated. Without careful examination of what the future of global health looks like, many aspects of the global health infrastructure worldwide will be in danger. It is important to focus preemptively on the potential impacts of the growing politicization of health to prevent the loss of protections for health workers within both the ethical and the legal frameworks. If health workers lost their protections in armed conflict, there would be serious consequences for international health. 
	Though there would be serious negative implications to the rendering of health services, there is also a counterargument to giving health workers more legal protections—especially within the context of armed conflict. With the growing presence of asymmetric warfare and unconventional methods such as guerilla warfare and terrorism, some are concerned that individuals will take advantage of these protections. There have already been documented cases of members of militant and terrorist organizations disguising themselves as doctors, nurses and even sick or injured patients in order to carry out attacks.[footnoteRef:147] These individuals, by virtue of posing in these occupations, are exploiting the existing protections given to these populations.  [147:  Louis R. Mizell and E. Reed Smith, "How Terrorists Target and Attack Health Care Facilities and Personnel,"  https://www.ems1.com/ems-products/wmd-response-supplies/articles/104908048-How-terrorists-target-and-attack-health-care-facilities-and-personnel/.] 

	I argue that this is a valid concern but also that it is an extreme minority of cases. It is substantially more important to protect health workers, especially in light of growing violence. A possible solution to prevent these occupations from being used as cover could be to increase security in and around health facilities. This would limit individuals’ ability to pose as physicians and their ability to commit harmful acts within a health-related space. 
	In my analysis of the ethical and legal implications of the growing role of GHD, I produced three main categories of recommendations: 1) we need to outline clear classifications of health workers, 2) we need to increase transparency and 3) we need to codify further legal protections.[endnoteRef:21] These three main categories summarize the main ways to curtail the violence that is already occurring against health workers.  [21:  It is important to note that the legal implications of the increasing politicization of health have not been weighed more heavily despite the presence of more legal recommendations; legal recommendations simply provide a way to recommend policy changes that have more immediate impacts than changes in ethical framework. Many of the recommendations provided for the legal changes actually have roots in the ethical dilemma posed by GHD. ] 

My first recommendation aims to remedy the definitional problems. It is vital to outline clear definitions of a humanitarian aid worker and a health worker. There also needs to be a clear classification of health worker as either a non-combatant or combatant. Once definitions are agreed upon for these key terms and concepts, already existing protections can be better applied to health workers operating in these contexts. 
My second point relates to increasing the transparency in the relationship between global health initiatives and foreign policy goals. Many states have started to do this by incorporating health into their national security strategy or by creating departments within their governments to reflect the increasing interconnectedness between foreign policy and health.[footnoteRef:148] Though it might seem counter-productive to be transparent on the true purposes behind health interventions, it has not yet been proven to be the case.[endnoteRef:22]  [148:  Michaud and Kates., 2.]  [22:  GHD efforts have been shown to potentially have impacts in gaining favorable perceptions of certain countries in key regions and helping to establish a political dialogue, but they have not been shown to accomplish anything by virtue of being covert. As the efforts that have been cited as successful still had an overt connection to the state with which they were affiliated, it is possible that an increase in transparency would not affect the efficacy of the initiative in achieving the foreign policy goal. ] 

This transparency would help protect health workers because it would allow for the clear delineation between workers with protections and those without. Individuals connected to foreign policy goals generally forfeit non-combatant status and legal protections. The separation between non-liable parties and liable parties, both ethically and legally, would allow for the protection of health workers and other non-liable parties. It would also contribute to the overall maintenance of a just conflict. Another thing that states should do to maintain protections is to get UN approval via the CSUNAP. This would, again, facilitate clearer delineations between health workers who are forwarding policies and those who are not. 
My final recommendation is to extend the legal protections given to health workers. These workers must be protected to maintain infrastructure and to prevent states and populations from relapsing into armed conflict. Though clarifying definitions facilitates the application of legal protections already in place, additional protections also need to be added as there are generally too few legal protections for health workers. This is especially true in light of the risks being posed to the safety of health workers today. The international community must work together to establish where holes need to be filled in the existing protections.  
One category of law that needs to be established is a framework that allows health workers to be separated from the foreign policy goals that their efforts forward. The goals themselves, and the nature of the goals’ connections to the state, are what cause health workers to lose both ethical and legal protections. This means that effort needs to be taken to disentangle these two concepts. If it is assumed that health workers are truly only “actors of the state”, this would have ethical implications that cause them to potentially lose non-combatant status. 
It is also important to analyze the extent to which health workers are responsible for the decisions made by states. Workers who are directly involved in the creation of a specific policy should technically be more liable, just as Walzer describes policymakers as liable targets of conflict. It is important to further qualify how much individual participation is required to become a liable target. 
There are major implications to using health workers as tools of foreign policy. GHD is only increasing the prevalence of this usage and poses a threat to the ethical and legal protections currently given to health workers. States are recognizing this change and coming together to analyze this problem. The WHO has spearheaded efforts to solidify protections for health workers. The UNSC is actively responding to the situation in Syria. The US is sending diplomats who have backgrounds in healthcare to identify areas of need. These efforts show great promise in the future of the protection of health workers. 
 Even though there are true international efforts, it is still vital to establish set definitional and protective frameworks. I argue that by laying these out, international actors can actually become more efficient in their targeting of this problem. This issue requires cross-discipline engagement but is already getting great attention worldwide; the more effort is put in to clearly delineate the protections given to health workers, the more lives that can be saved overall. 





Appendix 1: Walzer’s Theory of Just War 
	
	Walzer’s theory of just war hinges strongly on a theoretical basis that prioritizes life and liberty. Many parts of his theory are based off this assertion, including the majority of his theory with relation to jus ad bellum: specifically, the “legalist paradigm” and the “domestic analogy.” Walzer’s value for life and liberty are also key to his reasoning behind his revision of the doctrine of double effect. On the other hand, Walzer also contradicts himself in his proposed framework for just war. This is specifically seen in his discussion of the moral equality of combatants, an issue he wrestles with extensively.  
	In his approach to the concept of morality, Walzer emphasizes a dual system in which what he terms as “thick” and “thin” languages of morality exist. Thick moral language, or “maximal morality”, defines a set of values that are shared within a community.[footnoteRef:149] This can also be associated with Walzer’s concept of particularism, as this type of morality cannot be universalized because it exists within a community system. As thick language cannot be universalized, it cannot apply to just war theory generally. Thin language, or minimal morality, however, can be applied universally.[footnoteRef:150] In relation to just war theory, Walzer’s concept of universalism is best defined as an effort to recognize and respect a specific doctrine of rights.[footnoteRef:151]  [149:  Walzer, Thick and Thin : Moral Agrument at Home and Abroad., 8.]  [150:  O’Callaghan., 5. ]  [151:  Walzer, Just and Unjust Wars : A Moral Argument with Historical Illustrations., xxiii-iv. ] 

	Walzer’s perceptions of the sources of morality also reflect this dualism between particularism and universalism. He argues that rights themselves are built from particularism and that the maximal moralities combine to form the minimal moralities. He also argues that life and liberty represent a form of ultra-minimalism, as they are the most important universal rights.[footnoteRef:152]This means essentially that universalism is founded by particularism.[footnoteRef:153] As the universal standards come from communities themselves, the universal standards then represent a set of fairly agreed-upon standards that could be acceptable by society to self-enforce.[footnoteRef:154] [152:  Thick and Thin : Moral Agrument at Home and Abroad., 16. ]  [153:  O’Callaghan., 6.]  [154:  Walzer, Thick and Thin : Moral Agrument at Home and Abroad., 10. ] 

	Walzer’s emphasis on life and liberty can be best shown in his theory related to jus ad bellum, particularly with the legalist paradigm and the domestic analogy. The legalist paradigm underlines the belief that states have the right to self-defense and that the only true crime states can commit is the crime of aggression.[footnoteRef:155] Walzer believes that the only justifications for going to war are the defense of life and liberty.[footnoteRef:156] Self-determination and political sovereignty also relate directly to these concepts and Walzer extends this argument to also protect those provisions.[footnoteRef:157] [155:  Just and Unjust Wars : A Moral Argument with Historical Illustrations., 51.]  [156:  Ibid., 72. ]  [157:  James M. Dubik, "Human Rights, Command Responsibility, and Walzer’s Just War Theory," Philosophy and Public Affairs 11, no. 4 (1982)., 5. ] 

	The domestic analogy laces nicely into the legalist paradigm because it notes that the reason states can be considered individuals in the international realm is because the individuals within the state consent to be represented by the state. That means that the rights of states are derived from the populations within the state, or as Walzer defines them, the political communities within a state.[footnoteRef:158] [158: Parsons., 5. ] 

	Political communities are social entities that have moral significance and rights due to the presence of “common life.” In this context, common life refers to a set of shared experiences and activities, whether cultural or political, that define a political community and distinguish it from others. The presence of common life gives the state itself legitimacy, and particularly legitimacy to act in self-defense.[footnoteRef:159] As Walzer states: “the moral standing of any particular state depends upon the reality of the common life it protects…if no common life exists, or if the state doesn’t defend the common life that does exist, its own defense may have no moral justification.”[footnoteRef:160]  [159:  Ibid., 4-5. ]  [160:  Walzer, Just and Unjust Wars : A Moral Argument with Historical Illustrations., 54. ] 

	The final place where Walzer highlights the importance of life and liberty is in his criticisms of the doctrine of double effect. The doctrine of double effect generally rests within the context of civilian immunity, as civilians are codified to not be legitimate targets of war. It provides a more practical justification for the deaths of civilians during conflict, as some civilian deaths inevitably occur in cases where civilians are not targeted.[footnoteRef:161] The doctrine underlines the specificity here; civilian immunity states that civilians are not legitimate targets of war, not that they are not legitimate deaths in war.  [161:  Ibid., 153. ] 

Critics of the doctrine of double effect worry that it provides a justification for civilian deaths[footnoteRef:162] that rests on the idea of intention—a normative concept that is incredibly difficult to define. By stating that civilian deaths are justified in cases where they were not the intended outcome, it seems that most civilian deaths in conflict can be justified.  [162:  McMahan., 29.  ] 

	This concept of intention is one that Walzer wrestles with in his writing. He critiques the doctrine of double effect because it gives impunity to cases in which there are alternative actions that could be taken to achieve a specific goal. Walzer argues that if there are ways to achieve a military goal while also limiting civilian deaths (i.e. not violating wide proportionality), these alternatives should be examined. It is not enough, according to Walzer, to just intend to not kill civilians, but instead it is important to actively limit using strategies that could impact civilian populations.[footnoteRef:163] He outlines these ideas in his revised doctrine of double effect, the doctrine of double intention.  [163:  Walzer, Just and Unjust Wars : A Moral Argument with Historical Illustrations., 154. ] 

	The doctrine of double intention outlines three main requirements that need to be fulfilled in order for civilian deaths to be justified. He focuses here on the idea of necessity, emphasizing that if an action is going to kill civilians, the action itself must be good (or at least indifferent). This means that the action must be necessary for the outcome of the conflict, it must be a legitimate action of war and the direct effect of the action must be morally acceptable. Walzer also says that the actor must seek to minimize civilian deaths even if it comes at some risk to himself.[footnoteRef:164]  [164:  Ibid., 156. ] 

	One of the places where Walzer’s theory struggles with regards to respecting the rights to life and liberty is in his conceptualization of the moral equality of combatants. Walzer even points out this contradiction, saying that the moral equality of combatants technically means that individuals are killed who are not liable to be. He describes this conflict as follows: “simply by fighting, whatever [the soldier’s] private hopes and intentions, they have lost their title to life and liberty, and have lost it even though, unlike aggressor states, they have committed no crime.”[footnoteRef:165]  [165:  Ibid., 136. ] 

This quote recognizes that soldiers did not necessarily consent to being a part of the conflict but must conduct it, and because they must conduct it, they are liable. This logic is contradictory to the idea of liability that Walzer is underlining because it is saying that technically these individuals are innocents. He notes this by saying that: “‘Soldiers are made to be killed,’ as Napoleon once said; that is why war is hell. But even if we take our standpoint in hell, we can still say that no one else is made to be killed. This distinction is the basis of the rules of war.”[footnoteRef:166]  [166:  Ibid., 136. ] 

	Another important argument against the moral equality of combatants that Walzer outlines is the idea that this argument does not take into account that few soldiers identify primarily as soldiers.[footnoteRef:167] This means that, again, the soldiers themselves are inevitably people in an occupation, and have not technically acted in a way that should make them liable for death.	Though the moral equality of combatants is difficult to justify under Walzer’s idea of proportionality and discrimination, it still is important for the rest of Walzer’s theory. Walzer believes that the moral equality of combatants is important so soldiers are not held responsible for the actions of their state in the beginning the conflict.   [167:  Ibid., 138. ] 






























Appendix 2: What is International Law? 

	Today, the role of international law has become increasingly complicated due to both the augmenting number of actors in the international realm and the regionalization of legal enforcements. More and more states have become party to bodies within the international system—like the United Nations and the European Union—that enforce specific sets of rules that apply to their members. These developments have also led people to question: what is international law and how can it be enforced? 
	One of the leading theorists in international law is philosophy professor John Austin, who emphasizes the overt connection between international law and ethics. Austin says that international law itself is more ethical than legal in nature, going so far as to say that international law is simply a “branch of ethics.”[footnoteRef:168] He believes that this is the case because international law lacks an enforcement mechanism.[footnoteRef:169] Even if all states adhered strongly to the same international law system, at the loss of their own domestic laws, Austin notes that they could still withdrawal from this system without real legal consequences.[footnoteRef:170] [168:  John Austin, Robert Campbell, and John Austin, Lectures on Jurisprudence, or, the Philosophy of Positive Law, 3d ed., 2 vols. (London: J. Murray, 1869)., 593. ]  [169:  John Austin, The Province of Jurisprudence Determined (London,: J. Murray, 1832)., 342.]  [170:  Austin, Campbell, and Austin., 594. ] 

	While Austin’s theory makes an interesting connection between ethics and law itself, he assumes that because international law lacks an enforcement mechanism, it does not exist and therefore cannot be studied. But, according to many theorists including Thomas Franck, just because international law does not have an enforcement mechanism does not mean it is not a system that obliges states to certain rules and even achieves occasional habitual compliance. Franck argues that international law, therefore, while it is not law in the positivist sense, is still a system that should be studied as a system of community-based obligations.[footnoteRef:171]  [171:  Thomas M. Franck, "Legitimacy in the International System," The American Journal of International Law 82, no. 4 (1988)., 707. ] 

	Though the exact definition of and role of international law is still argued, it is important to view international law as a “system of obligations.” The enforcement mechanism is weak and is mostly supported by the threat of being chided by other states, but it does not fail. In fact, many laws and efforts achieve fairly good compliance.  
















Appendix 3: A Brief Timeline of International Law 

	The first major effort for the development of the laws of armed conflict was birthed from the work of Henry Dunant in the formation of the International Committee for the Red Cross (ICRC). In response to witnessing the wounded in the Battle of Solferino, Dunant wrote and published a book with the same title, calling for the creation of an organization with “zealous, devoted and thoroughly qualified volunteers” to aid victims of armed conflict.[footnoteRef:172] The formation of this organization helped spearhead an international effort to provide protections for certain individuals involved in armed conflicts. The Geneva Conventions of 1864 resulted from these discussions and provided protections for certain individuals within a conflict zone, such as health personnel and hospitals, in addition to other individuals who aided the wounded.[footnoteRef:173] Though the ICRC was only intended as a temporary body to initiate discussion on key issues, it developed into a key actor in the law of conflict.[footnoteRef:174]  [172:  Henry Dunant, Un Souvenir De Solferino (Geneva, Switzerland1862)., 85. ]  [173:  "Compte Rendu De La Conférence Internationale Pour La Neutralisation Du Service De Santé Militaire En Campagne,"  in la Conférence internationale pour la Neutralisation du Service de Santé militaire en Campagne (Genève1864)., 573.]  [174:  François Bugnion, "Birth of an Idea: The Founding of the International Committee of the Red Cross and of the International Red Cross and Red Crescent Movement: From Solferino to the Original Geneva Convention (1859–1864)," International Review of the Red Cross 94, no. 888 (2012)., 29. ] 

	The second major effort to regulate war was the product of the two Hague Conferences, one occurring in 1899 and one in 1907. These conferences expanded the Geneva Conventions of 1864 to cover naval warfare and placed restrictions on certain methods of warfare, such as expanding bullets.[footnoteRef:175] In between these conferences was the revision of the Geneva Conventions in 1906, which was more detailed and precise than the 1864 conventions.[footnoteRef:176] These efforts were proceeded by the 1928 Briand-Kellogg pact, which legally abolished the right to wage aggressive war[footnoteRef:177], and the subsequent 1929 and 1949 revisions of the Geneva Conventions.  [175:  James Brown Scott, The Reports to the Hague Conferences of 1899 and 1907, International Peace Conference (Oxford: The Clarendon Press, 1917)., 709. ]  [176:  "Convention for the Amelioration of the Condition of the Wounded and Sick in Armies in the Field",  (paper presented at the Conference for the revision of the Geneva Convention of 1864, Geneva, 1906)., 1. ]  [177:  Detter., 157. ] 

The 1929 revision laid down the principle of non-reciprocity, meaning that reciprocity cannot be invoked if the adversary violates the law.[footnoteRef:178] It also greatly expanded upon the Hague Regulations and provided detailed protections for prisoners of war.[footnoteRef:179] The final revision of the Geneva Conventions in 1949 codified further protections for individuals in armed conflict and emphasized the neutral nature of humanitarian assistance organizations like the ICRC. The 1949 Geneva Conventions represent the final form of the Conventions and contain four conventions that apply to various aspects of armed conflict.[footnoteRef:180] [178:  Knut Dörmann and Jose Serralvo, "Common Article 1 to the Geneva Conventions and the Obligation to Prevent International Humanitarian Law Violations," 96 895/896 (2014)., 4. ]  [179:  "Convention Relative to the Treatment of Prisoners of War",  (paper presented at the Diplomatic Conference convened by The Swiss Federal Council with a view to the revision of the Geneva Convention for the Amelioration of the Condition of the Wounded and Sick in Armies in the Field of 6 July 1906, and the elaboration of a Code relating to the Prisoners of War, Geneva, July 7 1929 1929)., 1. ]  [180:  "The Geneva Conventions of 1949 and Their Additional Protocols". ] 

The Geneva Conventions were supplemented by additional protocols, two of which were published in 1977 and one of which was published in 2005. Additional Protocols I and II (AP I and AP II) further specify protections to all civilians within a conflict and are generally important for providing protections to humanitarian aid workers their actions.[footnoteRef:181] The Protocols also separate the protections into types of conflict, between international armed conflicts (IACs) and non-international armed conflicts (NIACs).[endnoteRef:23] The four Geneva Conventions and Additional Protocol I apply predominantly during IACs.   [181:  Toebes., 4. ]  [23:  The qualifications of these types of conflicts form the basis of the field of international humanitarian law. The requirements for the classifications of these types of conflicts are complicated and the protections given to individuals within them vary. The details will not be explored in this section of the paper, but for further information, consult the ICRC’s website.] 



Timeline of Key Legal Developments for the Laws of Armed Conflict 

1928
Briand-Kellogg Pact
Outlawed the use of force (offensive war) internationally 
1906
Geneva Conventions
Extended protections to the wounded and the sick in the field during armed conflict 
1864
Geneva Conventions 
Provided the first protections for specific groups within armed conflict contexts  


2016 
UNSC Resolution 2286
Condemned attacks against medical workers and facilities 
2005
Additional Protocol III
Added an additional distinctive emblem to the protections provided to the ICRC, the Red Crystal  
2005
ICRC Customary International Humanitarian Law Study
Summarized existing protections given in customary international humanitarian law
1998
Rome Statute of the ICC
Formally criminalized the attack of relief personnel and materials 
1991 
Hague Statement on Respect for Humanitarian Principles 
Emphasized that humanitarian aid workers (particularly those with the ICRC) and people hors de combat deserved protections
1977
Additional Protocols I & II
Further specify protections to civilians, AP I specifying protections in IACs and AP II specifying protections in NIACs
1966
ICCPR  
Called for the respect of political rights of all individuals, including rights to free speech and due process
1949 
Geneva Conventions
Provided the first protections for civilians in armed conflict
1929 
Geneva Conventions
Protection of Prisoners of War and principle of non-reciprocity

1907
Second Hague Conference
Increased neutral rights and duties on land and required formal declarations before beginning hostilities 

1899
First Hague Conference 
Expanded the Geneva Conventions to cover naval warfare and placed restrictions on some types of weaponry
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