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Abstract  

This article presents an overview of some pertinent issues public health professionals 

working to ameliorate the effects of gun violence. It presents the complex relationship 

between guns and violence, and highlights the WHOs recommendations concerning 

firearms for preventing violence. The article surveys the large gaps in data and 

understanding regarding the African context – most research has hitherto been conducted 

in developed countries.   The article also surveys international agreements which could be 

used as a means for mobilizing support for public health approaches. Although none are 

overtly focused upon public health, some offer commitments that can be utilized by 

people working on public health.    

 

Key words 

Small arms, firearms, violence, international cooperation 

 

 



This article is based upon its author’s experience as a peace researcher in working on 

small arms control in a variety of contexts ranging from participation in 

intergovernmental meetings to cooperation with Norwegian Church Aid, a development 

organization. Its aim is to summarize information and pointers to existing research which 

may assist initiatives in Africa working to control the proliferation and misuse of small 

arms and light weapons. There already exist best practices (some of which are presented 

in this article) concerning reducing violence, and international mechanisms which can be 

utilized to access assistance. However, Africa remains a continent in which there a large 

gaps in our knowledge and it is very important that we conduct more research on the 

problems caused by gun violence in the continent.   

 

The role of small arms and light weapons 

Discussions on controlling firearms are often polemic and unfruitful. In my view this is 

because they focus on the wrong issues - ‘gun control’ debates are polarized between 

people that want an outright ban on the personal possession of firearms and those who 

assert their right to own a gun for protection or lawful recreation. Alternatively, when 

action is taken by governments it is frequently retroactive – using law enforcement to 

catch and prosecute those responsible for armed crime. While this may lock up the 

perpetrators, there is scant evidence that it helps to reduce overall levels of armed 

violence. Instead, as David Hemenway has argued from a US standpoint in Private Guns, 

Public Health a public health approach to guns is not necessarily about banning them 

outright or obtaining justice for the victims. (1)   He describes an alternative which is a 



comprised of broad array of policies and interventions which are aimed at injury 

prevention. (Some similar policies recommended by the WHO are described below).   

 

To develop preventative strategies one must first consider the relationship between 

weapons and violence. Certainly, they are intimately linked. However, it is not the case 

that weapons cause violence per se, instead there is a complex relationship between the 

two. The role of a weapon is to dramatically increase the lethality of an act of violence 

(Jackson et al describe firearms as ‘violence multipliers’) rather than acting as a direct 

causal factor.(2)  An appreciation of this role of firearms is an important component of 

designing measures aimed at preventing or reducing gun deaths or injuries. Initiatives 

concerning guns should be developed as part of strategies to ameliorate violence.  

 

An attack committed with bare hands or a blunt instrument requires sustained effort 

against a victim that is actively trying to fight back or flee. Many such attacks result in 

hospitalization followed by a recovery. Using a knife will decrease the victim’s chances 

of survival, but still they may be able to fight or flee. A gun, however, allows the 

assailant to kill or wound in an instant, and to attack from a distance. Gunshot wounds are 

much more likely to be lethal – it is for this reason that he armies of the world are armed 

with firearms. (3)  Several studies have highlighted how firearm injuries are significantly 

more lethal than stabbings: for example Wong and Petchell’s comparison in Australia; (4) 

and a similar study by Crandall et al in New Mexico. (5) In particular Madiba, Thomson 

and Mdlalose comparison of hospital admissions of wound victims in South Africa found 

that 6% of knife wounds were fatal, while 28% of those with firearm wounds died. 



Moreover, as also noted above concerning Zambia, the patients with firearm wounds 

required longer stays in hospital, and were admitted more frequently into intensive care 

units (ICU), and required more X-rays and contusions. (6)  

 

A marked increase in the lethality and destructiveness of conflict has been observed when 

firearms have replaced traditional weapons in societies with pre-existing patterns of 

violence.  For example, concerning pastoralists in Uganda, de Koning states that:  

Although the use of armed violence still mainly derives from values attached to a 

traditional livestock economy, the significance and intensity of violence, 

particularly during cattle raids, has changed dramatically.  […] As a consequence 

of the use of modern weapons more victims suffered from raids than ever before 

and many families were left completely deprived of their cattle wealth. (7)  

The presence of firearms is also crucial in increasing the lethality of impulsive violence 

(also sometimes described as situational or non-instrumental violence). Such activities 

include suicide attempts following a personal crisis; intimate partner violence; fights 

fuelled by alcohol or other intoxicants; and gang violence. In such cases the killing was 

not premeditated (and murderers may be very remorseful later).  The presence of firearms 

can turn a violent incident into one in which people are killed or suffer lasting disability. 

In short, a woman beaten by her drunken husband may well survive; if she is shot, her 

chances are much slimmer.   

 



Many studies have presented links between the prevalence of firearms and rates of 

mortality or morbidity – Cukier and Sidel provide an excellent primer. (8) Numerous 

authors have found a link between the availability of firearms and deaths due to suicide 

or homicide. The studies include Killias’ comparison of firearms availability and 

homicide in 11 European countries, Australia, Canada and the United States; (9) and 

Miller Azrael and Hemenway, (10) and Hoskin, (11) who found an association between 

gun availability and rates of death in the United States. However it is important to note 

that there is not a direct relationship between firearms availability and homicide. 

Countries with low levels of violence and high firearms ownership can still have low 

levels of homicide (such as Norway). Weapons intensify violence rather than cause it. 

 

Gaps in the data 

Unfortunately, these cross-national correlations have generally covered developed 

countries because disaggregated mortality statistics are lacking in many parts of the 

Global South. For example, in the WHO’s mortality database the ‘AFRO’ region 

(covering most of sub-Saharan Africa) there is data on only seven countries, and of these 

it is estimated to be of only <50% coverage (the lowest level of coverage presented). (12) 

In some cases statistics are available from other sources (such as crime data). However, 

in Africa such information is also very patchy. For example Muggah notes that crime 

statistics provided by Interpol showed that the six safest countries (ranked by reported 

criminal incidents per 100,000) were Nepal, Myanmar, Vietnam, Indonesia, Senegal and 

Angola; while the most unsafe were Russia, Norway, Dominica, Finland, Canada, and 

Germany. (13) The reason for the counter-intuitive result that the safest countries were 



also war-zones is of course that in many countries the vast majority of criminal incidents 

go unreported. Conversely, countries such as Norway and Finland have extremely 

efficient reporting mechanisms. (14) Research organizations such as SAFER-Net, the 

Small Arms Survey and NISAT (15) have collected together data on firearm mortality 

from various sources. For example, when my co-authors and I developed a world map of 

gun violence, based upon comparing national levels of firearm mortality, we used data 

from public health sources, crime statistics and even battle death estimates. (16) Even so, 

much of Sub-Saharan Africa remained quite literally a grey area.  

 

The use of a variety of data sources can provide a reader with a rough and ready picture 

of the extent of armed violence. However, it is very difficult to produce statistical 

analysis with such diverse source data. In particular, in conflict zones mortality is often 

measured in broad estimates which are not (and many times cannot) be disaggregated 

into deaths by particular means.  

 

Even more difficult to obtain than mortality statistics are data on the possession of small 

arms in Africa. Anthropological fieldwork or reports by NGOs or journalists reveals the 

widespread ownership weapons in some areas. However, in many cases there is 

insufficient police infrastructure to enforce licensing regulations. Even if weapons have 

been licensed, it is very difficult to find national level data on the numbers. It should be 

noted though that this problem is not restricted to Africa. For example, there are no 

accurate national statistics on the numbers of firearms in civilian possession in the USA 

(instead researchers rely upon estimates).  



 

While the first casualty of war may be the truth, the second is often the ability of the state 

to regulate the possession of weapons and assess the extent of armed violence in its 

territory. Africa has suffered more than its fair share of wars. In such circumstances 

obtaining local information and collating it into national statistics can be unfeasible. 

Moreover, armed conflict engenders an environment in which controlling the possession 

of weapons is impossible. Obviously, a primary consequence of a conflict is the transfer 

of many more weapons into the area. Weapons used by government or opposition forces 

may be leaked into civilian markets. In many cases this is a deliberate policy – civilians 

are often drafted into armed militias. In other cases civilians obtain weapons via corrupt 

sale by combatants, trafficking networks stimulated by the fighting, or through looting 

weapons from the battlefield. The extensive leakage of weapons into civilian hands 

during armed conflict has been blamed by many researchers as being a cause of high 

levels of violence that countries often experience after a peace agreement – see for 

example publications by Marsh (16) or Moser and Winton. (17) Unfortunately, the 

countries that have the most profound need for control over the ownership of weapons 

and accurate information on the public health problems caused by small arms are those in 

which it is most difficult to obtain it.   

 

The author of this article is the Chair of an EU funded research network which has been 

actively engaged in developing links between researchers based in Europe and those 

based in Africa. Called COST Action A25 it has organized scholarly meetings and 

conferences at which people based in Africa (and other parts of the developing world) 



have been invited and have shared their experiences with researchers from Europe. The 

most recent meeting of this type was organized in conjunction with the IPPNW world 

congress in Helsinki during September 2006. There researchers and doctors discussed the 

how to better develop data sources and methodologies used for measuring morbidity due 

to gun violence.  

 

Public health strategies to control the tools of violence 

Control over the tools of violence therefore a means by which violence can be limited. 

Gun control may not decrease the overall number of violent acts, but it helps to ensure 

that the lethality of violence is reduced.  To this end the WHO’s Preventing Violence: A 

Guide to Implementing the Recommendations of the World Report on Violence and 

Health includes several recommendations concerning firearms. It noted that in Cali in 

Colombia, “the high proportion of homicides committed with guns prompted prohibitions 

on the carrying of guns in public during high-risk weekends, holidays and election days.” 

And that “Findings revealed that homicide rates fell 14% when the ban on carrying guns 

in public was strictly enforced.” (18)   

The WHO report specifically stated that the following firearms related measures had 

“shown promise in reducing violence or risk factors for violence”: (19)  

• Forbid firearm sales to high-risk purchasers; 

• mandatory sentences for gun use in crimes;  

• promotion of safe storage of firearms and other lethal weapons; 

• waiting periods for firearm purchases; 



• owner liability for damage by guns; 

• disrupt illegal gun markets; and 

• enforce laws prohibiting illegal transfers of guns to youth.  

However, the report noted that the following initiatives had been found not to work: laws  

 

permitting gun carrying in public; gun-safety training; and gun buy backs. 

 

 

International initiatives 

In addition to using domestic research to highlight the public health consequences of 

small arms and light weapons (highlighted by Robert Mtonga’s experience described in 

Armed Violence: A Health Problem, A Public Health Approach) it is also possible for 

people to use international initiatives to mobilize assistance. African countries are 

covered by regional agreements and international initiatives at the UN level. All the 

agreements are motivated by a desire to end the suffering caused by unrestrained 

accumulations of small arms and light weapons. However, most are directed toward 

inhibiting international transfers of weapons (and particularly black market trafficking) 

rather than assisting public health professionals. Nevertheless some elements of these 

international commitments offer an important point of leverage to the signatory 

governments.  

 

The most important agreement is the UN Programme of Action to Prevent, Combat and 

Eradicate the Illicit Trade in Small Arms and Light Weapons in All Its Aspects 

(henceforth referred to as the PoA) . As its title suggests it is aimed at the illicit trade in 



small arms and as a ‘programme of action’ is not a legally binding document. 

Nevertheless in many ways it offers several opportunities for people working on public 

health. Most importantly the PoA mandated the creation, in all UN members, the creation 

of “national coordination agencies or bodies and institutional infrastructure responsible 

for policy guidance, research and monitoring” (PoA II.4). The PoA specifies that such 

coordination bodies should concern subjects such as the illicit manufacture or trade in 

small arms. However, in practice in many countries they have taken on a wider role and 

included members of civil society and addressed all parts of the small arms problem. 

Engagement with civil society is explicitly recommended in the preamble of the PoA, 

paragraphs II.20 commits governments to involve civil society in public awareness and 

confidence-building programmes, and paragraphs II.40, III.2 and IV.2 encourage general 

cooperation between governments and civil society. For Public health professionals the 

most important paragraph of the PoA is III.18 which specifies that:  

“States, regional and subregional and international organizations, research 

centres, health and medical institutions, the United Nations system, international 

financial institutions and civil society are urged, as appropriate, to develop and 

support action-oriented research aimed at facilitating greater awareness and better 

understanding of the nature and scope of the problems associated with the illicit 

trade in small arms and light weapons in all its aspects.” 

All of these paragraphs outline both what national governments in countries affected by 

armed violence should do, and avenues for international cooperation by other 

governments and international organisations. It is therefore a mechanism by which public 



health professionals in Africa can argue for action by their governments and for support 

from international donors.   

 

A more explicit means by which people based in Africa can obtain donor support was the 

recent decision by the OECD Development Assistance Committee’s (DAC) decision to 

allow money spent on ameliorating armed violence to be accounted as development 

assistance funding. The DAC’s Network on Conflict, Peace and Development Co-

operation is, as of February 2007, developing guidelines to implement this decision so its 

full impact is still unclear. However, it offers the potential for dramatically increased 

funding for small arms related activities as donors integrate these activities into their 

general aid budgets rather than use specific budget lines for small arms. This decision has 

been controversial, with some governments in the developing world fearing that 

increased spending on reducing armed violence may lead to reductions in expenditure 

elsewhere. However, it is important to note that as armed violence has so many negative 

consequences for development in many areas it has to be addressed concurrently with 

more traditional development activities.   

 

The most high profile campaign is for an Arms Trade Treaty (ATT) which is for a legally 

binding convention to bring the arms trade under the control of relevant international law 

– including respect for human rights law and humanitarian law. One of the three leading 

organisations leading the ATT campaign is IANSA (the International Action Network on 

Small Arms).  IANSA’s public health network is coordinated by IPPNW. Through this 

involvement, and many other initiatives, doctors and public health professionals around 



the world are actively involved in the campaign for a legally binding convention 

governing the arms trade.  

 

Many African regional organisations have also made regional agreements concerning 

small arms and light weapons.  There are three main agreements: the Nairobi Protocol 

For The Prevention, Control And Reduction Of Small Arms And Light Weapons In The 

Great Lakes Region And The Horn Of Africa; the ECOWAS Convention On Small Arms 

And Light Weapons, Their Ammunition And Other Related Materials; and the Protocol 

On The Control Of Firearms, Ammunition And Other Related Materials In The Southern 

African Development Community (SADC) Region. Like the Programme of Action, all of 

these regional agreements are mainly concerned with controlling the legal and illegal 

trade in small arms and light weapons.  However, it is important to note that as they are 

legally binding agreements they have much greater weight than the PoA.  

 

The Nairobi Protocol was signed by Burundi, Democratic Republic of Congo, Djibouti, 

Ethiopia, Eritrea, Kenya, Rwanda, Seychelles, Sudan, Tanzania, and Uganda. It contains 

25 articles, most of which concern restricting the trade in weapons. However Article 14 

concerns ‘Public/Community Education and Awareness Programmes’ and encourages 

government cooperation with civil society.  

 

The ECOWAS Convention covers member states of the ECOWAS organisation in West 

Africa (namely Benin, Burkina Faso, Cape Verde, Côte d'Ivoire, Gambia, Ghana, Guinea, 



Guinea-Bissau, Liberia, Mali, Niger, Nigeria, Senegal, Sierra Leone, and Togo). The 

preamble recognises the ‘important contribution of civil society organisations in the fight 

against the proliferation of small arms and light weapons;’ and this commitment is 

reiterated in several articles, particularly concerning the development of national action 

plans for the implementation of the Convention. Most importantly, Article 23 calls upon 

member states to work closely with civil society organisations in raising awareness of the 

small arms problem.  

 

The SADC Protocol covers the members of the Southern African Development 

Community (namely Angola, Botswana, Democratic Republic of Congo, Lesotho, 

Malawi, Mauritius, Mozambique, Namibia, Seychelles, South Africa, Swaziland, 

Tanzania, Zambia, Zimbabwe). As with the other agreements it mainly focuses upon 

legal issues, such as civilian possession of weapons, and controlling the arms trade. 

However, Article 13 calls for public education programmes. While it does not explicitly 

call for engagement with civil society it this article could similarly offer an opportunity 

for engagement by people involved with public health.  

 

These three regional agreements offer a means by which in the area of awareness raising 

public health professionals can demand to be part of the governmental process. Indeed, it 

is at the regional level that there has been most dynamism on the small arms issue.   

Unfortunately, there such agreements which cover North Africa. All of the agreements 

are relatively new – the ECOWAS convention was signed in June 2006. They may  



therefore still offer new opportunities for engagement between civil society and 

governments.  

 

To conclude, there is an awful lot of work to be done in Africa. The continent’s armed 

conflicts and high levels of criminal violence make it one of the regions worst affected by 

gun violence. However, compared to many other parts of the world, we still know very 

little about the dynamics of armed violence in much of the continent. There are tried and 

tested means of reducing gun violence, and there are international mechanisms available 

to provide assistance. These opportunities need to be realised.  

 

 

  

 

 

 

 

 

 

  

  



 

 

 

 

 

 

 

 

 

Use of firearms can dramatically increase the lethality of violence. That fact alone is 

enough to spur the public health practitioners writing in this journal. Control over 

firearms can offer a practical and successful means of preventing and reducing violence.   

 

1. Hemenway, David. Private Guns Public Health. Ann Abor: University of Michigan 

Press; 2004 

 

2. Jackson T, Marsh N, Owen T, Thurin A. Who takes the bullet? Understanding the 

Issues no. 3/2005 Oslo: Norwegian Church Aid; 2005. 

 



3. For a good overview of the lethality of firearms see Cukier W, Sidel V.  The Global 

Gun Epidemic: From Saturday Night Specials to AK-47s. Westport, CT: Praeger;2006. p. 

52-7  

 

4. Wong K, Petchell J. Severe trauma caused by stabbing and firearms in metropolitan 

Sydney, New South Wales, Australia. ANZ Journal of Surgery. 2005;75(4):225-230. 

 

5. Crandall C, Olson L, Fullerton L, Sklar D, Zumwalt R. Guns and knives in New 

Mexico: patterns of penetrating trauma, 1978-1993. Academic Emergency Medicine. 

1997;4:263-267. 

 

6. Madiba TE, Thomson SR, Mdlalose N. Penetrating chest injuries in the firearm era. 

Injury. 2001; 32(1):13-6 

 

7. de Koing R. What Warriors Want Pastoralist Youth and Small Arms Proliferation in 

Upper Awash, Ethiopia and Karamoja, Uganda.  Utrecht: Pax Christi Netherlands; 

2004:1 

 

8. Cukier and Sidel op cit p 46-7. 

 

9. Killias, M. International correlations between gun ownership and rates of homicide and 

suicide. Canadian Medical Association Journal. 1993;148(10):1721-1725 

 



10. Miller M, Azrael D, Hemenway D. Firearm availability and unintentional firearm 

deaths, suicide, and homicide among 5-14 year olds. Journal of Trauma-Injury Infection 

& Critical Care. 2002;52(2):267-275. 

 

 11. Hoskin, Anthony W. Armed Americans: The impact of firearm availability on 

national homicide rates. Justice Quarterly. 2001; 18(3):569-592.   

 

12. Information from a presentation by Doris Ma Fat, WHO: WHO Mortality Database 

Causes of Death at a meeting organised by COST Action A25 and the Small Arms 

Survey, 15 March 2005, Geneva, Switzerland. Available at 

http://www.prio.no/projects/a25cost/wkgp3.htm Accessed 3 January 2006. See also the 

WHO notes to the mortality database especially the table “Estimated coverage of 

mortality data for latest year” which is available at 

http://www3.who.int/whosis/mort/table4.cfm?path=whosis,inds,mort,mort_table4&langu

age=English Accessed 3 January 2007. The WHO online table listed only 6 African 

countries Zimbabwe; South Africa; Seychelles; Sao Tome and Principe; Mauritius; 

Egypt. Egypt is not included in the WHO’s AFRO region.  

   

13. Muggah R. Obstructing Development: The Effects of Small Arms on Human 

Development. In: Batchelor and Krause, editors. Small Arms Survey 2003. Oxford: 

Oxford University Press; 2003. p. 158. 

 



14. Interpol have since restricted access to crime statistics to “authorised personnel only.” 

See for example http://www.interpol.int/public/Statistics/ICS/default.asp accessed 3 

January 2007.  

 

15. See http://www.nisat.org and www.ryerson.ca/SAFER-Net/  

 

16. Jackson T, Marsh N, Owen T, Thurin A. Who takes the bullet? Understanding the 

Issues no. 3/2005 Oslo: Norwegian Church Aid; 2005. pgs. 6-7 & 68-71 

 

17. Marsh N. Conflict specific capital: the role of weapons acquisition in civil war. 

International Studies Perspectives. 2007:8:54–72. 

 

18. Moser C, Winton A. Violence in the Central American Region: Towards an 

Integrated Framework for Violence Reduction. London, Working Paper 171. Overseas 

Development Institute; 2002. 

 

19. Butchart A, Phinney A, Check P, Villaveces A. Preventing violence: a guide to 

implementing the recommendations of the world report on violence and health. 

Department of Injuries and Violence Prevention. Geneva: World Health Organization; 

2004: p 17. 

 

20. Ibid  

 

 


