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INTRODUCTION

1 International Council of Nurses, Nursing Matters: Violence: A Worldwide Epidemic, 2009.
2 J. Taylor and L. Rew. “A systematic review of the literature: workplace violence in the emergency department”,  

Journal of Clinical Nursing, (20), 2010, pp. 1072–1085.
3 World Medical Association, WMA Leader Issues Warning Over Violence against Physicians and Healthcare, 2017: https://

www.wma.net/news-post/wma-leader-issues-warning-over-violence-against-physicians-and-healthcare/.
4 World Health Assembly, 65.20, WHO’s response, and role as the health cluster lead, in meeting the growing demands 

of health in humanitarian emergencies, 26 May 2012; UNGA A/69/L.35 (2014), OP 7 and 13; WHO, Violence and Injury 
Prevention: Violence against Health Workers: http://www.who.int/violence_injury_prevention/violence/workplace/en/.

5 WHO, Surveillance System for Attacks on Health Care (SSA): https://publicspace.who.int/sites/ssa/SitePages/
PublicDashboard.aspx.

6 The Spanish Medical Association

Violence against health care is a public health concern in both industrialized and developing countries. The 
International Council of Nurses has estimated that health-care workers are more likely to be victims of vio-
lence than prison or police officers.1 Staff working at the first point of care, and emergency health workers, 
are more likely to suffer physical and verbal abuse.2 According to the World Medical Association these types 
of violence occur every day, throughout the world.3

Such violence is further exacerbated in conflict settings, where health-care systems are exposed to particular 
stress and health-care personnel often fall victim to violence perpetrated by both civilians and weapon bearers.

We need better data collection mechanisms to:

 • understand the magnitude of this problem, its causes and the breadth of its impact

 • inform decisions on how to prevent and address violence and attacks on health care.

There have been calls to collect data on violence against health care at a global level, and action is under 
way.4,5 Some countries have also developed national data collection mechanisms such as Spain, where the 
Organización Médica Colegial (OMC)6 has been collecting data on violence against health-care personnel 
since 2009, following the death of a doctor in Murcia.

On 3 May 2016, the United Nations Security Council adopted a resolution on the protection of medical person-
nel and facilities in armed conflict. Drafted and negotiated by Egypt, Japan, New Zealand, Spain and Uruguay, 
Resolution 2286 strongly condemns violence against health-care providers and their patients and sets out 
measures to prevent and address such violence. The resolution “strongly urges States […] to develop effect ive 
measures to prevent and address” such violence, including through “the collection of data on obstruction, 
threats and physical attacks on medical personnel and humanitarian personnel exclusively engaged in med-
ical duties, their means of transport and medical facilities, and to share challenges and good practice in this 
regard” (S/RES/2286, OP4). In his recommendations for implementation of Resolution 2286, the UN Secretary-
General enjoins states to “establish national data collection and analysis systems” and “actively engage in 
and support the regular sharing of analysis and lessons learned at the regional and international levels” 
(S/2016/722, Rec. 10).

Health Care in Danger (HCiD) is an initiative of the International Red Cross and Red Crescent Movement aimed 
at addressing violence against patients, health workers, facilities and vehicles, and ensuring safe access to and 
delivery of health care in armed conflict and other emergencies. As part of that initiative, the International 
Committee of the Red Cross (ICRC) seeks to foster partnerships between key stakeholders and communities of 
concern involved in preventing and addressing violence against health care. One of the areas in which it seeks 
to foster such partnerships is that of sharing best practices on data collection mechanisms and analytical meth-
odologies to monitor incidents of violence against health care, and the impact of such violence.

In the light of the above, the OMC, the Spanish government, the ICRC and the Spanish Red Cross co-organized 
the first Peer-to-Peer Round Table on National Data Collection Systems to Measure and Analyse Violence 
against Health Care in Madrid (27–28 November 2019). Participants included representatives of the national 

https://www.wma.net/news-post/wma-leader-issues-warning-over-violence-against-physicians-and-healthcare/
https://www.wma.net/news-post/wma-leader-issues-warning-over-violence-against-physicians-and-healthcare/
http://www.who.int/violence_injury_prevention/violence/workplace/en/
https://publicspace.who.int/sites/ssa/SitePages/PublicDashboard.aspx
https://publicspace.who.int/sites/ssa/SitePages/PublicDashboard.aspx
https://healthcareindanger.org/
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health systems concerned, government representatives, academic researchers, National Societies and rep-
resentatives of the community of concern such as professional medical bodies, international organizations 
and humanitarian practitioners. Participants came from industrialized and developing countries and from 
peaceful and conflict situations.

Collecting and analysing data on violence against health care helps authorities understand the scope and 
nature of such violence and identify evidence-based measures that could prevent it from occurring or could 
limit its impact on medical personnel, infrastructure or patients.

WHY AN OBSERVATORY?

American engineer, statistician, professor

This round table therefore had two main objectives:

 • to showcase existing data collection mechanisms for monitoring violence against health care

 • to share good practices between organizations.

The event included five panels on aspects of data collection and data sharing, plus an open forum to discuss 
results.

There were five panels:

1. Showcase  
of existing national 

data collection  
systems

3. Cross-sectional 
surveys  

on the prevalence 
of violence against 

health care

4. Data-driven 
prevention 
approaches

5. Fostering 
technical 

cooperation

2. Alternative 
methods  

to measure violence 
against healthcare

The participants identified effective data collection mechanisms and methodological approaches to collecting 
incidents of violence against health care. These outcomes have the potential to significantly aid states in the 
implementation of UN Security Council Resolution 2286.7

7 UNSC Res. 2286 recommends “States and all parties to armed conflict to develop effective measures to prevent  
and address acts of violence, attacks and threats against medical personnel and humanitarian personnel exclusively 
engaged in medical duties, their means of transport and equipment, as well as hospitals and other medical facilities 
in armed conflict, including, as appropriate, through the development of domestic legal frameworks to ensure respect 
for their relevant international legal obligations, the collection of data on obstruction, threats and physical attacks  
on medical personnel and humanitarian personnel exclusively engaged in medical duties, their means of transport 
and medical facilities, and to share challenges and good practice in this regard.” UNSC Res. 2286 (3 May 2016),  
UN Doc. SC/12347: https://www.un.org/press/en/2016/sc12347.doc.htm

https://www.un.org/press/en/2016/sc12347.doc.htm
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EXISTING NATIONAL DATA COLLECTION SYSTEMS
SPAIN – NATIONAL OBSERVATORY OF AGGRESSIONS TO PHYSICIANS
The Spanish National Observatory of Aggressions to Physicians (Observatorio Nacional de Agresiones a Médicos, 
ONAM) was established following the 2009 murder of Dr María Eugenia Moreno. It works with Spanish med-
ical schools, legislators, medical personnel and local authorities to reduce the number of attacks on Spanish 
physicians. Dr Tomás Cobo Castro, First Vice-President of the General Council of Official Medical Colleges 
and the Vice President of the European Union of Specialist Doctors provided in-depth information from the 
ONAM. Its goal is to collect actionable data while working on ways to prevent violence in the future. The 
Observatory has been successful, but also faces many acute challenges.

One of the major successes for the ONAM has been getting the issue of violence against health care onto 
Spain’s political agenda. In 2015, its efforts came to fruition with a change to Spanish law; henceforth, any 
attack on health-care personnel would have the same consequences as an attack on other officials, such as 
police officers. Codifying changes in the status of medical personnel sends a strong message that such vio-
lence is unacceptable. In addition, the Observatory has been successful in mainstreaming the message that 
health-care personnel should be respected. High-pressure contexts such as accident and emergency units 
can be a trigger for incidents, but the Observatory is reminding Spanish patients and their relatives that it is 
never acceptable to assault health personnel.

PUNTO DE PARTIDA

La Dra. María Eugenia Moreno, una residente de 34 años, fue asesinada por un
paciente cuando se encontraba trabajando en el centro de salud de Moratalla
(Murcia) en marzo del año 2009.

La OMC, junto con los 52 Colegios de Médicos de toda España, puso en marcha el
Observatorio Contra las Agresiones a Sanitarios un año después, a raíz de su
muerte.

Despite this legislative success, attacks are still frequent. Between 2010 and 2018, for example, 3,919 acts of 
aggression were reported to Spanish medical councils, with 490 attacks reported in 2018 alone.

https://www.cgcom.es/documentacion_agresiones
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There are also problems with data collection. Multiple reporting avenues are available to victims, including 
reporting to a medical council, local police, national police and the Civil Guard. This makes consolidating 
reports difficult, so one of the key recommendations is to create reporting mechanisms that are accessible to 
victims, safe, and ensure that victims do not feel obligated to report.

There are additional factors regarding the data. For example, the number of female doctors is increasing, as is 
the number of incidents involving female doctors. Interestingly, in the Spanish context, attacks – including those 
involving physical violence – were more likely to be perpetrated on women than on men. However, it is difficult to 
isolate factors that would enable us say whether the rate of violence against female doctors is rising, falling or 
constant. There is also the ever-present issue of underreporting; mechanisms for reporting have made the task 
significantly easier logistically, but the emotional toll of reliving an incident is a strong deterrent to following up.

51 1435

AMENAZAS LESIONESINSULTOS

% %%

TIPO DE AGRESIÓN

45%

55%

54%

46%

40%

60%

Observatorio de 
Agresiones 

Threats and verbal abuse made up 51% and 35% of aggressions respectively, with the remaining 14% being 
injuries (60% psychological and 40% physical). Up to 40% of psychological attacks go unreported, and 
56% of victims receive no guidance or support from their employers, which discourages them from reporting 
incidents. There may be organizational incentives to underreport, as statistics appear to show that only 
15% of incidents occur in private facilities. Patients in private facilities may feel more entitled to influence 
their own care, and doctors may not report incidents related to this factor.

Demographically, 40% of perpetrators were scheduled patients, 30% unscheduled patients and 28% were 
patients’ relatives. The reasons for aggression were disagreement with the medical treatment provided (46%), 
waiting times (11%) and disagreement with drug prescriptions (11%). The incidents have a major impact on 
health-care personnel, with up to 17% requesting leave as a result of them. Despite the difficulties, informa-
tion is being collected and follow-up is being conducted through legal channels; 92% of incidents resulted in 
judicial action, 9% in a provincial hearing. 75% of those cases resulted in the perpetrator being found guilty. 
These results highlight the importance of the 2015 reforms to the criminal code.

MAL FUNCIONAMIENTO DEL CENTRO6,1%

DISCREPANCIAS PERSONALES9,2%

EN RELACIÓN CON LA ILT10,3%

NO RECETAR LO PROPUESTO 
POR EL PACIENTE11,1%

TIEMPO EN SER ATENDIDO11,4%

INFORMES NO ACORDES A SUS EXIGENCIAS

DISCREPANCIAS CON LA 
ATENCIÓN MÉDICA

46,1%

Observatorio de 
Agresiones 

5,8%
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AFGHANISTAN – COMMAND AND CONTROL CENTRE. INCIDENT MANAGEMENT SYSTEM.
Dr Mir Lais Mustafa is the Director of Emergency Preparedness and Response at Afghanistan’s Ministry of 
Public Health. He gave an overview of the command and control centre that tracks incidents of violence in 
Afghanistan. It goes without saying that the medical and political realities in Afghanistan are vastly differ-
ent from those in Spain, and the methods for monitoring and tracking incidents of violence in each country 
reflect this.

The command and control centre uses an Incident Management System (IMS), which monitors all hazardous 
events, from road accidents to outbreaks of disease.

The IMS comprises three elements:

 • preparedness and readiness

 • response

 • reporting.

Preparedness Involves collecting logistical, financial and other relevant information.

Response  Means coordinating a swift and effective response to any incident, especially any attack 
not motivated by medical care as such, e.g. an armed actor threatening a doctor for 
political reasons, rather than because of dissatisfaction with the care provided.

Incident reporting  Helps preserve institutional memory by capturing as much relevant information as 
possible, to inform future response and prevention efforts.

IInncciiddeenntt  MMaannaaggeemmeenntt  SSyysstteemm

As in the case of Spain, improved data collection and information cannot directly prevent attacks; these 
efforts provide information that makes it possible to better understand the nature of violence.

If we examine two four-year periods in Afghanistan, 2011–2014 and 2015–2018, we can see that the second 
four-year period encompasses a significantly wider geographic area and scope of violence. Part of the increase 
can certainly be attributed to improved data collection and accountability, but it is primarily the socio- 
political situation in Afghanistan that is prompting increasing levels of violence. Aggressions and attacks 
have been committed by multiple perpetrators. As many as 15 health centres have closed.
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The command and control centre still faces many challenges:

 • Perceived “minor incidents”, such as harassment or bullying, are woefully underreported  
and are viewed as normal behaviour.

 • Other problems that doctors face are difficult to categorize and may therefore be given less attention.

 • Bribes, harassment of female health workers and limiting data collection to secure areas all affect  
the scope and granularity of data being collected. No data are being collected on the obstruction  
of ambulances, for example.

 • Communication with armed groups is extremely limited, so reaching agreements on limiting violations 
of neutrality has been a difficult process.

 • Current legal provisions do not provide an adequate deterrent for violence.

 • Eroding trust in communities is creating an attitude of lack of respect towards medical professionals.

Despite these challenges, the command and control centre is providing information to all parties involved, 
in an effort to curb violence.

The benefits of operating the centre include the following:

 • The centre’s standardized data collection methods help paint a clearer picture of the nature of violence 
in Afghanistan.

 • The radio room is available even in cases where standard channels of communication are not available.

 • Repeated calls to respect neutrality are being sent to all belligerents.

 • Security guidelines for health facilities are being designed.

 • Work is being contracted to NGOs in an effort to uphold the neutrality principles and lower the number 
of politically motivated attacks.

 • Better information is being collected and used to prevent violence.

Though it can be discouraging to see a rise in violence in spite of such efforts, it is important to keep in mind 
that the damage would be significantly worse and significantly less visible without the incident management 
system.
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CONSIDERATIONS REGARDING IMPROVEMENTS TO NATIONAL DATA COLLECTION SYSTEMS,  
BASED ON EXPERIENCE GAINED IN AFGHANISTAN AND SPAIN

Recommendations

 • Create reporting mechanisms that are safe and accessible to victims.

 • Ensure that victims do not feel obligated to report.

 • use standardized data collection methods to help paint a clearer picture of the nature  
of violence, making it possible to collect information and use it to prevent violence.

Problems that may arise

 • If victims receive no guidance or support from their employers, this may discourage  
them from reporting incidents.

 • Some problems that doctors face are difficult to categorize and may therefore be given less 
attention, such as bribes, harassment of female health workers and limiting data collection  
to secure areas; these all affect the scope and granularity of the data.

Points to bear in mind

 • Mechanisms for reporting make the task significantly easier logistically, but the emotional  
toll of reliving an incident is a strong deterrent to following up.

 • Improved data collection and information cannot directly prevent attacks; these efforts provide 
information that can help us to better understand the nature of violence.

 • Damage is likely to be significantly worse and significantly less visible without an incident 
management system.
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ALTERNATIVE METHODS OF MEASURING VIOLENCE 
AGAINST HEALTH CARE
In addition to the existing national data collection systems, there are several alternative methods for capturing 
incidents of violence against health-care systems.

BRAZIL – SAFER ACCESS
In Duque de Caxias Municipality, legislation and data collection mechanisms have been developed to enable 
the safe provision of and access to essential public services. Bruno da Silva Ferraz is the Municipal Primary 
Health Care Adviser and focal point for Safer Access at the Ministry of Education and Health in Duque de 
Caxias Municipality. He reports that both legislation and data collection in Duque de Caxias focus primarily 
on the effects of gun violence.

Those effects include:

 • deprivation of access to public services

 • reduced immunization rates

 • limits on the treatment of patients with chronic conditions

 • negative impacts on health and education programmes

 • high turnover of key personnel.

The Brazilian health ministry is working with the ICRC to improve local protocols and data collection, with 
the aim of reducing gun violence and mitigating its effects on public services.

The legislation stems from a methodology adapted from the ICRC’s own safety protocols, Safer Access. Safer 
Access is used to reduce, mitigate, and respond to the consequences of exposure of population and personnel 
to armed violence. The goals are to promote safe environments and increase the resiliency of personnel. Safer 
Access achieved an average 40% reduction in service unit closures between 2017 and 2018, and in 2018 Safer 
Access was implemented into legislation as the “Safer Access Law”.

HOME PAGE

GENERAL 
INFORMATIONS

6 5

0 15

DEMO

The project aims to support data collection and analysis by developing a platform and a mobile application 
for Safer Access. This large-scale project encompasses more than a million residents and 500,000 square 
kilometres.

The platform uses a four-colour system to classify incidents:

 • Green: all medical activities are available and there are no closures.

 • Yellow: some activities have been cancelled, but most are available.

 • Orange: the area around a facility is under threat, and its activities have been suspended.

 • Red: activities have been cancelled and personnel evacuated.

https://saferaccess.icrc.org/
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A notification system allows broad dissemination of the current status of incidents, including the current risk 
level, dates and times of events and descriptions of the problems.

Individual facilities can use the Safer Access platform to modify plans and generate reports. This ensures 
improved access to public services based on real-time data, while indicators can help to track and measure 
violence as well as reporting service outages. The platform also allows a deeper analysis of the impact of 
violence and promotes closer cooperation between the entities that use it.

There have been some barriers to implementation, including a lack of computer or internet access in facil-
ities, server issues disrupting platform usage and a lack of personnel to follow up on implementation. Despite 
these setbacks, the Safer Access protocols and application platform have been a success in minimizing the 
effects of gun violence on public services in Duque de Caxias.

NIGERIA – MEASURING VIOLENCE IN RIVERS STATE
Dr Chinwe Tonye Atata is the Director of Planning, Research, and Statistics at the Rivers State Ministry of 
Health (RSMoH) in Nigeria. She reported on the setting up of a Community of Concern (CoC) on violence 
against health care.

Working with the ICRC, the Rivers State Primary Healthcare Management Board, Hospitals Management 
Board, University of Port Harcourt Teaching Hospital and others, the RSMoH has developed a data gathering 
tool to better measure violence in Rivers State.

Emergency department staff have been suffering increased numbers of kidnappings, assaults and threats, and 
ethical issues have been arising regarding the treatment of gunshot wounds. The working group is attempting 
to quantify these issues in order to address them. Because the issues are complex and have multiple causes, 
they will require informed policy decisions. The working group is tasked with providing the data to inform 
effective solutions.

THE NEED FOR DATA COLLECTION

´ The overall effect on the healthcare delivery system can 
only be imagined. A lot of data is needed to properly 
document the full impact and design preventive and 
protective interventions. 

´ Need for Data collection
´ Data Analysis
´ Existing system for data collection and current 

challenges
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The working group collects incident forms containing such basic information as a description of the event, 
the state where it occurred, the date, etc. The state data collection group has written a directive on the pro-
cedures for reporting gunshot wounds and promoting medical neutrality for patients with these potentially 
life-threatening injuries. The Health Care in Danger “sensitization package”, which includes posters, legal 
frameworks and medical documents, is also being used to help reduce violence in Rivers State.

The data has been helpful in measuring violence, but further expansion of the programme is a top priority. 
Low reporting rates and logistical difficulties are limiting the utility of the working group as it exists today. 
Next steps include training data collection officers to enhance the reporting and submission process and 
promoting expansion to other Nigerian states through the National Council on Health.

ITALY – ITALIAN RED CROSS OBSERVATORY ON AGGRESSIONS AGAINST VOLUNTEERS
The National Red Cross and Red Crescent Societies have a crucial role to play in analysing and monitoring 
local information, to assess risks and adjust the planning of activities. As first responders, National Societies 
often provide ambulance and pre-hospital services in high-risk situations.

Adriano Iaria, Humanitarian Advocacy Officer for the Italian Red Cross (ItRC), presented the Italian Red Cross 
Observatory on Aggressions against Volunteers.

The Observatory was born out of the need to obtain exhaustive data to protect the ItRC’s greatest asset, its 
volunteers.

To measure the dangers facing volunteers, the ItRC is collecting data on:

 • the context of the incident

 • activity

 • date

 • gender

 • type of incident

 • damage

 • type of aggressor.

The Observatory consists of a database including all volunteers, and members of the database have access to 
report cases of aggression. Though volunteers may not always be classified as health-care personnel, aggres-
sion against them still affects many medical volunteers.

Mitigation measures are also monitored, to collect information on those incidents that were reported to the 
police, and to record whether the victim received psychosocial support and debriefing or defusing after the 
incident. This information also constitutes part of the institutional memory.

A BLURRED PICTURE

27,27%
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There have been an average of about eight reports per month since the launch of the Observatory. More 
than 27% of attacks were carried out by a group and 30% of perpetrators were persons other than patients, 
indicating that violence against volunteers consists of more than simply patient-to-provider incidents. This 
suggests that there is a need to address public perception of medical personnel and volunteers.

Police were involved in 92% of reports, yet only 7% of reports filed requested psychosocial support after 
the incident. This is a worrying statistic, because the high level of police involvement indicates more serious 
incidents.

Hesitancy in reporting and utilizing support mechanisms has been a common theme among victims of inci-
dents, and it appears that this trend is also true of Italian volunteers. Nevertheless, the ItRC offers support 
for volunteers after incidents and the data collected by the Observatory has helped establish the frequency 
and nature of attacks. This information can be used to further improve reporting mechanisms and response, 
and to help prevent future incidents. Addressing public perception of medical personnel and implementing 
stricter legislation to prevent aggressions is also of vital importance.

“Non sono un bersaglio” (I am not a target), the Italian Red Cross Campaign to end violence against health 

personnel, launched in 2018. https://www.cri.it/nonsonounbersaglio

EL SALVADOR – INTER-AGENCY SECURITY INCIDENT REGISTRATION PLATFORM
The General Director of the Salvadorian Red Cross, Rigoberto Hernandez, presented the data collection efforts 
underway in his country.

El Salvador is in a unique position in the wake of its internal conflict. During the 12 years of violence, more 
than 75,000 people were killed. During the post-conflict process the affected population kept their weapons, 
and the cultural shift in the perception of violence has had longstanding implications for violence against 
health care. In 2014, in an effort to promote medical neutrality following the killing of a first-aid worker, the 
El Salvadorian Red Cross signed an inter-agency protocol for the protection of health services and set up an 
assistance unit for victims of violence. A reporting system to collect and centralize security incidents during 
pre-hospital services was planned as part of the protocol. However, implementing the reporting system has 
proved challenging, mainly owing to the lack of a legal framework.

In an effort to address these challenges, an inter-agency security incident registration platform was created 
in 2018. The platform is administered by the ministry of health and is open to all providers of pre-hospital care. 

https://www.cri.it/nonsonounbersaglio
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A pilot project took place in December 2018, after which entries were analysed to see whether the information 
captured was relevant and whether any useful information fields were missing.

2018

04
Es así como en 2018, se inicia a 

trabajar en el diseño de una 

plataforma interinstitucional de 

registro de incidentes de seguridad

2018

05
La plataforma se ha diseñando con 

énfasis en las siguientes áreas:  

- Administración por parte 

Ministerio de Salud. 

- Vinculación directa con el sistema 

de registro de atención 

prehospitalaria

2020

06
-Énfasis en la protección de datos

-Construcción de un mecanismo 

amable uso por parte del personal 

-Funcionar como un mecanismo de 

alerta temprana

Reporte de Incidentes a trabajadores de la salud

During 2020, the programme is analysing gaps in the system and creating a user-friendly tool for staff. The 
platform will also serve as an early warning system to map high-risk areas for pre-hospital services and 
health centres. Potentially, the system could be adapted for the National Societies of Mexico, Guatemala, and 
Honduras through the support of the Spanish Red Cross.

As in other contexts, improved data collection can help pinpoint the types of issue that are most common 
and help to identify their causes. Cooperation from local authorities and medical facilities can yield a much 
clearer picture of violence against health care in this context.

HONDURAS – INCIDENT REPORTING SYSTEM
Louis Alonso Knight Reyes is the Honduran Red Cross National Security Focal Point. He presented his National 
Society’s incident reporting system, which is aimed at improving safety and promoting medical neutrality in 
the wake of the 2013 killing of a patient in an ambulance.

The reporting system monitors: 

 • security incidents related to access

 • assaults

 • robberies

 • aggression against Honduran Red Cross personnel

 • threats

 • damage to facilities

 • other incidents.

Reportes de Incidentes de Seguridad. 
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An inter-agency working group including the Honduran Health Secretary has been created to develop strat-
egies for protecting health services. The working group’s many achievements include training, policy devel-
opment, the creating of protection committees for the metropolitan health centres and the production of 
campaign communication materials.

The volatility of the security situation in Honduras makes it difficult to use the information gathered to 
predict or plan security and protection mechanisms for medical services. It is common for gangs to demand 
treatment for members in clandestine locations, and obstruction of ambulances is frequent. Treating injuries 
suffered during protests against the government presents risks to patients and providers alike. A daily ana-
lysis of the context is therefore required, to ensure the security of health activities.

There are still difficulties, including a relative lack of statistical indicators and the long timeframe for the 
adoption and full implementation of these large-scale programmes. Nevertheless, these efforts by the 
Honduran Red Cross have the real potential to reduce violence and violations of neutrality. Looking forward, 
the incident reports will be used to create a hotspot map and improve statistical metrics for data analysis.

ALTERNATIVE METHODS OF MEASURING VIOLENCE AGAINST HEALTH CARE

 • Technologies that allow real-time analysis of data, to assess risks affecting the safe provision 
of and access to essential public services.

 • Multidisciplinary collaboration to promote the quantification of violence against health care  
at a sub-national level, to inform policy decisions.

 • Timely collection of data on violence against health care, to properly document its impact  
and enable preventive measures to be taken.

 • Observatories of violence against health care volunteers of National Societies that enable  
the monitoring of incidents, the provision of psychosocial support and the carrying  
out of prevention activities such as national campaigns.

 • Inter-agency efforts to build platforms for the monitoring of incidents, as an early warning 
system to map high risk areas for pre-hospital services and health centres.

 • In highly volatile contexts, daily analysis of information, to ensure the safe provision of health 
services.
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CROSS-SECTIONAL SURVEYS ON THE PREVALENCE 
OF VIOLENCE IN HEALTH CARE

8 S. Shaikh et al., “The magnitude and determinants of violence against healthcare workers in Pakistan”, BMJ Global 
Health 2020;5:e002112: https://gh.bmj.com/content/5/4/e002112

Academic research on violence can help to undergird policy decisions and direct future data collection. Two 
studies are highlighted here, one from the APPNA Institute of Public Health in Karachi, Pakistan, and one 
from the College of Medicine, Mustansiriya University in Baghdad, Iraq.

PAKISTAN – STUDYING THE EXTENT, CAUSES AND TYPES OF VIOLENCE AGAINST 
HEALTH-CARE PERSONNEL
Dr Shiraz Shaikh is Assistant Professor at the APPNA Institute of Public Health Jinnah Sind Medical University 
in Karachi. He was the principal investigator for the study8 of violence in three provinces in Pakistan, and four 
districts from each province. The study’s objective was to measure magnitude and determinants of violence 
against health-care workers in the Pakistani health system over the past six months. The study also sought to 
identify the predominant types of violence and compare the typologies of events between public and private 
settings and between different levels (primary, secondary and tertiary facilities). The response of health-care 
workers and the level of policies protecting them were also of key importance. The first effort of its kind in the 
country, Dr Shaikh’s study included 16 cities from three provinces plus the federal capital, numerous types 
of health facilities, and almost 8,600 health-care personnel.

Key characteristics of the study:

 • Mixed method design, with both qualitative and quantitative elements.

 • Sequential exploratory design, incorporating qualitative results from focus groups, interviews  
and other research.

 • Variables to determine the types of violence, response to violence and effects on health-care workers, 
and to measure organizational safety and security measures.

Which Province was effected more? Which type of Health Facility was effected more?

Which Cadre was effected more?

In the six months prior to data collection: 

 • 25.6% of health-care workers experienced violence

 • 12.8% experienced and witnessed violence

 • 10.7% witnessed violence.

These figures are based on a sample of 8,579 staff.

https://gh.bmj.com/content/5/4/e002112
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The most common types of violence experienced were:

 • verbal violence (33.9%)

 • physical violence (6.6%)

 • false accusations (2.2%)

 • bullying/harassment (1.1%).

There are several potential triggers for violent events, including delays in care, adverse medical outcomes, 
poor quality of care and lack of resources. The extent to which specific triggers cause aggressions depends on 
the type of facility and on the category of personnel targeted.

Some categories of personnel are more likely to experience violence than others:

 • Security guards: 57%

 • Nurses: 43.6%

 • Midwives: 30.7%

 • Emergency medical technicians: 30.5%

About 70% of incidents are reported, resulting in 43.4% of reports being investigated (34.1% no response). 
Those who refrain from reporting most commonly do so because they feel it is useless (73.6% of non-reporters).

The study finds that several key interventions can drastically reduce violence. For instance:

 • addressing delays in care can reduce ambulance violence by 40-50%

 • addressing misconceptions about medical care and managing patient expectations could reduce violence 
by 50% or more.

The takeaways of the study are clear: violence is common, but there are key measures that can be taken to 
reduce it.

IRAQ – THE EXPOSURE OF HEALTH-CARE PERSONNEL TO VIOLENCE AND ITS INFLUENCE  
ON THEIR WORK AND LIVES
The second study9 was led by Dr Riyadh Lafta, Affiliate Professor, Global Health Department of Family and 
Community Medicine, Mustansiriya University, Iraq.

This was a cross-sectional study conducted from January to June 2018 in six hospitals and 20 primary care 
centres (covering 700 personnel), to explore the exposure of health-care personnel in Baghdad to violence 
and its influence on their work and lives.

The study used a questionnaire asking about various aspects of violence, including:

 • exposure to violence

 • displacement

 • wrongful arrest

 • kidnapping

 • injury

 • threats

 • forced payments to local tribes

 • regular exposure to violence.

Anyone working in a medical facility who was willing to participate was recruited.

The results show that more than one in three health-care workers suffer physical violence in their careers. 
Doctors experience extremely high exposure to violence (87.4%).

9 R. K. Lafta and N. Falah, Violence against health-care workers in a conflict affected city, Medicine, Conflict and Survival, 
2019, 35:1, 65-79, DOI: 10.1080/13623699.2018.1540095: https://www.tandfonline.com/doi/full/10.1080/13623699.201
8.1540095

https://www.tandfonline.com/doi/full/10.1080/13623699.2018.1540095
https://www.tandfonline.com/doi/full/10.1080/13623699.2018.1540095
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The most common types of incident were:

 • verbal violence (71.7%)

 • threats (42.1%)

 • displacement (24.7%)

 • physical violence (14.1%).

Violence experienced P value
Physical Verbal None

No % No % No %
Consequences Mental 31 31.3 83 16.5 3 37.5 0.007*

Physical 20 20.2 62 12.4 2 25.0
Nothing 48 48.5 357 71.1 3 37.5

Think of changing 
workplace

Yes 52 52.5 209 41.6 4 4.0 0.0001*
No 47 47.5 293 58.4 95 96.0

Think of changing job Yes 41 41.4 167 33.3 4 4.0 0.0001*
No 58 58.6 335 66.7 95 96.0

Plan to leave the country Yes 65 65.7 301 60.0 15 15.2 0.0001*
No 34 34.3 201 40.0 84 84.8

Family left Iraq Yes 50 50.5 274 54.6 20 20.2 0.0001*
No 49 49.5 228 45.4 79 79.8

Colleagues left Iraq Yes 84 84.8 428 85.3 65 65.7 0.0001*
No 15 15.2 74 14.7 34 34.3

Reflected on performance Yes 80 80.8 399 79.5 36 36.4 0.0001*
No 19 19.2 103 20.5 63 63.6

Feel safe at work Yes 15 15.2 100 19.9 68 68.7 0.0001*
No 84 84.8 402 80.1 31 31.3

Perspective of future of 
the practice

Getting worse 64 64.7 224 44.6 17 17.2 0.0001*
No change 32 32.3 246 49.0 44 44.4
Getting better 3 3.0 32 6.4 38 38.4

*Significant association using Pearson Chi-square test at 0.05 level

Table (6): Association between exposure to violence and later consequences

The most common perpetrators of violence were patient relatives (63.9%), with the most common causes 
of violence being poor medical services and lack of supplies (22.5%) and low level of education/aggressive 
attitude (22.1%). Incidents were most common in the daytime (45.9%).

Social roles, cultural factors, and fear of retribution may lead to underreporting of incidents through formal 
channels (67.1% did not report incidents via police reports, reporting to their supervisor or hospital instead).

The effects of this violence on the Iraqi health-care system are stark: up to 70% of Iraq’s fully qualified phys-
icians have left the country due to violence, threats, and kidnapping.

Common reactions to incidents are:

 • not feeling safe at work (84.8%)

 • planning on leaving country (65.7%)

 • perceiving the future of the practice as getting worse (64.7%)

 • thinking of changing workplace (52.5%).

To address the overwhelming violence directed at health-care providers, there have been calls for legislation 
that would protect health-care personnel by classifying them as officials. The current situation shows that 
licensing medical personnel to carry arms has not been an effective solution.

This study will help to inform the push for legislation and raise awareness about not only the direct effects 
of violence on health care, but also the second-order effects of doctors fleeing Iraq or being kidnapped and 
killed.
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VIOLENCE AGAINST HEALTH WORKERS – CAUSES, EFFECTS AND POSSIBLE COUNTER-MEASURES

Nurses and security guards working in health care facilities are more likely to experience violence than other 

personnel. Potential triggers for violent events include delays in care, adverse medical outcomes, poor quality 

of care and lack of resources. While 70% of incidents are reported, those who refrain from reporting most 

commonly do so because they feel it is useless.

Violence is common, but certain measures can reduce it. Reducing delays in care, for example, can reduce 

ambulance violence by 40-50%. Addressing misconceptions about medical care and managing patient 

expectations could reduce violence by 50% or more.

Social roles, cultural factors, and fear of retribution may also lead to underreporting of incidents through 

formal channels (in Baghdad, for instance, 67.1% of victims did not report incidents to the police, reporting 

to their supervisor or hospital instead).The effects of this violence on the Iraqi health-care system are stark: 

up to 70% of Iraq’s fully qualified physicians have left the country because of violence, threats or kidnapping. 

Legislation is needed in Iraq to protect health personnel.
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DATA-DRIVEN PREVENTION APPROACHES
The first panel of day two aimed to create a link between data and the ultimate goal of reducing the preva-
lence of violence and mitigating its impact.

After collecting the data, the next step is to use it to prevent future incidents.

The panel included three speakers:

 • Dr Hamid Shahzad, Director of the Emergency Department at Lady Reading Hospital in Peshawar, 
Pakistan.

 • Dr Shiraz Shaikh, representing the APPNA Institute of Public Health Jinnah Sind Medical University  
in Karachi, Pakistan.

 • Caroline Corrigan, Management Programme Director at the People Directorate of NHS England  
and NHS Improvement.

PAKISTAN – DE-ESCALATION TRAINING AND OTHER MEASURES TO REDUCE VIOLENCE
Dr Shahzad compared levels of violence in two Pakistani hospitals. One was a control, while at the other 
staff received de-escalation training and a number of measures were taken to reduce the incidence of violent 
events.

These measures included:

 • creating filtration clinics

 • introducing patient triaging

 • separating walk-in and stretcher entrances

 • adding an ambulance bay

 • improving patient navigation measures and signage

 • ensuring timelier patient care, conducted by skilled professionals.

These measures enabled health-care personnel to cope better with patient aggression than their counterparts 
at the control hospital. Satisfaction was higher and burnout was lower.

LOW-COST INTERVENTIONS of PHASE II 

• Awareness 
Campaigns 
(Community & 
Hospital Based)

• Warning boards 
for respecting 
HCWs

• Information on 
waiting times

Training of HCW’s on 
communication, 
information sharing 
and improving 
responsiveness 
towards patients and 
attendants

• Visitor ID cards
• One attendant per 

patient policy
• “No Weapons” 

Policy 
• Information on 

waiting time and 
information sharing 
on progress of 
patients

• Call for Help

CLIENT RELATED PROVIDER 
RELATED POLICY RELATED 



22 PROMOTING PEER-TO-PEER EXCHANGES ON DATA COLLECTION SYSTEMS TO ANALYSE VIOLENCE AGAINST HEALTH CARE

A

B

C

D

I N S T A L L A T I O N  O F  P A N I C  B U T T O N S

S e t t i n g  u p  o f  C o n t r o l  R o o m

Tra in ing/Dr i l l s

Impac t  assessment

PANIC ALARM SYSTEM IN A&E

FIRST HOSPITAL IN PAKISTAN WITH PANIC BUTTONS

However, there was no statistically significant difference in the number of violent events experienced or 
witnessed, by comparison with the five months before the training and other measures were implemented.

The training took place between September and December 2017. It consisted of five modules, plus an intro-
duction to the ICRC and the Health Care in Danger initiative. It spanned 24 sessions and involved 237 staff, 
primarily nurses, technicians and auxiliary staff. 

The de-escalation training and other changes are part of an ongoing effort to reduce violence through a 
research-based approach.

The first phase of the approach is a surveillance system, which improves data collection and records the 
number of violent incidents and their causes, as a basis for designing effective interventions.

The second phase consists of the interventions, which include making the aforementioned changes in the 
hospital, developing a mass casualty plan and implementing patient communication protocols.

The third phase is assessment of the interventions, which focuses on measuring whether they were success-
ful and addressing needs that may be beyond the capacity of a single hospital, such as regulatory and policy 
changes.

These changes together create a complete process through which problems are identified, solutions are pro-
posed, and their results are weighed. By improving these systems and implementing new hospital policies to 
reduce violence, medical providers feel more prepared to deal with violent events and mitigate the potential 
damage.

Dr Shahzad also presented a media campaign that was conducted following the success of another campaign 
encouraging drivers to give way to emergency vehicles. The “Bharosa Karein” (trust them) campaign took 
place in 2019, and addressed the issues of perception and readiness in case of a medical emergency, targeting 
both patient attendants and health-care providers. Both campaigns relied heavily on TV spots, billboards and 
pamphlets to spread their messages. Both have been successful in raising awareness of different issues, but it 
remains to be seen whether the Bharosa Karein campaign will translate into a reduction in rates of violence in 
Pakistan. The campaign will be evaluated as part of the interventional evaluation study on reducing violence 
against health care.
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On ground mobilization to address perception & readiness

Previous studies in Pakistan had identified three main areas for action:

 • behavioural

 • institutional

 • socio-political.

Dr Shiraz Shaikh reported on the evaluation of behavioural interventions, such as training health-care 
personnel in communication and de-escalation skills and promoting respect for them among the general 
population.

Institutional changes implemented in Karachi included drawing up hospital security policies and field safety 
guidelines for ambulances.

Socio-political interventions included reviewing legislation related to the protection of health-care workers 
and briefing media workers on coverage of violent events.

Dr Shaikh presented an assessment of the effectiveness of media campaigns aimed at encouraging drivers 
to give way to emergency vehicles. The aim of the campaign was to reduce the problem of ambulances being 
delayed in emergency situations. These delays are primarily attributed to traffic and to drivers failing to 
give way to emergency vehicles. A 2016 media campaign in Karachi brought about a 17-19% improvement in 
behaviour. This prompted the launch of a similar campaign at national level.

The campaign used several avenues of outreach: TV and radio programmes and commercials carried infor-
mation on the campaign, social media platforms used celebrities to get the point across and religious leaders 
spread the message during weekly sermons.

Findings
Response of Vehicles before, during and after the campaign (n=12,187)
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The results were measured through three observation surveys: one conducted prior to the campaign, one 
during and one after. The survey gathered such information as the type of vehicle, time of day and reaction 
to the ambulance (giving way immediately, giving way after a few seconds, not giving way or obstructing the 
vehicle). The results show that vehicles were significantly more likely to give space to ambulances during the 
campaign (76.2%) and after (81.1%), as compared to before (72.4%). Smaller vehicles (bikes and rickshaws) 
were more likely to give way, and more likely to give way immediately than larger vehicles (buses and trucks).

Dr Shaikh also assessed the training of Karachi health personnel in communication and de-escalation. This 
training was most helpful in raising staff awareness of violence and how to respond to it. The group that 
had undergone training requested a refresher course, and the control group expressed a need for training on 
dealing with potentially violent situations.

UNITED KINGDOM – STRATEGIES TO REDUCE VIOLENCE
Caroline Corrigan reported on the strategies the UK National Health Service (NHS) has adopted to reduce 
violence and aggression. In 2016 there were over 70,000 assaults on NHS workers, and data from the NHS 
Staff Survey showed that in 2017, 15.24% of staff had experienced physical violence, up from 15% in 2016. A 
third of Ambulance Trust workers reported experiencing violence.

NHS Protect had been providing security management oversight and collecting data on such assaults across 
the system, but had ceased to exist in October 2017. Individual NHS trusts were now responsible for their own 
security management systems, with contractual oversight from NHS England. An NHS Long Term Plan has 
also been proposed to reduce violence against NHS staff.

That initiative has been buttressed by legislation, with MP Chris Bryant introducing a private member’s bill 
into Parliament to protect emergency workers. The bill was passed in 2018, effectively giving emergency 
workers the same protections as other “blue light” personnel, imposing higher penalties for assault and 
violence. Health-care workers are now afforded the same legal protection as police and prison officers.

The NHS recommends four types of prevention measure to reduce incidents of violence and aggression.
 

20 |20 |

Reducing incidents of violence & aggression -
Recommendations
Governance Staff Support Public Awareness Physical Environment
Development of a national data 
collection tool that captures 
incidents and allows for root 
cause analysis design of targeted 
improvement interventions

A full analysis and evaluation of 
current training in conflict 
resolution, de-escalation skill

A joint national campaign 
between the NHS and staff side 
which aims to educate the public 
on what staff are facing and what 
impact it has on them 

Refresh and implement the 
recommendations from the DHSC 
and Design Council report which 
sets out the requirements for 
creating therapeutic environments 
in A&E

A package of consistent support 
to staff who have experienced 
violence/aggression at work

Statement of support from the 
CQC

Ensure dementia care involves 
considering best practice in care 
environments guidance

Developing skills in Providers to 
ensure incidents are captured 
effective and  followed up

Ensure staff safety becomes a 
regular focus at handover 
meetings

Each Provider board to have a 
nominated executive responsible 
for staff safety

Ensuring violence and staff safety 
is prominent in CQC inspections 
as part of the well led domain

Ensure potential unsafe areas 
e.g. car parks are appropriately 
risk assessed

One of the national NHS bodies to 
undertake a collaborative 
centralised coordination function

Ensuring staff safety is reviewed 
as part of the NHSI KLOE 
monitoring process

NHSE and NHSI to increase 
integration and alignment of 
programmes underpinned by joint 
working arrangements

DHSC to consider developing  
agreement between the NHS and 
the CPS to ensure appropriate 
mechanisms and a consistent 
approach for reliable prosecutions

The development of a Violence 
Reduction Strategy which delivers 
on the 4 key areas identified from 
the scoping exercise

Pilot study – review of the 
effectiveness of body worn 
cameras in the ambulance sector

 • Changes in governance include:
 – the proposed development of a national tool to collect data on incidents and allow  

for root-cause analysis
 – having an NHS body undertake a centralized coordination function.

 • Staff support involves:
 – analysis of conflict resolution and de-escalation skills
 – a pilot study on the effectiveness of body cameras in the ambulance sector
 – increased training to deal with potentially violent events.
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 • Public awareness involves educating the public regarding violence and how it affects staff;  
the NHS has been able to integrate these messages in docudramas.

 • The physical environment can also be improved to minimize triggers for potentially violent incidents, 
particularly in potentially unsafe areas.

There has been progress in each of these four areas, but the proposals are still relatively new and require 
more time to implement and optimize.

A Violence Data group is to identify and evaluate options for the national collection of data, simplify and 
streamline data collection and use the data to build a more complete picture of violence for use by the NHS. 
This snapshot can be used to inform policy and structural changes to mitigate future violence.

DATA-DRIVEN APPROACHES TO PREVENTING AND/OR MITIGATING THE IMPACT OF VIOLENCE AGAINST 
HEALTH CARE

 • There is evidence that health personnel cope better with patient aggression after training in techniques 

to de-escalate violence.

 • Assessing interventions creates a complete process through which problems are identified, solutions  

are proposed and their results are weighed.

 • Studies in Pakistan have identified three main areas of intervention:

 – behavioural (e.g. promoting respect for health personnel)

 – institutional (e.g. developing field safety guidelines for ambulances)

 – socio-political (e.g. reviewing laws related to the protection of health-care workers).

 • In the UK, legislation has reinforced the NHS long-term plan by imposing higher penalties for assault 

and violence on health-care workers

 • Preventive measures have included analysis of conflict resolution/de-escalation skills and a study  

on the effectiveness of body cameras in the ambulance sector.
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FOSTERING INTERNATIONAL TECHNICAL 
COOPERATION ON DATA COLLECTION TO PREVENT 
VIOLENCE AGAINST HEALTH CARE
The gathering was an excellent opportunity to foster international technical cooperation and thereby facili-
tate improvements in data collection. Analysing data is a critical step in preventing violence against health 
care. Several organizations including the ICRC and the World Health Organization (WHO) are already working 
on measuring violence against health care and on ways to promote good practices.

INTERNATIONAL HUMANITARIAN FACT FINDING COMMISSION – IDENTIFYING 
VIOLATIONS OF MEDICAL NEUTRALITY
Dr Francisco Rey Marcos of the International Humanitarian Fact Finding Commission (IHFFC) focused his 
presentation on international law and violations of medical neutrality, specifically highlighting the IHFFC’s 
value in providing independent fact-finding in disputes, including disagreements involving possible violations 
of medical neutrality. The IHFFC offers impartiality through its organizational structure: it is treaty-based, 
meaning there is little variance in judgment on a case by case basis. It therefore offers consistent and deter-
ministic judgments for international disputes. Dr Rey argued that follow-up mechanisms for violations are on 
the decline, but that the IHFFC can help to support follow-up by offering a strong foundation for iden tifying 
violations of medical neutrality. Many mechanisms for enforcing neutrality, including UN and national 
efforts, are suboptimal because of a lack of interest or buy-in by member states. Dr Rey also sees a general 
decline in soft law on the issue, an undulating attitude to addressing commitments during peacetime and a 
tendency to ignore international statutes in time of war as contributing factors to the persistence of violence.

The IHFFC demonstrated its utility in a case where it completed a fact-finding mission commissioned by the 
Organization for Security and Co-operation in Europe (OSCE). The dispute involved an incident in which a 
landmine killed a paramedic. The IHFFC focused on impartially answering two questions: what caused the 
death, and what kinds of explosives were used in the incident. These results were presented to the OSCE, 
which accepted them as factual. Acting as an impartial arbiter of facts is extremely useful in dealing with 
violations of neutrality, and the IHFFC should continue to be called upon as a resource for resolving similar 
disputes in the future.

WORLD HEALTH ORGANIZATION – SURVEILLANCE SYSTEM ON ATTACKS  
ON HEALTH CARE
The second presenter was Rudy Coninx, head of Humanitarian Policy and Guidance at the WHO, who was 
representing the World Health Organization’s “Attacks on Healthcare Initiative”.

World Health Assembly Resolution 65.20 calls on the WHO to provide leadership in developing the collection 
and dissemination of data on attacks on health care. Generally, the WHO defines attacks against health care 
as “any act of verbal or physical violence or obstruction or threat of violence that interferes with the avail-
ability, access, and delivery of curative and/or preventative health services during emergencies”. This broad 
definition allows for a wide scope of data collection, covering many types of attack, including violent attacks 
with weapons, obstruction to delivery of care, militarization of health-care assets, arson, sexual assault, 
armed or violent search and others.

The WHO’s responsibility lies primarily in documentation, advocacy and research. It does not search for 
perpetrators, attribute blame or pursue legal action. Documentation is focused on measuring the extent and 
nature of violence. Advocacy aims at behavioural change. Research targets good practices and positive health 
impact.

The WHO maintains the Surveillance System on Attacks on health care (SSA) through WHO country offices 
and health clusters, with additional inputs from partners. The SSA is an open platform for measuring attacks 
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globally. Gathering information at a global scale has been challenging. The main problem is similar for the 
WHO and for others who would like to collect this data; the sensitive nature of reporting and the political 
sensitivity of data make collection and verification difficult. Nevertheless, the SSA is continuing to scale up 
the involvement and cooperation of WHO’s country offices.

http://ssa.who.int

OCHA – HUMANITARIAN DATA EXCHANGE
The third presentation was Javier Teran, Statistician for the Humanitarian Data Exchange (HDX) of the 
UN Office for Coordination of Humanitarian Affairs (OCHA).

The HDX Centre’s mission is to increase the use and impact of data in humanitarian response. Mr Teran and 
his team have developed an open platform for accessing data for humanitarian response.

The HDX Centre divides humanitarian data into three main areas:

 • data about the context in which a humanitarian crisis is occurring

 • data about the people affected by the crisis, and their needs

 • data about the response by organizations and people seeking to help those who need assistance.

The Humanitarian Data Exchange platform currently has 60,000 users per month, shares 15,000 unique 
datasets from more than 1,300 sources, is used by more than 250 organizations and has more than 
12,000 downloads per month.

WHAT WE DO

Data Services

Enabling the sharing and use 
of data with the 
Humanitarian Data Exchange 
(HDX)

Creating interoperability of 
data with the Humanitarian 
Exchange Language (HXL)

HDX: Humanitarian Data Exchange 
(data.humdata.org)

HXL: Humanitarian Exchange 
Language (hxlstandard.org)

IATI: International Aid Transparency 
Initiative (iatistandard.org)

Supporting transparency in 
financial data with International 
Aid Transparency Initiative (IATI)

https://data.humdata.org/
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As regards international cooperation, the HDX Centre has specific aims in three areas:

 • data services – increase the interoperability of data through shared standards and integrated systems

 • data policy – increase trust and cooperation across organizations sharing data in humanitarian response

 • data literacy – increase the ability of people to access and use data in support of humanitarian efforts.

The main goals of the project are to improve the speed of data, increase the number of participants in the 
network and spread use of the tool by policy makers and others making critical decisions regarding humani-
tarian response.

Humanitarian data has been used for such purposes as mapping attacks on schools or violence in remote 
areas where there was no formal reporting. This will also be a viable strategy for mapping and visualizing 
incidents of violence against health care. Because OCHA’s mandate is centred on coordination rather than 
data collection, the HDX platform is open-access, to promote visibility of the data and coordinate responses 
to incidents. This consolidation is invaluable for drawing broader conclusions and spurring action on the 
basis of country-level or regional statistics.

ICRC – HEALTH CARE IN DANGER
The last speaker on the panel was Maciej Polkowski, head of the Health Care in Danger initiative at the ICRC.

His focus was on the way forward regarding cooperation to prevent violence against health care.

Mr Polkowski identified three main types of action for the future:

 • the implementation of practical measures – the most important aspect of preventing violent incidents 
and minimizing their consequences

 • evidence-based generation, which can be used to improve the implementation of measures

 • building coalitions, both for evidence-based sharing and to create legal and governmental capacity  
to develop, implement, and spread effective governance and information sharing among those working 
against violence.

He proposed four main areas in which action can be taken to limit attacks and their impacts:

 • respect for neutrality by weapon bearers

 • legislation

 • resilience (including capacity building and information exchange)

 • behavioural change.

Addressing these main areas and working on the three major categories of activity can reduce violence and 
strengthen partnerships. This would not only benefit patients, health-care personnel and populations, but 
would also address several Sustainable Development Goals, specifically Goal 3 (Ensure healthy lives and promote 
well-being for all at all ages) and 16 (Promote just, peaceful and inclusive societies).
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CURRENT CHALLENGES AND NEXT STEPS
Several perspectives emerged on how to address current challenges regarding the implementation of data 
collection systems and preventative measures.

Three major themes were identified:

 • implementing common data standards

 • learning from previous successes and failures

 • engaging the populations involved, to enhance their awareness of violence and promote  
their cooperation with mitigation efforts and reporting.

COMMON DATA STANDARDS
The most prominent issue was how to standardize data in a way that is useful to the disparate organizations 
that work on violence against health care. There was agreement that some kind of “scaffolding” should be 
in place to enable comparisons across organizations and contexts. However, more granular data might be 
needed to develop truly contextualized responses. The major roadblocks to implementation of such scaffolding 
are data/database ownership and inclusion criteria. The overall complexity of implementing a standardized 
process is also a factor, as in Spain where it took two years to establish minimum reporting standards. Such 
a multilateral effort could take a considerable amount of time due to logistics alone. Collecting a minimum 
set of indicators emerged as the most tangible solution. In the future, a framework could be built upon to 
include more specific information.

More importantly, it is essential to understand and share good practices on appropriate use of information 
to reduce risks. Participants mentioned the efforts that the WHO is currently undertaking by gathering and 
analysing good practices.

SUCCESSES AND FAILURES
Participants shared successes and failures in individual and multilateral efforts to reduce violence against 
health care.

Failures
Some efforts, such as the ICRC’s online community for best practices, have not taken off due to inactivity and 
a general lack of time among members.

Others, such as a 2011 joint agreement between police, prosecutors, and the NHS in England, have resulted 
in agreements that have not been effectively implemented on the ground.

Participants made recommendations regarding the use of regional venues or associations to share efforts 
to reduce violence against health care, such as the European Union of Medical Doctors, the Latin-American 
Association of Doctors, nurses’ associations, paramedics’ associations and community health workers.

Successes
 • In 2018, the ICRC published a compilation of case studies regarding initiatives to safeguard health care 

in El Salvador, Pakistan and Peru. Publishing these case studies has helped to stimulate discussion 
among officials, legislators, policymakers and international organizations on how to best tackle  
the issue of violence across different contexts.

 • A similar publication looking at sub-Saharan Africa investigated case studies from  
the Central African Republic, Niger and Nigeria.

 • National legislation in various countries is addressing violence against health care,  
and measures are being taken to make populations aware of the importance of medical neutrality.

 • The WHO’s SSA is being expanded and OCHA is developing a new data collection tool.
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Community engagement
The final point discussed in the forum was community engagement. The engagement of health-care workers 
and patients, armed actors and other groups is being sought to ensure the neutrality of health services and 
minimize violence. Offering de-escalation training to health personnel has proved to be an effective way of 
helping them defuse tense situations and thereby avoid violence, and to handle aggressions in a way that is 
less detrimental to the mental health of personnel in the long term.

Media campaigns to highlight the importance of respecting health personnel have also been helpful in miti-
gating violence, especially regarding ambulance delays.

Engagement is a crucial aspect of improving reporting for data collection, because without high response 
rates on the ground, even a perfect data-sharing consortium and design will not be able to convey infor-
mation in an actionable way. Encouraging health-care providers to report is only half of the issue; it is also 
important that the design of incident reports and support systems for staff be conducive to responding. 
Fostering a sense of ownership and responsibility for reporting incidents will go a long way in any data col-
lection effort.
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CONCLUSION
The round-table discussion highlighted successes regarding various aspects of data collection, organization 
and the implementation of practical measures to reduce violence against health care.

It also brought together key experts from different organizations, focusing on different aspects of violence, 
and formed a high-level overview of the most important challenges that remain ahead.

By committing to a follow-up meeting, the participants and organizations can continue to promote activities 
aimed at reducing violence against health care, and do so with a wider lens, keeping in mind the themes of 
the round-table discussion.

By implementing new strategies, improving communication, measuring results better and raising awareness 
of these issues, the round table can constitute a key element of multilateral determination to address this 
issue.

The way forward
 • Conduct further peer-to-peer exchanges, to ensure the continuity of the work and to provide  

an opportunity to continue sharing results, challenges and good practices on each  
data-collection system.

 • Explore the feasibility of developing minimum common standards regarding criteria, definitions  
and events collected, as this might guide the improvements needed.

 • Ensure that the discussion regarding attacks on health services goes beyond doctors, as other  
health personnel are often exposed to high security risks. A focus on paramedics, personnel conducting 
medical transport, nurses and community health workers should be explored.
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The ICRC helps people around the world affected by armed conflict and other violence, doing everything it 
can to protect their lives and dignity and to relieve their suffering, often with its Red Cross and Red Crescent 
partners. The organization also seeks to prevent hardship by promoting and strengthening humanitarian 
law and championing universal humanitarian principles.

People know they can count on the ICRC to carry out a range of life-saving activities in conflict zones and to 
work closely with the communities there to understand and meet their needs. The organization’s experience 
and expertise enables it to respond quickly and effectively, without taking sides.
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