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Health professionals have long been involved with advocacy around the
social determinants of health, including protesting against war and
mitigating the production, trade and use of speciﬁc weapon systems.
Small arms and light weapons are a key area on which to focus, as they
are responsible for the majority of injuries and deaths in war and their
availability is related to increased levels of crime and suicide. Challenges
for health professionals hoping to engage in such advocacy include a
lack of adequate data, the need to confront political questions and the
gun-lobby, and diﬃculty in measuring the eﬀectiveness of campaigns.
This article discusses some examples of successful advocacy and suggests
future directions for health professionals in this area.
Keywords: advocacy; gun violence; health professionals; interpersonal
violence; small arms and light weapons; violence and injury prevention

Introduction
Advocacy is an important means by which health professionals can work
towards improving health. This is especially applicable to the social
determinants of health, such as poverty, access to the basic necessities of
housing, food and clean water, access to education and the existence of a
clean and sustainable environment. Such factors reﬂect the written and
unwritten rules of a society, including the dominant economic structure. The
negative impact on human lives of inequity related to these social
determinants has been called ‘structural violence’1. Health professionals
have a long history of advocacy around these issues, inevitably dealing with
political forces and the ﬂow of power in society2. Advocacy has been
criticized as an action that steps beyond what should concern health
professionals, namely, individual physical health and illness. However, it is
increasingly being seen as a necessary skill, particularly in public health, and
is now part of the formal training programme of many health
professionals3,4.
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‘Advocacy is about power. It means inﬂuencing those who have power on
behalf of those who do not’5. Advocacy occurs at multiple levels, from the
individual to the global community, and includes self-advocacy, citizen
advocacy on behalf of an individual, or collective advocacy. Advocacy concerns itself with prevention and not just the immediate cure to a situation6. In
our current world system, many individuals and communities go unheard.
Advocacy is using ones voice, position and skills to work towards positive
change on behalf of an individual or group. The characteristics of health
professionals uniquely position them to engage in such action, especially
when an issue is contentious. Extended altruism, honesty and training in
ethics, as well as a ﬁrm foundation in rational, scientiﬁc inquiry, allows health
professionals to be eﬀective, trusted advocates with a high status with
politicians and the public7,8. Importantly, health professionals have a direct
view of the impact of social policy on health, allowing them to make the links
between ill health and broader forces9.
Speaking out against war and militarism is an area where health
professionals have played an important role. The history of this philosophy
can be traced to the founding of the International Committee of the Red
Cross (ICRC), the rights of soldiers and prisoners during World War II and
the actions of physicians and nurses, such as Dr. Benjamin Spock and Claire
Culhane, during the Vietnam War. Throughout the later part of the Cold
War, International physicians for the prevention of nuclear war (IPPNW)
worked to raise awareness of the lack of a meaningful medical response to
nuclear war. In recent years, health professionals, especially surgeons and
rehabilitation specialists, have spoken out against the continued use of
landmines10 and cluster munitions11, and have helped to prevent the
development of weapons such as blinding lasers12,13.
This article focuses on advocacy to limit the production, trade and use of
small arms and light weapons (SALW). This has been a particular interest of
IPPNW since the late 1990s, involving a number of aﬃliates in both the
developed and developing world14. Such work emerged from a call for more
research into the impact of violence on health by the World Health
Organization (WHO). In 1996, the WHO 49th Assembly identiﬁed violence
as a leading public health problem worldwide, and followed this by the
document ‘Small Arms and Global Health’ prepared for the ﬁrst UN
Conference on illicit trade in SALW in 2001. In it, WHO states that:
‘Violence is . . . an important health problem – and one that is largely
preventable. Public health approaches have much to contribute to solving
it’15. IPPNW launched its ‘Aiming for Prevention’ campaign shortly
thereafter with a conference in Helsinki that brought together medical,
policy and educational professionals to discuss how the health community
could contribute to preventing armed violence.
This paper reviews the scope of the problem of SALW, existing advocacy
on this issue and discusses challenges and future goals for the movement.
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Advocacy by health professionals, built on sound research, can play an
important role in ending gun violence.
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Gun violence and its impact on health
SALW are portable weapons operated by one to two individuals, and
include handguns, assault riﬂes and machine guns16,17. They directly cause
between 200,000 and 300,000 deaths annually, including the vast majority of
deaths in conﬂicts globally, and over 1 million injuries15,18. They also
increase the number of deaths occurring during robberies and assaults and
enhance the lethality of suicide18–21. The indirect deaths can only be
estimated but are thought to be much higher. SALW prolong conﬂicts, have
a negative impact on humanitarian action and increase violence against
women and children20,22–24.
SALW reach those who use them, and their victims, through a
complex web of buyers and sellers. Paradoxically, the major producer
countries include the permanent members of the United Nations Security
Council, the United States, Russia, China, the United Kingdom and
France. As Amnesty International has noted, Western countries undermine their commitments to poverty reduction and the protection of
human rights by proﬁting from arms sales to poor countries which
experience armed violence25. Despite the presence of restrictions on whom
weapons can be sold to, weapons and parts of weapons are often shipped
through intermediaries and end up in conﬂict zones. In a globalized
world economy, the billions of dollars worth of arms sold annually are
extremely hard to track. Attempts to control and limit the trade in
SALW have so far proved impossible19,21,26,27.
Why should health professionals be more concerned with SALW than
with other weapons? A gun makes a given situation much more dangerous.
In the majority of communities, more guns equal more deaths, through
homicides, suicides and domestic violence. Guns are ‘violence multipliers’,
as they increase the lethality and destructiveness of a violent act28,29.
Gunshot wounds are many more times likely to kill than other weapons,
such as knives30. A weapon extends the distance violence can travel,
aﬀecting victims at a great distance, and often indiscriminately. SALW can
be operated easily by almost anyone, including children, with little training
or know-how.
Gun violence is, thus, a signiﬁcant public health issue and can be framed
as such in advocacy eﬀorts. One can apply public health methods, looking at
the epidemiology of the problem, drivers and quantify responses31. This
begins with information gathering at the individual and population level.
Looking at SALW as a lethal ‘vector’ of injury, death, impaired
development and humanitarian eﬀorts, it transforms the issue from a
political question to one of health.
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Developing the research base on gun violence
Firm facts about the number of deaths and injuries attributable to SALW
and the context in which they occur are needed for advocacy eﬀorts and
prevention strategies. This is especially true for advocacy from health
professionals when framing gun violence as a public health issue. Yet
research that links gun violence to its health outcomes is limited21,22,32,
especially from developing countries and areas of active or recent conﬂict
where most of the deaths and injuries occur29,31,33. Public health oﬃcials,
physicians and peace activists often do not, or cannot, collect suﬃcient,
accurate information on health and development indices, which would
permit an assessment of the impact of the conﬂict on health and the role of
SALW.
However, examples of such research from a health perspective include
work from Uganda, using hospital-based trauma registries and interviews to
characterize the general pattern of injuries in rural areas and the capital,
Kampala34–36. Building on this work has led to a chart review in eastern
Uganda looking speciﬁcally at gun violence and the vulnerability of
pastoralist groups in the border region to armed conﬂict37. In El Salvador, a
chart review has been carried out at a major public hospital, which noted
that the majority of homicides were caused by SALW and had a very high
mortality rate38,39. Similar retrospective analyses have been carried out in
Kenya40, Nigeria41 and South Africa42 as well as through hospitals aﬃliated
with the ICRC in Afghanistan43.
Prospective injury surveillance is more valued than retrospective
analyses, as more detail about the context of the injury can be captured44.
Such work has been done in Nigeria in the northern part of the country45.
Recognizing the value of such prospective studies, especially in assisting
with monitoring and evaluating interventions, IPPNW helped plan and
implement a hospital-based pilot project on violent injury in ﬁve African
countries: Zambia, Nigeria, Uganda, Kenya and the Democratic Republic
of Congo46. This project involves an international coalition including
IPPNW staﬀ in the United States, physician aﬃliate leaders in Africa and
the Ponce School of Medicine in Puerto Rico. This study had the objective
of not only collecting data, but to engage medical professionals in
public-health oriented research, and is discussed elsewhere in this issue
(pp. 260–272).
Calculating the cost of gun violence can be powerful information for
advocacy. The public, policy makers and other health professionals are
interested in the cost to the healthcare system and to the victims. Most
people can also understand that a single gunshot injury can have enormous
impact on the victim, but many underestimate the larger societal burden. It
is challenging to collect this information and predict the long-term loss of
income and future costs, especially in developing countries. However, such
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work has been done in Uganda37, El Salvador38, Kenya40, South Africa47
and Jamaica48.
Beyond this epidemiology, research is needed to assess the context in
which gun violence occurs. Although most health professionals have had the
experience of working with victims of violence, many ﬁnd it challenging to
think ‘upstream’ to identify the root causes of violence, let alone feel that
they can inﬂuence these factors. Although some of the above studies have
touched on these ideas, for example linking gun violence to ethno-religious
conﬂict in Nigeria45, much more remains to be done.
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Linking research on gun violence to advocacy
Research has been the foundation for advocacy by health professionals to
limit and eliminate gun violence33. Although beginning with statistics, such
campaigns have gone on to ‘connect the dots’ between injuries and deaths,
the physical, psychological and ﬁnancial impact on individuals and
communities, and broader struggles over resources and human rights, and
the actions of oppressive governments and trans-national corporations9.
Advocacy by health professionals has occurred at the local level, through
sensitization of fellow medical workers, through press conferences and
grassroots public awareness and through conferences. Advocates have
helped educate the traditional injury prevention community to consider gun
violence as a priority, with articles and presentations at the past four World
Injury Prevention conferences. IPPNW has also been a member of the WHO
Violence Prevention Alliance and members have been active in teaching
violence injury and prevention (TEACH-VIP) (see pp. 296–305). At a
regional level, professionals have engaged with national leaders in the
military, with politicians and others involved in foreign aﬀairs. At an
international level, IPPNW has made presentations to the UN Programme
of Action (PoA) and at the UN General Assembly.
A challenge has been to make the numbers come alive through stories
and cases that reach the public and impact decision-makers. The IPPNW
‘One Bullet Stories’, which present cases of how a single injury or death due
to a SALW can have enormous implications, are perhaps the best example
of such advocacy. These stories have been used by the International Action
Network on Small Arms (IANSA) and have been presented at the UN PoA
Biennial Meeting of States in 200531.
At a global level, IPPNW has become the public health leader in
IANSA, working with a broad cross-section of groups internationally31.
There have been a number of recent important national and regional
activities:
. In El Salvador, health professionals presented research to President
Saca personally. This helped encourage him to create a National
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Commission to review gun laws in the country. IPPNW-El Salvador
was invited to participate in this Commission, and has gone on to
present to the local oﬃces of UNDP and PAHO38,39. In 2007, the
government adopted a recommendation to limit the carrying of arms
in public places and to add a tax on the sale of SALW to support
public health budgets. Making this link was a crucial victory of
advocacy.
. In Zambia, the IPPNW aﬃliate has worked since 1999 to document
injuries and deaths due to gun violence and present them to colleagues,
government oﬃcials and the public. In part due to this work, the
government formed the national committee against landmines and
appointed IPPNW-Zambia to be part of this. In 2006, a key leader
within IPPNW was asked to be part of the national focal commission
on SALW.
. In South Asia, Indian IPPNW activists have organized a number of
workshops and symposia, sensitizing health professionals, members of
the military and police and policy makers around the issue of gun
violence. They have had a focus on border towns and on encouraging
dialogue between Pakistan and India49.
. In the Democratic Republic of Congo, IPPNW aﬃliates have been
involved with research around SALW for a number of years. They
helped form the ﬁrst national citizens’ network on small arms and
helped to convince the government to develop a national small arms
commission31.
Health research has also been used eﬀectively in advocacy campaigns
such as Gun Free South Africa50, the Brazilian gun control movement51 and
the Cali, Colombia homicide reduction programme52. Focusing on the
epidemiology and using apolitical, reliable sources such as hospital registries
and mortuary data brings the issue out of the public security debate and into
the public health realm.
Challenges in advocacy around gun violence
A number of challenges restrict advocacy on limiting gun violence. First, the
logistical challenges of conducting research in this area are diﬃcult to
overcome. Data are diﬃcult to obtain, as usually there are no proper
surveillance systems and the collection of information is usually a low
priority for many governments. Even within the developed world, registries
of injuries due to SALW are uncommon. The populations studied are
constantly changing and adapting to circumstances such as armed conﬂict
and forced displacement, which leads to debate on how to interpret the data.
Given the nature of armed violence, one cannot conduct a controlled
trial and usually advocates rely on correlation and indirect measures.
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This approach must be defended and the importance of not underrepresenting the scale of the problem of SALW must be emphasized33. Such
research may never be fully evidence-based but will be ‘evidenceinformed’53. Finally, there is a signiﬁcant lack of trained personnel to carry
out such research and very little funding to train staﬀ or pay for basic costs.
Second, personal risks and costs are signiﬁcant. Security concerns are an
important issue to address, not only for research personnel but for those
who speak out about the ﬁndings. Criticizing the government or security
forces in a region can be risky. Health professionals often sacriﬁce time,
energy and ﬁnancial resources to carry out this work. As with other areas of
public health, such activity is rarely compensated.
Third, health professionals speak on these issues from a privileged
perspective, not only as an educated group but with the authority of medical
science. There is a risk of undermining local voices, and victimizing certain
groups who bear the brunt of gun violence. All areas of advocacy must
address this challenge of paternalism and the possibility of conﬂict between
the advocate and the person on behalf of whom one is speaking5,6. Health
professionals can draw on their training in bioethics to ensure that
autonomy is respected at the individual and community level, that the
values of diﬀerent groups are respected and that their work does not
reinforce helplessness or victimization.
Fourth, it is an important political act to report the epidemiology of
such injuries and make the connection to armed conﬂict54. In some
instances, barriers are placed purposefully to prevent such research and the
results may not be well-received. Health professionals must acknowledge
that violence, both direct and indirect, is driven by politics and
economics53. Such political engagement is, perhaps, the greatest challenge
to advocacy. Certain policies and interventions around gun violence have
good evidence to support their implementation, such as limiting sales to
high-risk purchasers, mandatory sentences for gun crimes and waiting
periods to obtain a weapon29,55.
However, opposition by the gun-lobby to even these minimal restrictions
is ﬁerce. Other areas of debate exist around alcohol sales and how they relate
to gun violence. There is a push-pull between libertarian values that focus on
personal freedoms and the public health impetus to protect the common
good. The gun-lobby, epitomized by the National Riﬂe Association in the
US, has exploited this debate to help defeat eﬀorts such as the Brazilian ban
on private gun ownership and the registration of weapons in Canada, under
the guise of an individual right to bear arms56.
Future work for advocates
Much more remains to be done. Health professionals engaging in advocacy
to limit gun violence can learn from the eﬀorts of other groups, such as
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Médecins Sans Frontières and Amnesty International, which have
made humanitarian relief and human rights a household concept for
much of the western public; likewise, gun violence can become an unacceptable reality.
Advocacy can work to expose the issue further, such as the paradox of
the continued sale of weapons to conﬂict zones by Western companies and
governments; similarly, the paradox of blaming certain groups such as gangs
for gun violence, although they are also the majority of the victims57.
Advocacy and research can also address the problem of labelling of violence
as ‘ethnic’, rather than linking it to political and economic disparity37,58.
Advocacy can also focus on resilience, or on why some communities and
individuals cope, whereas others do not59.
Health professionals can continue to connect local and global factors
that drive or mitigate violence. This may require unique ways of collecting
information, such as media reports that highlight the link between deaths
due to SALW and poverty60.
Conclusion
Gun violence is a complex issue. Security is not simply about an
environment free of weapons, but includes many other issues including
economic security, human rights and access to basic necessities. Advocacy
must go beyond the linear relationship between guns, injuries and death, and
address other factors. The actions of advocates must also expand beyond
research and spreading the word about research ﬁndings, to building
broader relationships and coalitions. Health professionals can be a link
between a community and resources, and between grassroots initiatives and
governments. Developing an advocacy culture is a long-term process,
something that IPPNW and other organizations have started. A world free
of gun violence is a worthwhile and attainable goal. Health professionals
can help make it possible.
Notes on contributor
Andrew D. Pinto is a family physician and a member of Physicians for Global
Survival (IPPNW-Canada). He is currently pursuing speciality training in public
health with a focus on mitigating violence.
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