
REPORT COVERAGE	

This thirteenth report of the Safeguarding Health in Conflict Coalition (SHCC) covers 33 countries and 
territories and provides details on incidents involving threats and violence against health care in 21 
countries (including one territory) that experienced conflict in 2025.1 For these 21 countries that have 
their own chapter, the 2025 report further provides information on the impact of violence on health care, 
including the impact on health workers, health care systems, and people’s access to health care, based on 
multiple secondary sources. 

To determine whether a country is considered to have experienced conflict in 2025, the report is based on 
the system of conflict determination adopted by the Uppsala Conflict Data Program (UCDP).2 A country, 
territory, or region within a country is included in the SHCC report if it is included on the UCDP list of one of 
the three types of conflict (state-based armed conflict, non-state armed conflict and one-sided violence),3 
and if Insecurity Insight identified at least one attack on health care perpetrated by a conflict actor, which 
for the purposes of this report is defined as a person affiliated with organized actors involved in armed 
conflict. A chapter is included in the report for the 21 countries that reported more than 15 incidents in one 
year or more than 30 incidents over multiple years. Incidents from 12 other countries are included in the 
total count of incidents of violence against health care, but neither the incidents nor the situation in the 
affected countries is described in detail. 

Nineteen of the countries with country chapters in 2025 had country chapters in the 2024 report. For the 
2025 report, detailed descriptions were included for Iran and Somalia after no detailed chapters were 
included for them in 2024. Data from Afghanistan, Chad, Honduras, India, Indonesia, Iraq, Israel, Libya, 
Mozambique, Niger, Russia and Venezuela is included in the total count, but these 12 countries do not have 
country chapters in the 2025 report.

DATA SOURCES	

The data for this report was compiled and analyzed by Insecurity Insight and shared for publication in 
collaboration with the SHCC. The report uses an event-based approach to documenting attacks on health 
care, which are referred to as “incidents” throughout the report. To prepare this report, event-based 
information from multiple sources was cross-checked and consolidated into a single dataset of recorded 
incidents that were coded using standard definitions. Each country chapter lists the principal sources used 
to compile the dataset, referring to “open sources” when incidents were reported by edited media, “private 
sources” when information was received through personal networks, “aid agency data-sharing mechanisms” 
when the information was provided by an aid agency or the International NGO Safety Organisation (INSO), 
and “information projects” when information was added through cross-checking with other organizations 
doing related work. These organizations included the Armed Conflict Location & Event Data (ACLED) project; 
the Aid Worker Security Database (AWSD), Airwars, the Syrian Observatory for Human Rights (SOHR), and 
the Syrian Network for Human Rights (SNHR) for data on Syria; and the Civilian Impact Monitoring Project 
(CIMP) for data on Yemen.

The data cited in this report can be accessed via Attacks on Health Care in Countries in Conflict (SHCC) 
Data on Insecurity Insight’s page on the Humanitarian Data Exchange (HDX). However, some incidents are 
not included in these lists when the individual/organization providing the data explicitly requested that 
information on these incidents should not be shared further. No incidents shared by the INSO are included 
in these lists. The data for the 21 countries included in this report is made available as individual datasets. 
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TECHNOLOGY AND WORKFLOWS IN DOCUMENTING 
PUBLICLY REPORTED INCIDENTS OF VIOLENCE AGAINST 

HEALTH CARE

The links are provided in the individual country chapters. For the 12 countries mentioned above that do 
not have country chapters about them in the 2025 report, the data is also available via the HDX data grids 
for the relevant countries, excluding any data shared by the INSO.

The data is also available on Insecurity Insight’s interactive global map on attacks on health care. This 
platform is updated if new information becomes available, so numbers of incidents included in this report 
and displayed on the platform can therefore differ. 

The report covers the impact of attacks on health care as far as available reports indicate. It cites secondary 
sources that normally use mixed-method approaches to summarize the known impacts of attacks on the 
delivery of and access to health care. 

To document the growing flow of detailed information about violence against health care from open 
platforms, Insecurity Insight uses AI-supported tools to find this information by applying classifier and 
categorization functions to publicly available information. The incidents are found through classifier 
functions that are trained on ten years of data on violence against health care. This system is now 
available in English, French and Arabic. 

The identified information is displayed on a tailor-made platform where Insecurity Insight staff manually 
check the trustworthiness of the source and plausibility of incidents as part of the remote verification 
process. The AI-supported tools enable efficiency and access to information. Inclusion decisions are all 
made by trained staff. 

Insecurity Insight’s open-source data-collection process
Data Collection 
from Internet

Relevance Classi�er Category Classi�er

Retrieved
Documents

Food Systems ProtectionHealthAid Education

AI Models

NEWS

NEWS

NEWS

Published Reports Human AnnotatorVeri�ed Dataset

Methodology used for producing the 2025 
SHCC report

2CARE IN THE CROSSHAIRS: VIOLENCE AGAINST HEALTH CARE IN CONFLICT  |  2025

https://data.humdata.org/group
https://maps.insecurityinsight.org/?fromDate=01-01-2025&toDate=31-12-2025


This data-collection process has been instrumental in bringing in information from areas where aid 
agencies have no access and where health services are provided by local organizations that are 
independent of the UN-managed Health Cluster system. This has been made possible thanks to the 
increased number of first-hand reports from witnesses in conflict zones, which are enabled by rising 
smartphone, internet, and international platform access. Increasing internet restrictions, restrictions on 
access to certain social media platforms, and restrictive measures imposed on independent journalists 
can reduce the extent to which this information can effectively be shared and, consequently, collected. 

DEFINITION OF ATTACKS ON HEALTH CARE 	

This report follows the WHO’s definition of an attack on health care: “any act of verbal or physical violence, 
threat of violence or other psychological violence, or obstruction that interferes with the availability, access and 
delivery of curative and/or preventive health services.”4

The report focuses on incidents of violence against health care in the context of armed conflict, non-state 
armed conflict or one-sided violence, as defined by the UCDP, while the WHO focuses on attacks during 
emergencies. 

In accordance with the WHO’s definition, incidents of violence against health care can include 
bombings, explosions, looting, robberies, hijackings, shootings, gunfire, the forced closure of health 
facilities, the violent searching of health facilities, fire, arson, the military use of health facilities, the 
military takeover of health facilities, chemical attacks, cyber attacks, the abduction of health workers, 
the denial or delay of health services, assaults, forcing staff to act against their ethical principles, 
executions, torture, violent demonstrations, administrative harassment, obstruction, sexual violence, 
psychological violence, and threats of violence. 

All these categories have been included insofar as they were reported in sources. However, some 
forms of violence, such as psychological violence, blockages of access to health care or threats of 
violence, are rarely reported. We also record incidents of violence against patients in health facilities 
when references to the effects of violence on patients are included in the descriptions of incidents.  

DEFINITION OF CONFLICT 		

The SHCC report covers three types of conflict as defined by the UCDP for countries that reported at least 
one incident of violence against health care perpetrated by a conflict actor:5 

•	 State-based armed conflict is defined as “a contested incompatibility that concerns government and/or 
territory where the use of armed force between two parties, of which at least one is the government of a 
state, results in at least 25 battle-related deaths in one calendar year.” 

•	 Non-state armed conflict is defined as “The use of armed force between two organized armed groups, 
neither of which is the government of a state, which results in at least 25 battle-related deaths in a year.”6 

•	 One-sided violence is defined as “The deliberate use of armed force by the government of a state or by a 
formally organized group against civilians which results in at least 25 deaths in a year.” 
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This report is limited to violence perpetrated by conflict actors. Interpersonal violence and violence by 
patients against health care providers are not included in this report, even when they occurred in conflict-
affected countries. 

Incidents are only included when (a) the perpetrator was a member of a party to a conflict, and (b) available 
evidence suggested that the incident occurred either in the context of a contested incompatibility of territory 
or as a one-sided act of violence by security forces included on the UCDP list of countries with more than 
25 reported deaths from one-sided violence attributed to security forces or non-state armed actors. 

CONCEPTUALIZATION OF THE IMPACT OF ATTACKS ON HEALTH CARE		

SHCC data is compiled with the objective of supporting policy and practice that improve the protection 
of health workers, the health system, and access to health care. The aim is to inform policy efforts to 
encourage perpetrator accountability, identify opportunities for preventing armed actor violence against 
health care providers, and support measures to mitigate the effects of violence on health systems and 
access to care. To balance analytical ambitions with practical constraints on data availability and what  
is needed for actionable insights, the data is used to explore the context of violence against health care, 
the vulnerability of the health system, the means and intent of conflict parties, and the impact of violence 
on health services and health outcomes across time and space in the context of international legal norms 
(see below).7 

Key concepts

Vulnerability refers to the intersecting factors that explain how health services are exposed to harm during 
conflict. These factors include the characteristics of health systems, facilities, and operations that increase 
risk, as well as elements that can be strengthened to reduce that vulnerability.

Context, means and intent describe how the tactics, strategies, and weapons systems (means) used by 
conflict parties contribute to harming health care in a range of contexts. The possible motives (intent) behind 
attacks on or interference with health care, which are central to legal and accountability assessments, are 
also considered.

Impact refers to the processes through which violence progressively weakens health systems and restricts 
access to care. These processes diminish the quality, availability, and accessibility of services and often unfold 
in complex, cumulative ways rather than as immediate or isolated incidents. Over time, they contribute to 
poorer health outcomes, increased mortality, and wide-ranging local and global consequences.

Norms: The protection of health care is included under the obligations prescribed by international 
humanitarian law and international human rights law. States retain responsibility for ensuring respect for 
these obligations.

This framework informs the criteria for including incidents in the database. The impact of incidents of 
violence against patients is far-reaching and affects health workers, the functioning of the relevant health 
system, patients’ physical access to health care, and people’s perceptions that influence their choices with 
regard to seeking health care. 
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Attacks on health care affect health workers both psychologically and physically, which frequently results in 
qualified staff leaving the profession or the area where attacks occur. Therefore, all violence against health 
workers perpetrated by conflict parties is included in this report, ranging from incidents that occurred in a 
health facility to those that impacted workers on their way to work, or at home, or while out shopping, etc., 
because all of these incidents affect the well-being and sense of safety of health workers, and consequently 
their ability to provide care or willingness to continue to work in highly insecure environments. 

The damaging or destruction of physical health care infrastructure affects the quality of care that can be 
provided. Damage can be direct when a health facility is damaged in an attack, or indirect as a consequence 
of damage to other infrastructure such as electricity or water supply systems or the looting of medicines. 
The impact of individual violent events is spread over time and location, and it is often the cumulative 
impact of multiple incidents and their diverse effects that create the most concerning impacts that reduce 
the extent and quality of the care provided. 

Insecurity and fear of health systems being the target of attacks also affect how and when people decide 
to seek medical help. Delays in accessing care can make treatment more difficult and thereby contribute to 
worse health outcomes. Various studies focus on different aspects of the impact of attacks on health care 
and cover different points in time, and information on the complex consequences of individual incidents 
remains limited in many cases. 

No single data-collection method can fully cover such wide-ranging impacts. The Insecurity Insight incident-
monitoring system that collects data for the SHCC provides the basis for deciding whether incidents need 
to be considered, and mixed-method approaches provide the best option to understand the complex 
impact chains.

DATA MANAGEMENT ETHICS 		

The SHCC applies strict principles to ensure responsible, safe, ethical and effective data management. These 
principles are based on the IASC Operational Guidance on Data Responsibility in Humanitarian Action and 
the work of the Data Responsibility Working Group, and center around the principles of data security, data 
privacy, and data use, taking into account that the SHCC’s work has a responsibility to health workers, 
health systems, and humanitarian health care providers. 

The key objectives are that:

•	 data is used to make more informed decisions to protect health workers and the health care system;  

•	 the privacy and security of the information related to people at risk are protected;

•	 data is shared and disseminated to improve stakeholders’ understanding of how conflict affects the 
delivery of health care;  

•	 transparency regarding data sources contributes to the collective improvement of data and 
information; and 

•	 data-collection processes are open and transparent, allowing public access to the data and 
accountability with regard to its use. 

The SHCC applies data ethics to identify solutions to data-related dilemmas when competing principles 
require it to take priority decisions guided by the principle of doing no harm. Based on these considerations, 
we report the available information on the perpetrator(s) of violence. Information on the perpetrator(s) is 
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KEY DEFINITIONS

not only important methodologically to determine if an incident is conflict-related, but, most significantly, 
it provides key information required to develop preventive strategies and mitigation measures that reduce 
the incidence and impact of attacks and to support accountability processes. Because we believe that 
the key objective of all data work has to be that it can be used to address and mitigate harm, the SHCC 
considers the information related to perpetrators and the locations of incidents in countries to be of primary 
importance. The SHCC also recognizes the harmful nature of data-collection and analysis processes that 
turn the information communities provide into confidential and proprietary data. We make our datasets 
openly available as a public good to give all communities access to them. Strict data security principles are 
applied to personally identifiable information and to any information that links to people or organizations 
at risk from any potential repercussions from conflict parties.

INCLUSION OF INCIDENTS		

To describe attacks on health care, the report includes only incidents that met the inclusion criteria 
for UCDP-defined types of conflicts and the conflict-related perpetrators of such attacks. Based on this 
principle, we included the following types of incidents and details in the report dataset:

•	 incidents affecting health facilities, recording whether they were destroyed, damaged, looted or 
occupied by armed individuals/groups;8 

•	 incidents affecting health workers, recording whether they were killed, kidnapped, injured, assaulted, 
arrested, threatened or experienced sexual violence (when available, we recorded the number of 
affected patients, although we acknowledge the likely serious under-reporting of these figures);

•	 incidents affecting health care transport/vehicles, recording whether ambulances or other official 
health care vehicles were destroyed, damaged, hijacked/stolen, or stopped/delayed; and

•	 incidents affecting health supplies, recording whether they were taken/looted, damaged or stopped/
delayed.

These categories are not mutually exclusive. For example, health workers may be attacked while in a health 
facility, while using official health care transport or elsewhere.

Health worker refers to any person working in a professional or voluntary capacity in the provision 
of health services or who provides direct support to patients, including administrators, ambulance 
personnel, community health workers, dentists, doctors, government health officials, hospital staff, 
medical education staff, nurses, midwives, paramedics, physiotherapists, surgeons, vaccination 
workers, volunteers, or any other health-related personnel not named here.

Health worker affected refers to incidents in which at least one health worker was killed, injured, 
kidnapped, or arrested, or experienced sexual violence, threats, or harassment.

Health facility refers to any facility that provides direct health-related support to patients, including 
clinics, hospitals, laboratories, makeshift hospitals, medical education facilities, mobile clinics, 
pharmacies, warehouses, or any other health facility not named here. 
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Health facility affected refers to incidents in which at least one health facility was damaged, 
destroyed, or subjected to armed entry, military occupation, looting, or bombing in the vicinity. 

Health transport/vehicle refers to any vehicle used to transport any injured or ill person or woman 
in labor to a health facility to receive medical care.

Health transport/vehicle affected refers to incidents in which at least one ambulance or other 
health care transport/vehicle was damaged, destroyed, hijacked, or delayed with or without a person 
requiring medical assistance on board.

Health supplies refers to safe, effective, good quality, and affordable medicines, vaccines, and other 
health-related products, including medical equipment, diagnostics, personal protective equipment, 
assistive technologies, and other essential health-related commodities. People’s ability to access the 
essential health-care services that supply these treatment-related commodities is also a factor here.

SOURCES OF REPORTED INCIDENTS OF ATTACKS ON HEALTH CARE	

The aim of this report is to bring together known information on individual attacks on health care gathered 
from multiple sources. Access to sources differs among countries, and each source has its own strengths 
and weaknesses. Some differences can be found in the definitions of what constitutes attacks on health 
care used by the different sources that were used to compile the SHCC dataset. Each source introduces 
unique reporting and selection biases, which are discussed below. 

To identify incidents that meet the inclusion criteria, when Insecurity Insight collected data for the SHCC 
it used a range of distinct sources that provided a combination of media-reported incidents and incidents 
reported by partners and network organizations: 

1.	 information included in Insecurity Insight’s Attacks on Health Care News Briefs, consisting of a 
combination of media sources identified through tailormade AI technology and other publicly 
shared information from partner networks, such as the Aid Worker Security Database (AWSD) for 
global data from international aid agencies coordinating health programs; Airwars and the Syrian 
Observatory for Human Rights (SOHR) and Syrian Network for Human Rights (SNHR) for data on 
Syria; the Civilian Impact Monitoring Project (CIMP) for data on Yemen; and databases such as that of 
the Armed Conflict Location & Event Data (ACLED) project;

2.	 research conducted by a small team of Insecurity Insight members to identify additional incidents 
reported by UN agencies, the media and other sources;

3.	 incidents affecting health care shared by the INSO Conflict and Humanitarian Data Centre (CHDC) for 
15 countries: Afghanistan, Burkina Faso, Cameroon, the CAR, the DRC, Haiti, Mali, Mozambique, 
Niger, Nigeria, Somalia, South Sudan, Sudan, Syria, and Ukraine;9 

4.	 incidents affecting health care in Ethiopia shared by the Amhara Association of America;

5.	 incidents affecting health care in Yemen shared by Mwatana for Human Rights, Yemen; and

6.	 information from casualty recorders in the occupied Palestinian territory (oPt) that tended to be 
based on names and Israeli ID numbers, but gave no information on the date and location of a 
particular incident, which required complex matching. This work is ongoing.
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IDENTIFYING HEALTH WORKER FATALITIES: 
INCIDENT-AND CASUALTY-RECORDING APPROACHES

INCIDENT CODING PRINCIPLES		

The general theory and principles of event-based coding were followed. Firstly, care was taken not to enter 
the same incident more than once. Secondly, the information in text-based event descriptions was turned 
into data by coding the “six Ws”: who did what to whom, where, when and with what weapon. The standard 
coding principles are set out in the SHCC Overview Data Codebook. Please see www.insecurityinsight.org/
projects/healthcare/shcc for full details of SHCC coding and annexes. 

	

Insecurity Insight uses an incident-based approach to identify and then classify information for the 
SHCC. Using the unique place and time of an incident as the key information, all reported information 
is given a unique classification identification (ID) number. The number of health workers killed during 
a particular incident is recorded under the incident details. Multiple health workers killed in the same 
event are always recorded under the same incident ID number. In incident-based recording, individuals 
are recorded as numbers of people killed without necessarily recording their names or ages.

Many human rights/casualty-recording organizations take an individual-based approach to the 
recording of fatal casualties. In this approach, each killed individual is recorded under a unique ID 
number that usually includes the victim’s name and age, and the circumstances of their death (date 
and location). Most do not routinely record information regarding the victim’s profession.  

These two approaches to documentation result in different numbers of conflict deaths that may fuel 
unhelpful discussions about the “true number” of casualties. For example,  Healthcare Workers Watch 
- Palestine based its counts on the names of Palestinians who were killed, using their Israeli-issued 
personal ID number to identify unique individuals. However, these lists do not include the locations 
or dates of these deaths. According to this source, 1,571 health workers had been killed since October 
2023, while the UN rreported more than 1,000 health worker fatalities.

Insecurity Insight has recorded 757 health workers killed in Gaza and 21 in the West Bank in 2025 by 
analyzing all fatal incident reports where health workers were known to have been among the dead. 
However, this incident-based approach undercounts the number of health workers killed, because it 
does not include any health workers killed in incidents where the victim’s profession was not 
immediately identified. Cross-checking against other sources is continuing and numbers will change. 

For example, by the time the 2023 SHCC report was published in May 2024, Insecurity Insight had 
recorded 146 health worker killings for 2023, but a year later, 414 health worker killings are on record 
for the same period of 2023 as a result of continuous cross-checking against sources. Equally, in May 
2025, Insecurity Insight had recorded 617 health workers killed in Gaza and 11 in the West Bank in 
2024, but by May 2026, the number of recorded health workers deaths for 2024 had risen to 757 in 
Gaza and 21 in the West Bank.

In comparison, in Sudan, by the time the 2023 SHCC report was published in May 2024, Insecurity 
Insight had recorded 56 health worker killings for 2023, but a year later, 55 health worker killings were 
on record for the same period of 2023 as a result of continuous cross-checking against sources. 
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Efforts to combine and reconcile these two separate approaches are extremely time-consuming and 
complex. Both approaches miss vital information, such as names, official ID numbers, profession, or 
the date and location of incidents that would help to match information. The increased standardization 
of methods for both incident-based and individual-based casualty recording would help to improve 
the reliability of data and information. Insecurity Insight is working with Airwars on cross-checking all 
recorded names using a tool designed specifically for this purpose to match partial and full names 
across multiple datasets, which can then be used to locate individuals across different records where 
information such as profession might not otherwise have been identified.

INCLUSION AND CODING OF WHO SSA-REPORTED INCIDENTS	

Insecurity Insight has continuously cross-checked information against the data contained in the WHO 
Surveillance System for Attacks on Health Care (SSA) database. As of April 19, 2026, the WHO SSA reported 
a total of 1,385 attacks on health care in 19 countries for 2025. For the same period Insecurity Insight’s 
monitoring for the SHCC reported 2,546 incidents across 33 countries for 2025. Moreover, Insecurity Insight 
data recorded an overall increase of reported incidents of 15% for 2024 compared to 2023, and a 62% 
increase compared to 2022. The WHO SSA data recorded an increase in reported events for 2024 of 6% 
compared to 2023, but this still constituted a 7% decrease from the number of incidents reported in 2022. 

While the numbers of reported incidents were not very different for 2018 and 2019, Insecurity Insight-
reported incidents have continued to increase over the past years compared to WHO SSA reports. In 
2020, Insecurity Insight reported 460 more incidents than the SSA, while for 2024, it reported 1,981 more 
incidents than the SSA. 

Source: Insecurity Insight for the SHCC.
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Cross-checking individual incidents against the information collected by Insecurity Insight for the SHCC 
remains challenging, since the WHO SSA does not provide any information on location, except for the 
country where the incident occurred. Yet such cross-checking is important to estimate overall numbers. A 
detailed assessment of differences in data for 2017 found a similar number of incidents reported, but event-
by-event comparison found only a 12.9% overlap of reported incidents and thus suggested considerable 
under-reporting in both datasets.10 Since then, Insecurity Insight has invested in improved online search 
functions with the pro bono help of leading tech companies.11 This is likely to have contributed to better 
coverage of incidents reported from open sources. It is also likely that the WHO SSA has better access to 
information about incidents that are confidentially reported through the aid system, including information 
on sensitive cases such as kidnappings or arrests. 

INCIDENTS REPORTED BY THE SHCC AND WHO SSA IN 2025	

In 2025, Insecurity Insight’s monitoring for the SHCC reported more incidents than the WHO SSA in nearly 
all countries covered by the WHO SSA, with the largest differences in the DRC, the oPt, Myanmar, Sudan 
and Yemen.  
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SOURCES OF INFORMATION ON THE IMPACT OF ATTACKS ON HEALTH CARE

Mixed-method studies from a variety of sources were included in the review of the impact of attacks on 
health care. These include:

•	 academic studies; and

•	 applied studies focusing on affected populations or security risk perceptions among health workers.

ANALYTICAL APPROACHES	

This report describes the patterns of violence against health care for selected countries based on available 
information on what happened during recorded incidents. Most of the details about violence against 
health care are provided by those who experienced or observed the violence and reported it to others, 
who then shared this information as an incident report. Only in exceptional cases do perpetrators provide 
any information about incidents. As a result, all described patterns are those based on the observed 
facts, such as what uniforms the perpetrators wore, whether they operated alone or in groups, and what 
weapons systems they had access to. In addition, some details of the location and nature of the attack 
suggest possible motives. For example, if members of an armed group forcibly enter a health facility and 
only loot medicine, it is possible that they carried out the attack because they needed medical supplies 
for the group’s fighters. If doctors are kidnapped and a ransom is demanded, it is possible that the health 
workers were attacked for their perceived wealth. 

In many other cases, the location of the attack may provide few reliable clues about motives. For example, 
the fact that a health worker was attacked immediately outside a health facility is no indication that the 
attack specifically targeted the health worker because of their profession. The attack may only have been a 
random one targeting people in the street that happened to be directed at a health worker and happened to 
occur outside a health facility but could have targeted anyone and happened anywhere else. Nonetheless, 
it remains possible that the attack was indeed directed at a health worker because of their profession, and 
that the location was chosen for strategic reasons, e.g. because a private home or moving vehicle is a “softer” 
target than a more secure health facility where a doctor or nurse may work in wards that are some distance 
from the entrance. Moreover, there are suggestions that phone tracking may allow targeted attacks to be 
scheduled at times and locations where health personnel are at their most vulnerable. However, despite 
this uncertainty as to motive in cases such as these, the location of an attack remains a very important 
element of the information used to design strategies to improve the safety of health workers.

LIMITATIONS OF THE RESEARCH	

This report is based on a dataset of incidents of violence against health care that has been systematically 
compiled from a range of trusted sources and carefully coded. The figures presented in the report can 
be cited as the total number of incidents of attacks on health care in 2025 reported by the SHCC and 
identified by Insecurity Insight. These numbers provide a minimum estimate of the damage to health care 
from violence and threats of violence that occurred in the reporting year. However, the severity of the 
problem is likely much greater, because many incidents probably go unreported and are thus not counted 
here. Moreover, differences in definitions and biases in individual sources suggest that the contexts that 
are identified are also not representative of the actual contexts and that the SHCC dataset suffers from 
reporting and selection bias.
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REPORTING AND SELECTION BIAS	

“Reporting bias” is the technical term for the possible selective reporting of those who bring the information 
obtained from a variety of sources together into one dataset. While the Insecurity Insight/SHCC research 
process tries to avoid any obvious selection bias and focuses the selection process exclusively on incidents 
based on carefully selected inclusion criteria, the SHCC dataset contains selection bias because by bringing 
together available information from different sources on violence and threats of violence against health 
care, the SHCC inevitably introduces all the selection bias inherent in the original sources it combines into 
one dataset. Those who report individual incidents may select or ignore specific incidents for a range of 
reasons, including editorial choices, when the source is a media outlet; lack of knowledge, because the 
affected communities had no connection to the body compiling the information in the first place; and 
because of deliberate censorship, or internet access disruptions in the country in question, or simple 
errors of omission. These biases mean that the SHCC’s collection of incidents is neither complete nor 
representative. This has important implications for the conclusions that can be drawn from the data. 

1.	 The reported numbers of incidents by country should not be compared to those of other 
countries without taking into account the factors that affect information flows and possible 
selection bias. 

	 For example, in Ukraine, highly skilled researchers are able to document many incidents without fear 
of reprisal from authorities in the parts of Ukraine that remained under Ukrainian government 
control. In the oPt, courageous reporters continued to document the violence and destruction 
occurring around them, while diaspora networks from Myanmar, Sudan, and Cameroon are 
important sources of information shared with the outside world. This resulted in higher numbers of 
reported incidents reaching the SHCC related to incidents these researchers and reporters have 
access to.  

	 In a number of countries, and increasingly so in countries across the Sahel, but also in Myanmar 
and Sudan, health professionals and professional journalists could jeopardize their own and other 
people’s safety by publicly reporting incidents, which is likely to result in more incidents going 
unreported despite the effective diaspora information networks. Repeated internet restrictions that 
occurred in Myanmar, Gaza and Iran, among others, are also likely to result in some information not 
being transmitted. Overall, low internet penetration and fear of reprisals are likely to affect reporting 
from the Sahel and surrounding countries. Growing insecurity and widespread funding- and security-
related closures of health programs are also likely to have reduced access to information, because 
fewer staff often mean that reporting activities can no longer be maintained. Parts of northern 
Nigeria continued to be difficult to access, while the expulsion of aid agencies from Gaza and Niger 
meant that these countries were not easily accessible to outside actors, and this is likely to have 
impacted information flows from these areas. The withdrawal of registration authorization for key 
organizations in South Sudan is also likely to have affected the total number of incidents that were 
reported and therefore made available to the SHCC in 2025. 

2. The accuracy of the information and definitions of what constitutes an attack on health care 
may vary.

	 Some organizations record only certain types of incidents, e.g. those involving health facilities or 
those affecting international aid agencies, while the incident descriptions that are available may also 
contain errors. In addition, not all organizations that compile information on relevant incidents 
include all the details necessary to systematically code all aspects of these incidents. In particular, 
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KNOWN REPORTING AND SELECTION BIASES
IN SHCC SOURCES

information related to the perpetrator(s) and context of a particular incident is often missing or may 
be biased in the original source. Also, in some cases, especially those involving robberies and 
abductions, it is often difficult to ascertain from available information whether the act was committed 
by a party to the conflict or by criminals. We based our decisions to include information of this kind 
on judgements about the most likely motivations for an attack, without claiming to be completely 
accurate. 

For some countries, combining available information is challenging when various data-collection 
efforts do not share data in ways that allow information to be cross-checked. Moreover, not all 
contributors provided access to their original sources, and many details were lost in the process, 
affecting our ability to ensure more accurate and consistent classification. 

3.	 The reported categories of the contexts in which incidents took place should not be read as 
describing the full range of incidents or how frequently they occur.  

	 For example, the killings and kidnappings of doctors or bombings of hospitals are more likely to be 
captured by reporting systems than the blockade of supplies and equipment. These incidents are 
therefore likely to occur more frequently than reports indicate. 

	 Moreover, this report focuses exclusively on threats and acts of violence committed by conflict 
parties and does not cover violence by patients, by their families, or linked to workplace settings. This 
means that the violence observed covers conflict-related violence and reflects patterns of violence 
committed by conflict actors. This means that it may not reflect the full range of violence experienced 
by health workers, for whom threats made and violence inflicted by patients, families, and potentially 
superiors may be a more common experience than attacks by a soldier, police officer, or member of 
a non-state armed actor group.  

The dataset on which this report is based suffers from the limitations inherent in the contributors’ 
data sources used to compile the dataset. Some data sources use media reports, while others collect 
and collate reports through a network of partners, direct observation, or the triangulation of sources. 
Many information providers use a combination of these methods. Seven possible reporting biases 
affect the flow of information: 

1.	 In some countries, the media frequently report a wide range of attacks on health care, while in 
others, formal media outlets report hardly any such incidents. 

2.	 In some countries, citizen journalists who carry out their own documentation and investigations 
are key sources of information. A restrictive environment for journalists and government-imposed 
internet shutdowns can disrupt such information flows during specific time periods.

3.	 In some countries, very active networks can be found of SHCC partner organizations that 
contribute information, while in others no such networks exist. Building up networks takes time, 
and these networks are usually better developed in countries experiencing long-standing 
conflicts. Changes in personnel or funding shortfalls can disrupt information flows.
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4.	 In some countries, numerous parallel data-collection processes exist that publish different 
numbers because of differences in geographic coverage or the ability to reach information 
providers. If the original data is not shared, it is impossible to cross-check for double reporting of 
the same events. 

5.	 In some countries, data-collection initiatives may publish data in one year that leads to a sudden 
rise in reported incidents. If they do not continue this work in subsequent years, the numbers of 
reported incidents then drop. 

6.	 Incidents occurring in the early stages of conflicts need to be found in a variety of sources until 
data-collection networks are established.

7.	 Some organizations o not share incidents, in order to protect their independence and neutrality. 
In countries where such organizations are key health care providers, information flows can remain 
very limited.
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1	 In the interests of simplicity, these will all be referred to as “countries” in the discussion that follows.
2	 Department of Peace and Conflict Research, Uppsala University. Uppsala Conflict Data Program. https://ucdp.uu.se/ (accessed 

April 7, 2026).
3	 https://ucdp.uu.se/. Because the 2025 UCDP country conflict list was not publicly available when this report was being 

written, we consulted UCDP staff via email to obtain information on the changes related to countries included in the UCDP 
list for 2025.

4	 WHO (World Health Organization) (2020) “Attacks on health care initiative: documenting the problem.” 22 July. https://www.
who.int/news-room/questions-and-answers/item/attacks-on-healthcare-initiative-documenting-the-problem.

5	 Department of Peace and Conflict Research, Uppsala University. UCDP Definitions. https://www.pcr.uu.se/research/ucdp/
definitions/.

6	 Under this definition, gang violence in Haiti and Mexico are included because gangs are classified as “organized groups” 
whose activities have resulted in at least 25 battle deaths. Also included is violence in India’s Manipur state as non-state 
violence between Kuki-Zomis and Meiteis.  

7	 In addition to the conceptual underpinnings of Insecurity Insight’s Security in Numbers Database (SiND), the framework 
draws on the research of the Researching the Impact of Attacks on Health Care (RIAH) project consortium, the life-long work 
of Leonard Rubenstein (particularly his book Perilous Medicine: The Struggle to Protect Health Care from Violence of War, 
published in 2023) and the work of Robin Coupland (see the article “The role of health-related data in promoting the security 
of health care in armed conflict and other emergencies”, published in the International Review of the Red Cross in 2013). 

8 In the case of the Gaza Strip in the oPt, the methodology also includes incidents of violence, damage, and destruction that 
occurred in the close vicinity of health facilities, because the geographic characteristics of this narrow strip of land mean 
that any violent incident on the limited arterial roads that are available for use can directly impede access for ambulances 
and individual patients, and affect health workers’ travel to and from work in important ways. 

9 At the INSO’s request, these incidents are not included in the publicly available datasets. 
10	 https://conflictandhealth.biomedcentral.com/articles/10.1186/s13031-023-00498-w.
11	 https://arxiv.org/abs/2410.06370.
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The Safeguarding Health in Conflict Coalition is a group of more than 40 organizations working 
to protect health workers and services threatened by war or civil unrest. We have raised 
awareness of global attacks on health and pressed United Nations agencies for greater global 
action to protect the security of health care. We monitor attacks, strengthen universal norms 
of respect for the right to health, and demand accountability for perpetrators. Suggested 
citation: Safeguarding Health in Conflict Coalititon (SHCC) 2026. Care in the Crosshairs: Violence 
Against Health Care in Conflict, May 2026. https://shcc.pub/SHCCAnnualReport2025
https://safeguarding-health.com

Safeguarding Health in Conflict Coalition 
615 N. Wolfe Street, E7143, Baltimore, MD 21205 
SHCC administrator, safeguardinghcc@gmail.com
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