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FOREWORD

Protecting healthcare from violence is imperative if we want communities across the globe
to access the health services they are entitled to. Sadly, in conflict and other emergency
settings where healthcare is most needed, attacks most frequently take place: ambulances
are refused passage out of refugee camps resulting in patient deaths; surgeons are

unable to operate when armed men refuse to leave operating theatres; and entire health
care health structures are destroyed due to disregard for international norms by those in
charge of military operations.. The objective of ICRC's Health Care in Danger initiative is
specifically to protect healthcare from such inhumane violence.

Contrary to the spirit of humanitarianism, attacks against healthcare are a complex
problem defying simple solutions. Preventing attacks often requires a disruption of
established behaviour on the part of armed actors, health personnel and civilians alike.
Solutions are usually context-specific and technical, requiring high-level policy change and
health system reform.

Responding to this challenge, the ICRC partnered with Elrha to commission this situation
analysis and evidence review. Our objective was to take stock of global knowledge on
violence against healthcare and its impact, and to determine the availability, or otherwise,
of preventive solutions. Both organisations are committed to advancing the knowledge of
what works to protect health care from violence, through a deeper understanding of the
complex factors at play and an assessment of the most promising solutions.

Research is a powerful tool to explore aspects of social reality and catalyse action to create
positive change. At the ICRC, we believe that health care providers and researchersin
countries affected by armed conflict and other humanitarian crises - many of whom have
first-hand experience of violence themselves - play a critical role in filling evidence gaps
and finding practical solutions to violence against health care. We also know that the
approach and focus of response actors needs to be adapted if we are to collectively ensure
that people get adequate care even in the worst of circumstances. Critical to thisis that
health centres must be respected by all parties across political fault lines. There is no grey
area. Those taking care of the sick and the wounded should never be targeted.

This report Researching Violence Against Health Care: Gaps and Priorities describes
current approaches that preventviolence against health care and, importantly, identifies
the evidence gaps that need to be filled through rigorous research. We are sharing the
report with the aim of facilitating learning across the global community, with the hope that
resources can be generated to support meaningful research that will see an end to violence
against health care.

Prof. Gilles Carbonnier,
Vice President, International Committee of the Red Cross
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1. Introduction

11. Research context

Violence against healthcare has attracted considerable attention within the international
humanitarian community and wider public discourse, in part as a result of viclence and high-profile
attacks on healthcare in conflict zones such as Syrig,! Yemen,? Democratic Republic of Congo® and
Afghanistan. Whilst this subset of violence against healthcare is of grave concern for public health in
these states, it is important to recognise that violence against healthcare not only constitutes a
significant problem in conflict-affected areas, but also represents a much wider issue that also
impedes the effective delivery of healthcare in non-conflict affected areas, as well as areas of
generalised/collective violence that are considered neither conflict nor non-conflict environments.
Mareover, it is important to recognise that violence against healthcare is not a new phenomenan nor
is it narrowly defined, but rather constitutes a wide range of activities and mechanisms that hinder
ongoing access to and delivery of healthcare ®

In spite of increased media attention and a global normative commitmeant to the protection of
healthcare sarvices, the quality of the existing evidence base onviclence against healthcare appears
mixad, and there is a clear absence of research that seeks to cutline and investigate the degres to
which existing literature enables a comprehensive understanding of the trug nature and impact of
violence against healthcare, as well as an analysis of the range of effective interventions that may be
used to protect healthcare fromviolence.

1.2. Aim of the study

This aim of this study is to assess the current evidence base on violence against healthcare, identify
research gaps, and prioritise areas for future research.

"This includes. for example, an attack on a UN/Syrian Arab Red Crescent {SARC) aid convoy, SARC warehouse and health
clinic in Urum al-Kubra {Big Orem). See. for example, UN News (2016).

2See, for example, Magdy (2019},

3 See, for example, UN News (2013).
“See, far example, WHO {2017).
5See, for example, ICRC (2011a).



In assessing the current evidence base, the study aims to identify areas with comparatively high and
low quantities of current research. This includes research on the nature and impact of violence
against healthcare, and on interventicns that safeguard healthcare from viclence, such as legal
frameworks, monitoring mechanisms, organisational policies and individual protection measures. The
review of the evidence base alsc aims, where possible, to provide assessments of the quality of
existing research on violence against healthcare. This includes the quality of research design, data
collection and analysis, and the extent to which existing research supports the development and
implementation of effective, evidence-based interventions.

The findings from this review feed into the identification of research gaps and the prioritisation of
future research. These latter stages of the study aim to identify areas of insufficient and/or
contradictory evidence, and prioritise these areas according to the expected impact and perceived
feasibility of implementation. It is hoped that our findings will enable future research that adds valug
to the existing evidence base, and which supports policymakers and practitioners in delivering
healthcare services that are free from violence.

The study aims to take a global approach that identifies and reviews a wide range of literature,
including sources in English and non-English languages, sources from high- and low-income
countries, and research that focuses on conflict and non-conflict environments. The study also
applies a broad and inclusive definition of violence against healthcare that is intended to capture
both the breadth and depth of available literature.

1.3. Structure of the report

This report summarises the findings of research carried out by RAND Europe into the current
evidence base on violence against healthcare, including the identification of research gaps and the
prioritisation of future research. The report is structured inte the following chapters:

e Chapter: Introductionincludes a summary of the research context, our ressarch aims, a
definition of viclence against healthcare, a list of research questions, and a summary of
research approach.

e Chapter2: Review of existing evidence investigates the current avidence base on violence
against healthcare, and includes an overview of the literature, a review of evidence on the
nature and impact of viclence, a review of evidence on interventions countering violence
against healthcare, and an overarching assessment of the literature based on findings from
the literature review, interviews and internal workshops.

e Chapter3: Identification of research gaps outlings the gaps in the existing evidence base that
were identified through this research project. Thisincludes gaps relating to the nature and
impact of violence, interventions countering violence against healthcare, specific contexts on
violence, data collection, and specific research methods.

e Chapter4: Prioritisation of research provides an initial assessment of these ressarch gaps
against predefined prioritisation criteria, including impact, feasibility of implementation and
relevance.



e Chapter5: Conclusions and recommendations provides a brief summary of the evidence
presented, and suggests possible next steps for future research based on our findings.

The report contains a number of annexes that complement and add further detail to the research
presented. These annexes comprise:

e Annex A Full ranking of research gaps against prioritisation criteria providas full datasets on the
ranking of research gaps against the predefined criteria outlined in Chapter 4.

e AnnexB:Full STREAM dataset provides the full aggregated dataset from theinternal
prioritisation workshop held at RAND Europe.

e AnnexC:Suggested criteria for assessing research propasals provideas g more detailed framework
that may be used to prioritise future research proposals on violence against healthcare.

e AnnexD: Listofinterviewees provides the list of individuals who were interviewed as part of this
project. This list only includes the names of individuals who provided written consent for their
names to be included.

e Annex E: Backgrounds of STREAM participants provides a brief overview of the areas of ressarch
and experience of participants at the STREAM workshop.

e AnnexF: Additional information on literature review method provides precise search strings and
detailed inclusion/exclusion criteria.
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14.

Defining violence against healthcare

It is important to define the term ‘violence against healthcare’ in order to understand and constrain
the boundaries of this review. There appears to be no universally accepted definition® and so the
research team began with the following broad conceptualisation based on existing definitions of
violence:

Vielence, in all its forms, that impedes, prevents or ctherwise impacts the
effective delivery and/or receipt of healthcare

This definition demands further refinement, which can be accomplished by distilling two key
concepts: 1) violence, and 2) healthcare. In this study, the term healthcare is used to refer to
personnel, facilities and logistics involved in the delivery and utilisation of activities that aim to
improve a person’s physical or mental health. This definition is based on the conceptualisation
provided by the Health Carein Danger initiative, and includes:

Healthcare personnel, including doctors, nurses, forensic specialists, midwives, paramedical
staff {including first responders), support staff assigned to medical functions, administrative
staff of healthcare facilities (including facilities that store medical supplies), medical
students in their clinical placement, home care workers, caregivers, and staff involved in the
transportation of medical supplies.

The wounded and sick, and more specifically, those receiving or seeking to receive medical
assistance by a trained member of the healthcare services. This includss all persons, without
discrimination, who are receiving or seeking to receive such assistance by a trained
healthcare professional.

Healthcare facilities, including hospitals, laboratories, clinics, first aid posts, medical residency
placements, blood transfusion centres, and the medical and pharmaceutical stores of these
facilities.

Medical transport, including ambulances, medical shipsand aircraft, whether civilian or
military, and vehicles transporting medical supplies or equipment.

Health information technology, including wearable devices and electronic health records, which
are liable to cyber attack or medical identity theft®

& A number of context-specific definitions exist, including the WHQ's definition of violence against health workers, Stop
Healthcare Violence's definition of workplace violence in healthcare, and Health Care in Danger’s conceptualisation of
violence against healthcare, See; WHO (n.d.a)); Stop Healtheare Viclence {n.d.); HCID (nd.).

THCID (n.d.).

8 Health infarmation technology is not included in the definition provided by the HCID initiative, and was added by RAND
Europe to capture the threat of cyber attacks in healthcare, See, for example, KPMG (2015).
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In defining viglence, the research team have used the following definition developed by the World
Health Organization {(WHO}?°

{Violence is] the intentional use of physical force or power, threatened or
actual, against eneself. ancther person, or against a group or community,
that either results in or has a high likelihood of resulting in injury, death,
psychologicat harm, maldevelopment or deprivation,

There are a number of important concepts in this definition, including the threat or use of physical
force, the threat or use of power, actions that result in or are likely to result in harm (both physical
and non-physical}, and the presence of intentionality:

e Thethreat or use of physical force refers to a range of actions that may be carried out by
humans, including killing, injuring, damage, destruction, and obstruction of the passage of
persons orvehicles, such asambulances or vehicles carrying medical supplies. It also refers to
forms of sexual violence, including rape and sexual assault, and instances where physical
force is delivered via an external mechanism or tool, such asthrough the use of ammunition
or explosives (including those delivered by aircraft or remotely operated drones), as well as
attacks carried out in the cyber domain.

e Thethreatoruse of power broadens the definition of violence beyond physical acts toverbal
violence, including intimidation, disruption, bullying and harassment.

o Actions that resultin orare likely to resultin harm include both physical and psychological
actions against people, and physical damage of infrastructure such as buildings and vehicles.

e Maldevelopmant and deprivation broadensthe definition to include types of violence that
originate in inequitable power relationships, thereby speaking to structural instances of
violence against healthcare At an individual level, structural violence may include
discriminated access to healthcare, forced choices, and unequal access to healthcare and
information on personal health. At a system level, structuralviolence mayinclude arbitrary
denials or limitations to healthcare access for entire arsas of a country.

e Intentionality refers to the deliberate or purposeful use of force or power to cause harm.
Within the context of violence against healthcare, and especially in the context of armed
conflict where international humanitarian law {IHL; also known as the law of armed conflict or
LOAC) applies, this principle demands a nuanced understanding. Thisis because IHL not only
prohibits intentional acts of violence, but also unintentional harm where feasible measures
have not been taken to protect the wounded and sick, as well as healthcare providers,
facilities and other areas of healthcare as defined above

SWHO (2002),

©Forasuccinct summary of IHL, and international human rights law. as applicable in armed conflict and other emergencies.
see ICRC {20110}, See also UN Security Council Resolution 2286, which inter alia strongly condemned acts of violence
against the wounded and sick, medical personnel and humanitarian personnel exclusively engaged in medical duties. their
means of transport and equipment: demanded that parties toarmed conflicts comply with applicable international law
ohligations; and urged States and all parties to armed conflict to develop effective measures to prevent and address acts of
violence against medical care providers inarmed conflict.
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In defining violence against healthcare in the manner outlined above, the research team aimed to
develap and apply a broad canceptualisation af violence and healthcare that is inclusionary as
apposed to exclusianary. This approach was considered appropriate for an overall assessment of the
evidence base onviglence against healthcare, although the breadth of definition did create additional
challenges during the implementation of the research process, as outlined in Section 1.6 (Step 3).

1.5.

Research questions

In orderto provide structure to this review, RAND Europe developed the following research questions
(RQ) that divide the overall research aim into five distinct areas. These research questions are
referred to throughout this repaort, and are formulated as follows:

RQ1 What isthe status af current research on the nature af viclence against healthcare?
RQ2: What isthe status of current research on theimpact of violence against healthcare?

RQ3:What is the status of current research on different interventions that aim to reduce.
prevent and/or mitigate violence against healthcarg?

RQ4: What are the gapsin existing research on violence against healthcare?

RA5: What are the priorities for future research onviolence against healthcare?

Nate: The term ‘status’ is applied broadly to refer to quantity, quality, breadth and depth of existing
research.
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1.6. Research approach
Four research methods were used to review the existing evidence base and address the five research
questionsoutlined above:

o Method1: Structured literature review

o Method 2: Semi-structured key informant interviews

o Maethod 3: Internal workshops

o Method 4: STREAM workshop.

These methods were used to inform one or more research guestions and to inform the study as a
whole. The structured literature review, for example, was used primarily to explore the status of
current research on violence against healthcare (RQ1-RQ3}, and to inform the identification of
research gaps (RQ4) alongside the key informant interviews. The STREAM workshop was used
primarily to support the prioritisation of future resgarch (RQ5). A mapping of research method to
research question is illustrated in Figure 1 below, and gach msthod is described in more detail in
Sections1.6.1t01.6.4 below.

Figure 1. Mapping research method to research question

Method 1:
Structured literature review

Method 2:
Key informant interviews

Method 4:
STREAM workshop

\

- Method 3:
Internal workshops

Y

What is the status of current research on...

\ \

RQ1 RQ2 RQ5
...nature of ...impact of interi/nie?\tion@ Reseaﬁr‘: e Research
violence? violence? ’ gap prioritisation

16.1.

A structured literature review was carried out in order to understand the status of the existing
evidence base on violence against healthcare, referring in particular to RQ1, RQ2 and RQA3. The
research team initially planned to conduct a Rapid Evidence Assessment {REA), which is a particular
type of structured literature review that follows a similar approach to a systematic literature review,
but allows for greater flexibility in research method such that the scope of the review may be adapted
to initial research findings. In carrying out the REA, however, it soon became apparent that the total
number of relevant sources (~1,500) identified through the literature search was significantly greater
than the amount that could feasibly be included in a typical REA. The REA approach was therefore
adapted, in consultation with the ICRC and Elrha, in order to accommodate the full list of sources, and
included the following four steps:

Method 1: Structured literature review
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Step 1: Initial literature search

The initial literature search was carried out using a combination of protocol-driven database
searches, supplemented by additional searches of Google and Google Scholar and snowballing
searches. The protocol-driven searches were carried out in English only, whereas the searches of
Google, Google Scholar and snowballing searchers were carried out in English, French, Spanish,
Chinese and Arabic. The initial search string used in the protocol-driven search is outlined in Figure
2 below.

Figure 2. Initial search string used in database searches

. healthcare OR "hedlth care” OR Synonyms of
violen* health OR medical healtheare
OR terroris* OR war OR conflict OR hospital OR clinic OR surgery
Different types of vielance OR attack* OR bombing OR OR infirmary OR “A&E” OR Synonyms of
{ronflict-focused) strike OR destr* OR shooting “accident and emergency” OR healthcare faclities
“service delivery point”
OR aggress* CR assault OR abuse
Different types of violence OR threat OR infimidat* OR harass* AND OR doctor OR GP OR “general
{nen eonflict-fecused) OR kidnup* OR kill* OR rape OR practitioner” OR nurse OR medic OR Different medical
injur* OR theft OR robbery OR paramedic OR surgeon OR physician m::;m::e £
abduct* OR crime OR EMS or “emergency medical 4
services”
Different types of reduced arrest OR blockade Or obstruct* OR
access or provision of denial CR interfer* OR disrupt* OR OR patient OR wounded OR injured Different recipients

healthcare services prevent* OR reduc*  OR sick OR casualt* OR ambulance of healthcare

This search string was applied to three separate literature databases (PubMed, Scopus and CINAHL),
and returned 2,160,192 hits when searching by title, abstract and keywords, and 617,603 hits when
searching by title and keywords only. In order to reduce the total number of hits, the research team
worked directly with RAND Corporation’s librarian services to adapt the search string in Figure 2, and
thus reduce the number of false positives whilst minimising the exclusion of relevant sources. The
librarian services team identified a number of key problematic clusters of literature in the initial
search results, including those relating to the medical treatment of victims of violence, aggressive
forms of medical treatment (e.9. aggressive cancer treatment), preventative medicine, methods for
reducing readmissions, obstructive health conditions (e.g. obstructive sleep apnoea), and denial of
insurance coverage. The final search strings used in the protocol-driven search are outlined in Annex
F.and these produced a total of 20,833 hits.”

Additional searches of Google and Google Scholar were also carried out in English, French, Spanish,
Chinese and Arabic in order to supplement the protocol-driven search. The searches of Google and
Google Scholar included both academic and grey literature sources, but were carried out with the

" Protocol-driven searches were carried out in English only fora number of reasons, including: availability of English-
speaking librarians with experience of searching English language databases; understanding that non-English language
academic sources are often available and indexed in English language databases with English keywards and/or abstracts:
and requirements to constrain the scope of the study to available resources,

2 This figure is similar in magnitude, albeit several times larger. to other protocol-driven studies in this area. Nikathil et al,
{2017}, for example, identify 8,720 studies in their initial search, and Brunetti & Bambi {2013} identify 3177 studies. These
two studies, however, are narrower in scope than the search conducted as part of this review,
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particular aim of identifying the latter. The protocel-driven search described above was applied to
academic databases only, and hence was not expected to return many grey literature sources.

The precise search strings used in Google and Google Scholar are outlined in Annex F, together with
the number of pages reviewed for each search string. Articles that were used in snowballing searches
are alsoidentified. It is, however, important to recognise that the search results on Google and Google
Scholar are personalised to each individual user at the specific time of use, and that the algorithms
that underpin the search engines may change over time™®™ This reduces the reproducibility of the
results. Figure 3 summarises the initial number of publications that were identified through each
initial search,

Figure 3. Number and sources of publications in the initial longlist of literature

Protocol-driven searches
20,833 results Arabic

15 results

Initial longlist of literature
21,117 results

Step 2: Screening against inclusion/exclusion criteria

The second stage of the literature review screened the results of the initial search against predefined
inclusion/exclusion criteria. These criteria were defined in advance, and included relevance to the
research questions, type of literature, date of publication, language and geographic location. The full
list of inclusion/exclusion criteriais provided in Annex F.

The screening process was broken down into four steps according to the level of reading required to
determine the inclusion or exclusion of a source: 1) initial duplicate search (automated comparison of
titles and abstracts); 2) titles only; 3) title and abstract; and 4) title, abstract and full text
(borderline/ambiguous cases only, where review of title and abstract proved inconclusive).

The number of sources removad at each stage of the review process is summarised in Figure 4 below.
In total, the screening process identified 1,412 relevant sources that passed the inclusion/exclusion
criteria outlined in Annex F. These sources were taken forward for more detailed data extraction.

S Hannack et al, (2017),
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Figure 4. Summary of sources removed through the four stages of review

Initial longlist of literature
21,117 results

Initial duplicate search 154 sources removed
i g 18,654
Titleonly review  EEEEEE
sources removed

605

sources removed

Title, abstract and full text [ 292
review sources removed

Final shortlist of literature
1,412 results

Title and abstract review

Step 3. Data extraction

The number of relevant literature sources in the final shortlist was significantly higher than had been
anticipated at the start of the literature review process. As a result, the method of the review was
adapted such that all relevant literature sources could be processed during the data extraction stage
within available resources. The data extraction was adapted into a more simple mapping (i.e. tick box}
of all literature sources against predefined criteria (see Table 1), as opposed to the more detailed
qualitative data extraction that is typically implemented in a rapid evidence assessment. The mapping
criteria were developed and reviewed both internally at RAND Europe and in consultation with Elrha
and ICRC. The criteria and data extraction template were designed to capture as much relavant
information as possible whilst also ensuring that the data extraction itself could be completed in an
efficient manner. Data extraction was carried out by a team of analysts at RAND Europe using both
abstracts and full text. Subsequent analysis was then conducted at an aggregated level in order to
consolidate and calibrate the scoring across the team. A summary of the data extraction criteria is
provided in Table 1.

Step 4: Data analysis
The final stage in the structured literature review was an analysis of the data generated through the
extraction process. This analysis was conducted using descriptive statistics, the results of which are
presented in Chapter 2.

Caveats and limitations of the literature review

The literature review was designed and adapted in order to understand and analyse the existing
evidence base on violence against healthcare within rescurce and time constraints. Nonetheless,
there are a number of important caveats and limitations to the approach used, including:
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e  Applying the inclusion/exclusion criteria to borderline cases. Although many literature sources
were categorised relatively easily according to the inclusion/exclusion criteria, some were
more difficult. This includes, for example, extended editorial pieces and perspective articlesin
academic journals, some of which resembled short literature reviews as opposed to opinion
pieces. Similarly for grey literature sources, the distinction between extended news reports
and formal research was not always clear. Inambiguous cases, the research team included all
sources that provided avaluable addition to the evidence hase, based on the quality of the
research and depth of analysis.

e  Simplifying complex research papers into a quantitative data extraction template. The data
extraction template was designed to disaggregate and capture relevant information across
the evidence base whilst ensuring that the taskitself could be completed by the research
team within available resources. Whilst some publications were relatively easy to categorise,
otherswere more complexand did not fit neatly into one category. Free text inputs inthe
data extraction template were added to minimise this difficulty during the initial extraction,
but this did not fully remove the challenge. Where possible, sources were tagged according to
the ‘best fit", even if imperfect.

e  Assessing the research quality of each literature source. Assessments of research quality are an
important aspect of systematic literature reviews and rapid evidence assessments, as they
allow for aggregated analyses of biases, research quality and overall academic rigour. In
carrying out this review, however, the research team was unable to provide in-depth
assessments of research quality given the quantity of sources involved. This was mitigatedin
part by excluding lower-quality sources according to the inclusion/exclusion criteria in Annex
F.

e Remaving all duplicate sources. Whilst attempts were made to remove all duplicate entries,
some may remain in the database. Given the volume of sources, it was not possible for one
researcher to compare all data entries, and automated methods of identifying duplicates
(such ascomparing text in titles and abstracts) are not foolproof.

e Applying different search engine strategies in differentlanguages. In designing the non-English
language search strategies, the research team sought to balance consistency and
reproducibility with tailoring of search strategies to the nuances of different languages.

e Accessing full articles. In carrying out the data extraction, titles, abstracts and full texts were
consulted as required in order to capture available information. Whilst many literature
sources are open source, others are locked behind paywalls. RAND Europe has institutional
access tovarious academic databases, but there were nonetheless instances where full
access to a source was not available ™ In these instances, where possible, the data extraction
was carried out using the source abstract and title alone.

"“The full text was unavailable in 13 per cent of sources.
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Table 1. Summary of data extraction criteria

Criteria Sub-categories™
Relgvancetorgsgarch questions  Relevant-o RQM, RO2, RQ3, RO4 and RQS.
Languace of pub icat’on Englisn, Frerch, Spanist, Chinese, Arabiz.

Episterolcay/thearetical, descriptive. exple atary, causal analysis, comparative a1d cass-national resgarch, su vey, cross-sect’anal resgarch, lo~g-adra “asearcn,
experimertal/quasi-experimental resgarcn, evaluation research, case study, pilcTstucy. part'cipatary resaz“ch, acticr "gsgarcn, gtk ~ographic ~gsearcn, behavicural

Research des’gn , . ) N . . . o N
rasearch, meta-analysis, systeratc “eview, sscondary ara ysis, digital sceial research, mixgd-mrethod ~gsearch, irtgrdiscio iray anc maltidisziplinary research, othe-

-cus ative®
Geograz~clozation Globzl, zouantry-specfiz.
Ircome lavel Highincome, upper rddla rcome, owear midc ainceme, low incocme,”
Security status Conflict, post-cc-flict, fragi e/insecure, se¢zure. {(Note: includec whar self-regorted by sou -casonly.)®
Type of vic gnce Phys'ca . sexual, csycholegica , deprivaon/raglsct, cyoer.

Physical {interaogrsc~al onysical volence: violenze with heavy weapcr, the®, lcoting, rioting, blcc«ades, retbery, sim'la; arrests, <idnaoping, sbducticn, forced
cisplacement gin’la~ vic et envircr ment), sexJal, psychological (vertalabuse; Parassmens intimidation; oLy ng; trgatening behaviour; agg-ession; stalking;
cisrupzive bekavic L r), deprivaticr /meglsct (structural violence, “gfusal o® treazment, difficulz/unagual access: strikes).

Hea trcare warkers, satients, affi ated third parties (frencs, fanily, visizors), hea tacare faclities, nealthzare facilities (IT-specic), healthca e lagiszcs. (Note: more
specific targets cfviolenza also capturac as def rec by sources.)

Hea tncare workers, satients. affi ‘sted third porties (frencs, fa nily, visizors), una*fliazed third parties {individuals, members of non-state groups, swote
represgntatves) instituzional/organisational violenze, (Notg: more spec™ic perpetrators 0fvinlgnce a so capturec as defingd by sou-ces.)

Locaticr of vio ence Hesthcars facility, non-mecical setting. (Noze: more specific lccaticrs cf violgnce o so captured as defined by soarces.)

Type of viclence
{rore specitich

Targetofvinlence

Peraatrator of viclence

'S All criteria included a sub-categnory labelled ‘other’, which enabled users to input free text options. This was used when the text in the source could not easily be categorised into one of the
predefined headers Subsequent analysis was conducted on the free text inputs in order to classify sources appropriately.

B NCRM (2014}

7 Prydz & Wadhwa (2019},

'8 The categorisation of conflict, post-canflict and fragile used self-reported definitions as opposed to country-level mapping. This was considered a more reliable means of categorisation, as
the local security context can vary considerably within relatively esmall geographic areas. In instances where self-reporting was not provided and the security status could not be easily assigned,
then no categorisation was added. Entries where no security status is assigned areincluded in analyses of the averall evidence base but not in analyses specifically of conflict, post-canflict and
fragile environments.
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(RQ1-spec™ic) Spec™ic facus e . fy . .
Characterslics o”vinlence, pravalence o’ viglence, anlecece~1sc’viclznce. causes/drive~s of viclance,

cisuldy

(RQ2-spacif c) Tyce of i oact Persanz imcaciLon nes thcareworkers, ce~sonal imcach o patients, aggregaled impact cn heallhca e del'very, aggragalec “mpaclon heall-care eccess.
{RO3-specific) Typa of . o . ) ) )

i+ srvenLion Descrzes or eve ualesexisting intzrvenions dascribes o evalugles new inlerventions,

{RO3-specic) Specic tyoe
cTintgveanlicn
{RQ3-specific) E'fectivenass
c’i~tevenlion

Imp emenlaticn of prolection/sscurity measures anc Lecrig.es, ra ring, quicel’nas, Lools. policies/strates es, legislz Lian,

Effzctive. mixed, ie'fecuive. (Nole: recordsc when self-repo-led by scurces cnly.)
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16.2. Method 2: Semi-structured key informant interviews

Key informant interviews were used to explore the views of a range of different stakeholders within
the field of violence against healthcare, focusing primarily on the identification of research gaps
(RQ4) but where relevant also including discussions on the status of current research (RQ1to RQ3}.

A total of 14 interviews were conducted, with a list of interviewess provided in Annex D. Names are
given on this list only where interviewees provided written consent for this to happen. The selection
of interviewees was based onvarious factors including:

o Extensive trackrecord inresearching and coordinagting research on violence against
healthcare.

e Experience in designing approaches to documenting/reducing violence against healthcare.

e Experience inorganisationsidentified as prominentin the context of work involving
documenting or reducing violence against healthcare.

e Expertise relevant to specific issues identified in the literature review (e.g. structural effects
of conflict an violence against healthcare).

o Expertiseinviolence against education orviolence against social workers, two areas which
were confirmed as contexts potentially relevant to violence against healthcare research.

The selection aimed to include stakeholders across the following three stakeholder groups:

e Academia
e Non-governmental organisations (NGQOs)
e (overnmentagencies.

In addition, the research team sought to balance the interviewee selsction with regards to their
regional expertise, ability to comment on violence against healthcare in conflict and non-conflict
settings, and knowladge of violence in low-, middle-, and high-income countrias.

The key informant interviews were conducted using a semi-structured approach, which combines
predefined questions with flexible and open follow-on questions and discussions.

Caveats and limitations of key informant interviews
There were a number of caveats and limitations to the key informant interviews, including:

e Interviewee responserate. The study team contacted arcund 40 stakeholders, from which 14
interviews were secured with 15 interviewees® Response rates were low for stakeholders
focusing on research on high-income countries, on conflict environments not located in the
Middle East, and on areas cutside of healthcare (education and social work). 2

®Two individuals werg interviewed inthe same interview,

2 These themes were added to the research design in order to understand the relevance and applicahility of researchin
related fields of work,
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e Interviewee representation across conflict and non-conflict settings. Related to the above point,
although theresearch team aimed to achieve a balance of interviewees between conflict and
non-conflict affected areas, across low-, medium-and high-income countries, and across
different geographic locations, the interviewee selection was ultimately skewed towards
conflict-affected areas and low- and medium-income countries. This is partially attributable
toresponse rate, but also a result of representatives in non-conflict and high-income areas
focusing less specifically onviolence against healthcare and more broadly on medical
research. Researchers focusing on healthcare in high-income and non-conflict environments
appear more often to produce wider portfolios of work that do not focus in particular on
violence, making it mere challenging to identify appropriate experts in the field.

e Interviewee breadth versus depth of expertise. The study team prioritised interviews with experts
who have extensive expertise and broad knowledge relevant to violence against healthcare,
rather than selecting those with deep knowledge of specific niche areas within the field.
Nonetheless, it is important to acknowledge that individual interviews will always contain a
degree of perscnal bias. When integrating interviewee findings into the overall analysis, the
research team were careful to ensure that findings were corroborated across multiple
sources where possible.

16.3. Method 3: Internal workshops

Internal workshops were carried out throughout the duration of the project te support. its design and
implementation, and in particular to support the identification of research gaps {RQ4). The
identification of research gaps required the consolidation of findings from both the structured
literature review and key informant interviews, and involved several iterations of internal workshops
that sought to cluster and refine results into a coherent set of research gaps (see Chapter 3).

164 Method 4: STREAM workshop

The prioritisation of future research (RQ5) was carried out using an internal STREAM (Systematic
Technology Reconnaissance, Evaluation and Adoption Method) workshop with senior RAND
researchers from security and health research teams. Developed by RAND, STREAM is a structured
workshop method originally used to assess the application and disruptive potential of new
technologies; it has subsequently been applied to research prioritisation, including in the health
domain? The method guides workshop participants through a structured scoring process that
assesses the expected impact and feasibility of implementation, both of which are considered useful
criteria when comparing future areas of research. The scores provided by workshop participants are
aggregated and used to compare the advantages and disadvantages of each item, with prioritisation
achieved by ranking each item according to one or both criteria. For this study participants were also
asked to score the relevance of each research gap to different stakeholders, including researchers,

“Coxetal (2017).
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policymakers and practitioners. This is intended to provide a further layer of analysis that supports
more nuanced prioritisation based on the intended recipient of research.

The study team conducted an internal half-day workshop that applied the STREAM methodology to
the evidence gaps identified. Participants were senior researchers at RAND Europe, selected based
on their personal experience either in healthcare and/or security, and either as a practitioner or a
researcher, or both. In total, eight internal experts attended the workshop in addition to members of
the project team.

Caveats and limitations of the STREAM workshop
STREAM workshops are a useful tool for gathering and interpreting responses from multiple experts
inafield. There are, however, a number of limitations to the approach, including:

e Differentinterpretations of assessment criteria. The STREAM assessment criteria (see Chapter 4)
were intentionally defined at a high level in order to facilitate scoring of research gaps during
the STREAM workshop. Although workshop participants were provided with specific
guidance on scoring research gapsin a consistent manner, there will always be a degree of
personal bias when interpreting and applying scoring criteria.

e [ifferent interpretation of research areas. Workshop participants were provided with detailed
explanations of research gaps similar to those provided in Chapter 3. As above, there will
ingvitably be a degree of personal bias in the interpretation and scoring of these research
gaps (derived, for example, from the personal experiences of workshop participants).

e Varying exposure to and understanding of literature specifically relating to viclence against
healthcare. All workshop participants are senior researchers in their field, with considerable
subject-matter expertise in different areas of security and/or health. All participants also
have had some exposure to literature onviolence against healthcare and/or firsthand
practitioner or policymaker experience in the field. Participants were nonetheless keen to
emphasise their range of experiences and areas of knowledge, which in turn may lead to
biases inworkshop discussions and in scoring exercises.

e Scopeofresearch gaps. The research gaps identified in Chapter 3 are relatively broad in scope,
which results primarily from the wider scope of the overall review. This made it more
challenging for workshop participants to assign concrete scores to each research gap, since
a broad definition likely corresponds to a greater range of possible research proposals that
may be carried out to address each research gap.

e  Statistically low number of workshop participants. Whilst the workshop participants provided
highly valuable insights, from a purely statistical perspective the number of participants {n=8)
limits the significance and reliability of the analysis presented in Chapter 4. Further research
inthis area may seek to carry out further iterations of the STREAM workshop in order to
increase the quantity and range of participants engaging in the scoring exercise, and hence
increase the robustness of the results.

e Workshop participants as researchers. Workshop participants were selected based on their
extensive professional experience in either security and/or health. Whilst this included
individuals with practitioner and researcher experience, participants were all professional
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researchers at RAND Europe at the time of the workshop. This may introduce a bias into the
scoring that overemphasises the perspectives of researchears compared to both practitionsrs
and policymakers.
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2. Review of existing evidence

An ‘evidence base’ may be defined as the full set of available research on & particular topic or field,
including research from academia, government, businesses, charities and other non-governmental
organisations (NGOs). In this study, the evidence base excludes media reports and other forms of
literature that simply report on incidents of violence without conducting structured analysis.

This chapter provides an overview of the existing evidence on violence against healthcare, based
primarily on the findings of the structured literature review. As described in Chapter 1, the review was
carried out to assess the quantity and quality of research on the nature (RQ1) and impact (RQ2) of
vioclence against healthcare, and on interventions against it (RQ3). This was achieved through a
quantitative data extraction from 1,412 sources based on predefined criteria, including relevance to
each research question, research design, research method(s), geographical coverage, language, and
type(s), target(s) and perpetrator(s} of viclance.

The chapter begins with an overview of the literature and the way in which violence against
healthcare is defined in existing research. It then explores the ways in which existing research tackles
the nature and impact of violence, and the interventions used to safeguard healthcare against
violence. Examples of existing research and summaries from systematic literature reviews are
provided where possible to contextualise and expand on research findings. Disaggregated findings
for conflict, post-conflict and fragile locations are also provided, as this forms a relatively small body
of research that is otherwise lost in aggregated analyses of the overall evidence base (see Figure 9).
In most instances, data mapping is non-exclusive, meaning sources may be tagged to one or more
criteria where relevant. This reflects the complex nature of research that often applies several
methods to address more than one area of interest.

Figure 5. Research method and research questions for Chapter 2

Method 1:
Structured literature review

A\

What is the status of current research on...

RQ1 RQ2
...nature of ...impact of . Rele .
. . ...interventions?
violence? violence?
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2. Overview of the evidence base

This section provides high-level summaries of the data and research methods used in the literature,
covering all relevant sources identified through the review.

The majority of the fiterature is academic as opposed to grey

Almost all sources identified through the literature search are classified as academic sources (95 per
cent), with a comparatively small number (5 per cent) classified as grey literature.? This may in part
be dug to the underlying approach to the literature search, which focused primarily on databases of
academic literature and applied relatively strict inclusion/exclusion criteria (see Section 1).

Grey literature sources include reports published by universities® NGOs,2 governments (both local
and national),® private sector organisations® and associations,? as well as collaborations between
multiple different stakeholders? The ICRC has published the highest number of grey literature
sources for any single organisation (12 publications plus additional collaborations), although a
number of other arganisations and collaborations, such as Safeguarding Health in Conflict and
various departments of the UK government, have published multiple grey literature sources in this
area. Grey literature sources cover various different contexts and types of violence, including physical
attacks on healthcare in conflict areas, violence against healthcare workers in non-conflict areas, and
cyberattacks on digital healthcare infrastructure.

The volume of literature published each year has increased steadily over the fast 10 years

The volume of literature published each year on violence against healthcare appears to have risen
steadily over the last 10 years, with the volume published in 2018 between three and four times
greater than in 2009 or 2010. Figure 6 illustrates this upward trend, with the observed decrease in
2019 likely due to the data collection for this research taking place around midway through that
calendar year.

2 At times it was difficult to differentiate hetween academic and grey literature sources. Thisincludes, for example. reports
inacademic-loaking (but not peer reviewed) journals. The figures quoted should be considered an approximate value only.

% See, for example, Aldave et al. (2013).

2% See for example, MSF (2008) and ICRC (2015a).

% See, forexample, NAQ {2018), ONVS (2019Yand Junta de Extremadura {n.d.).

% See, for example, IBM Security (2017).

7 See, for example, BMA (2018),

8 See, for example, Buissonniere et al. {2018) and Safeguarding Health in Conflict (2018).
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Figure 6. Quantity of literature on violence against healthcare published each year between 2009 and
2019
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Although not investigated here, it is important to acknowledge that there may be a number of
underlying drivers for this observed trend, including possible methodological errors such as biases in
data collection towards more recent publications. Google and Google Scholar searches, for example,
may be more prone to temporal bias (i.e. prioritise more recent publications) due to their underlying
search engine algorithms. However, we are not aware of any temporal biases in the protocol-driven
data collection and analysis, and the observed trend in Figure 6 is retained even when the search
results from Google and Google Scholar are removed.
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Most sources are published in English, but literature is also available in non-English languages

The vast majority (90 per cent} of literature identified in this study has been published in English.
This is perhaps unsurprising given that the primary, protocol-driven literature searches were carried
out in English. The literature review did, howsaver, identify 128 relevant non-English language sources
(i.e. where the main body of the report is not available in English), including 47 Chinese sources, 54
Spanish sources, 19 French sources, and 14 sources in seven other languages including Korean,
Portuguese and Polish. Whilst this constitutes only around 10 per cent of the total identified
literature {see Figure 7}, it nonetheless highlights tha presence of non-English sources that would
otherwise be missed in English-language only reviews, which is of particular relevance given the
global nature of this review. A brief summary of the non-English language literature sources is
provided in Box1to Box 4 below, and detailed search strings are presented in Annex F.

Figure 7. Percentage of literature in English and non-English languages

Arabic
0%

Other
1%

P This refers specifically to the language of the main hady of the report.
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Box 1. Summary of French-language literature sources

The French-language literature search identified 19 sources, including academic sources published by French
universities,*® the French government 3 NGOs and other organisations 3 Almost all sources facus on violence
in French-speaking countries. including France, Senegal, Haiti. Mali and Canada. although a small number {3)
focus on non-French speaking countries (Israel and the West Bank, Syria). The majority of sources also focus
on the nature of violence. including the prevalence of violence and the causes/drivers of violence against
healthcare. Few sources (1) study the impact of violence, and similarly, few (&) consider interventions to
mitigate the prevalence orimpact of violence against healthcare. French-language sources caver a range of
different contexts and types of violence, including both physical and nan-physical forms of violence, structural
violence, cyber attacks, and violence in both conflict and non-canflict areas.

Box 2. Summary of Spanish-language literature sources

The Spanish-language literature searches returned 54 relevant sources. The majority of sources are academic
publications {42}, including articles from Spanish® and South American® universities. although a number of
grey literature sources (12) were also identified. including articles from regional government® and
organisations based in Spain® and South America ¥ The majority of sources focus on violence in either Spain
or South American countries. including Argentina, Chile, Peru, Mexica and Brazil, and - in line with other areas
- focus primarily on understanding the nature of violence {including both the prevalence and drivers of
violence) {(49). Fewer articles focus on either tha impact of violence {(10) orinterventions that seek to tackle
violence against healthcare (7). The majority of Spanish sources consider vialence as either physical and/or
psychalogical violence, and focus on violence carried out against healthcare workers (40) {including nurses,
doctors, emergency department staff and others} by both patients and other healthcare workers.

30 See, for example, Kourioa et al. (2016).

¥ See, for example, Direction Générale De L'Offre De Sains (2019)
%2 See, for example, Human Rights Watch (2017).

% See, for example, Galian-Munoz et al, (2012}

% See, for example, Barrios-Casas & Paravic-Klijn (2011).

% See, for example, Junta de Extremadura {n.d.}.

% See, for example, Colegio de Médicos de Valencia {n.d).

3 See, for example, Bolzan et al. (2018).
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Box 3. Summary of Chinese-language literature sources

Chinese-language literature searchers returnad 47 relevant sources, almost all of which (48) are academic
publications. All articles focus on violence against healthcare in China. and the majority (41) focus on violence
against healthcare workers, including both physicians and nurses. The majority of sources (37} have been
published in the last five years, suggesting a recent rise of academic interest in the area. The types af violence
studied include physical violence {22), psychalogical violence (15) and sexual violence (5). No studies consider
structural forms of violence, such as unequal access to healthcare by different members of the population.
fMost studies consider the nature of violence {33), although a comparatively high proportion (25) compared to
other languages consider the impact of violence against healthcare (18) and interventions countering violence
against healthcare (25).

Box 4. Summary of Arabic-language literature sources

No Arahic-language sources were identified that passed the inclusion criteria. Arabic-language searches
returned alarge number of results that did not provide the rigour and reliability of academic sources {e.g.
news reports), and were therefore excluded from further extraction oranalysis. Additionally, an estimated
third to half of the search results focused on tapics not relevant to violence against healthcare, such as
gender-based viclence, vialence against women and/or girls, and violence against children mare generally. A
total of 14 relevant sources were identified which, based on the title alone. held promise for further extraction.
However, when these sources were reviewed further {abstracts and/or full text scan), it transpired that all
were gither news articles masked as academic or grey literature sources, or direct translations of English-
language sources that had already been identified by the English-language literature search. This included
reports from the World Health Organization (WHQ), the International Committee of the Red Cross {ICRC), and
the United Natians.

The lack of Arabic-language literaturae, while not unexpected. requires further investigation. It may be, for
example, that literature emerging fram Arab-speaking countries is being published in English or another non-
Arabic language. Orit is possible that countries facing violence against healthcare, in particular those in
conflict areas. may not have the time, resources and/ar academic freedom and security to study events on the
ground.
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Most sources focus on violence against heafthcare either in North Amaerica, Europe and Central Asia, or Fast
Asia and the Pacific

Figure 8 illustrates the distribution of literature by the geographic focus of research,’® and highlights
a clear bias towards on hemisphere regions, including North America, Europe and Central Asia, and
East Asia and the Pacific. Literature relating to these regions accounts for just under half (44 per
cent, 626) of all sources, which is over twice as many sources as Latin America and the Caribbean, the
Middle East and North Africa, South Asia and Sub-Saharan Africa combined {21 per cent, 299). A
significant proportion of the studies (35 per cent, 508) do not have a clear geographic focus, either
because it is not specified clearly in the report text, or because the report takes a non—-geographic
approach. Thisincludes theoretical studies and studies with a global focus.

Figure 8. Number of publications by geographic focus of research
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Note: figures refer to the focus of research as opposed to the locations of academic institutions and researchers.

Table 2 provides a more detailed breakdown by country, highlighting the top 20 countries by number
of publications. The list contains a mixture of countries from all over the world, including those that
are underrepresented in the above regional analysis. China and the United States are the focus of
most research, with several European and Central Asian countries also in the top 20, including the
United Kingdom, Spain, France, Germany and Turkey. In the Middle East and North Africa, just under

8 This refers specifically to the region which contains the research subjects/participants, as opposed to the location of the
research institute(s) that conducted the research.

31



half of all studies focus on lran, with research also published on Syria, Israel and Jordan. In East Asia
and the Pacific, research is carried out primarily in high-income countries, including China, Australia
and Japan. In South Asia, research is carried out primarily in low-income countries, including India
and Pakistan® Table 2 also includes two countries from Sub-Saharan Africa (South Africa and
Nigeria) and one from Latin America and Carribiean {Brazil).

Table 2. Number of publications by country {top 2D)

Cauntries Number of publications Region

China 133 East Asia & Pacific
United States 114 North America
Australia 61 East Asia & Pacific
United Kingdom 43 Europe & Central Asia
Spain 39 Europe & Central Asia
Iran 33 fiddle East & Narth Africa
Italy 29 Europe & Central Asia
Turkey 29 Europe & Central Asia
Canada 27 North America
Brazil 24 Latin America & Caribhean
India 22 South Asia
Pakistan 22 South Asia

France 20 Europe & Central Asia
Germany 16 Europe & Central Asia
South Africa 16 Sub-Saharan Africa
Israel and West Bank 15 fdiddle East & Narth Africa
Jordan 14 Middle East & North Africa
Japan 12 East Asia & Pacific
Nigeria 12 Sub-Saharan Africa
Syria 12 fiddle East & North Africa

Nate: locations refer to the focus of research as opposed to the locations of academic institutions and researchers.

The majority of the literature focuseas an high- and upper-middie-incame countries

Where specified, the majority (86 per cent) of research on violence against healthcare focuses on
high- and upper-middle-income countries, whilst low- and lower-middle-income countries account
for just 14 per cent of all publications in which location is specified. This indicates a strong bias in the
evidence base towards high- and upper-middle-income countries.

3 This uses the Warld Bank's categorisation of low, lower middle, upper middle and high income, and is assigned according
to the country(ies) of focus with a given saurce.

“0This uses the World Bank’s cateqorisation of low, lower middle, upper middle and high income. and is assigned according
to the country(ies) of focus with a given saurce.
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Figure 9. Percentage of publications by income brackets {as a percentage of all sources where location is
specified)
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Only a small proportion of sgurces focus explicitly on confiict, post-canflict and fragile environments

Only a small proportion of published literature focuses explicitly on conflict (5 per cent), post-conflict
(1.5 per cent) or fragile environments (1.9 per cent). The majority of literature (816 per cent) either
does not describe the local security environment {in which case it is assumed to be non-conflict), or
describes the local security environment as explicitly non-conflict. This categorisation relies on self-
reported definitions of conflict, post-conflict and fragile environments within each source as
opposed to country-level mapping. This was considered a more reliable means of categorisation, as
the local security context can vary considerably within relatively small geographic areas.

Figure 10. Percentage of literature sources by conflict, post-conflict and non-conflict

Conflict Postconflict
5.0% 1.5%
Fragile

1.9%

Non-conflict/not
specified
91.6%

The literature on canflict, post-conflict and fragile environments facuses mainly on countries in the Middle Fast
Figure 11 provides a breakdown of sources on violence in conflict areas according to the location of
study, and indicates that countries in the Middle East, including Syria, Israel and the West Bank, Irag
and Yemen, feature most commaonly in the literature. Other countries and regions span South Asia,
Europe, Africa, and Centraland South America, although studies in these areas are comparatively less
common, and most countries feature just once or twice in existing studies. Note that the attribution
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of countries as ‘conflict’ areas is based on author definition only, and is not based on judgements or
mapping made by the research team.

Figure 11. Number of sources by country of focus (conflict, post-conflict and fragile environments only}
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Surveys are the most common research design

Figure 12 illustrates the frequency of various research designs in the evidence base, defined
according to the taxonomy developed by the National Centre for Research Methods.” Surveys are the
most common research design (41 per cent), with cross-sectional research (17 per cent), secondary
analysis (16 per cent), and descriptive research designs (12 per cent) also comparatively common.
Other forms of ressarch are comparatively less common, including longitudinal studies (3 per cent),
epistemological/theoretical research {1 per cent) and sthnographic research (1 per cent). Note that
many of the research designs listed in Figure 12 are not mutually exclusive, with individual studies
often combining two or more approaches within their overall ressarch design. Surveys, for example,
may be cross-sectional or longitudinal, and secondary analysis can include systematic reviews.

Y NCRM (2044). Far further discussion of the NCRM taxonomy see Beissel-Durrant (2004).
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Figure 12. Number of publications by research design
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Research in conflict, post-conflict and fragife environments primarily uses secondary analysis

Looking specifically at research in conflict, post-conflict and fragile environments, Figure 13 indicates
commonly used to conduct research in such areas,
together with case study analysis. Other types of research are comparatively less common. This is
perhaps unsurprising given the challengss in conducting on-the-ground research in less stable and

that surveys and secondary data analysis are also

morea vialent environmeants.

Figure 13. Number of publications by research design
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2.2. Conceptualisation of violence

This section explores the ways in which publications in the evidence base conceptualise viclence,
including the types of violence, targets of violence, perpetrators of violence and locations of violence.

221 Types of violence

Most studies conceptualise viclence as either physical and/or psychofogical violence

The majority of studies conceptualise violence against healthcare as either physical (70 per cent)
and/or psychological (82 per cent) violence, with relatively few studies considering either sexual
violence (10 per cent} deprivation/neglect {including structural viclence) (7 per cent) or cyberattacks
(3 per cent).*? Note that these categories are not mutually exclusive, with just under two thirds of
studies (B3 per cent) conceptualising violence to include at least two categories (e.g. both physical
and psychological violence - 60 per cent).

Physical violence is defined to include interpersonal physical violence (such as hitting, biting,
disproportionate physical restraint, etc.), viclence with heavy weapons, blockades, riots, looting,
arrests, kidnapping, and other forms of physical assault. Sexual viclence is defined to include rape,
sexual assault and other forms of sexual abuse. Psychological {(non-physical) violence is defined to
include verbal abuse, harassment, mobbing, intimidation, bullying, aggression, stalking and general
disruptive behaviour. Finally, deprivation or neglect is defined to include unequal provision or
withholding of medical treatment, unegqual access to healthcare, and other forms of violence
including structural violence.

Cyber violence is defined as an additional category to those defined by the WHO (physical, sexual,
psychological and deprivation/neglect).® It is difficult to categorise cyber within the existing WHO
framework, since cyber attacks, for example, can have physical and psychological consequences, and
be used to discriminate access to healthcare (deprivation/neglect). Cyber violence is defined to
include cyber attacks on medical IT infrastructure and [oT devices, as well as fraud and medical
identity theft.

“This uses the WHO typology of violence. See WHO {n.d.a).
BYWHO (n.d.a).
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Figure 14. Number of publications that include different forms of violence
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Research in caonflict, post-conflict and fragile environments focuses primarily on physical violence

Figure 15 summarises the types of violence included in studies focusing specifically on conflict, post-
conflict and fragile environments. Mirroring the overall evidence base, physical viclence is studied
most frequently in the literature, with sexual violence, deprivation/neglect and cyber violence less
common. However, in contrast to the overall evidence base, psychological violence features less
frequntly in the literature relating to conflict, post-conflict and fragile environments, in particular
when compared to physical viclence. This indicates that psychological viclence is primarily studied in
non-conflict settings.

Figure 15. Number of publications that include different forms of violence {conflict, post-conflict and
fragile environments only)
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Sources that examine physical violence focus primarily on interpersonal physicaf violence

The literature on physical violence can be disaggregated into a number of different subsets of
violence, including interpersonal physical violence, physical violence with large weapons, and other
forms of more specific viclence including theft, looting, arrests, kidnapping, etc. Five clusters of
physical viclence are outlined in Figure 16, together with the number of sources that define violence
in this way, either in whole or in part. From Figure 16, it is clear that the majority of the literature
focuses on forms of interparsonal physical violence, which includes forms of physical violence without
a weapon (such as pushing, hitting, biting, etc.), forms of physical violence with a personal weapon
(such as a knife or handheld gun), as well other forms of physical viclence such as non-consensual
physical restraint of patients. In contrast, a comparatively small number of sources examing physical
attacks with large weapons (5), theft, looting, rioting, blockades, robbery or similar (10), and arrests,
kidnapping, abduction, forced displacement or similar (3). A slightly higher number of sources (67)
focus on the challenge of accessing and delivery healthcare in viclent environments, including
conflict areas and post-conflict states.

There may be a number of drivers behind this observed weighting in the literature towards
interpersonal physical violence, including conceptualisations of viclence as interpersonal physical
violence only, greater prevalence and/or impact of interpersonal physical violence, greater reporting
and/or access to data on physical violence, the existence of standard methodologies for researching
interpersonal violence in the healthcare sector* and greater interest and funding for research on
physical forms of viclence among funding bodies, research organisations and individual researchers.
These are suggested drivers only, and have not been explored further.

Figure 16. Number of publications that refer to specific types of physical violence
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“See, forexample, WHO (n.d.c.).
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Sources that examine physical violence in confiict, past-conflict and fragile environments focus on different
types of physicaf violence

Looking specifically at the conceptualisation of violence in studies within conflict, post-conflict and
fragile environments, however, there is a more even focus across different types of physical violence,
including violence with large weapons, theft, looting and blockades, and kidnapping and arrests. Since
conflict areas are usually violent environments, it is perhaps unsurprising that the final category -
violent environments — features commanly in this subset of literature.

Figure 17. Number of publications that refer to specific types of physical violence (conflict, post-conflict
and fragile environments only)
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Sources that examine psychotogical vialence focus primarily on varbal abuse and aggrassion

In Figure 18, psychological violence is broken down into eight categories: verbal abuse, harassment,
intimidation, bullying, threatening behaviour, aggression, stalking and disruptive behaviour. The most
common form of psychological violence studied in the literature is verbal abuse, with aggression and
harassment also comparatively common. Stalking (8) and threatening behaviour (25) are mentioned
much less frequently.

Figure 18. Number of publications that refer to different categories of psychological violence
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222 Targets of violence

Maost studies focus on viclence targeted towards healthcare workers

Figure 19 presents a breakdown of the literature by target of violence. Around three quarters of
publications (76 per cent) study viclence against healthcare workers, with a much smaller proportion
of sources (11 per cent) studying violence directed towards patients. Violence towards healthcare
facilities (either physical or IT infrastructure} features less commonly in the literature (4 per cent), as
do violence against healthcare logistics (such as ambulances, supply vehicles, etc.; 1 per cent) and
violence against third parties within a medical facility (such as friends and families of patients; 1 per
cent). Note that the categories are not mutually exclusive.

Figure 19. Number of publications by different targets of violence
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Within literature that examines healthcare workers as targets, nurses are studied most frequently

Figure 3 provides a breakdown of targets of viclence spacifically within the category of healthcare
workers, and highlights that just over one third (39 per cent} of these studies focus on violence
against nurses. A smaller proportion of studies consider violence against other professions within the
healthcare sector, including emergency medical staff (14 per cent), doctors (9 per cent) and
caregivers (including social care providers, home service providers and psychiatrists; 9 per cent).
Fewer studies (4 per cent) include medical students, and fewer still (2 per cent) include support staff,
such as administrative staff, security staff, auxiliary personnel and different types of assistants
(nursing assistants, physician assistants, patient care assistants, etc.).
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Figure 20. Number of publications by specific subsets of healthcare worker
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Research in canflict, post-conflict and fragife environments focuses on differant types of targets

Figure 21 summarises the types of targets that ars examined in literature that focuses on violence in
conflict, post-conflict and fragile environments. Mirroring the overall evidence base, research on
healthcare workers as targets is most common. However, in contrast with the overall evidence base,
research on conflict, post-conflict and fragile environments focuses relatively more frequently on
other targets of viclence, including patients, physical healthcare facilities and logistics. These latter
two categories are relatively less comman in the overall evidence base.

Figure 21. Number of publications by different targets of violence {conflict, post-conflict and fragile
environments only)
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223 Perpetrators of violence

Where specified, most studies focus on violence carried out by patients

Figure 22 illustrates the number of publications by perpetrator of violence, including healthcare
workers, patients, affiliated third parties (e.q. friends, family, etc), unaffiliated third parties (e.g. lone
individuals, members of non-state groups, state representatives, etc), and instances of violence with
no direct perpetrator (g.g. structural violence). Constituting 43 per cent of all identified studies, the
most common type of perpetrator studied is the patient. Healthcare workers and affiliated third
parties are included in 18 per cent and 13 per cent of literature scurces respectively, whereas studies
that include violence carried out by unaffiliated third parties (4 per cent) or no direct parpetrator (3
per cent) are both comparatively less common.

Figure 22. Number of publications by perpetrator of violence
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Breaking down these categories further, the clearest subset of patients to emerge organically within
the literature are those with mental health conditions, which includes individuals with schizophrenia,
dementia and psychasis, as well a patients located in a psychiatric facilities. Patients with mental
health conditions constitute just under one third (29 per cent} of all sources that include patients as
perpetrators of violence. Other specific types of patient are also studied in the literature, including
those in emergency departments, female patients, children and elderly patients, although these
collectively constitute only 4 per cent of sources that study patients as perpetrators of violence. Two
thirds of sources (67 per cent} in this category do not define specific subsets of patients.

Within the literature on healthcare workers as perpetraters, both nurses (23 per cent) and doctors
(19 per cent) feature comparatively highly, with other subsets of healthcare workers, including
emergency medical staff {3 per cent), caregivers {including social care providers, home support
providers, etc.; 2 per cent), administrative staff (1 per cent) and medical students/trainees (3 per
cent} featuring comparatively less frequently. As above, in the majority of studies that focus on
healthcare workers as perpetrators of viclence, the specific type of healthcare worker is not defined
(52 per cent). The breakdown of healthcare workers as perpetrators is presented in Figure 23.
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Figure 23. Number of publications by perpetrator of violence (healthcare workers only)
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Where specified, most studies in canflict, post-canflict and fragite environments focus on violence carried out
by unaffiliated third parties

Figure 24 illustrates the number of sources that examing different perpetrators of violence against
healthcare, specifically within the literature on violence in conflict, post-conflict and fragile
environments. In contrast to the overall evidence base illustrated in Figure 22, most literature in
conflict, post-conflict and fragile environments studies violence carried out by unaffiliated third
parties, which includes state representatives, members of non-state armed groups, and unaffiliated
third parties {such as individual attackers not linked to the state or non-state groups). Viclence
carried out by healthcare workers, patients and affiliated third parties is rarely studied in the
literature.

Figure 24. Number of publications by perpetrator of violence (conflict, post-conflict and fragile
environments only)
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224, Locations of violence

Most studias focus on violence that occurs in healthcare facilitios

Figure 25 illustrates the number of publications by different types of location of violence, including
healthcare facilities (including hospital settings, emergency settings and psychiatric settings), non-
healthcare facilities (such as paramedic responses, patient homes, etc), and other locations (such as
wider healthcare |T infrastructure). Healthcare facilities are overwhelmingly the location of violence
most studied in the literature (82 per cent). Violence against healthcare in non-healthcare settings (4
per cent) is much less commonly observed in the literature. Violence in other locations (2 per cent)
primarily refers to attacks on healthcare |IT infrastructure, which may not necessarily be located
within a healthcare facility (e.g. cloud computing). In 10 per cent of studies, no location was explicitly
defined.

Figure 25. Number of publications by location of violence
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A similar volume of research is conducted in hospitals, emergency and psychiatric settings

Broken down further into specific healthcare facilities, Figure 26 illustrates that a comparable
number of studies of violence in healthcare facilities cover violence in hospital settings (19 per cent),
emergency medical settings (14 per cent) and psychiatric settings (14 per cent). A smaller number of
studies take place in education facilities such g3 medical schools and teaching hospitals (2 per cent),
and in other healthcare facilities including GP surgeries, community facilities, nursing homes and
primary care facilities (2 per cent).

44



Figure 26. Number of publications by specific healthcare facility
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Research an conflict, past-canflict and fragife environments simifarly focuses on viclence in healthcare
facilities

Figure 27 summarises the locations of violence studied in the literature on viclence against
healthcare in conflict, post-conflict and fragile environments. Mirroring the overall evidence base,
research focuses most often on viclence in healthcare facilities, but (when compared to Figure 25)
there are a comparatively higher number of studies in conflict, post-conflict and fragile environments
that examine violence in non-healthcare locations.

Figure 27. Number of publications by location of violence {conflict, post-conflict and fragile environments
only)
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2.5, Evidence on the nature of violence against healthcare (RQ1)

This section focuses specifically on literature that addresses the nature of viclence in some form,
including studies of the characteristics, prevalence, antecedents and causes of viclence.

Most studies focus on the nature of violence against healthcare

Figure 28 illustrates that the majority of identified publications (76 per cent) study the nature of
violence against healthcare. This includes studies that explore the characteristics of violence,
measure the prevalence of viclence, identify antecedents/predictors of viclence, and determine the
drivers and causes of violence against healthcare. This figure is slightly lower for research that
focuses specifically on violence against healthcare in conflict, post-conflict and fragile environments,
with just over half (51 per cent) of publications studying the nature of violence against healthcare.

Figure 28. Number of publications by research gquestion (RQ1 highlighted)
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Maost publications study the prevalence of violence against healthcare

Breaking down the literature sources within RQ1, Figure 29 illustrates that the majority (85 per cent)
of publications within RQ1 study the prevalence of violence against healthcare. This includes, for
example, studies that measure the prevalence of violence against psychiatric staff in a hospital
setting,” or prevalence of lateral violence and workplace incivility between nurses.*® Around one third
(37 per cent) of publications study the antecedents of violence, which refers to factors or metrics
that precede — but do not necessarily cause — instances of violence. Comparatively fewer studies
investigate the causes/drivers of violence (19 per cent), and fewer still explore ways of classifying
violence, typically in a qualitative manner (12 per cent). Note again that the categorisation of studies
inthese areasis not mutually exclusive.

4 Atawneh et al (2009).
4 Bambietal, (2018),
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Figure 29. Number of publications by theme of study (RQ1only)
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Box 5. Summary of findings from a systematic review of the prevalence of workplace violence against
physicians

Nowrouzi-Kia et al. {2019) conducted a systematic review and meta-analysis of literature that examines the
prevalence of workplace violence (WPY) against physicians. The authors identified 13 relevant studies, and
concluded that two thirds (89 per cent) of physicians have experienced workplace violence in some form,
including physical, verbal and sexual forms of violence.”” A number of factors were linked to instances of
viglence, including working in remote healthcare areas, understaffing, mental/emational stress of
patients/visitors, insufficient security. and a lack of preventative measures. However, the authors nated that
the existing literature is heterogeneous in nature, making comparisons between studies difficult, and that

most studies are cross-sectional and exploratory. 48

Box 6. Summary of findings from a meta-analysis of viclence antecedents in psychiatric in-patient settings

Papadopoulosetal. {2012) conducted a meta-analysis of available literature on the antecedents of violence
and aggression in psychiatric in-patient settings. The authors found /1 relevant studies, and identified a
number of commonly identified antecedents, including staff-patient interactions (such as intrusions into
physical space. limiting persanal freedoms. denying patient requests), patient behavioural clues (such as
agitation, attention-seeking behaviour, confusion}, and patient symptoms (such as substance abuse, tobacco
withdrawal, sexual frustration). However, the authors nated a number of limitations to existing research,
including high levels of heterogeneity across articles, a reliance on self-reported antecedents by members of
staff, a lack of detailed recarding of antecedents by medical staff, and a lack of evidence on the timing and
sequencing of antecedents before an incidence of viclence. *°

“TNowrouzi-Kia et al, (2019, 108).
“8 Nowrouzi-Kia et al. (2019, 99, 107,108).
4 Papadopoulos et al. (2012, 425, 436).
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Research in canflict, post-canflict and fragile environments also focuses an the prevalence of vielence

Figure 30 provides a similar breakdown for research that focuses on the nature of violence in conflict,
post-conflict and fragile environmeants only. The distribution of research is similar to the overall
evidence base, with research focusing primarily on the prevalence of viclence against healthcare, and
fewer studies examining the causes, antecedents or classification of viclence,

Figure 30. Number of publications by theme of study (RQ1 only; conflict-post-conflict and fragile
environments only)
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Surveys are the most frequently used research dasign in studies of the nature of violence

Figure 31 illustrates the number of publications studying the nature of viclence by research design.
The most common research design is surveys, with just under half (43 per cent) of all studies relating
to RQ1 employing some form of survey in their research. Cross-sectional analysis (20 per cent),
secondary analysis (15 per cent) and descriptive research approaches (13 per cent) are also
comparatively common. Other approaches are less common, notably longitudinal research (2 per
cent).

Figure 31. Number of publications by research design (RQ1 only)
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These findings are reflected in the assessments of existing literature provided by systematic reviews
and meta-analysesin thisarea. As noted in the next section, there are a number of systematic reviews
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that examine specific topics within the nature of viclence against healthcare, such as the prevalence
of workplace violence against nurses in China® or the prevalence of harassment and discrimination in
medical training.® Whilst some reviews highlight positive characteristics in the existing evidence
base,> reviews are generally critical of the overall quality of research. A number of reviews, for
example, highlight the high proportion of studies that use cross-sectional and descriptive
approaches® and identify a lack of longitudinal studies as a limitation>* Reviews also criticise the
reliance on self-reported data™ including surveys and guestionnaires, and a lack of consistent
definitions of key research terms.®® More generally, reviews criticise the high levels of heterogeneity
and lack of standardisation in research approach, which limits the quality and reliability of
conclusions that may be drawn from the literature® These findings refer to research carried out in
non-conflict areas, as no systematic reviews were found that examine available literature on the
nature of violence in conflict, post-conflict and fragile environments.®®

There are a number of systematic reviews of the nature of viofence against healthcare, but they focus on certain
types of perpetrators, targets and types of vialence

[n total, 46 systematic reviews® were identified as relevant to RQ1. Over half (58 per cent) focus on
specific targets of violence, most commonly violence against nurses (13) and violence against
healthcare workers (non-specific) (8). A relatively high number of reviews also focus on violence
carried out in emergency departments (6), violence carried out by patients in psychiatric settings (9),
and bullying/incivility/lateral forms of viclence (7). Where defined, reviews tend to focus on the
prevalence of violence (13) and antecedents of violence (12), with research on the characteristics of
viglence (B) and causes of violence (2) comparatively less common.

0 Luetal 2018).
S Fnais et al. (2014),

2 Cabilan & Johnston (2019), for example. conclude that the quality of studies of occupational violence in emergency
departments is in gll cases either moderate or high,

5 Saxton et al. {2009), Taylor & Rew (2010), Frais et al. {2014).

5 Kleissi-Muir et al. {2018).

%5 Lu et al.{2018), Papadopoulos et al. {2012), Frais et al. (2014), Nikathil et al. {2017, Kim et al. {2017).

% Embree & White {2010}, Vidal-Marti & Pérez-Testor (2015), Cabilan & Johnstan {2019). Kim et al. {2017).

5 Brunetti & Bambi {2013}, Taylor & Rew (2010), Thompson et al. {2014], Nowrouzi-Kia et al. {2019). Bulgariet al. (2018). Lu et
al. (2018). Dack et al. (2013}, Papadopoulas et al. (2012). Nikathil et al. {2017},

%8 Fouad et al. (2017) conducted a structured review of violence against healthcare in Syria. The review, however. does not
comment on the status of existing literature.

% The term systematic review is defined more broadly in this section to include all research that carries gut systematic.
structured and comprehensive literature reviews, typically using protocol-driven database searches. This includes meta-
analyses, scoping reviews and narrative reviews where applicable,
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Table 3. Number of systematic reviews by different areas of scoping

Scope defined Number of L . .
, . Specific criteria for systematic review
by... systematic reviews
...perpetrator of 18 Violence carried out by HHCW (non-specific) {2). nurses (5).
violence physicians (1), patients (non-specific) (2), patients (psychiatric) (7)
.targetofviglence 26 Violence targeting HCW (non-specific) (8), nurses {13). emergency
medical staff {ems) (3}, physicians (1), medical students {1)
.typeofvialence 19 Types of violence including: aggression {2}, disruptive
behaviour/verbal abuse {2), bullying/incivility/lateral
viclencesharassment (73, upwards vialence {1), discrimination (1),
aggression (1), cyber (2}, labour strikes {1)
.location of 20 Locations of violence emergency departments {6), psychiatric
violence setting (9), obstetrics (13, China {1). Spain (1],
.type of research 25 Research ancharacteristics (6), prevalence (133, antecedents (12},

causes (2}

Note: Individual systematic reviews may be constrained by two or mare criteria.

Comparing the results in Table 3 to the categories of perpetrators, targets, locations and types of
violence outlined in Section 2.2, there are a number of areas where there appear to be no existing
systematic reviews. These areas include physical viclence, sexual violence, structural forms of
violence, viclence carried out by affiliated or unaffiliated third parties {including friends, families,
unaffiliated individuals, members of non-state groups, state representatives), and violence carried
out against patients, caregivers (e.g. social care providers, home service providers), healthcare
facilities and healthcare logistics.

Thare is only one systematic review of the nature of violence against healthcare in conflict, past-conflict and
fragile environments

The literature review identified cnly one systematic review {in this instance, a structured narrative
review) that focuses on the nature of violence against healthcare in conflict, post-conflict and fragile
envirenmeants. This review by Fouad et al. {2017) provides a clear insight into the nature of violence
against healthcare in Syria, although it focuses on understanding the extent of the violence as
opposed to being a critiqgue of the existing evidence base.
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24, Evidence on the impact of violence against healthcare (RQ2)

This section focuses specifically on literature that addresses the impact of violence in some form,
including individual and collective impact on delivery and access to healthcare.

Around a quarter of pubications study the impact of violence against healthcare

Around a quarter of publications (26 per cent) study the impact of violence. This is less than half the
number of publications that study the nature of violence (RQ1), and similar to the number of
publications that study interventions against violence (RQG3). This proportion is slightly higher for
literature specifically relating to conflict, post-conflict and fragile environments, with just under half
of those sources (48 per cent) examining the impacts of violence against healthcare.

Figure 32. Number of publications by research question (RQ2 highlighted)
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Most publications study the personal impact of violance on healthcare workers

Figure 33 categorises publications relating to RQ2 into three thematic areas: personal impact on
healthcare workers, impact on ability to deliver healthcare/patient outcomes, and impact on
availability and access to healthcare. The majority of publications that study the impact of viclence
focus on the personal impact of violence on healthcare workers (82 per cent), including, for example,
psychological distress, job satisfaction, sense of safety at work, burnout rates, etc. Fewer studies —
although still over one third — assess the effects of violence on the delivery of healthcars and on
patient outcomes (39 per cent), including, for example, decreases in quality of care and increases in
the risk of medical errors. Fewer studies still (14 per cent) consider the impact of violence on the
availability of and access to healthcare for patients, which includes the impact of structural violence
as well asthe reduced availability of healthcare services during labour strikes.
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Figure 33. Number of publications by theme of analysis (RQ2 only)
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Research on fmpact in conflict, post-conflict and fragife environments focuses primarily on the impact on
heafthcare infrastructure and healthcare workers

Figure 34 provides a breakdown of available literature on the impact of viclence against healthcare in
conflict, post-conflict and fragile environments. Mirroring the overall evidence base, a comparatively
high number of studies focus on the impact of violence on healthcare workers. This includes, for
example, studies of the experiences of healthcare workers in conflict and post-conflict Uganda,®® and
the impact of conflict on ambulance drivers in Kashmir® A comparatively high number of studies
focus on the impact of violence on the overall healthcare infrastructure. This includes factors such as
damage to healthcare facilities, reduced access to medication and supplies, reduced finances of
health facilities, and overall impact on the functioning of individual facilities and wider healthcarg
systems. Examples of research in this area include the flight of white collar healthcare workers due to
civil conflict in Turkey,5 the impact of conflict on the workload and finances of a hospital in Lebanon,®®
and the impact of conflict on the heslthcare system in the lvory Coast %

Figure 34 indicates that fewer studies focus directly on the impact of violence against healthcare on
patients, such as lower quality of care or worsened healthcare outcomes. This information, however,
is often implicit in the analysis, as a deterioration of healthcare infrastructure and conditions for
healthcare workers will likely lead to lower standards of healthcare provision for patients. A
comparatively low number of sources consider the wider impacts of viclence against healthcare,
including second- and third-order impacts of viclence and impacts on the wider poapulation. Existing
studies in this area tend to describe the impact of violence on wider health indicators, such as the
impact of viglence on polio vaccination programmes in Afghanistan and Pakistan,®® but do not provide

60 Namakula & Witter (2014).
 Dhar et al, (2012),

82 Kibrisa & Metternich {2018).
8 Hadary et al. (2009,

8 Tiembré et al. (2011,

55 |CRC (2071a).
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more complex and comprehensive analyses that examine in more detail the wider impacts of viclence
against healthcare.

Figure 34. Number of publications by type of impact (RQ2 only; conflict, post-conflict and fragile
environments only)
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Box 7. Summary of findings from a systematic review of the impact of vialence against healthcare in
conflict areas

Afzal & Jafar (2019) conducted a systematic review of literature on the impact of violence against healthcare in
conflict areas. They found 15 categories of impact: 1) suspansion, clasure and relocation of facilities, 2) loss of
healthcare workers, 3) lack of essential materials, 4) increased care demands, 5) reduced functioning capacity
of facilities, 6) changes in practices of health workers/facilities, 7} consequences from the different farms of
administrative and physical obstruction, 8) rates of chronic diseases. 9) outbreaks of vaccine-preventable
diseases, 10} change in health-seeking behaviours, 11} mental health deterioration. 12) loss of transport, 13}
disruptions to medical education, 14) fear of speaking out, and 15) an underestimation of the full extent of
impacts.

Althaugh analysis of the impact of violence against healthcare in conflict areas is available in the literature,
the authorsidentify a number of significant limitations in the existing evidence base. Few studies examing the
impact af violence as the primary focus of research; instead, infarmation is usually embedded within literature
that reports attacks on healthcare or describes the wider impact of conflict.® Research is also hindered by
limitations in data, including incomplete data, inconsistent approaches to data collection, and a lack of
systematic approaches to data collection. There are. however, no recommendatians in the literature for
improving data collection ® Research on impact rarely distinguishes between the impact of violence against
healthcare and the wider impacts of canflict, and rarely goes beyond the immediate first-orderimpacts. There
is limited research on the knock-on effects of violence, and on the wider and long-term impact of violence

against healthcare in conflict areas 8

6 Afzal & Jafar (2019, 55).
57 Afzal & Jafar (2019, 43, 55).
68 Afzal & Jafar (2019, 55).
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Surveys are the most commonly applied research design when studying the impact of vicience

Figure 35 illustrates the number of publications by research design, focusing exclusively on
publications that study the impact of violence. Similarly to studies of the nature of violence (RQ1), the
most commonly applied research design is surveys (53 per cent), with cross-sectional research (26
per cent), descriptive studies (14 per cent) and secondary analysis (12 per cent) also comparatively
common. Also mirroring the situation for RQ1, other types of research design such as longitudinal
research (2 per cent) are comparatively less common.

Figure 35. Number of publications by research design (RQ2 only)
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These results are reflected in the findings of systematic reviews of the impact of viclence against
healthcare. As noted below, the literature review identified relatively few (3) systematic reviews that
focus primarily or exclusively on impact, together with several other (6) reviews that study impact as
part of a broader scoped review. Where present, the assessments of the existing literature mirror
those presented for RQY, including poor quality data (including self-reporting of data). homogeneity
of research design,”® emphasis on cross-sectional methods and corresponding lack of longitudinal
studies,” and a lack of important and sufficiently granular information that would allow for more
complex and insightful analysis {such as information on the perpetrators and/or context of
violence).”?

8 Onwumere et al.
O Qnwumere et al,
"Onwumere et al,
2 Qnwumere et al,

2018), Afzal & Jafar (2019), Kim et al. (2017).
2018).

2018).
2018), Brunetti & Bamhi (2013).

P
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There are fewer systematic reviews of the impact of violence, and they are clustered within specific
perpetrators, targets, types and locations of viclence

Systematic reviews”™ provide useful insights into the literature on the impact of violence against
healthcare. The total number of such reviews (15) is much lower than total number of reviews relating
to the nature of violence.

The majority of reviews in this area focus on a small number of specific targets of viclence, including
healthcare workers (non-specific) (3), nurses (4), emergency medical staff (1) and informal caregivers
(1). Five reviews focus on specific perpetrators of violence, including healthcare workers (non-
specific) (2), patients (2) and nurses (1). Five reviews focus on specific locations of violence, including
emergency departments (3) and conflict environments (2). Five reviews focus on types of violence,
including bullying/lateral violence/incivility (2) and cyber (1). Only two reviews focus exclusively on the
impact of violence, whereas thirteen reviews combine the impact of wviolence with other
considerations, such asinterventions and the nature of viclence.

Table 4 highlights a number of areas where therg are currently no available systematic reviews,
perpetrators of violence including affiliated third parties and unaffiliated third parties (friends,
families, unaffiliated individuals, members of non-state groups, state representatives); targets of
viclence including patients, healthcare facilities and healthcare logistics; and types of violence
including physical violence, sexual viclence and structural forms of violence.

Table 4. Number of systematic reviews of the impact of violence by different areas of scoping

Scope defined Number of e . .
. . Specific criteria for systematic review
by... systematic reviews
.perpetrataraf 5 Violence carried put by HCW {non-specific) {2), patients {non-
viglence specific) (1), patients (psychiatric) (1), nurses (1)
.targetofviglence 9 Viclence targeting HOW (non-specific) (3), nurses (4). emergency
medical staff (EMS}{1), informal caregiver (1)
.type ofviolence 5 Types of violence including bullying, lateral vialence, incivility (3),
cyber (1), labour strike (1)
.location of 6 Emergency departments (3), conflict-affected environments {2),
vinlenge surgical envirgnment (1)

Note: Individual systematic reviews may be constrained by two or maore criteria.

There is onfy ane systamatic review of the impact of violence against healthcare in conflict, post-conflict and
fragfle environments

The literature review identified only one systematic review (in this instance, a scoping review) that
focuses on the impact of violence against healthcare in conflict, post-conflict and fragile

" The term ‘systematic review' is defined more broadly in this section to include all research that carries out systematic.
structured and comprehensive literature reviews, typically using protocol-driven datahase searches, Thisincludes meta-
analyses, scoping reviews and narrative reviews where applicable,
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environmeants. This review by Afzal and Jafar (2019) focuses on the wider and long-term impacts of
attacks on healthcare in conflict zones, and is described in more detailin Box 7 above.

74 Afzal & Jafar {2019),

56



25, Evidence on interventions countering violence against healthcare
(RQ3)

This section focuses on publications that investigate interventions countering violence against
healthcare. This includes publications that study the existing interventions and those that develop
and evaluate new interventions, such as tools, training, guidelines and policy.

Around a quarter of publications study interventions countering violence against healthcare

Around one quarter (25 per cent) of all publications identified in this review study interventions that
seek to prevent and/or mitigate violence against healthcare. This is fewer than half the number of
publications that study the nature of violence (RQ1), and similar to the number of publications that
study the impact of violence against healthcare (RQ2).” A slightly higher proportion observed within
literature specifically relating to conflict, post-conflict and fragile environments, with just under a
quarter (37 per cent) of such research examining interventions countering violence against
healthcare.

Figure 36. Number of publications by research question (RQ3 highlighted)
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A similar propartion of publications study existing intarventions and new interventions

Figure 37 illustrates the proportion of publications that study existing interventions compared to
those that study new interventions, and indicates that a relatively similar volume of research exists
across these two categories. Just over half (59 per cent) of publications study existing interventions,
and just under half (41 per cent} study new interventions. Studies of existing interventions include

s Publications on RQ3 are defined as sources that explicitly study interventions against violence asa primary component of
their research. This excludes sources that briefly outline the possible implications of their research. typically at the end of
the study. This categary would exclude. for example. a study that investigates the causes of violence in a clinical setting, and
suggests that the results could be used toinform predictive tools for violence, This category would include. however, a study
thatinvestigates the causes af violence ina clinical setting, and then designs a new tocl that includes incorporates these
results,
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research that measures the degree to which certain interventions are used, the extent to which they
are effective, and the perceptions of patients and healthcare workers regarding their use and
effectiveness. Specific examples include an evaluation of a violence reduction policy in an emergeancy
departmant in Paris,® an evaluation of changes in the Spanish penal code regarding violence against
health workers,” and perceptions of an aggression management training course for nurses.”® Studies
of new interventions include, for example, the development of new tools for measuring and predicting
violence, the development of new types of training to support healthcare workers to identify and
manage incidences of violence, and the development of new palicies and legal frameworks to provide
overarching support for the protection of healthcare services. Specific examples include a new tool to
predict the risk of violence in community forensic mental healthcare settings.”® a new interview
protocol to predict disruptive behaviour in physicians before they are hired 2 and the development
and trial of a new workplace violence prevention programme in an emergency departmantin [ran®

Figure 37. Proportion of publications that study existing vs. new interventions {RQ3 only)

8 Casaling et al. {2015).

7 Marinas-Sanz et al. (2016).

8 Heckemann et al {2016).
yanden Brink et al. (2010},

80 Sandy et al. {2014).

8" Hemati-Esmaeili et al. {2014),
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Box 8. Summary of findings from a scoping review of workplace violence interventions

Morphet et al (2018) conducted a scoping review to examine the evidence behind existing prevention and
management interventions for workplace violence. The review identified 20 studies of relevant interventions,
which included environmental risk management techniques {such as increasing visibility in hospital facilities,
reducing access to weapons. and the use of safe assessment rooms), consumer risk assessments (including
tools to predict violence based on customer questions and the use of breathalysers), staff education
programmes (including training on identifying risk, de-escalation techniques, and self-defence training), and
techniques for managing violent incidents (including aggression management teams and post-incident
support). The authors noted that some interventions. such as risk assessments. staff education and
aggression management teams, are supported by evidence in the literature. Otherinterventions, however,
have no supporting evidence in the literature, including widely used techniques such as zero talerance
palicies, incident reports and duress alarms ® There are also methodalogical limitations in existing research,
including the cancurrent evaluation of multiple simultaneous interventions, which makes it difficult to
attribute outcomes toindividual intervantions®

Box 9. Summary of findings from a systematic review of risk assessment tools for psychiatric patientsin
China

Zhau et al (2016) reviewed existing evidence on risk assessment tools for predicting viclence and aggression
in psychiatric patients in China. The review identified 30 studies. six of which described toaols for predicting
aggressian. and 24 of which described tools for predicting violence. Studies were anlyincluded if conducted in
mainland China. Atotal of 15 different toals were identified, seven of which were originally developed in
Western countries, and eight of which were developed in China. Toals generally scored relatively high for
reliability, but were almaost all assessed as either paor or moderate for predicting instances of violence. Toals
developed in Western countries were less effective when applied to the Chinese cantext, with the authors
concluding that there is little evidence to suppart the use of Western-developed violence risk assessment
instruments in China.

Research in conflict, post-conflict and fragite environments focuses primarily on axisting interventions

Figure 38 presents a more granular breakdown of existing publications on interventions, focusing
exclusively on those relating to conflict, post-conflict and fragile environments. Most publications (53
per cent) describe existing or previous interventions, such as measures taken to protect hospitals
from attack® or provide clarification and guidance on existing international humanitarian law.®
Fewer studies provide more detailed examinations or evaluations of existing or previous
intervantions. These reports tend to provide narrative descriptions of perceived advantages and
disadvantages of interventions as cpposed to more detailed evaluations, although there are

8 Morphet et al, (2018, 621, 630).

8 Morphet et al, (2018, 629).

81 See, for example, Bar-El et al, (2009),
8 See, for example, ICRC (2013h).
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exceptions.® New or additional interventions are presented primarily as recommendations towards
the end of publications. These recommendations tend to be relatively brief and are not examined in
detail. Fewer studies describe new or additional interventions in more detail, and most sourcesin this
category are guidance documents produced by the ICRC on implementing more effective procedures
to protect healthcare workers in conflict areas® Only two studies seek to develop and/or evaluate
new interventions: one examines tele-education for training civilian physicians in Irag.® and the other
looks at rebuilding health systems in post-conflict environments®®

Figure 38. Number of publications on interventions by type of study {RQ3 only; conflict, post-conflict and
fragile environments only)

Number of publications
B o m

LS}

Describes exishing inteeventions  Examines/evaluotes existing  Recammends new/addilional  Exemines new/addifional Develops and/or evaluales
interventions interventions (less detail) interventions [more detail) new inferventions

8 See, for example, Balalian et al. (2014),
8 See, for example, ICRC (2015c).

8 Donaldson et al. {2011}

8 Kruket al. (2010),
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Studies of existing interventions primarily use secondary data analysis and survey research designs

Figure 39 outlines the research designs used to investigate existing interventions. The most common
form of design is secondary analysis (34 per cent}, which includes literature review (both non-
systematic and systematic), document review and analysis of secondary datasets. Surveys (23 per
cent) are also comparatively common, although used much less frequently than for studies of the
nature (RQ1) or impact (RQ2) of violence. Systematic reviews (10 per cent) and cross-sectional
studies {9 per cent) are also used. Other research designs are comparatively less common or do not
feature at all, including experimental/quasi-experimental studies (2, 1 per cent} and longitudinal
studies (1, <1 per cent).

Figure 39. Publications on existing interventions by research design
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Studies of naw interventions primarily use evafuation, survey and experimental/quasi-experimental research
approaches

Publications on new interventions most commonly apply evaluation approaches (18 per cent),®® survey
designs (18 per cent) and experimental/quasi-experimental designs (12 per cent). A number of
research designs are used to study new interventions that feature comparatively less frequently in
other areas of research, including longitudinal research {4 per cent) and pilot studies (1 per cent).
Research designs including secondary data analysis (5 per cent} and cross-sectional research (1 per
cent) feature less frequently when compared to publications on existing interventions.

%0 Note that, as elsewhere in the study, the data mapping applied to research designs is non-exclusive. meaning each source
may be tagged to one or more types of research, Evaluations may use a number of study designs, as detailed in Figure 39,
including surveys. experimental/quasi-experimental designs and case study analysis.
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Figure 40. Publications on new interventions by research design
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Studies of existing interventions focus most frequently on training, policy, and tools, measures and techniques
Figure 41 indicates that studies of existing interventions focus on & range of different types of
intervention, including training, policies and strategies, and tools, measures and techniques for
managing violence against healthcare. This includes studies that evaluate existing and pilot
interventions, such as violence management training for medical staff” governance policies in
Ching,®? security responses to violence in Australian hospital emergency departments®® reporting
mechanisms for violence against nurses® and risk assessment tools for predicting violence in
psychiatric settings.® Guidelines are comparatively less common, as are studies of legislation and/or
other legal aspects of managing violence.

" Schwartz & Bjorklund {2019).
92 7hang & Feng (2017).

% Mitra et al. (20M8).

% Hogarthetal, (2015},

% Langton et al. (2003}
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Figure 41. Type of intervention {studies of existing interventions only)
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Studies of new interventions facus most frequently on training and tools, measures and techniques

Studies of new interventions focus primarily on the development, implementation and evaluation of
either training and/or new tools, measures and technigues for managing violence. This includes, for
example, the development of new aggression management and violence prevention training for
nurses,® the trial and evaluation of de-escalation tachniques for healthcare providers in Karachi,”
the development of new tools for predicting violence in patiants®® and the adaptation of existing tools
for use in different settings, such as Turkey® and China.'®® Fewer studies consider the development of
new policias or strategies, or the development of new guidelings and legal frameworks.

% Binil gt al. (2017).

% Baig et al. (2018).

B yWilkes et al. (2010).
% Moursel et al. (2013},
190 Pien et al. {2019),
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Figure 42. Number of publications by type of intervention {(studies of new interventions only)
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Studias in conflict, post-canflict and fragite environments focus more on policy/strategy and fegislation

Figure 43 provides a breakdown of the type of interventions studied in the literature relating to
conflict, post-conflict and fragile environments. In contrast with the overall evidence base, therg is a
stronger focus on policy/strategy and the legislative aspects of viclence against healthcare, and
comparatively fewer studiegs that consider training interventions. A number of studies (10) consider
tools, measures and techniquas to combat violence against healthcare, although these range from
individual protection measures used by healthcare workers to protect themselves in conflict
environments'” to recommendations for improved data collection mechanisms to support more
evidence-based initiatives.'%?

Figure 43. Number of publications by intervention type {conflict, post-conflict and fragile environments
only)
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Where spacified, studigs consider interventions to be effactive to some degree

Figure 44 illustrates the proportion of studies that consider evaluations to have been effective, mixed
or ineffective in managing violence. This is based on self-reported measures of effectiveness, and
refers only to studies where this information can be inferred with a reasonable level of confidence
from the source itself. Figure 44 indicates that around two thirds of publications (67 per cent)
consider their interventions to be effective. Fewer studies consider their interventions to be either
ingffective (15 per cent) or neither effective nor ineffective (18 per cent). Similar proportions are
observed for studies of existing interventions and studies of new interventions.

There may be & number of reasons behind this observation, such as biased qualitative interpretation
of statistical results, and selection bias for successful and significant results in peer-reviewed
journals. Interestingly, these findings contrast in part with the assessments provided by existing
systematic literature reviews and meta-analyses on the effectivenass and overall quality of the
evidence base on existing interventions. Some reviews identify interventions that are considered
effective, such as some aggression management training interventions in psychiatric hospitals,'® and
some prevention and management tools for occupational violence in healthcare settings.® Other
reviews, however, find little or no evidence to support the effectiveness of cartain interventions, for
example citing a lack of evidence on the effectiveness of interventions for emergency services
personnel'® and a lack of evidence on effective preventative programmas for countering workplace
viglence in China.'%

Figure 44. Publications according to self-reported success of intervention

03 Livingston et al. {2010).
04 torphet et al. (2018},
05 Maguire et al. (2017).
06 Hall et al. {2018).
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Systematic reviews of interventions focus on violence carried out by patients, targeted towards healthcare
workers, and carried out in emergency departments and psychiatric settings

A total of 28 systematic reviews'”” were identified that study existing literaturg on interventions
countering violence against healthcare. Reviews focus primarily on violence carried out by patients
(8) and targeted towards healthcare workers (13), and located in either emergency departments (5)
or psychiatric settings (7). Few studies focus on specific types of violence, with lateral violence (1) and
cyber-enabled violence (1) the only available examples. Systematic reviews in this area explore a
number of different types of intervention, including training {3), risk assessmeant tools (3), personal
protection measures (1), patient-involved interventions (1), smoke-free hospitals (1), and secondary
and tertiary interventions (1).

As noted above, existing systematic reviews and meta-analyses provide mixed findings regarding the
effectiveness of existing interventions. Although some reviews identify effective interventions
supported by evidence in the literature,® most highlight a lack of effective interventions and limited
available evidence. This includes interventions in emergency medical settings® psychiatric
settings," and general hospital settings' All the identified systematic reviews focus on
interventions in non-conflict environments; no reviews were found that identify and/or assess the
effectiveness of interventions in conflict environments.

07 The term ‘systematic review' is defined more broadly in this section to include all research that carries out systematic,
structured and comprehensive literature reviews, typically using protocol-driven database searches. This includes meta-
analyses, scoping reviews and narrative reviews where applicable,

08 This review studied literature on the transition to smoke-free psychiatric hospitals and the associated impact on patient
aggressian.

109 See, for example, Livingston et al, {2010), Ramesh et al. (2M8). Heckemann et al, (2015}, Ghosh et al. {2019, Tishler et al.
{2013), Morphet et al. {2018).

"0 Taylor & Rew {2010). Maguire et al. {2017}, Cabilan & Johnston {2019}, Ramacciati et al. (2018), Anderson et al, (2010},
Ramacciatiet al. (2016).

" Nevenet al. {2019), Zhou et al. (2016), Eidhammer et al. (20714). Hallett et al. (2014).
"2 Hall et al. {2018), Perkins et al. (2017). Price et al. (2015),
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Table 5. Number of systematic reviews of interventions against violence by different areas of scoping

Scope defined Numberof e . .

. . Specific criteria for systematic review
oy... systematic raviews
..perpetrator of 1 Violence carried out by HOW (nan-specific) (1). nurses {1), physicians
violence {1, patients (non-specific) {4), patients (psychiatric) (4}
.target of viclence 13 Violence targeting HCW (non-specific) (5), nurses (6), emergency

medical staff (EMS) (13, physician {1)

..type ofviolence 3 Types of violence including lateral violence (1), cyber (2)
.Jacation of 14 Locations of vialence include emergency departments (5),
violence psychiatric setting {7, acute care setting (1). conflict areas (1)
..type of 14 Specific types of intervention include training {3), risk assessment
intervention tools {3), personal protection measures (1), patient-involved

interventions (1), aggression management techniques (2). smoke-
free hospitals (1. coping strategies {1), health research capacity
building (1), secondary and tertiary interventions {general) {1)

Note: Individual systematic reviews may be canstrained by two or mare criteria.

A comparison of the results in Table 5 with the categories outlined in Section 2.2 highlights areas
where there are currently no systematic reviews in the literature: perpetrators of violence including
by affiliated third parties and unaffiliated third parties (friends, families, unaffiliated individuals,
members of non-state groups, state representatives); targets of violence including patients,
healthcare facilities and healthcare logistics; types of viclence including physical violence, sexual
violence and structural forms of violence; and typas of intervention including guidelines, palicies,
strategies and legislation/legal interventions.

There fs only one systaematic review of inferventions countering violence against heafthcare in conflict, post-
conflict and fragile environments

The literature review identified only one systematic review (in this instance, a structured narrative
review) that focuses on interventions against healthcare in conflict, post-conflict and fragile
environments. This review by Bowsher et al. (2019) focuses on health research capacity building in
low- and middle-income countrigs, and draws on evidence from conflict, post-conflict and low-
income environments. The research, however, found only three relevant sources relating to post-
conflict environments, and no relevant sources covering conflict environments, indicating that there
has beenvery limited research in thisarea."

S Bowsher et al, (2019, 7).
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3. ldentification of research gaps

An ‘evidence gap’ may be defined as a topic or area forwhich missing or insufficient information limits
the ability to reach a conclusion. The existence of evidence gaps can limit the ability of decision
makers — including leaders, policymakers, and practitioners — to make informed choices on important
real-world matters. This can lead to unsuitable or sub-optimal outcomes, as the absence of
trustworthy and relevant information may force decision makers to use less reliable sources of
information as the basis of their choices. It is therefore important to identify, prioritise and — where
possible — rectify research gaps in order to support more informed decision making in the future,

This chapter focuses on the identification of research gaps in the existing evidence bass. As
described in Chapter 1 and presented in Figure 45 below, research gaps were identified and refined
through a series of internal workshops that combined findings from the structured literature review
(Chapter 2) with insights gathered from 14 key informant interviews (with 15 interviewees) with
stakeholders from academia, government and NGOs,

Figure 45. Research method and research questions for Chapter 3

Method 1: Method 2:
Structured literature review Key informant interviews
\
- Method 3:
| Internal workshops

v

RQ4
Research gaps

This chapter identifies 23 research gaps, which have been categorised into six over-arching
categories: 1) research gaps on the nature of violence against healthcare; 2) research gaps on the
impacts of viclence against healthcare; 3) research gaps on interventions to reduce, prevent and
mitigate viclence against healthcare; 4) research gaps in specific contexts of violence; 5) research
gaps in data collection; and 8) research gaps in ressarch methods. Each research gap, as presented
below, includes a summary, description, implications, and areas for future research, as well as ranking
for impact, feasibility of implementation, and most relevant stakeholder. All rankings are out of 23
(corresponding to 23 research gaps), with lower numbers corresponding to higher ranks (i.e. higher
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impact and lower barriers to implementation). This ranking is based on the research prioritisation
workshop and scores, as described in more detail in Chapter 4.

Figure 46. Six clusters of research gaps
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3.1. Research gaps onthe nature of violence against healthcare

Several research gaps were identified with regard to the nature of violence against healthcare: 1) the
motivations of perpetrators of violence; 2) the contextual drivers of viclence; 3) the loss of legitimacy
of service for healthcare workers in conflict areas; 4) the gender dynamics of violence; and 5) specific
subsets of perpetrators, targets and types of violence.

Research gaps in this area point to a lack of understanding of the underlying dynamics (i.e. the why?)
of violence against healthcare. Why do people carry out violence against healthcare? How is this
influenced by local context? Why does it eccur in conflict areas? What is the role of gender? And how
does this differ between different types of perpetrators, targets and types of viclence? Gaps in
existing research limit a comprehensive understanding of the nature of violence against healthcare,
which in turn limits the development of interventions that are effective in different contexts and for
different types of violence.

Figure 47. Research gaps on the nature of violence
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Research Gap #1: Motivations of perpetrators of violence against healthcare

Summary of research gap:

Existing research on the origins of violence against healthcare focuses primarily on antecedents™ or predictors of
violence. The motivations of perpetrators of violence are seemingly less well understood.

Oescription of research gap:

Interviewees™ highlighted a lower level of understanding as to ‘why' perpetrators commit violence against healthcare,
including the underlying factors or motives {e.g. psychasocial, situational). how they interact, and how this differs between
different perpetrators ofviolence in different contexts (e.q. actors in conflict and non-conflict zones) and different types
of actors {e.g. state or non-state actors). This is also reflected in the review of the evidence base, with Figure 29 in Chapter
2illustrating that the majority of sources that study the nature of violence facus on either the prevalence of vinlence
and/or antecedents of violence, with relatively fewer sources considering the causes of violence against healthcare.

Implications of research gap:

An absence of research on the motivations behind violence against healthcare not anly constitutes a lack of
understanding of the topic, but may alsa mean that considerations of motivations of vinolence are more difficult to include
in policies, tacls and ways of working that attempt to pre-emptand protect victims of viclence in healthcare settings. This
refers not only to short-term measures where there is an immediate risk of viclence. but also to long-term measures that
seek to address the motivations and drivers that underpin ongoing or recurrent instances of violence, A nuanced
understanding of motivations may enable more effective and tailored interventions.

Areas for future research:

Future research may seek to identify and understand the motivations behind vialence against healthcare. This may include
research on the context-specific motivations of violence, such as targeting choices or madus operandi, as well as the
motivations of specific types of perpetrator, such as individual patients. friends/family and state/non-state actors. This
research may be case-specific or seek to generalise across similar contexts, and may draw on existing research in other
fields of study, including political science and international relations.

Impact 8 Implemeantation

22 Most relevant to; Researchers
rank: rank:

{Note: for each research gap. ‘impact rank’, ‘implementation rank’ and 'maost relevant to’ refer to the results from the
research pricritisation; see Chapter 4 for more detailed descriptions of methods and scores).

" ‘Antecedents of violence refers specifically to indicators of viclence that may be observed or measured before an
incidence of viclence takes place, and which may then be used to predict incidences of violence ahead of time, These
antecedents are usefulin developing tools that enable healthcare workers to pre-empt incidences of violence and thus take
action before they occur,

"5 RAND Europe interviews with interviewees 2, 6 and 9,
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Research Gap #2: Contextual drivers of violence against healthcare

Summary of research gap:

The contextual drivers of violence against healthcare include not anly the conditions present in instances of violence
against healthcare, but alse the contextual factors or dynamics that lead to or precipitate such instances, This may include
a wide range of different factors, including local politics. economic factors, social norms and other drivers of violence.

Oescription of research gap:

Viclence against healthcare does not occur asan isolated interaction between a perpetrator and victim, but rather within
a wider ecosystem of complex contextual factors that may contribute to orinsome way influence its occurrence. In
conflict enviranments. for example, violence against healthcare takes place in the midst of a range of conflict dynamics
that can drive the politicisation and militarisation of healthcare, " Similarly. historical and socio-cultural factars can also
lead to the prevention of violence against healthcare due, for example. to the perceived legitimacy of healthcare and
strong cultural norms.7 Whilst the literature review identified a number of sources that examine antecedents of violence
{see Figure 29}, these focus predominantly on high- and upper-middle-income (32 per cent) and nan-conflict (95 per
cent} areas, and appearto concentrate primarily on micro-level antecedents and predictars of violence, such asthe
individual characteristics of perpetrators. There is less research that concentrates on the macro- and meso-level drivers
of violence against healthcare. or on contextual drivers in conflict areas and low-income/lower-middle-income countries.

Implications of research gap:

An absence of researchinto contextual drivers natonly inhibits a more complex and nuanced understanding of violence
against healthcare, but may also inhibit the development of mare comprenensive interventions that address the wider
causes of vinlence, Interventions that do not acknowledge the complexity of the violence may not only be less effective, but
inseme instances may lead to contradictory efforts and unintended effects that are rocted in incomplete ar insufficient
understandings of the context-specific drivers of viclence,®

Areas for future research:

Research on the contextual drivers of violence against healthcare may focus on identifying drivers within specific
instances of vialence, or may seek to conceptualise and understand the comman contextual drivers that underpin viclence
against healthcare acrass multiple contexts. Existing waork in this space points to several approaches that could
contribute to this inquiry, including complexity analysis.® Thisin turn may lead toa more holistic and camprehensive
understanding of violence against healthcare that supports the development of more comprehensive, effective and long-
term policy interventions,

Impact 8 Implemeantation

12 Most relevant ta: Policymakers
rank: rank:

"8 RAND Europe interview with interviewee 8.

" RAND Europe interviews with interviewees 1,4, 7,8 and 11,
18 RAND Europe interviews with interviewees 7.8 and 9.

"9 Salzmann-Erikson & Yifter (2019).
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Research Gap #3: Loss of legitimacy of service for healthcare workers in conflict areas

Summary af research gap:

Thereis a perceived loss of legitimacy of service impacting the delivery and protection of healthcare in conflict-affected
areas. This trend has not been captured or examined extensively in existing literature,

Description of research gap:

Legitimacy of service refers to the perception of the legitimacy of humanitarian interventions, in this case, healthcare
delivery, and the expectation that all sides will respect international law and not target the provision of healthcare.
Healthcare workers appear to be increasingly targeted in conflict zones, and in same instances, healthcare workers no
longer identify themselves as members of the medical profession {e.0. by displaying a red cross or MSF logo) as thisin itself
increases the prohahility of attack.'® Interviewses attributed this to loss of legitimacy of service. althaugh they
highlighted a lack of research on the precise nature of the phenamenaon, the drivers of this change and the ways in which
legitimacy of service could be restared such that healthcare workers are not targeted in conflict areas.™

Implications of research gap:

Humanitarian organisations, including those that deliver healthcare provision, arein some cases adapting their own ways
of aperating in order to better protect healthcare workers. Examples identified by interviewees include travelling in
unmarked vehicles and not wearing marked medical clothing,'? Whilst this may increase security in the short term. the
nature and drivers of this phenomenon are less well understeod, which in turn restricts the abilities of aid agencies and
government actors to take a mare leng-term. systematic and upstream approach to restoring legitimacy of service. This
places healthcare workers at continued high levels of risk, and reduces the availability and effectiveness of healthcare
delivery in conflict environments,

Areas for future research:

Research in this area may focus not only on the prevalence of the issue, but also on establishing the drivers and possible
mechanisms for restoring legitimacy of service in conflict areas. A greater understanding of the drivers and possible
measures to counteract the loss of legitimacy of healthcare workers in conflict environments would support more
effective interventions, which in turn may enable healthcare workers to cperate more safely in conflict environments
without additional security measures. This not only protects the individuals themselves, but also supports the cantinued
delivery of service in environments that may otherwise not receive access to healthcare.,

Impact ” Implementation

20 Most relevant ta; Practitioners
rank: rank:

20 RAND Europe interview with interviewee 5.
2" RAND Europe interviews with interviewees 1.4, Sand 15,
22 RAND Europe interview with interviewee 5.
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Research Gap #4: Gender dynamics inviolence against healthcare

Summary af research gap:

The role of gender dynamics in violence against healthcare is currently under-researched in the literature.

Description of research gap:

The role of gender dynamics inviolence against healthcare was cited by interviewees as animportant research gap in the
existing evidence base. Whilst healthcare is often provided by female medical staff. thereis insufficient research on the
rele of gender and the nature and impact of violence against female healthcare workers. This includes researchon
whether gender creates incentives to cammit violence, whether female healthcare workers are disproportionately
targeted by violence, and towhat extent perpetrators commit violence against healthcare workers because they are
female or because they are healthcare workers. Violence may disproportionately affect female patients by disincentivising
women from seeking professional healthcare.”* and female healthcare workers in conflict areas may be less likely to
provide information on viclence, leading to biases in data and to research that focuses mare on the experiences and
perspectives of male healthcare workers? This latter point, however, appears contested amongst stakeholders,
suggesting that additional research is required to understand the extent and nature of gender biases in existing data 2

Implications of research gap:

Alack of focus on the gender dynamics of violence against healthcare limits the degree to which the nature and impact of
violence against healthcare can be fully understood. It prevents a more nuanced understanding of the various roles and
experiences of violence. in particular for women, whichin turn may inhibit the development of more effective interventions
that address the challenges faced by women in this domain. Male perspectives may be dispropartionately represented in
the literature, which may lead to incamplete conclusions that do not adequately reflect the experiences of women,
although this requires further research,

Areas for future research:

Research anviolence against healthcare should seek to address existing genderimhbalances and ensure that women are
equally represented in the literature, Research on the role of gender inviclence against healthcare may seek to discern the
similarities and differences in gendered experiences of violence, and identify the degree and ways in which women arg
dispropertionately targeted and impacted, Research inthis area may also seek to empirically measure the bias in the
research toyards male samples, Researchers recruitment practices should be farmulated to incentivise the inclusion of
female healthcare workers, whilst taking into account potential cultural sensitivities, Addressing this research gap may
lead to more diverse and representative research that enhances the robustness, veracity and nuance of the evidence base.

Impact 20 Implementation 4 Most relevant ta Practitioners
rank: rank: rank:

123 RAND Eurgpe interviews with interviewees 2, 3. 7and 11,
24 RAND Europe interview with interviewee 10,
25 RAND Europe interview with interviewee 11,
26 RAND Europe interview with interviewee 15.
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Research Gap #5: Specific subsets of perpetrators, targets and types of violence

Summary of research gap:

Lowervolumes of research are observed with regard to specific perpetrators, targets and types of violence against
healthcare.

Description of research gap:

The literature mapping in Chapter 2 identifies subsets of perpetrators. targets and types of violence. Some areas. such as
violence against nurses. feature heavily inthe literature. whereas others, such as staff-initiated violence by nurses against
patients grviolence between healthcare workers and friends/families of patients, feature less commonly in the literature.
Lowervolumes of research in these areas may reflect lower prevalence and/or lower impact of these types of violence, and
it is not expected that all subsets of perpetrators, targets and types of violence should be treated equally in the literature;
a lower valume of research initself does not constitute animportant or relevant absence. Nonetheless, hased on the
analysis conducted in Chapter 2, it is passible to identify a number of areas where there is an empirically lower volume of
research, including:

e  Alternative forms of physical and psychological violence. including theft, looting, blockades, arrests, structural

forms of violence

e  Vinlence carried out by third parties {affiliated and unaffiliated)

e Violence targeting non-human targets, such as facilities and logistics

e Violence targeting patients

e Vinlenceinnon-medical settings

Implications of research gap:

Alowervolume of research in these areas does not necessarily mean that additional research is required, nor that it would
add significant value to the existing evidence base. However. in areas where a high prevalence orimpact of violence is
experienced, a lowervolume of research may inhibit a full understanding of the nature and impact of violence, and the
degree and ways in which this violence may be addressed.

Areas for future research:

Future research should focus onareas that would add value to the existing evidence base and support the development of
effective and impactfulinterventions, Where relevant, additional research into different subsets of perpetrators, targets
and types of viclence against healthcare would facilitate a greater understanding of the nature and impact of specific
types ofviolence, and may support the development and implementation of tailored interventions, Researchin these areas
would broaden the range and depth of study in the field of violence against healthcare more generally, which may lead to a
more complete and robust evidence base.

Impact 20 Implementation

4 Most relevant to: Practitioners
rank: rank:
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Table 6. Summary of research gaps on the nature of violence against healthcare

Research gap

Description

Motivations of
perpetrators against
healthcare

Contextual drivers of
violence against
healthcare

Loss of legitimacy of
seryvice for healthcare
workersin conflict-
affected areas

Gender dynamics in
violence against
healthcare

Specific subsets of
perpetrators, targets
and types of violence
against healthcare

Existing research on the causes of violence against healthcare focuses primarily on
antecedents ar predictors of violence, While these considerations are useful in
developing tools that enable pre-emptive and preventive strategies, there is a lower level
of understanding as towhy perpetrators commit violence against healthcare. This
includes various underlying factors (e.g. psychosocial, situational). how these factors
interact with each other, and how they vary in different contexts.

Viclence against healthcare does not occuras anisolated act but rather takes place
within a wider ecosystem of contextual factors. In contrast to micro-level predictors.
these mesc-and macro-level contextual factors are less well understood inthe
literature, This refers, forexample, to historical and socio-cultural factors, as well as
wider conflict dynamics where applicable.

Healthcare workers working in conflict-affected areas perceive a loss of legitimacy of
service, whichis impacting on the delivery and safeguarding of healthcare in conflict-
affected environments. This trend has not been examined extensively in the existing
literature. and its drivers remain poorly understood.

Whilst healthcare is often provided by female healthcare workers. there is an absence of
research on the role of gender dynamicsin violence against healthcare, This includes
whether gender creates certain incentives to commit violence, whether female
healthcare workers are targeted mare often, and whether the impact of violence against
healthcare disproporticnately disincentivises women from seeking professional
healthcare arwaorking as service providers in certain contexts.

Certain types of violence. victims and perpetrators feature prominently in the literature,
suchas physical viclence against nurses. However, other subsets are less well
researched. This includes, for example, alternative forms of physical violence {e.g. theft,
looting, blockades, arrests), violence carried cut by third parties, and structural forms of
viglence,
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3.2. Research gaps onthe impacts of violence against healthcare

Two research gaps were identified with regards to the impacts of violence against healthcare: 1) the
wider impacts of violence; and 2) the impacts of security policy on healthcare. These gaps are labelled
#6 and #7 respectively.

A lack of understanding of the full scale of impacts of viclence against healthcare (#6) poses clear
challenges to formulating effective interventions in this space. A limited or narrow understanding of
impact may, for example, lead to under-investment in specific prevention or mitigation measures, or
conversely, may result in misdirected over-investment in ineffectual interventions,

The evidence base may alsc benefit from further research specifically on the indirect impacts of
security policy and legislation on healthcare (#7). This was highlighted by a number of interviewees as
a fundamental tension in existing national and international policy and legislation, with both
researchers and practitioners alike expressing uncertainty regarding the potential impact of security
policy and legislation on the ability to deliver healthcare services, in particular in conflict areas.

Figure 48. Research gaps on the impacts of violence

6 — Wider impacts
of violence

7 — Impacts of
security policy
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Research Gap #6: Wider impacts of violence against healthcare

Summary af research gap:

Existing research on the impacts of viclence against healthcare focuses primarily on immediate and measurable outcomes,
such asthe impact on healthcare workers and the delivery of healthcare services to patients. There is less researchon the
widerimpacts of violence against healthcare.

Description of research gap:

Violence against healthcare is undoubtedly a harmful phenomenaon, Existing research focuses primarily on its immediate
and measurable outcomes,”? and in particular the interpersonal impact of viglence and the immediate impact on the
delivery of healthcare. as described in Figure 33 in Chapter 2. Whilst these areas provide some ingight into the negative
impact of violence against healthcare, they do nat capture its full extent. There is less evidence an the broader impacts of
violence beyond the immediate outcomes of attacks, including second- and third-order impacts that do not occuras a
direct outcome of vialence, but nanetheless occur asaresult of violence against healthcare, This also refers to wider
societal-level impacts, such as overall decreases inwell-being or prolongation of conflicts due to increased levels of
distrust between opposing sides,?® Specifically in conflict areas, the absence of research on wider impacts is also
illustrated in Figure 34, and described by Afzal & Jafar (2019),

Implications of research gap:

Alack of research into the wider impacts of violence limits existing understanding of the overall impact of viclence against
healthcare, This may lead to under-investment in measures to prevent or mitigate violence against healthcare, and may
also inhibit the development of interventions that seek to address its wider impact. While existing analysis has supported
advocacy onviolence against healthcare, interviewees highlighted the need for mare sophisticated analysisinorder to
move beyond advocacy.™

Areas for future research:

Filling this research gap may require analysis of the secondary and tertiary impacts of violence. These second- and third-
order effects could extend beyond healthcare. with relevance to political, economic, social and legal disciplines. This may
include additional forms of data collection and analysis, as well as the development of frameworks and methods for
canceptualising and measuring more indirect impacts, such as the structural impacts of violence. Further researchin this
area may suppart a more complete appreciation of the full cost of violence against healthcare. This may not only help with
global advocacy, but alsc support countermeasures with an appreciation for the full impact of viclence against healthcare.

Impact 3 Implementation

12 Most relevant to; Policymakers
rank: rank:

27 RAND Europe interviews with interviewees 1,4, 6 and 8,
28 RAND Europe interviews with interviewees 1,4, 6and 8,
129 RAND Europe interviews with interviewees 3 and 10,
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Research Gap #7: Indirect impacts of security policies on healthcare

Summary af research gap:

Thereis little researchon the indirect impact of national and international security policies and legislation on healthcare
delivery, ™

Description of research gap:

Security policies and security legislation are an important part of a state’s security provision. Such policies, however, may
impact on the delivery and uptake of healthcare services by placing healthcare workers at risk of prosecution if they treat
certain subsets of patients™ Counterterrorism policies were highlighted as one such example. with healthcare workersin
certain contexts liable to be prosecuted if they treat terror suspects.® This not only challenges medical neutrality, but
may also lead to additional psycholegical pressures caused by the ethical and moral dilemmas imposed on healthcare
warkers by the criminalisation of certain activities. The degree to which these pelicies impact on the uptake of healthcare
is unclear, but certain populations may be excluding themselves from healthcare services.

Implications of research gap:

Alackof understanding of the indirect impacts of security policies and legislation may lead to appraisals that do not fully
capture their benefit or cost to society. A lack of research may also inhibit adaptations to existing or future security
policies and legislation that provide better protection to healthcare workers. It may also reduce the likelihood of effective
countermeasures heing introduced that support healthcare workers in managing ethical and moral dilemmas.

Areas for future research:

Future research in this area may seek to canceptualise and measure the impact of security palicies and legislation on the
provision of healthcare, and identify additional steps that may be taken to protect healthcare waorkers whilst still retaining
their effectiveness. Studies may take a qualitative angle and seek to understand the ways in which different security
paolicies affect the provision of healthcare, or a quantitative angle that estimates the negative externality of given security
policies and legislation. Investigating the wider effects of security policies may contribute to our existing understanding of
the different forms of violence faced by healthcare workers. and may support the development of effective measures that
provide suppart to healthcare workers and patients wha are dispropartionately affected by security policies and
legislation,

Impact 15 Implementation

7 Most relevant ta: Policymakers
rank:; rank:;

80 Note that this research gap does not refer to the securitisation of healthcare. but rather the impact of security policies
and laws on healthcare.

S'RAND Europe interviews with interviewees 2, 3. 6and 15,
152 RAND Europe interviews with interviewees 2,3, 6. 15.
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Table 7. Summary of research gaps on the impacts of violence against healthcare

#  Researchgap

Description

6  Widerimpacts of violence
against healthcare

7 Indirect impacts of security
policies on healthcare

Thoughviolence against healthcare is suspected to have wide-ranging impacts.
these are not well understood beyond the immediate and measurable outcomes
ofviolence cnitsvictims, Existing research appears to focus on the interpersonal
impacts of violence and the immediate impact on healthcare delivery, while the
second- and third-order impacts, far example on the wider economic cost of
violence orthe prolongation of conflict, are significantly less well understood.

National-level security policies are known to have indirect but potentially
detrimental impacts on healthcare delivery, These impacts, including the
criminalisation of healthcare in the context of counterterrorism.™ remain under-
researched. Such policies may, hawever, have profound impacts on healthecare,
including by exerting psychological pressures on healthcare workers and
challenging medical neutrality.

53 This refers to instances where healthcare workers may be prasecuted for providing healthcare services to terrarists or
individuals affiliated with terrorist organisations. See, for example, Buissonniere et al. {2018),
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3.3. Research gaps on interventions to reduce, prevent and mitigate
violence against healthcare

Three research gaps were identified regarding interventions to reduce, prevent and mitigate violence
against healthcare: 1) the design and evaluation of organisational aspects of interventions; 2)
longitudinal evaluations of interventions; and 3) the role of different stakeholders in addressing
violence against healthcare. These research gaps are numbered #8, #9 and #10 respectively.

Research in this space has direct applications for formulating more effective interventions
countering violence against healthcare. Understanding the organisational and long-term aspects of
interventions may support the development of more comprehensive and sustained interventions that
not only protect healthcare workers and patients from individual instances of violence, but may also
lead to the development of interventions to reduce the long-term frequency and impact of violence
against healthcare. Understanding the role of different stakeholders is considered a key component
of reducing violence against healthcare, in particularin conflict areas, and links to broader comments
on the importance of interdisciplinary approaches to research (see research gap #20).

Figure 49. Research gaps on interventions

10 — Roles of
different
stakeholders

8 — Organisational
aspects of
interventions

9 — Longitudinal
evaluations
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Research Gap #8: Design and evaluation of organisational aspects of interventions

Summary of research gap:

Research oninterventions focuses primarily on changes at the individual level. There is less research on arganisational-
levelinterventions that address issues such as organisational culture or systemic hierarchies.

Oescription of research gap:

As described in Section 2.5, there is a hody of work within the existing literature on interventions that seeks to prevent,
reduce and/or mitigate the prevalence and impact of viclence against healthcare. These interventions, however, are more
commanly designed and implemented at the individual level, with interventions such as training intended to support
individual patients or healthcare workers to identify and manage instances of violence. Figure 41and Figure 42 in Chapter
2 indicate that the majority of research on interventions focuses either on training or the development and introduction of
tools, measures and technigues to manage individual incidents of violence, There is less research on organisational-level
interventions. including considerations such as organisational culture, structures and systems of management,’
although the literature review did identify a number of studies of palicies and strategies to reduce violence,

Implications of research gap:

Alack of research on the organisational aspects of interventions limits existing understanding aof the degree to which
organisational considerations may add to and complement existing interventions. Factors such as crganisational culture
may limit the degree towhich individual interventions are maintained beyond the initial pericd of testing. and may also
influence their effectiveness indifferent organisational contexts. & lack of research in this area mayalso limit the
effectiveness of organisational-level interventions, such as changes inorganisational policy or internal operating
procedures. Finally, a focus on organisational-level interventions may shift the responsibility for combatting violence
against healthcare from the individual and onto the system. which may lead to beneficial second-order consequences such
as reducing burnout rates among healthcare staff.

Areas for future research:

Researchinto organisational-level interventions may seek to understand the ways in which organisational-level
considerations contripute to and ameliorate — or, alternatively, enable and allow — violence against healthcare, Research
may focus on the organisaticnal aspects of existing interventions, or seek to develop new types of intervention that focus
directly on organisational considerations such as culture or structure, An understanding of the arganisational factors
invalved ininterventions may also help to explain differences inthe effectiveness of interventions across different
contexts,and may support more effective translation of interventions from one context to another.

Impact 15 Implemantation

7 Most relevant tao: Practitioners
rank: rank:

54 RAND Europe interviews with interviewees 7and 12,
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Research Gap #9: Longitudinal evaluations of interventions

Summary af research gap:

The majority of studies of interventions countering violence against healthcare are cross-secticnal by design. There are
relatively few longitudinal evaluations af interventions,

Description of research gap:

Asillustrated in Figure 12 in Chapter 2, the majority of studies of interventions in violence against healthcare are cross-
sectional by design. While cross-sectional studies confer knowledge an specific populations, interventions and settings,
the findings are necessarily limited by the tempaoral constraints of the research design. Cross-sectional studies provide a
valuable smapshot of the effectiveness of interventions on viclence against healthcare, but they do not provide long-term
evaluations of the effectiveness of interventions over time,

Implications of research gap:

An absence of longitudinal studies limits existing understanding of the long-term effectiveness of interventions. The
temporal aspects of an intervention may be important, as factors such as ease of use and perceived effectiveness by users
may reduce the overall effectiveness of interventions over time, & lack of longitudinal research calls into guestion the
robustness of existing findings on interventions countering violence against healthcare.

Areas for future research:

Longitudinal studies may be carried out to measure and evaluate the effectiveness of different interventions over time.
Research in this area may seek identify characteristics and requirements of interventions that remain effective in the
medium and long term, A greater focus on longitudinal research designs may support the design and implementation of
interventions that are effective not anly in the short term. but also in the medium to long term.

Impact 5 Implementation

17 Most relevant to; Researchers
rank: rank:
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Research Gap #10: Role of different stakeholders in addressing violence against healthcare

Summary of research gap:

Thereis less research an the role of different actors beyond the immediate delivery of healthcare in combatting violence
against healthcare.

Description of research gap:

Combatting viclence against healthcare is inherently interdisciplinary, and necessarily invalves stakeholders such as the
military. NGOs, palice, government, local actors, lawyers and others, depending on the specific context af violence, The
roles of these actors in preventing and mitigating viclence against healthcare is less well understeod. including, for
example, the role of politics and international relations in mediated volence against healthcare ingonflict areas,* and the
role of the military and NGOs as potential interlocutors hetween healthcare and the government in conflict areas.'®
Existing research appears to fecus primarily on the role of healthcare providers in managing violence against healthcare,
and does not adequately address the role of a more diverse range of stakeholders, in particular inconflict areas.®” Asa
result, stakeholder groups often undertake discrete efforts without full appreciation for the potential scope of their
combined coverage and capabilities.

Implications of research gap:

Whilst healthcare providers are undoubtedly a primary stakeholder, the potential role and value of different stakeholder
groups in combatting violence against healthcare appears lesswell understood, including the interplay between different
groups and their interaction with healthcare providers. This may limit the degree to which wider stakehclders are actively
engaged by policymakers and practitioners, and may inhibit the development of more holistic and effective policies and
interventions, Mareover. there may he additional efficiencies in adequate role allocation between stakeholders. including
reducing duplication of effort and preventing canflicting approaches.

Areas for future research:

Addressing this research gap requires the adoption of participatory research methods that consider and inglude a wider
range of stakeholders. This may include widening the scope of research projects to incorporate views and inputs from
different stakeholder groups, ensuring research teams are multidisciplinary and include researchers fraom different
backgrounds and academic fields, and carrying out research that focuses specifically on understanding the roles of
different stakehalders in combatting violence against healthcare, Researchin this area may not only strengthen
interventions an violence against healthcare, but may also help to bridge the gap between research and practice,
Partnership research may enhance the transfer and use of knowledge in practice, thereby challenging and enhancing
practitioners and researchers’ views. assumptions and roles.'®

Impact 7 Implementation

7 Most relevant to: Researchers
rank: rank;

S8 RAND Eurape interview with interviewees 15.

36 RAND Europe interviews with interviewees 2 and 7.
STRAND Eurape interviews with interviewees 2,15 and 7,
138 Nystriom et al. (2018),
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Table 8. Summary of research gaps on interventions to reduce, prevent and mitigate violence against

healthcare
# Research gap Description
8 Design and evaluation of Researchoninterventions focuses primarily on teols and technigues to support
organisational aspects of individual healthcare workers manage individual instances of vialence. There is
interventions less research on organisaticnal-level interventions that address wider issues,
such asorganisational culture ar systemic power imbalances,
9 Longitudinal evaluaticns of The majority of research that evaluates interventionsis cross—sectional by
interventions design, with relatively few longitudinal evaluations of interventions, An absence of
longitudinal studies limits a continual understanding of the effectiveness of
interventions over a more extended period of time,
10 Role of different Addressing viclence against healthcare is inherently interdisciplinary. and

stakeholders in addressing
violence against healthcare

necessarily involves stakehaolders such as the military, NGOs, police, government
and local actors, There is, however, little research on the role of actors who are
notinvalvedin the immediate delivery of healthcare in the literature an
comhbatting violence against healthcare.
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3.4. Research gaps in specific contexts of viclence

Five research gaps were identified that relate to different contexts of violence against healthcare: 1)
uncertainty as to whether viclence against healthcare in conflict and non-conflict environments
should be considered fundamentally the same or fundamentally different phencmens; 2) violence
against healthcare in areas of generalised/collective violence; 3) research in non-Western settings;
4} violence against healthcare in conflict areas, in particular in lower-profile conflict areas; and 5)
translating research findings from one context to ancther. These research gaps are numbered #11,
#12,#13, #14 and #15 respectively.

Research gaps in this category not only consider violence against healthcare in specific contexts,
such as conflict areas and non-Western settings, but also more broadly the definition of different
contexts and the transferability of research from one context to another. Research gaps in this
category address an overarching debate on the transferability of research findings on violence
against healthcare from one context to another Consensus does not exist on the extent to which
there is a single underpinning logic to viclence against healthcare, or whether in diverse settings (i.e.
conflict, non-conflict, areas of generalised/collective violence) it constitutes fundamentally different
phenomena. In other words, there is disagreement on the primacy of context-specificity in this space.

Figure 50. Research gaps on specific contexts of violence

11 — Conflict vs.
non-conflict
environments

15 — Translating
contextspecific
research

12 — Generalised/
collective violence

14 — Low profile
conflict
environments

13 — NonWestern
settings
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Research Gap #11: Violence against healthcare in conflict and non-conflict environments as
fundamentally the same or fundamentally different phenomena

Summary of research gap:

Itis unclear whether violence against healthcare in conflict and non-canflict environments is underpinned by the same
principals, and should be considered as fundamentally the same ar fundamentally different phenomena.

Description of research gap:

There appears to be a lack of consensus as to whether violence against healthcare in conflict and non-conflict
environments should be considered as fundamentally the same orfundamentally different phenomena.’ Some
interviewees argued that viclence against healthcare in conflict envirgnments is fundamentally different to violence
against healthcare in non-conflict settings, and should therefore be considered as separate phenomena. Others argued
for a broader definition of violence that was location-agnastic. encapsulating not anly viclence in conflict and nan-conflict
enviranments. but also structural violence. politicisation and criminalisation of healthcare. and structural pressures on
the healthcare system. such as brain drain.' Whilst these positions are nat necessarily incom patible, 2 this incongruity
between interviewees points towards a lack of consensus on the definition and structure of the field of research. and the
degree towhich findings from conflict and non-conflict environments are relevant to different contexts.

Implications of research gap:

Disagreement on the existence of an underpinning logic of violence against healthcare may limit the quality of academic
researchand debate.in particularif it remains unclear whether researchers are discussing comparahle or contrasting
phenomena when presenting research in conflict and non-canflict envirenments, A lack of understanding in this area may
alsg inhibit. mare nuanced research on environments that do not fit neatly into either category, as described in research
gap #12.

Areas for future research:

Researchinthis area should sesk to understand in maore detail the similarities and differences hetween violence against
healthcare in conflict and non-conflict areas, and seek to build consensus an the definition and structure of the field of
research. Amore nuanced understanding of the underlying logic of violence against healthcare inconflict and non-
caonflict environments may provide additional structure and clarity to the existing academic debate, and may also feed into
existing and future research into which research findings may be translated between different contexts of viclence,

Impact 15 Implementation

3 Most relevant to; Researchers
rank; rank:

39 RAND Europe interviews with interviewees 2 and 3.
0 R&AND Europe interviews with interviewees 2 and 15.
I RAND Europe interviews with interviewees 8and 7.

2 RAND Europe interview with interviewee 15, for example. indicated that a broad and inclusive definition of violence
against healthcare is important, but the interviewee arqued for a fundamental difference between violence against
healthcare in conflict and non-conflict environments.
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Research Gap #12: Violence against healthcare in areas of generalised/collective violence
outside general conflict

Summary of research gap:

Thereis an absence of research onviolence against healthcare in contexts that are below the threshald of armed conflict.
but nonetheless experience high levels of generalised/collective violence.

Description of research gap:

Violence against healthcare is often conceptualised as occurring ineither conflict or non-conflict zones, This distinction is
impaortant in areas such as international humanitarian law {IHL). which only protects healthcare from violence in armed
conflict zones and is nat applicable to non-canflict areas. The canflict/non-canflict hinary. however, does not adequately
reflect the range of different contexts of violence, including environments that may include characteristics of conflict
areas, suchashigh levels of generalised/collective vinlence, but nonetheless fall below the threshold of armed conflict.
Examples includeviolence against healthcare in countries such as Colombia or Mexico, where there are high levels of
drug-related viclence, post-conflict envirgonments with depleted healthcare infrastructure such as Lebanon or Irag, or
states withviclent historical legacies such as South Africa or Brazil. Existing research does not appear to adeguately
address the particular nature of violence against healthcare within these enviranments, in¢luding the characterisation of
these environments, the similarities and differences between these environments and more conventionally defined
canflict and non-canflict areas, and the degree to which research in conflict and non-canflict zones applies and may be
adapted toinstances of violence against healthcare in areas of increased generalised/collective violence. ™

Implications af research gap:

The lack of understanding of the nature of viclence against healthcare inareas of generalised/collective viclence cutside
of general conflict limits the degree to which existing research findings may be translated to non-binary settings. The
absence of acleardefinition of vinlence against healthcare in these environments poses challenges for instances of
violence that fall short of the criteria for IHL, as they cannat be easily understood as either conflict- or non-conflict areas
and thus do not qualify for a place on the international humanitarian agenda."*

Areas for future research:

Researchin this area may focus onunderstanding the particular features of violence against healthcare in areas of
generalised/collective violence, and the degree to which research in conflict and non-conflict areas may be translated into
non-hinary settings. Research may also seek to define different ways of categorising contexts of viclence to remave the
conflict/non-canflict dichotomy, such as differentiating contexts based on individual instances of violence vs. systematic
state/group-level viclence, or using criminality as a metric to differentiate between different contexts of violence, A more
nuanced understanding of the different contexts of vialence may allow research findings and ways of working to be
translated more readily between different environments. and lead to the development of mare effective interventions that
are bettertailored to local conditions.

Impact ” Implementation

14 Most relevant to: Practitioners
rank: rank:

45 RAND Eurcpe interviews with interviewees 2, 3, 7.1 and 15.
1 RAND Eurcpe interviewee 12, with Ukraine provided as an example by the interviewee.
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Research Gap #13: Research in non-Western settings

Summary of research gap:

Existing research focuses primarily on violence against healthcare in Western settings, particularly with regard to violence
in non-conflict environments. There is less research onviolence against healthcare in non-Western settings.

Description of research gap:

As illustrated in Figure 8. the majority of existing research focuses on viclence against healthcare in Western settings, and
in particular in North America and Western Europe, There are a number of possible explanations forthis bias. including
levels of funding, number of academic institutions, level of academic interest. difficulties in conducting research in nan-
Western settings, or biases in the literature search that focused primarily on English-language literature sources. Some
non-Western settings, such as China. Iran, India and Pakistan, do have higher volumes of existing research, but this
remains significantly below the volume of Western cantexts,

Implications of research gap:

The biasinresearch towards Western contexts may lead to a less robust understanding of the nature, scale and impact of
violence against healthcare in non-Western settings. This in turn may limit the development and implementation of
effective interventions that are tailored to non-Western settings. A bias towards Western contexis may also reduce the
range and diversity of ideas within the academic literature. and also reduce the likelihood of Western—focused research
benefiting from new ideas and alternative perspectives derived fraom efforts in non-Western contexts.

Areas for future research:

Future research may seek to rectify thisimbalance by focusing onviolence against healthcare in non-Western settings.
This may include measurements of the prevalence and impact of viclence in non-Western sample populations, analysis of
the similarities and differences between violence in Western and non-Western contexts, and the implementationand
evaluation of interventions in non-Western contexts, Conducting research in non-Western environments may in itself
require research that identifies barriers and recommends solutions that may he implemented to overcome them. Where
available, this may draw on existing work in other fields of research. such as international humanitarian aid and public
health. Greater diversity in the geographic focus of research may increase the understanding of violence against
healthcare in non-Western countries and more generally as a global phenomenon. Interventions may be better tailored to
non-Western contexts, and consequently be mare effective in reducing the prevalence and impact of violence against
healthcare in non-Western settings. Literature that is more inclusive of non-Western settings and perspectives may
benefit from anincreased range of ideas and fram the transferability of research findings to different contexts,

Impact 5 Implementation

14 Most relevant to: Practitioners
rank: rank:
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Research Gap #14: Violence against healthcare in conflict areas, in particular in lower-profile
conflict areas

Summary of research gap:

Research onviglence against healthcare in conflict areas focuses primarily on countries in the Middle East.

Description of research gap:

Asillustrated in Figure 10 in Chapter 2, only a small preportion of studies (5.2 per cent) focus onviolence against
healthcare incanflict areas, with the vast majority of research {914 per cent) studying viclence against healthcare in non-
conflict areas. There is thus a comparative lack of research intoviolence against healthcare inconflict areas Maoreover,
asillustrated in Figure 1 in Chapter 2, existing research cnviolence against healthcarein conflict areas focuses primarily
cauntries located in the Middle East. including Syria, Irag, Yemen, Afghanistan and Israel. Whilst these countries
undoubtedly suffer high levels of violence against healthcare, ather conflict envircnments that also experience high levels
of violence against healthcare are comparatively less frequently researched ® Examples identified include the Central
African Republic {CAR) and Ukraing '

Implications of research gap:

Alack of research intoviolence against healthcare in conflict areas limits existing understanding of the prevalence, impact
and effectiveness ofinterventions in these cantexts. Mareoyer, whilst it is important to research conflict envirgnments in
the Middle East, a disproportionate regicnal focus may resultin an incomplete understanding of violence against
healthcare across all conflict areas. This may reduce the ability of healthcare workers to operate safely in canflict
enyironments not located in the Middle East, as the risks may be less well understood and the availability of effective
countermeasures may be lower,

Areas for future research:

Researchers may conduct further research on violence against healthcare in conflict areas in general, as this constitutes
anarea of comparatively less research. Moreover. there may be particularvalue in studying violence against healthcare in
conflict areas not located in the Middle East, such as those in Africa (e.g. the CAR) and South East Asia {e.g. Myanmar).
Researchin this area may lead to a strongerand more complete evidence hase onviolence against healthcare in conflict
enviranments, Ensuring that conflict environments are examined holistically without gecgraphic bias may raise the profile
of violence against healthcare as a glebal phenomenaon, albeit with context-specific differences. and support the
development of tailared. location-specific policies and interventions.

Impact 15 Implementation

16 Most relevant to; Practitioners
rank;: rank:

5 RAND Europe interview with interviewes 15.
146 RAND Europe interviews with interviewees 2,10 and M,
“TRAND Europe interviews with interviewees 2 and 11,
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Research Gap #15: Translating research findings from one context to another

Summary of research gap:

Itis unclear to what degree and inwhich ways research onviolence against healthcare in one context may be translated
and applied to angther,

Description of research gap:

Viclence against healthcare is commonly understoed as highly context specific, meaning research carried outin ane
context may be less applicable inanother. This not anly refers to the applicability of research across broad contextual
differences, such as between low- and high-income countries orconflict and non-conflict environments, but also between
individual locations, such as between two neighhouring. high-income countries or between two countries experiencing
ongoing civil conflict, This critique even extends to micro-level contextual differences. such as differences between
individual medical centres or between individual departments within the same medical facility. Whilst this is acknowledged
as a fundamental constraint of empirical research. in the context of violence against healthcare there appears to be a lack
of ¢larity on the degree and ways in which context-specific research may be translated fram one context to another. 8 This
applies in particular to contexts where there is no context-specific research, but where there is nonetheless a
reguirement to introduce effective and evidence-based interventions that reduce the prevalence and/or impact of
viglence against healthcare,

Implications of research gap:

Anabsence of research on the transferability of research onviclence against healthcare may inhibit the development and
implementation of effective. evidence-based interventions, in particular in environments where there is no existing
context-specific research. Colombia, for example, was highlighted as one area where interventions countering viclence
against healthcare have been relatively effective, but the extent to which the same policies and practices may be
translated to other contexts of violence is unclear.

Areas for future research:

Future research may seek to understand the degree to which research can be translated from one context to another, and
develop a framework that supports this type of analysis, Research may also seek to translate specific research findings
{including interventions} from one context to another such that that the findings have an increased positive impact an the
local environment. Research on the applicability and transferability of research findings from one context to another may
increase the value and usability of existing and future research onviolence against healthcare, and may support the
development of more appropriate and effective interventions, in particularin cantexts where the is an abisence of context-
specific research,

Impact ” Implementation

7 Most relevant ta; Researchers
rank: rank:

8 RAND Eurcpe interviews with interviewees 2, 6,7,.8,9, 11,12 and 15,
9 RAND Europe interview with interviewes 15,
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Table 9. Summary of research gaps in specific contexts of vialence

#

Research gap

Description

1"

12

13

14

15

Violence in conflict and non-
conflict environments as
fundamentally the same or
fundamentally different
phenomena

Violence against healthcare in
environments of
generalised/collective
violence

Research in non-Western
settings

Violence against healthcare in
conflict areas, in particularin
lower-profile conflict areas

Translating research findings
from one context to another

There is broad disagreement on whether a single logic underping violence
against healthcare in all contexts. orwhether violence against healthcarein
conflict and non-conflict enviranments is governed by fundamentally different
underlying logics,

There is anlack of research and clear canceptualisation of viclence against
healthcare in contexts that are neither defined as conflict or peacetime, but
experience high levels of violence, qualifying them as generalized/collective
violence environments. Thisincludes areas with high levels of drug-related
violence. organised crime, and powerful local militia/non-state armed groups.

The majerity of the existing research focuses onviolence against healthcare in
Western settings and in countries in the northern hemisphere {see Figure 8).
There is comparatively less research onviolence against healthcare in non-
Western settings.

There is comparatively less research onviolence against healthcare in conflict
areas, and research on conflict areas focuses primarily on countries in the
Middle East. Other conflict areas {such as those in Africa. Central and South
American and Asia) feature less frequently inthe literature.

Itis unclear to what degree and inwhich ways research onviclence against
healthcare may he translated and applied from one context to another.
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3.5. Research gaps in data collection

Four research gaps were identified that relate specifically to data collection: 1} the quantity and
quality of surveillance data in conflict environments; 2) data on violence against healthcare in non-
urban/rural environments; 3) data on lower-intensity but higher-frequency viclence in conflict areas;
and 4) the variety of data collection metheds in non-conflict environments. These research gaps are
numbered #16, #17,#18 and #19 respectively.

Data quality and quantity represents an important building block for research on violence against
healthcare. Although data collection mechanisms have improved in recent years, several gaps were
identified with regards to data collection. This includes limitations of existing data surveillance
methods on violence against healthcare in conflict-affected environments, which — whilst extremely
challenging to implement in a reliable manner — were criticised for providing incomplete information,
inadequate levels of disaggregation, and failing to capture important information such as
perpetrators, locations and types of violence. Data in conflict environments also appears to focus
predominantly on high-impact attacks, while less attention is paid to frequent but lower-impact
types of violence faced by healthcare workers, meaning lower-intensity but higher-frequency
violence is less well understood in the literature. There also appears to be a bias towards data in urban
as opposed to rural environments, and data collection in non-conflict areas is often conducted
through self-reported surveys and questionnaires.

Limitations in data, be it incomplete, insufficient or biased, have the potential to impede
understanding of viclence against healthcare and the development of appropriate and effective
countermeasures. Advancing the quantity and quality of data in conflict areas would feed directly into
research, policy and strategy processes and support global advocacy efforts.

Figure 51. Research gaps on data collection

16 — Surveillance
data in conflict
environments

17 — Rural/ non-
urban environments

18 — Low intensity
high frequency
violence

19 — Data
collection in non-
conflict
environments
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Research Gap #16: Quantity and quality of surveillance data in conflict environments

Summary of research gap:

Surveillance data onviclence against healthcare in conflict areas is insufficient in quantity and quality.

Description of research gap:

Whilst data onviolence against healthcare in conflict areas is available it is limited both in terms of its quantity and
quality of information.™ This refersin particular to surveillance data, which records instances of violence on an ongoing
basis. Interviewees were critical of existing data that does not capture infarmaticn at a sufficiently granular level, such as
specific locations, perpetratorsand means of attack'™ Furthermore, data collection currently focuses on discrete
incidences of violence, which limits research on more complex forms of violence such as structural viclence against
healthcare.® Numerous studies identify limitations in existing data, but few provide tangible solutions to improving
existing data collection mechanisms ' Itis acknowledged, however, that collecting data in conflict environments is
challenging, not only due to security risks, but also because of ethical considerations,

Implications of research gap:

Anabsence of high-quality data limits the quality and rigor of associated research, and reduces the confidence and validity
of research findings. This reduces understanding of violence against healthcare in conflict areas.

Areas for future research:

Collecting high-quality data in conflict environmentsis challenging, and involves a number of practical and ethical harriers
that must be carefully considered and overcome, Research in this area should seek to develop tangible mechanisms for
collecting more granular, comprehensive and higher-quality data. There may also be value in developing a standardised
approachto data collection to ensure that important types of data are collected, and to assist insubsequent analysis
invalying comparisans across multiple different conflict environments. Data collection would ideally take place over an
extended period of time. as this supports longitudinal as well as cross-sectional analysis. There may be value in data
collection carried out by an unaffiliated third party organisation that is exempt fram the constraints of international
humanitarian erganisations.'® Ultimately, higher-quality data may lead to more rigorous and insightful research findings,
which mayin turn suppert a more in-depth understanding of violence against healthcare in conflict environments, Higher-
quality data may also increase awareness of violence against healthcare in conflict environments, which may encourage
further engagement and research,

Impact 3 Implementation

22 Most relevant to; Researchers
rank: rank:

150 See, far example, WHQ (n.d.b).

BT RAND Europe interviews with interviewees1,2,4,5,7, 9,10 and 11,
52 RAND Eurape interview with interviewee 10,

153 RAND Europe interviews with interviewees 3 and 6.

54 See, for example, Afzal & Jafar (2013},

85 RAND Europe interviews with interviewees € and 10.
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Research Gap #17: Data onviolence against healthcare in non-urban/rural environments

Summary of research gap:

Thereis a hiasin theliterature onviolence against healthcare towards urban environments. Thereis less research on
violence against healthcare in rural envirenments.,

Description of research gap:

Existing research appears to be biased towards vinlence against healthcare in urban environments, with relatively few
researcharticles focusing on rural settings.®® This may in part be due to the dominance of international actors and large
NGOs, the majerity of which are located in urban settings. While Iocal organisations are more frequently based in rural
cammunities, they feature less frequently in research onviolence against healthcare, It was also suggested that larger
academic institutions often only partner with a selected number of large NGOs when carrying out field research in conflict
areas. While this provides academic institutions with access to information on the ground. it sidelines smaller local NGOs,
whichin turn can lead to a bias towards research in urban enyironments.'s’

Implications of research gap:

Biases in data collection lead 10 biases in analysis and understanding. An incomplete understanding of the nature.
prevalence and impact of violence across both urban and rural settings may lead to less effective interventions that omit
the perspectives and requirements of rural healthcare services, and may further exacerbate a rural-urban divide. If
unaddressed, the research gap may also act to perpetuate unequal power dynamics in international affairs by focusing on
the perspectives of international actors and governments as opposed 10 Iocal stakeholders,

Areas for future research:

Furtherresearchis required to estimate more concretely the level of urban bias in existing research. Data collection and
analysis may wish to focus more on rural settings to help reduce existing biasesin the literature. and comparative analysis
between urban and rural settings may elicit important similarities and differences between these contexts, Testing and
adapting existing palicies and interventions for application in rural settings may help mitigate the prevalence and impact
of violence against healthcare in complex conflict environments, Research in this area may ultimately increase
understanding of violence against healthcare, which may support more tailored and effective interventions in rural
settings.

Impact 19 Implementation

17 Most relevant to; Researchers
rank: rank:

56 RAND Europe interview with interviewee 11,
®7 RAND Eurape interview with interviewee 11,
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Research Gap #18: Data on lower-intensity but higher-frequency violence in conflict areas

Summary af research gap:

Research in canflict environments focuses primarily on high-intensity attacks, Lower-intensity but more common forms
of viplence feature less frequently in the literature,

Description of research gap:

Although reporting on violence against healthcare in conflict zones has improved inrecent years, both reporting and data
collection focus primarily on direct large-scale attacks such as aerial bambing,s® Smaller-scale but more commaon forms of
violence encountered by healthcare workers in conflict settings are less frequently reported and less reliably captured in
datasets.™ and hence are less well understood within the literature, This ingludes violence such as looting. blockades,
arrests of healthcare workers, and the normative and ethical challenges faced by healthcare workers, such as pressures to
prigritise healthcare to members of non-state armed actors before other patients.’s® Lower-intensity incidences of
violence may be perpetrated by different actors with different motives than perpetrators of large-scale attacks, and hence
require different solutions from policymakers and practitioners,

Implications of research gap:

Reporting and research on large-scale incidents of violence against healthcare in conflict zones is important for raising
awareness and developing more effective policy and practitioner interventions, It is, however, also important to investigate
lower-intensity but higher-frequency forms of viclence in canflict zones in order to understand the full extent and range
of violence faced by healthcare workers and patients in conflict settings, and 10 ensure that effective interventions are
provided where required. A bias towards higher-intensity but lower-frequency forms of violence may misrepresent the
day-to-day challenges faced in conflict environments, and may lead to interventions that do not adequately address the
full extent and impact of violence against healthcare,

Areas for future research:

Research onviolence against healthcare in conflict environments may seek to understand in more detail the nature and
impact of lower-intensity but higher-frequency vialence in conflict zones. Whilst this may be challenging across a wide
geographic area, it may be implemented on a more local scale through, forexample, engagement with individual healthcare
facilities within conflict-affected areas. Examining the full spectrum ofvialence may lead to a more holistic understanding
of violence against healthcare in conflict environments, which may support the development and implementation of
interventions that address a more camprehensive range of violence.

Impact 1 Implementation

20 Most relevant to; Practitioners
rank: rank:

158 RAND Europe interviews with interviewees 1, 3and 4,

89 RAND Eurnope interview with interviewee 15 the interviewee noted that capturing this type of data in conflict areas is
difficult due to under-reporting and challenges in corroborating information,

60 RAND Eurape interview with interviewee 3,
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Research Gap #19: Variety of data collection methods in non-conflict environments

Summary af research gap:

Data collection in non-conflict settings is primarily carried out through surveys and questionnaires, with other types of
data collection rarely used.

Description of research gap:

Figure 12in Chapter 2 indicates that surveys are by far the mast common ferm of data collection mechanism. in particular
in non-conflict areas {noting that research in non-conflict areas constitutes the vast majority of existing literature).
Whilst this form of data collection provides valuable insights into the experiences of healthcare workers and patients, it
can suffer from recall or intentionality biases, and can lead ta inaccurate reporting or underreporting of viclence. Other
forms of data collection have been used less frequently in research onviclence against healthcare.

Implications of research gap:

Overemphasis on and unexamined hiases within certain research methods may lead to systematic errors in the evidence
baseand the acceptance of inaccurate cutcomes and conclusions, Moreover, a predominance of one form of data
collection may limit the range and depth of insights that may be gained through a more diverse application of research
methodologies, thus limiting overall understanding of violence against healthcare,

Areas for future research:

Researchers may consider alternative forms of data collection and analysis that build on rather than mirrar existing
research, although it is important that methods are still selected based an suitability and feasibility of implementation.
This alsa extends to different types of research method. which — similarly to alternative forms of data collection — may lead
toagreaterrange and depth of insights into viclence against healthcare, Perspectives from Critical Theory were
highlighted in particular by several interviewees {see research gap #23}, although other types of research method should
also he explored. Overall, a more heterogenenus evidence base mayincrease the range and depth of ideasin the literature,
and support more robust research findings, in particular when corrohorated by multiple different types of research,

Impact 20 Implementation

1 Most relevant to: Researchers
rank; rank;
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Table 10. Summary of research gaps on data collection

# Research gap Description

16 Quantity and quality of Existing surveillance data onviolence against healthcarein conflict areas is
surveillance data in conflict  limited in quality and quantity, and does not capture key information such as
envirgnments the perpetrators and specific locations of attacks.

17 Data on violence against The literature onviolence against healthcare is biased towards urban
healthcare in non- environments. This may be driven by dominant collection practices that focus
urban/rural envirpnments on the perspectives of large, urban-based NGOs and international institutions

atthe expense of local, rural-based actors,

18 Data on lower-intensity but  Healthcare workers in conflict zones face a wide spectrum of violence ranging
higher-frequency violence from high-intensity attacks (e.g. aerial bombing) to more frequent but less
in canflict zones high-impact types of violence {e.g. looting, blockade and arrest}. Such low-

intensity but more frequent forms of viclence feature less prominently in the
literature.

19 Variety of data collection Data collection in nan-conflict settings is primarily carried out through surveys

methods in non-canflict
enyirgnments

and gquestionnaires, with the rare inclusion of other research methads, This
limits the development of the evidence base as such research methods can
suffer from recall or intenticnality biases. and may lead to inaccurate ar
unrepresentative reporting of viglence,
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3.6. Gaps in research methods

Four research gaps were identified that relate to research methods: 1} interdisciplinary approaches
to research; 2) systematic reviews of research in conflict areas; 3) evaluations of interventions in
conflict areas; and 4) perspectives from Critical Theory. These research gaps are numbered #20, #21,
#22 and #23 respectively.

These research gaps refer to methodological shortcomings in existing resgarch. The incorporation of
novel perspectives and narratives from other disciplines, including Critical Theory, could lead to a
maore rigorous and rebust evidence base that interrogates the assumptions that underpin research
on violence against healthcare. Research would also benefit from collaborative approaches with
relevant fields, including political science, international relations and economics. An absence of
interdisciplinary perspectives may overlook relevant insights or neglect the opportunity to uncover
biases in current evidence. Additional systematic reviews and evaluations of existing interventionsin
conflict areas would provide greater clarity on the status of the evidence base, and indicate the
degree towhich existing interventions are supported by research.

Figure 52. Research gaps on research methods

20 -
Interdisciplinary
approaches

21 — Systematic
reviews in conflict
areas

23 — Perspectives
from Critical
Theory

22 — Bvaluations of
interventions
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Research Gap #20: Interdisciplinary approaches to research

Summary of research gap:

The issue of violence against healthcare is inherently interdisciplinary and reguires insights from various disciplines.
However, there is limited interdisciplinarity research on violence against healthcare.

Oescription of research gap:

The issue of viclence against healthcare is inherently interdisciplinary, and requires input and analysis from scholars and
practitioners from areas including security, health, law, international development, international relations. economics and
politics. In spite of this. interviewees highlighted a lack of interdisciplinary research on the topic, with the majority of
studies conducted by researchers wha work within public health.® Although not its core focus, the literature review
identified few interdisciplinary studies, although a number of illustrative examples were identified with perspectives from
economics, sociology and political science. including, for example, the political economy aspects of individual strikes and
the implications of political actors in low-income countries.'®?

Implications of research gap:

Alack of interdisciplinary research limits the range and depth of ideas in the field, and does not fully utilise existing hodies
of work that may provide valuable insights into viclence against healthcare. The exclusion of perspectives from diverse
fields of research may prevent a maore complete understanding of violence against healthcare as an interdisciplinary
phenomenaon, with a failure to appreciate and incorporate factors such as drivers of violence and ways of measuring and
understanding its impact.

Areas for future research:

Future researchin this area may seek to engage directly with academics from different fields, some of whaom may not have
worked on violence against healthcare but have relevant and valuable experience in related fields of study. For example,
research on the motivations for perpetrating viclence against healthcare (research gap #1) may benefit from the large
body of literature in political science focusing on understanding motivations farengaging in armed conflict at the
individual and collective level ' There may be value in conducting research that brings together academics fram different
disciplines to form collaborative research projects, including (although not limited to} security, health, law. international
development, international relations. economics and politics. Interdisciplinary research brings additional perspectives and
insights, and may provide a deeper and more nuanced understanding of violence against healthcare, Building on large
bodies of established research in related areas such as economics and political science may broaden the theoretical and
methodological horizons far understanding complex phenomena. Given the interdisciplinary nature of viclence against
healthcare. aninterdisciplinary approach may be required in order to fully understand the different aspects of this tapic.

Impact " Implementation

4 Most relevant ta; Researchers
rank: rank:

TRAND Europe interviews with interviewees 3. 6,13 and 15,
82 Russo et al. (2019).
185 Barrett (2011).
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Research Gap #21. Systematic reviews of research in conflict areas

Summary of research gap:

There are few systematic reviews that assess the existing research on viclence against healthcare in conflict areas.

Description of research gap:

The literature review identified few systematic reviews of existing literature onviolence against healthcare in conflict.
post-canflict and fragile environments. Three reviews were identified in tatal, although two of these are structured
narrative reviews that carry out comprehensive searches of the literature, but focus on aggregating and presenting the
findings from these sources as opposed to assessing the status of the current evidence base. The third review by Afzal &
Jafar (2019) provides a detailed overview of existing literature on the impact of violence in conflict areas. Thergis an
absence of similar reviews of other areas of study, such as research on the prevalence of viclence in canflict areas, and on
existing measures and interventions used to protect healthcare workers, facilities and patients inconflict areas,

Implications of research gap:

Systematic reviews provide a detailed overview of the quality, quantity, breadth and depth of existing literature in
particular fields of study. The results highlight the degree to which existing knowledge is underpinned hy a reliable
evidence hase, and help identify gapsin existing literature and related areas of future research, Anabsence of systematic
reviews inhibits these assessments of the literature on viclence against healthcare in conflict areas, and inhibits future
research that addresses key limitations in the existing evidence hase,

Areas for future research:

The research presented in this report provides an initial overview of the literature on conflict areas, but remains broadin
scope which limits the level of detail in any one area, More targeted systematic reviews that focus on specific areas of
research would add value to the overall evidence base onviolence against healthcare. This includes, far example, literature
on existing data callection and monitoring mechanisms. on the prevalence of violence against healthcare in conflict areas.
and oninterventions that seek to reduce violence against healthcare in conflict areas.

Impact 10 Implementation

1 Most relevant ta; Researchers
rank: rank:
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Research Gap #22: Evaluations of interventions in conflict areas

Summary of research gap:

There are few studies that examine the effectiveness of existing interventions in conflict areas.

Description of research gap:

The literature review identified a number of studies that describe existing interventions and provide recammendations for
future interventions and measures to safequard healthcare workers in conflict areas. This includes techniques for
individual healthcare workers to protect themselves from violence, policies and ways of working that may be implemented
by healthcare facilities and organisations to protect their employess and patients from violence, and national and
international policies. strategies and legal framewarks that may be implemented to protect healthcare services more
broadly. The literature review, however, identified few studies that examine the effectiveness of these interventions, This
ohservation was also reflected in stakeholder interviews, with interviewees noting that existing interventions and
recommendations are largely based on expert opinion and tacit knowledge held by individuals and organisations with
extensive experience of delivering healthcare services in conflict areas.® Whilst this knowledge supports the ongoing
safeguarding of healthcare services in canflict areas, there is a lack of clarity regarding the effectiveness of such
interventions, As one interviewee noted: ‘What works and what does not work?18

Implications of research gap:

Whilst effective measures for managing viglence against healthcare in canflict areas undoubtedly exist, an absence of
reliable evaluations of these measures may lead to the continued use of ineffective ways of working. There is also a lack of
transparency on the quality and type of evidence that supports existing measures and recommendations. as it is often
unclear whether methods for protecting healthcare services in conflict areas are supported by research or are derived
from expert opinion and persanal experience, Areliance on tacit knowledge may reduce the availability and transfer of
important knowledge to individuals and organisations without personal ties to the sources of this informatian,

Areas for future research:

Future research may begin by examining the full range of available interventions, measures, tools, technigues and ways of
working that are used to safeguard healthcare services in conflict areas. and determining the types of evidence that
support their continued use. This would improve transparency and ensure this information is available to healthcare
providers around the world, Future research may also conduct evaluations of existing interventions to understand and
measure their effectiveness. This would provide a clearer indication of what works and what daes not, although it is
important to note that a lack of evaluations does not in itself invalidate established ways of working developed through
individual and organisational experience. Moreover, in some instances evaluations of interventions and ways of working
may not he possible or may be extremely difficult to carry out, due both to the challenges of warking in conflict areas and
the complexity of the environment.

Impact 1 Implemantation

19 Most relevant to; Practitioners
rank: rank:

84 RAND Europe interviews with interviewees 4 and 15,
85 RAND Eurnpe interview with interviewee {anonymous).
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Research Gap #23: Perspectives from Critical Theory

Summary of research gap:

Approaches and ideas from Critical Theory do not feature strongly in existing research anviclence against healthcare.
Further research in this area may lead to a mare nuanced understanding within the field.

Oescription of research gap:

The conventional — or technical — approach to research onviclence against healthcare has been criticised by proponents
of Critical Theory for omitting a hottom-up contextual approach to understanding the dynamics and processes invalved.
Interviewees from this area of research argued that an increased appreciationand incorporation of ideas from Critical
Theary would facilitate a more haolistic understanding of violence against healthcare with greater focus on context-
specificity.'® It is insufficient for research to focus on quantitative measures that demaonstrate a global rise inviolence
against healthcare; rather, there gought to be a more sustained focus on bottom-up dynamics that drive attacks, and
efforts to understand why healthcare is being politicised and targeted in a given context, This approach seeks to
problematise premises such as medical neutrality and the apolitical nature of healthcare provision, and pasits that
healthcare provision is not always anapolitical act, and as such anattack on healthcare can be intended as an attack on a
given political system arinstitution.

Implications of research gap:

An absence of Critical Theory from the mainstream discourse on violence against healthcare may perpetuate a single
paradigm for analysis. Without a critical perspective, the complexity and context-specificity of thisissue may be
overlooked in favour of the ontological and epistemalogical underpinnings of a technical approach, Similarly to the lack of
understanding of the contextual drivers of violence against healthcare, interventions to prevent/reduce attacks may be
less successful without the inclusion of insights from Critical Theory, which emphasise context-specificity.

Areas for future research:

Researchin this area may seek to apply approaches fram Critical Theory to the problem of violence against healtheare, and
understand the implications of research findings for the wider field of study. This can include insights from post-colonial
theoryin particular, building on existing - though limited — research on viclence against healthcare which critically
examines Western-centric perspectives and assumptions. Research may also benefit from existing theoretical work within
other fields such as anthropology. which emphasises ethnographic research methods. Critical Theory provides a novel lens
through which different aspects of viclence against healthcare can be emphasised. It should be used as one of many tools
for understanding and measuring the problem, Additionally. it represents a useful prism through which prevailing
assumptions about the nature of violence against healthcare can be uncovered and interrogated.

Impact 20 Implementation

2 Most relevant tao; Researchers
rank: rank:

86 R&ND Europe interviews with interviewees 8.7 and 11.
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Table 11. Summary of research gaps on research methods

# Research gap Description

20 Interdisciplinary The issue of violence against healthcare is inherently interdisciplinary. requiring
approaches to research insights and perspectives that bridge security, public health, law. humanitarian aid

and other fields. However, there is an inadequate level of interdisciplinary research
onvialence against healthcare.

7 Systematic reviews of There are few systematic reviews of available literature on violence against
research in canflict areas healthcare in conflict areas. This makes it more difficult to understand the degree

to which existing assertions on violence against healthcare are supported by
evidence in the literature, and makes it more challenging to identify future areas of
research that address key limitations in the existing evidence base,

» Evaluations of There are few evaluations of interventions and ways of working that safeguard
interventigns in canflict healthcare waorkers in canflict areas, with thisinformation typically held as tacit
areas knowledge by experts and individuals/organisations with experience in delivering

healthcare services insuch areas. Thereis a lack of evidence on the extent to which
different interventions are effective. and a lack of transparency onthe nature and
guality of evidence supporting existing recommendations,

23 Perspectives from Critical ~ Approaches and ideas from Critical Theory do not feature strongly in existing

Theory

research onviolence against healthcare, The inclusion of more critical perspectives
may lead toa more complex and nuanced understanding of the field and may confer
a higher degree of context specificity,
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Figure 53. Summary of research gaps
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4. Prigritisation of research

Research prioritisation is a process that assesses the relative importance of future research against
predefined criteria, the outputs of which may be used to inform future research.

This chapter summarises the results of the research prioritisation exercise carried out on the
research gaps outlined in Chapter 3. This prioritisation exercise was carried out as part of an internal
workshop at RAND Europe, and was based on the STREAM method, as described in Section 1.6.4.'%7
The STREAM method provides a structured approach to research prioritisation, breaking down the
prioritisation process into two overarching criteria: impact and feasibility of implementation. These
criteria are defined in Table 12, together with a third criterion (relevance to
practitioners/policymakers/researchers) that was added in order to understand the relevance of
each research gap to key stakeholders in the field.

The criteria presented in Table 12 are intentionally broad in scope in order to facilitate the scoring of
the resgarch gaps identified in Chapter 3. Earlier formulations of the STREAM criteria were developed
by the research team which included more granular categories such as cost of implementation and
transferability of results, but initial trials indicated that these could not be easily be applied given the
breadth of each individual research gap. This earlier version of the STREAM criteria is provided in
Annex C; it may in future be used to prioritise specific research proposals within a selected research

gap.

87 Papper et al. (2013).
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Figure 54. Research method and research questions for Chapter 4

Method 4:
STREAM workshop

\
RQ5
Research
prioritisation
Table 12. Definition of STREAM criteria

Criteria Description Scoring range
Impazz of researc Tris criterior assesses the overa | magnitede of impact, wore the researcn 1{roimoact) to B {grourz-

gap to beadoressod. IrUE € NY resears)
Frasib' |y of Thiscriterion assesses the feas'blity of ca~yirg out the —csca—ch that 1{irpossh eto mpement) to b
‘mp ementation addresses the esea—chgao, nelud'ng the oresenceand szale ofany {~z barricrs tz imple ~cntatio=)

ba-~ers toimplementation. Note that this does not —ofer to the frasibilzy

of imp emoiting researcn finzings oy, for exanole, poicymases o~

aractitizners.
Relevarcotz This criterio gssesses the degreo to wiich research fndingswoulz beof - A{rorelovarce) o 5 (righly
aractitizners/po icy- ‘nterest and usable to thcedifferort stakeho dergoaps: “clevart]

Tekors/rescarchers aractitizners/po icymake-sfresoarchors.

Note on reading STREAM graphs

The aggregated scores from STREAM workshops are typically presented as scatter plots, with
feasibility of implementation on the x-axis and impact on the y-axis. The scores are designed such
that higher scores correspond to more ‘desirable’ traits, with higher impact scores corresponding to
higher impact, and higher feasibility scores corresponding to lower barriers to implementation. Data
points located closer to the top-right corner of the graph correspond to both higher impact and
lower barriers to implemeantation, and hence represent the combination of both desirable traits. Note
that although the scoring criteria are defined from 1 to 5, the axes may be shortened (e.g. from 2 to 4)
to illustrate more clearly the differences between data points. Relevance scores may be integrated
into impact-implementation graphs, or presented in separate graphs (see Sections 4.2and 4.3 below).
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Figure 55. Guidance for reading STREAM graphs
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4. Analysis of impact and implementation scores

Figure 56 illustrates the aggregated impact and feasibility of implementation scores for all research
gapsidentified in this study. These scores represent the arithmetic mean of the scores provided by all
workshop participants. All research gaps received scores between 2 and 4.5 for feasibility of
implementation, and between 2.5 and 4.5 for impact, indicating that the scoring is clustered within
the middle bracket of scores for both criteria. Previous experignce of the study team suggests that
this type of clustering is commaonly observed when carrying out scoring exercises of this nature.
Participants rarely use extreme high or low scores whan assassing individual entries, and instead raly
primarily on scorgs of 2, 3and 4.

Figure 56 provides an initial indication of the research gaps that received higher average scores for
impact and feasibility of implementation.®® Systematic reviews of research in conflict areas (21)
received the highest overall combined score (illustrated by proximity to the top-right corner of the
graph), suggesting research in this area may be relatively easy to implement (i.e. low barriers to
implementation) and may have relatively high impact. In contrast, data on violence against healthcare
in non-urban/rural environments (17) received the lowest overall combined score, suggesting
resgarch in this area may not only be more difficult to implement (i.e. high barriers to
implementation), but may also have a relatively low impact.

Figure 56 also provides an indication of research gaps that received separate high and low scores for
impact and feasibility of implementation. Data on lower-intensity but higher-frequency violence in
conflict areas (18) and evaluations of interventions in conflict areas (22}, for example, both received
the highest overall score for impact, whereas gender dynamics in violence against healthcare (4),
specific subsets of perpetrators, targets and types of violence (5), variety of data collection methods
in non-conflict environments (19}, and perspectives from Critical Theory (23) all received the lowest
score for impact. Similarly for feasibility of implementation, systematic reviews of research in conflict
areas (21) is considered to be the area of research with lowest barriers to implementation, whereas
the motivations of perpetrators of violence against healthcare (1} and surveillance data in conflict
environments (16) both score lowest for feasibility of implementation.

In prioritising areas for future research, researchers may decide to prioritise against impact,
feasibility of implementation, or a combination of both. Table 14 to Table 16 present the top five
ranking for each of these thres areas.

88 The comhined score is calculated as the sum of the impact and implementation scores.
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Figure 56. Impact and implementation scores {aggregated across workshop participants)
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Table 13. Reference numbers for STREAM figures

Highest combined score:

Systamettic reviews of research in conflict araas [21]
2

i Highest feasibility of implementation score:

Syslemalic reviews of research in conflicl areas {21)

2 1
. e
Lowest impact score:

Gender dynamics in viclence against healthcare (4)
Specific subsets of perpelialars, targets and types of violence (5]
Variety of data collection methods in nen<eonflicl environmenls {19)

Perspectives from Critical Theory (23}

4

# Research Gap # Research gap
1 Maotivations af perpetrators of violence against 12 Violence against healthcare in areas of
healthcare generalised/callective violence outside general
canflict
Contextual drivers of violence against healthcare 13 Researchin non-Western settings
3 Loss of legitimacy of service for healthcare workers 14 Viclence against healthcare in conflict areas, in
inconflict areas particular in lower-profile conflict areas
4 Gender dynamics inviolence against healthcare 15 Translating research findings from ane cantext to
anather
5 Specific subsets of perpetrators. targetsand types 16 GQuantity and gquality of surveillance data in conflict
of violence enyironments
6 Wider impacts of violence against healthcare 17 Data onvialence against healtheare in non-
urban/rural environments
7 Indirect impacts of security policies on healthcare 18 Data on lower-intensity but higher-frequency
violence inconflict areas
8 Design and evaluation of organisational aspects of 19 Variety of data collection methods in non-conflict,
interventions enyirpnments
9 Longitudinal evaluations of interventions 20 Interdisciplinary approaches to research
10 Role of different stakeholders in addressing 21 Systematic reviews of research in canflict areas
vinlence against healthcare
11 Wiolence against healthcare inconflict and non- 22 Evaluations of interventions in conflict areas
conflict environments as fundamentally the same or ) "
23 Perspectives from Critical Theory

fundamentally different phenomena
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Table 14. Ranking by combined impact and implementation score (top five only)

Rank

Research gap

1

2
2
4
5

ol

Systematic reviews of researchin conflict areas

Widerimpacts of viclence against heslthcare

Role of different stekeholders in addressing violence against healthcare
Interdisciplinary approaches to research

Violence against healthcare in conflict and non-canflict envirenments as fundamentally the
same or fundamentally different phenomena

Researchin non-YWestern sattings

Translating research findings from gre context to angther

Table 15. Ranking by impact score {top five only}

Rank Research gap
1 Data on lower-intensity but higher-frequencyviolence in conflict areas
1 Evaluations of interventions in conflict areas
3 Widerimpacts of violence against healthcare
3 Quantity and quality of surveillance data in conflict environments
5 Longitudinal evaluations of interventions
5 Research in non-Western settings
Table 16. Ranking by feasibility of implementation score (top five only)
Rank Research gap
1 Systematic reviews of researchin conflict areas
2 Perspectives fram Critical Theary
3 Violence against healthcare in conflict and non-conflict environments as fundamentally the same
or fundamentally different phenomena
4 Gender dynamics inviolence against healthcare
4 Specific subsets of perpetrators, targets and types of viclence
4 Interdisciplinary approaches to research
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42. Relevance to practitioners, policymakers and researchers

Relevance to different stakeholders, such as practitioners, policymakers and ressarchers, is a further
area that may be considered when prioritising future research. For example, a researcher may wish to
address a research gap that is considered relatively high impact, relatively sasy to implement and
particularly relevant to researchers, or alternatively, a research gap that is considered high impact
and particularly relevant to practitionsrs, and where feasibility of implementation is not an important
consideration.

As outlined in the introduction to this chapter, relevance was defined in this study as the usability of
research findings for different stakeholder groups, which refers specifically to the degree to which
practitioners, policymakers and researchers may be interested in and able to apply the research
findings to theirarea of work. Workshop participants were asked the following question:

If research were to be carried cut in this area, to what degree would
practitioners, policymakers and researchers be interested inand able to
apply the research findings to their work?

Figure 57 provides a summary of the relevance scores for all 23 research gaps. A number of research
gaps scored comparatively highly for each stakeholder. For example, resgarch on the loss of
legitimacy of service for healthcare workers in conflict areas (3) and data on lower-intansity but
higher-frequency violence in conflict areas {18) were both scored as particularly relevant to
practitioners, whereas research on the contextual drivers of violence against healthcare (2} and on
the indirect impacts of security policies on healthcare (7) both scored highest for policymakers.
Systematic reviews of research in conflict areas (21) and the quantity and quality of surveillance data
in conflict areas (16) were both considered particularly relevant to researchers, and evaluations of
interventions in conflict areas (22) scored highly for practitioners, policymakers and researchers
alike.

Figure 57 also highlights that some research gaps are considered equally relevant for all three
stakeholders, whereas others are considered relevant to one or two stakeholders only. Research on
the wider impacts of violence against healthcare (6} and in non-Western settings (13), for example,
received relatively similar scores for all three stakeholders, whereas research on viclence against
healthcare in conflict and non-conflict environments as fundamentally the same or fundamentally
different phenomena (11) and interdisciplinary approaches to research (20) both received a wider
spread of scores for different stakeholders. This may be useful if seeking to develop research with
broader relevance across all stakeholder groups.

Table 17, Table 18 and Table 19 offer more granular breakdowns of the top 10 research gaps by
relevance for practitioners, policymakers and ressarchers, with the full lists provided in Annex A
These lists provide a reference point for researchers seeking to identify and prioritise future work on
violence against healthcare, especially if relevance to a specific stakeholder is reguired.
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Figure 57. Relevance of research for different stakeholders
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Table 17. Top 10 research gaps by relevance to practitioners

Rank Researchgap
1 Evaluations of interventions in conflict areas
2 Loss of legitimacy of service for healthcare workers in conflict areas
2 Data an lower-intensity but higher-frequency violence in conflict areas
4 Contextual drivers of violence against healthcare
4 Design and evaluation of organisational aspects af interventions
4 Violence against healthcare in areas of generalised/collective violence autside general conflict
4 Researchin non-Western settings
4 Violence against healthcare in conflict areas, in particular in lower-profile conflict areas
4 Translating research findings from one context to another
10 Gender dynamics inviolence against healthcare
10 Widerimpacts of viclence against healthcare

Table 18. Top 10 research gaps by relevance to policymakers

Rank

Research gap

1

O O O OO O OO U1 N W -~

Contextual drivers of violence against healthcare

Evaluations of interventions in conflict areas

Indirectimpacts of security policies on healthcare

Quantity and quality of surveillance data in conflict environments
Widerimpacts of violence against healthcare

Maotivations of perpetrators of violence against healthcare
Langitudinal evaluations of interventions

Researchin non-YWestern settings

Role of different stakeholders in addressing viclence against healthcare
Translating research findings from cne context to anather

Data on lower-intensity but higher-frequency violence in conflict areas

Table 19. Top 10 research gaps by relevance to researchers

Rank Researchgap
1 Quantity and quality of surveillance data in conflict envirgnments
2 Systematic reviews of researchin conflict areas
2 Evaluations of interventions in conflict areas
4 Maotivations of perpetrators of viclence against healthcare
4 Contextual drivers of violence against healthcare
4 Longitudinal evaluations af interyventions
4 Interdisciplinary approaches to research
8 Violence against healthcare inconflict and non-conflict environments as fundamentally the same or fundamentally
different phenomena
9 Role of different stakeholders in addressing vialence against healthcare
9 Translating research findings from one context to another
9 Data on lower-intensity but higher-frequency violence in conflict areas
9 Variety of data collection methods in non-conflict environments
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4.3. Combining impact, implementation and relevance

Building on the previous two sections, a more tailored prioritisation may seek to select research gaps
based on a combined assessment of impact, feasibility implementation and relevance to specific
stakeholders.

Figure 58 provides a visual graphic that supports this type of assessment. Research gaps are plotted
according to their score for impact and feasibility of implementation, but in addition the size of dot is
scaled according to relevance for policymakers. Larger dots correspond to research gaps considered
more relevant to policymakers, and smaller dots correspond to research gaps considered less
relevant to policymakers. The top five research gaps considered most relevant to policymakers are
highlighted in blue. Based on this representation, systematic reviews of research in conflict areas (21)
and interdisciplinary approaches to research (20) appear to be two areas with particular relevance to
researchers and with relatively low barriers to implementation, whereas evaluations of interventions
in conflict areas (22) and surveillance data in conflict environments (16) appear to be two argas with
similar relevance to researchers but with comparatively higher impact. Depending on individual and
organisational objectives and constrains, researchers may choose to prioritise one or both of these
criteria, which in turn may inform the selection of specific areas of research,

Assessments similar to this may be made whilst emphasising relevance to practitioners or
policymakers, asvisualised in Figure 59 and Figure 60 below.

Figure 58. Impact and feasibility of implementation scores, scaled according to relevance to researchers,
with top scoring research gaps coloured blue
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Figure 59. Impact and implementation scores, scaled according to relevance to practitioners, with top
scaoring research gaps coloured blue
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Figure 60. Impact and implementation scores, scaled according to relevance to pelicymakers, with top
scoring research gaps coloured blue
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44, Final note on research prioritisation

The analysis in Sections 4.1 to 4.3 provides an example of the way in which research gaps and future
research may be prioritised against disaggregated criteria in a systematic manner. This includes
prioritisation against a single criterion of interest, such as impact, implementation, and/or relevance
to specific stakeholders, as well as prioritisation against a combination of these criteria, such as
combined impact/implementation scores, and pricoritisation across impact, implementation and
relevance combined.

Whilst this type of assessment can provide useful insights into the prioritisation process, in reality it
forms just one component of a more comprehensive prioritisation process that should not only
considerimpact, implemantation and relevance, but also incorporate other factors such as availability
of resources and organisational priorities. Morecver, as noted in the introduction to this chapter and
Section 1.64, the research prioritisation presented in this study was constrained by the relatively
broad scope of the research gaps, which in turn limited the granularity of the scoring criteria. Further
workin this area may seek to shortlist a number of research gaps, and subsequently develop concrete
research proposals that may be assessed against more granular criteria such those presented in
Annex C.

Finally, for all scores presented in this section, it is important to acknowlaedge the limitations of the
input data, and in particular the possibility of biases in scoring due to the backgrounds and current
roles of workshop participants. As highlighted in Section 1.64, workshop participants were senior
researchers at RAND Europe with backgrounds in security and/or health research. Whilst this
included individuals with previous practitioner experience, including in the delivery of healthcare
services in both conflict and non-conflict environments, it is nonetheless possible that overall scores
may be biased towards the perspective of professional researchers. Future studies in this area may
seek to carry out a similar scoring exercise with participants from different professional
backgrounds, such as policymakers and/or practitioners. This type of exercise may give greater
insight into the perceptions and scoring of different groups of stakeholders who work in the violence
against healthcare domain.
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5. Conclusions and recommendations

From attacks on hospitals in Syria, to verbal abuse against nurses in China and disruptive behaviour
by physicians in America, violence against healthcare continues to impede the delivery of and access
to healthcare around the world. Whilst practitioners and policymakers continue to engage in ongoing
efforts to protect healthcare services and reduce the fregquency and impact of violence against
healthcare, there is an important role for researchers in understanding the underlying nature of the
problem, and in designing effective measures that provide better protection to healthcare workers,
patients and healthcare facilities.

The aim of this research was threefold: i) to review the existing evidence base on violence against
healthcare; ii) to identify research gaps; and iii) to prioritise future areas of research. Through a
structured literature review. the research team identified 1,412 literature sources on violence against
healthcare. The literature review highlighted an evidence base that is broad in scope, but one that is
weighted towards certain areas of research. The majority of existing research focusses onviolence against
healthcare in North America, Europe and East Asia, in high- and upper-middle-income countries, and
in non-conflict areas. Where specified, the majority of sources examine violence carried out by
patients and targeted towards healthcare workers (in particular nurses), and study gither physical
and/or psychological viclence, in particular interpersonal physical violence, verbal abuse and
aggression.

Of the three broad themes under analysis (nature of viclence; impact of violence; associated
interventions), the evidence base as a whole concentrates primarily on the nature of violence, and in
particular on measuring the prevalence of violence in different healthcare settings, including
hospitals (general), emergency departments and psychiatric settings. Just over a quarter of the
existing literature examines the impact of violence, focusing mainly on the personal impact of violence
and its immediate impact on the delivery of healthcare. Just under a quarter of studies examing
interventions that seek to reduce the prevalence and/or impact of violence, with sources in this area
focusing mainly on training for healthcare workers, and tools, measures and technigques to help
healthcare workers manage individual instances of violence.

Only a small proportion of research focuses on violence against healthcare in conflict, post-conflict
and fragile environments, and where specified, this research focuses primarily on countries in the
Middle East. Research in conflict, post-conflict and fragile enviranments also focuses primarily on
physical violence, including interpersonal violence, violence with large weapons, theft, looting,
kidnapping and robbery, and on violence carried out by unaffiliated third parties (i.e. neither family
nor friends of patients or healthcare workers). Just over half of sources focusing the nature of
violence against healthcare, including measuring and understanding the prevalence of violence.
Where present, sources that examine the impact of violence focus more on the impact on healthcare
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infrastructure and healthcare workers, and less on the related impact on patients or the wider impact
beyond the immediate healthcare system. Sources that examineg interventions mainly study existing
interventions as opposed to new interventions, and focus more on policy, strategy and legislation.
There are comparatively fewer studies that consider training interventions in conflict, post-conflict
and fragile environments when compared to the overall evidence base. There are also relatively few
existing systematic reviews and meta-analyses that focus specifically on violence against healthcare
literature in conflict, post-conflict and fragile environments, which limits understanding of the
quality of existing evidence.

Considered as a whole, it is clear that there is an existing body of literature that examines a number of
important aspects of violence against healthcare, but that also contains a number of limitations that prevent a
more comprehensive, nuanced and thorough understanding. This view was confirmed by a number of
external experts, with the research team conducting 14 interviews with 15 stakeholders from
government, academia and healthcare services in order to further understand the status of existing
research, and to help identify research gaps in the literature. Although the number of interviews
limits the universality of the results, a number of key themes were identified through both the
interviews and literature review, leading to the identification of 23 research gaps. These gaps are
clustered into six areas: 1) research gaps on the nature of violence against healthcare; 2) research
gaps on the impacts of violence against healthcare; 3) research gaps on interventions to reduce,
prevent and mitigate violence against healthcare; 4) research gaps in specific contexts of violence; 5)
research gaps in data collection; and 6) research gaps in specific research methods. The gaps remain
relatively broad in scope, but nonetheless highlight a number of areas that may benefit from future,
more targeted research.

The analysis in Chapter 4 focused on prioritising future areas of research based on the evidence gaps
identified in Chapter 3. This prioritisation scored each research gap according to expected impact,
feasibility of implementation, and relevance of research findings to practitioners, policymakers and
researchers. For example, data on lower-intensity but higher-frequency viclence in conflict areas (18}
received the highest score for impact, and systematic reviews of research in conflict areas (21)
received both the highest score for feasibility of implementation, and the highest overall combined
score. Whilst these rankings are based on scores from a limited number of workshop participants, it is
hoped that the analysis provides useful information that will allow researchers to consider the
relative advantages and disadvantages of pursuing different areas of research.

To move towards concrete ressarch propesals and the implementation of future research, it is
recommended that additional ‘deep dives’ are conducting in one or more research gaps, as this will
generate a more detailed understanding of the specific areas of research that would bensfit from
further academic investigation. These proposals may then be assessed using an approach similar to
that employed in Chapter 4, although this may also use a more granular set of criteria such as that
outlined in Annex C. These results should be considered alongside relevant external factors, such as
availability of resources and organisational priorities

Overall, it is hoped that the findings of this report support a more detailed understanding of the
existing literature on violence against healthcare, and will help research organisations and individual
researchers to identify and prioritise areas of research. In doing so, it is hoped that this in turn will
lead to the development and implementation of research that provides new and important insights
into violence against healthcare. This not only requires high-quality investigation into relevant areas
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of research, but also requires research findings to be accessible and communicated in a manner that
is useful to researchers, practiticners and policymakers, Ultimately, it is hopad that this will support

policymakers and practitioners in protecting healthcare from violence, and in delivering healthcare
services that are safe, secure and accessible to all.
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AnnexA.  Full ranking of research gaps against prioritisation criteria

This annex presents the full ranking of research gaps against the prioritisation criteria described in
Chapter 4.
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Table 20. Research gaps (ranked by combined impact and implementation score)

Rank Research gap Cusrzglrréed
1 Systematic reviews of researchin conflict areas 1.7
2 Widerimpacts of vinlence against healthcare 71
2 Role of different stakehalders in addressing violence against healthcare 71
4 Interdisciplinary approaches to research 7.0
5 Violence against healthcare in conflict and non-canflict environments as fundamentally 6.9

the same orfundamentally different phenomena
5 Researchin non-Western settings 6.9
5 Translating research findings from one context to another 6.9
8 Evaluations of interventions in conflict areas 6.9
9 Contextual drivers of violence against healthcare 6.8
9 Data on lower-intensity but higher-frequency violence in conflict areas 6.8
9 Perspectives from Critical Theory 6.8
12 Indirect impacts of security policies on healthcare 6.6
12 Design and evaluation of organisational aspects of interventions 6.6
12 Longitudinal evaluations of interventions 6.6
15 Violence against healthcare in areas of generalised/callective violence outside general 6.5
canflict
16 Gender dynamics inviclence against healthcare 6.4
16 Specific subsets of perpetrators. targets and types of violence 6.4
18 Quantity and quality of surveillance data in conflict environments 6.3
19 Loss of legitimacy of service for healthcare workersin conflict areas 6.1
19 Violence against healthcare in conflict areas. in particular in lower-profile 6.1
conflict areas
19 Variety of data collection methods in non-canflict environments 6.1
22 Motivations of perpetrators of violence against healthcare 59
23 Data onyiclence against healthcare in non-urban/rural envircnments 5.8
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Table 21. Research gaps (ranked by aggregated impact score)

Rank Research gap Impact score
1 Data on lower-intensity but higher-frequency violence in conflict areas 4.0
1 Evaluations of interventions in canflict areas 4.0
3 Wider impacts of violence against healthcare 39
3 Quantity and quality of surveillance data in conflict environments 3.9
5 Langitudinal evaluations of interventions 3.8
5 Researchinnon-¥Western settings 3.8
7 Role of different stakeheldersin addressing viclence against healthcare 3.6
8 Motivations of perpetrators of violence against healthcare 3.5
8 Contextual drivers of violence against healthcare 35
10 Systematic reviews of researchin conflict areas 34
11 Loss of legitimacy of service for healthicare workers in conflict areas 34
11 Violence against healthcare inareas of generalised/collective violence outside general 34

canflict
11 Translating research findings from one context to another 34
11 Interdisciplinary approaches to research 34
15 Indirect impacts of security policies on healthcare 3.1
15 Design and evaluation af organisational aspects of interventions 31
15 Violence against healthcare in conflict and non-conflict environments as fundamentally 31
the same or fundamentally different phenomena
15 Violence against healthcare in conflict areas, in particular in lower-prafile 31
canflict areas
19 Data onvialence against healthcare in non-urban/rural environments 29
20 Gender dynamics in violence against healthcare 28
20 Specific subsets of perpetrators, targets and types of viclence 28
20 Variety of data collection methods in non-conflict environments 238
20 Perspectives from Critical Theory 28
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Table 22. Research gaps (ranked by aggregated implementation score)

Implementation

Rank Research gap score
1 Systematic reviews of research in conflict areas 43
2 Perspectives from Critical Theory 40
3 Violence against healthcare in conflict and non-conflict environments as 3.8

fundamentally the same ar fundamentally different phenomena
4 Gender dynamics inviolence against healthcare 3.6
4 Specific subsets of perpetrators, targets and types of violence 3.6
4 Interdisciplinary approaches to research 36
7 Indirect impacts of security policies on healthcare 3.5
7 Design and evaluation af organisational aspects of interventions 35
7 Role of different stakeholders inaddressing viclence against healthcare 35
7 Translating research findings from ane context to another 35
1 Wariety of data collaction methods in non-conflict environments 3.4
12 Contextual drivers of violence against healthcare 3.3
12 Wider impacts of viclence against healthcare 3.3
14 Violence against healthcare in areas of generalised/collective violence outside 3.1
general conflict
14 Research innon-Western settings 3.1
16 Violence against healthcare in conflict areas, inparticular in lower-profile conflict 3.0
areas
17 Longitudinal evaluations af interventions 29
17 Data onviolance against healthcare in nan-urban/rural environments 29
19 Evaluations of interventions in conflict areas 29
20 Loss of legitimacy of service for healthcare workers in conflict areas 28
20 Data on lower-intensity but highar-frequency vialence in conflict areas 28
22 Motivations of perpetrators of violence against healthcare 24
22 Quantity and guality of surveillance data in conflict environments 24
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Table 23. Research gaps (ranked by aggregated relevance to practitioners score)

Relevance to

Rank Research gap practitioners score
1 Evaluations of interventions in conflict areas 41
2 Loss of legitimacy of service for healthcare workers in conflict areas 41
2 Data on lower-intensity but higher-frequency vialence in conflict areas 4.1
4 Contextual drivers of violence against healthcare 3.6
4 Designand evaluation of organisational aspects of interventions 36
4 Viclence against healthcare inareas of generalised/collective violence outside general 3.6

canflict
4 Researchin non-Western settings 36
4 Violence against healthcare in conflict areas, in particular in lower-prafile 3.6
conflict areas
4 Translating research findings from one context to angther 3.6
10 Gender dynamics inviolence against healthcars 35
10 Wider impacts of violence against healthcare 35
12 Motivations of perpetrators of vinlence against healthcare 34
12 Data on vialence against healthcare in non-urban/rural environments 3.4
14 Indirect impacts of security policies on healthcare 31
14 Longitudinal evaluations of interventions 31
14 Role of different stakeholders inaddressing violence against healthcare 3.1
17 Specific subsets of perpetrators, targets and types of violence 3.0
17 Quantity and quality of surveillance data in conflict environments 3.0
19 Violence against healthcare in conflict and non-conflict environments as fundamentally 28
the same or fundamentally different phenomena
20 Systematic reviews of researchin conflict areas 26
21 Interdisciplinary approaches to research 23
22 Perspectives from Critical Theory 21
23 Variety of data collection methods in non-conflict environments 2.0
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Table 24. Research gaps (ranked by aggregated relevance to policymakers scora)

Relevance to

Rank Research gap .
policymakers score
1 Contextual drivers of violence against healthcare 40
1 Evaluations of interventions in canflict areas 40
3 Indirect impacts of security policies on healthcare 39
3 Quantity and quality of surveillance data in conflict enviranments 39
5 Wider impacts of violence against healthcare 36
6 Motivations of perpetrators of violence against healthcare 35
6 Longitudinal evaluations of interventions 35
6 Researchinnon-Yestern settings 3.5
9 Role of different stakeholders in addressing violence against healthcare 3.4
9 Translating research findings from one context to anather 3.4
9 Data an lower-intensity but higher-frequency violence in conflict areas 3.4
12 Loss of legitimacy of service for healthcare workers in conflict areas 3.3
12 Design and evaluation of organisational aspects of interventions 3.3
12 Vinlence against healthcare in areas of generalised/collective viclence outside 3.3
general conflict
15 Systematic reviews of researchin conflict areas 3.1
16 Gender dynamics inviolence against healthcare 31
16 Wiolence against healthcare in conflict areas, in particular in lower-profile conflict 3.1
areas
16 Data onviclence against healthcare in non-urban/rural environments 3.1
19 Violence against healthcare in conflict and non-conflict environments as 3.0
fundamentally the same ar fundamentally different phenomena
20 Specific subsets of perpetratars, targets and types of violence 29
21 Interdisciplinary approaches to research 28
22 Variety of data collection methods in non-conflict environments 26
23 Parspectives from Critical Theory 25
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Table 25. Research gaps (ranked by aggregated relevance to researchers score)

Relevance to

Rank Research gap researchers score
1 Quantity and quality of surveillance data in conflict envirgnments 45
2 Systematic reviews of researchin canflict areas 41
2 Evaluations af interventions in conflict areas 4.1
4 fMotivations of perpetrators of vinlence against healthcare 40
4 Contextual drivers of vinlence against healtheare 40
4 Laongitudinal evaluations of interventions 4.0
4 Interdisciplinary approaches to research 40
8 Violence against healthcare in conflict and non-caonflict environments as fundamentally 39

the same or fundamentally different phenomena
9 Role of different stakeholders in addrassing violence against healthcare 3.8
9 Translating research findings from one context to anather 3.8
9 Data on lower-intensity but higher-fregquency violence in conflict areas 3.8
9 Variety of data collection methods in non-canflict environments 38
13 Wider impacts ofviolence against healthcare 3.6
13 Researchin non-Western settings 3.6
15 Data onviolence against healthcare in non-urban/rural environments 35
16 Gender dynamics inviolence against healthcare 34
16 Violence against healthcare inareas of generalizsed/collective violence outside general 34
canflict
16 Violence against healthcare in conflict areas, in particular in lower-prafile 34
canflict areas
16 Perspectives from Critical Theory 34
20 Indirect impacts of security policies on healthcare 31
21 Loss of legitimacy of service for healthcare workers in conflict areas 3.0
21 Design and evaluation of organisational aspects of interventions 3.0
23 Specific subsets of parpetrators, targets and typas of violence 28
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Annex B. Full STREAM dataset

This annex containg aggregated scores for impact, implementation and relevance for all 23 research
gaps.
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Table 26. Full list of aggregated STREAM scores

COMBINED Relevance Relevance
Implem- Relevance to : COMBINED
Research area # Research gap Impact - Impact . to policy- to
entation . . practitioners Relevance
implementation makers researchers
1 Molivet'onso’ cercewrslorsaf volemce against 35 24 59 3.4 35 4.0 10.9
hez thoars

2 Conlexlualdriversc’ violence 2gainst heallhcare 35 33 6.8 36 40 40 11.6
Ressarch gacson Lhe - ; .
nat. e ol violarcs 3 Loss oflggﬂ, ma;v cfservcefor mealthoars 34 2.8 6.1 41 33 3.0 10.4
arzns- haalthcs e wer<ars i~ conflicL 2 eas
{RQ1) 4 (Genderdynam cs i~ vio enceajai~st ~ealthcae 2.8 3.6 6.4 35 31 3.4 10.0

5 Specifics.bselsc’ oe-pelrato~s iz getsad 28 3.6 6.4 3.0 29 2.8 8.6

Lypes ofvip erce

Ressarch gacson Lhe 6 Wicerimpazlscviolence zgainst heall~care 39 33 74 35 3.6 3.6 10.8
impaclofvolerce N P . i-ias o~ h .
2gainst ~ealthca e 7 Indi~eclimpacls af securwy po icies o~ hsalthca e 31 35 6.6 3.1 3.9 31 101
{RQ2)

8 Desgnanc eve uawior of organisatioralaspecls of 31 35 6.6 3.6 33 3.0 99
Ressarch gapson I"terventicns
i~ervenLions ‘cr 9 Longituz nal evalualions o’ inte~vent ons 38 29 6.6 3 35 40 10.6
violence sgainst

10 Rcle o differeni. slakerolders inaddrassitg 3.6 35 74 31 34 3.8 10.3

hez thcare (RQ3)

vinlence against heallhcare
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Table 26 continued...

COMBINED Relevance Relevance
Implem- Relevance to : COMBINED
Research area # Research gap Impact - Impact - to policy- to
entation . . practitioners Relevance
implementation makers researchers
11 Wole~czagai~sihsallhcare 'nconflict a~d ncn- 31 3.8 6.9 238 3.0 3.9 9.6
conflicLenvirormentis asfunce menla ly the sarme
or “.~damentally dif'erenl prenomeanz
12 Wolerczaga nsl ~ealthcae i- areascf 34 31 6.5 3.6 3.3 34 10.3
gengralised/col ective violence oulside gzneral
Research gapsin conflicy
spec ficcomexis of ) )
violence 13 Researchin non-Waswer- seiti~gs 3.8 31 6.9 3.6 35 3.6 10.8
14 Wole~czaga nsihaallhcare inconflicuaress. in 3.1 3.0 6.1 3.6 31 3.4 101
zarlcularin ower-profiz cenficlarzas
15 Translating resea-c~ fi~dings ‘rcmone conlexi Lo 34 35 6.9 3.6 3.4 3.8 10.8
zroLhe-
16 Quant wyand cualily of s.-vei lance data in conflict 39 24 6.3 3.0 3.9 45 1.4
g~vironmanls
17 Data o~ viclence ggainst heall-carein non- 29 29 5.8 3.4 31 35 10.0
) ."ban/-urale~yirorments
Research gapsi»
data col ecticn 18 Data o~ lower-"ntensily bl higher-frequency 4.0 2.8 6.8 41 34 3.8 1.3
viglencein conflict g-eas
19 zriety of data collectior met~ocs i~ non-conflict 2.8 34 6.1 2.0 26 3.8 8.4
e~vironmenls
20 Inlerdisc pli~ary scprozches wo research 34 3.6 7.0 23 28 4.0 9.0
. 21 Syslematic ravisws of research 'nzenficl arzas 34 43 7.7 26 31 41 9.9
Gazs nresesCn
methods 22 Eval.al’ons ofinlervenions i~ confizlarzas 40 29 6.9 41 40 41 123
23 Parspectives frem Crivice Theary 28 40 6.8 21 25 34 8.0
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AnnexC. Suggested criteria for assessing research proposals

Annex C presents an example of @ more granular scoring framework that may be used to assess
specific research proposals. This framework is based on a number of criteria that were identified
throughout the research process, including:

e Financial cost of implementation

e Resource cost of implementation

o Marginalvalue-add of research

o Applicability and transferability of research findings
o Usability of research outputs

e Scaleoftheimpact

o (Cost-effectiveness

e Riskofunintended impacts

o Barrigrs toimplementation, including practical, ethical and political barriers
o Relevance to different stakeholders

e Cost-effectiveness/value for money

o Scientific quality

o (ostof non-implementation.
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Table 27. Suggested impact criteria

Category Oescription

Scale

These categories are ta be assessed for practitioners, paticymakers and researchers separately

This category considers the ease with which research findings may be used
by different stakeholders in reducing the prevalence and/or impact of
violence against healthcare. How easy is it for different stakehofders to use
the research findings in their wark on viglence against healthcare?

Usahility of For practitioners, this refers to the ease with which research findings may
research be incorparated into on-the-ground efforts to reduce the prevalence
findings and/or impact of violence in the delivery of healthcare. For policymakers,

this refers to the ease with which research findings may be incorporated
into the development of new or existing policy on violence against
healthcare. For researchers, this refers to ease with which the research
findings may be used in the development and/or implementation of future
research onviolence against healthcare.

1=Unusable. Research findings cannot be applied into real-world applications without
substantial additional work,

2 =Difficult to implement. Research findings cannot easily be translated into real-world
applications, Certain specific findings and/or high-level findings may have relevance,

3=Moderate to implement, Research findings may be translated into real-world applications
with relative ease, although barriers to implementation do exist.

4 = Easy to implement. The research findings can be translated readily into real-world
applications with little additional effort. Real-world applicaticns clearly emerge from the
research findings.

5=Fullyimplementable The research findings translate directly into real-world applications,
and may be implemented immediately with no additional work,
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Scale of impact

This category refers to the potential impact of the research findings for
different stakeholders if successfully incarporated into their ongoing and
future work This may he impactat a local or global scale according to the
focus of the research project. Will the research have a transformative
effect compared to existing knawledge or practice, or are impravements
likely ta be incremental?

Forpractitioners, this refers to the impact of the research findings an the
ability to reduce or prevent viclence against healthcare and its impact on
patients, medical staff and society more widely. For policymakers, this
refers to impact of research findings in developing new or existing policies
that are more effective in reducing the prevalence and/or impact of
violence against healthcare, For researchers, this refers to the impact of
research findings on the ability to develop and/or implement future
research projects that provide furtherinsights into violence against
healthcare.

Note that this categary differs from the usability of researchinits focus on
theimpact of researchin its application by different stakeholders. For
example, it may be easy to translate research findings into real-world
applications {usability) but with an expected low impact {scale of impact).
or conversely, it may be difficult to translate research findings into real-
world applications (usability) but, ifachieved. the expected impact would
he high {scale of impact).

1=Neimpact. The research findings will nat improve existing knowledge or practice.

2=S8lightimpact. The research findings may lead 10 small, incremental impravements in
reducing, managing and/or understanding violence against healthcare.

3=Maderate impact. The research findings may lead to greater improvements in reducing,
managing and/or understanding violence against healthcare, although these improyvements
are not considered game-changing.

4 =Substantial impact. The research findings may lead to substantial improvements in
reducing, managing and/cr understanding violence against healthcare. These improvements
are considered to bea step-change compared to existing knowledge or practice.

5= Ground-breaking research. The research findings may lead to highly significant
improvements in reducing, managing and/or understanding violence against healthcare,
These improvements are considered game-changing within the field.

Transferability
of results

This category considers the degree to which the research findings may be
applied to different contexts within the healthcare domain, including
different geagraphic locations, different cultural and security
enviranments. and different medical contexts. Are the research results
relevant to a specific local context, orare they applicable more broad y?

1=Non-transferable. The research findings are applicable to the specific local context only,

2= Difficult to transfer. The research findings are largely context-specific, and cannot easily
be applied to different contexts without significant adaptation,

3=5Somewhat transferable. The research findings may be applied more broadly to different
contexts, but still need to be tailored o each local envirgnment,

4 =\Widely transferable. The research findings may be readily applied to different context
with few edits required to tailor to the local environment,

5=_CGlobalrelevance. The research has global relevance and is applicable in any context.
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This category corresponds to the expected length of time between the
delivery of research findings and real-world impacts for relevant
stakeholders. Given that the impact of any research output maybe spread 2 =110 2 years.
across an extended periad of time, this refers in particular to the period of
time between research delivery and the point at which researchimpact is
expectedto be atits greatest, 4=Greater than 5 years.

1=Less than 1year.

Time to impact
3=2to5years.
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Table 28. Suggested implementation criteria

Category Description Scale
1=No cost. Theresearch may be implemented with no resource requirement and/or a
reliance on free Or 0pEN-SOUNCE FESOUCES.
2 = Lowcost, The research requires few resources and may be implemented at very low cost.
Approximate financial value is less than €100K.
_ _ ) 3 =Maderate cost. The research requires a more subistantial level of resources and would be
This category refers to the overall cost ofimplementing the research. difficult to implement on an extremely low budget. but nonetheless does not reguire high
focusing primarily on financial cost that is linked directly toareassuchas  jeyels ofinvestment in order to produce meaningful results, Approximate financial value
Costof level of human resourcing, technical requirements, length of time for

implementation

delivery. level of risk, etc. The cost of implementationis assumed fora
reasonable scoping of research bhased an current approximate market
rates.

between €100K and £250K,

4 = Considerable cost. The research reguires a high level of resources, and cannot be
implemented easily on a lower budget without risking the quality of research, Approximate
financial value between €250K and £500K.

5=Highcost. The research reguires an extremely high level of resourcing, and cannot be
implemented aneven a moderate budget without risking the quality of research,
Approximate financial value is greater than £500K.

Barriers 1o
implementation

This category refers to non-financial factors that may impede the delivery
of research, This includes difficulties in accessing relevant expertise,
difficulties in accessing data, pelitical barriers to implementation. ethical
barriers to implementation. and other barriers to implementation where
relevant,

1=No barriers toimplementation. Research should be implementable with no additional
challenges that impede its delivery.

2= Few harriers toimplementation. Research should he implementable with few challenges.
Any barriers ta implementation would be relatively easy to overcome,

3 =Maoderate barriers toimplementation. Research as a whole should be implementable,
although a number of barriers ta implementation exist that must first be overcome, Itis
expected that these barriers should be overcome given sufficient resources.

4 = Suhstantial barriers to implementation. Research would be extremely difficult to
implement given existing harriers to implementation, althcugh it may nonetheless he
possible toimplement the research given the right circumstances and/or investment.

5= Complete barriers to implementation. It would not be possible to implement this research
given the existing constraints,
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1=legssthan 1year

This category carresponds to the length of time required to deliver the 2=1t02years
Time to delivery  research, referring specifically 10 the time pericd between commencing
research and delivering final research outputs, 3=2to5years

4 = greater than Syears
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Annex D. Listofinterviewees

In total, the research team conducted 12 interviews with 13 interviewess. The list of interviewees
provided in Table 31 enly includes individuals who provided written consent for inclusion in the report,
either by name and/or organisational affiliation/job roles.

Table 29. List of interviewees and organisational affiliations

# Name Organisational affiliation and/cr job role

1 Anonymous Department far International Development (DFIDY, UK

2 Anonymaous Public health researcher, Johns Hopking University

3 Anonymaus Emergency physician, researcher on health and human rights

4 Anonymous Department for International Development {DFID), UK

5 Anonymaous Nurse, humanitarian aid worker, public health lecturer

6 Angnymaus Manager in international aid organisation

7 Anonymous Health researcher. American University of Beirut

8 Dr Omar Dewachi Associate Professor of Critical Medical Anthropology, Department
of Anthropology. Rutgers University

9 Anonymaous Researcher on education and humanitarian aid in conflict environments

10  Christina Wille Managing director of Insecurity Insight and Aid in Danger Project,

co-founder of Security in Numbers Datahase {(SiND)

1 Angnymaus Researcher on medical anthropology. international development
and humanitarian aid

12 Anonymous Researcher on healthcare

13 Anonymous Charity directar feducation)

14 Anonymous Clinician and researcher an healthcare inconflict areas

15 Anonymous NGO representative with a focus on violence against healthcare

inconflict areas
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Annex E. Backgrounds of STREAM participants

The STREAM workshop was carried out by senior researchers at RAND Europe with backgrounds in
either health and/or research. Although their participation in the workshop is anonymised, the
background of participants is provided in Table 30 to enable readers to understand more clearly the
experiences and perspectives that shape the prioritisation scores presented in Chapter 4.

Table 30. Background of STREAM workshop participants

# Name

Background

1 Angnymous

2 Angnymaous

3 Angnymaous
4 Angnymous
5 Angnymous
6 Angnymaus
7 Angnymous

Researcher in security policy with a focus on the Middle East
Public health researcher with extensive experience in UK government

Defence and security researcher with practitioner experience in supparting and
delivering humanitarian aid

Health researcher with experience in research ethics and research prioritisation
Health researcher with a focus on primary care
Defence and security researcherwitha focus on human security and counterterrorism

Health researcher with a focus on public health, including the intersection between
healthcare and the criminal justice system
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Annex F. Additional information on literature review method

This annex contains additional information on the literature review method. This complements the
description provided in Section 1, and covers:

e Searchstrings usedto search CINAHL, SCOPUS and PubMed literature databases as part of
the structured literature review (Table 31).

e Search strings and number of hits for Google and Google Scholar searches in English, French,
Spanish, Chinese and Arabic (Tables 32 to Table 36).

e Inclusion/exclusion criteria (Table 37).
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Table 31. Search strings used in protocol-driven searches of CINAHL, SCOPUS and PubMed literature databases

Oatabase

Field(s)
searched

Search string used

CINAHL

CINAHL

CINAHL

CINAHL

CINAHL

CINAHL

title

Title

title

ab

ab

ab

T {w'oler* OR torroris® DR wsr OR co~flict OR atzack® OR zombirg OR strike OR zestr™ OR shooting ORaggress® ORassallt OR “ohysical abase” OR “soxua azuse” OR
“‘emozional abuse” OR “asychologica abase” ORt-reaz ORintimidz = CR 1arass™ OR kiznap™ OR kill* CR rape OR theft OR rekbery OR abduct* OR c”me ORa-cst OR
alockace OR cisrupt™) N3 (hosoital™ OR = iric OR nfirrary OR "A&E" OR "azz’dentand erergerzy” ORERTOR "emagorcy roor” OR "eme-gor oy departmient” "savice
dolivery po'nt”) ) NOT TI ( (“cadigcarres” or “1osrt a~most” OR “cardiooLimonary srrest” OR “cardio-ou mznary arrest” OR “reatattsck” OR Mischeomic atta ek} )

Tl (violen* OR te-ro~s™ OR war OR zonflict OR attack® OR bembirg OR strike OR dest~= OR shooting OR aggress™ ORzssau t OR “ohysical abase” OR “soxLal sbase” OR
“‘cmotional abusze” OR “osychologics sbase” OR threat OR ntimidat* OR Farass® OR «<idrac® OR <l OR ~zpe ORthe®t OR -oabery OR zbduct™ OR o-"me OR& est OR
alockade OR cisrdpt*) N3 (doctor ORGP OR "gerera praztitznor’ OR rurse OR —cd™z OR pgramedic OR sLgoon OR ohysician OR EMS or "emagorcy mezizal sorvicos”
ORpat’ent ORweLnded ORirjured OR sick OR casaa =* ORambulznce) NOT TI( (“ca~diaz arrest” or “eert arrest” OR “carciopulmzngry a-ost” ORcardio-oL menary
grrest” OR ez tattack” OR "ischemic attack™) )

Tl [vio er* OR terro~'s* ORwa- OR confict OR attaz«<* OR bomibing OR strike OR costr* OR skezting ORaggoss* OR assal tOR “ohysical abase” OR “soxval sbase” OR
“‘emotional abuse” OR “asychologica abase” ORtrea:t ORintimida = CR 1arass™ OR kiznap™ OR kill* CRrape OR theft OR rekbery OR abduct* OR c~me ORacst OR
bloc<ado OR o'srupt®) N3 (healtizare OR "oz tF care” OR health OR medical) NOT TI { ("ca-diaz arress” or “eartarrest” OR “cardiooulmznary arrest” OR "cardio-
aulmangryarrest” OR “reatattack” OR Mische=z attack™)

AB { {violen* ORzorroris* ORwar OR conflizt OR attack* DR bort'ng OR st~ke OR destr* OR shoot'ng OR ggross* OR assaLlt OR “ohysical abase” OR "scxual sbase” OR
“‘emotional abuse” OR “asychologica abase” ORtreat ORintimide ™ OR 1arass™ OR kidnap* OR ki 1* OR rape OR theft ORroboery R abdact* OR crime OR grrost OR
slockade OR disrapt*) N3 (hospizal* OR clinic OR infirma + OR “ARE" OR "zecidert and cme-genzy” OR "ER" OR “emergoncy rocm” OR "emergency department” "sorvice
delivery po'nt™) ) NOT AB { ("cardizc arresT” or “~ra~tarrest” OR “carzizpulmznary a--cst” OR " cardio-ailmonary arrest” OR “~eattattzck” OR ischemiz attack’™) )

AB { {violen™ OR terro~s* ORwar OR conflizz OR attack* DR borb'ng OR st~ko OR destr~ OR shooting OR aggress* OR assa It OR “shysical abase” OR "scxual shase” OR
‘cmozional abusze” OR “osychologics abase” ORtorezz ORintimida = OR narass™ OR kiznap™ OR kill* CRrape OR theft OR rekbory OR abduct* OR c-"me ORa-ost OR
slockanc OR d'sruzt=) N3 (doctor ORGP OR “gencral prazzitaner” OR rurse OR madic OR paramres = OR surgezn OR prysician OR EMS or “smergency medica sereoos”
OR pat’erz ORwoLnded ORirjures OR sick OR casaa w ORambulance) NOT AB { {"cardiaz arrest” or “eartarrest” OR “cardiopu manary 2 cst” OR "ca~dio-iu menary
arrest” OR "oz tattack” OR “sznomicattack’) )

AEB {violen™ OR temmo-s* OR war OR czn®ict OR attaz«® OR borb'ng OR st~ ke OR mostrs OR shooting OR aggress* ORassaL £ OR “ahysical abase” OR “scxual abase” OR
‘emozional abuse” OR “ssychologica abase” ORt-reaz ORintimidza ™ CR 1arass™ OR kiznap™ OR kill* CRrape ORtreft OR rekbery OR abduct* OR c~me ORa-rcst OR
slockare OR dsruzt™) N2 {noslthcarc OR ez th carc” OR healzh OR medical} NOT AB ( (“cardiaz arrest” or g~ a~cst” OR "earzizpulmonaty arrest” OR "carziz-
sulmonaryarrest” OR “ra-tattack” OR Mische= "z attack™ )

150



SCOPUS

SCOPUS

SCOPUS

SCOPUS

PubMed

title

title

title

abstract

title

((TITLE (viclen™OR terrzris* OR war OR conflct OR gxtzck® OR nomtirg OR strike OR dastr® OR snozting OR sggress® OR gssau T OR “ohysical abase” OR “sexual abuse”
OR“croticnal abuse” OR “sychologizal ebase” OR threat OR ‘ntimidat™ OR na-zss* OR «<idras® ORkill* OR rape OR theft OR -obaery OR ebduct™ OR crimc ORarrest OR
zlocksde OR dis-apt* ) AND PUBYEARAFT 2008 ) AND NOT (TITLE (“ca-diaz arress” OR “heart arrust” OR “cardiooLimonary arrest” OR “cardio-oLlmaorary arrest” OR
“~ga-tattack” OR “sznomc attzck” OR cardi* OR) AND PUBYEARAFT 2008 ) ) AND (TITLE (nosgital™ OR clinic OR ‘nfi-mizry OR {AZE} OR {azcideit and ercrgoncy} OR
{ER}OR “crergency rocm” OR “orergercy deps -trent” OR “service delivery point” ) AND PUBYEAR AFT 2008 ) AND (LIMIT-TO (PUBYEAR, 2019) OR LIMIT-
TO(FUBYEAR, 2018 ) OR LIMIT-TO ( PUBYEAR, 2017 ) OR LIMIT-TO ( FUBYEAR, 2016 ) OR LIMIT-TO ( FUBYEAR, 2015) OR LIMIT-TO (PUBYEAR, 2014 ) OR LIMIT-
TO(FUBYEAR,2013) OR LIMIT-TO (FUBYEAR,2012) OR LIMIT-TO ( PUBYEAR, 2011))

((TITLE (viclen™OR terrzris* OR war OR conflct OR &xtack® OR nomtirg OR strike OR dastr® OR snozting OR sggress® OR gssau T OR “ohysical abase” OR “soxusl abase”
OR“croticnal abuse” OR “osychologizal ebase” OR threat OR ‘ntimidat™ OR na-zss* OR «<idras® ORkill* OR rape OR theft OR -obaery OR ebduct™ OR crimc ORarrest OR
locksde OR dis-apt* ) AND PUBYEARAFT 2008 ) AND NOT (TITLE (“ca-diaz arres” OR “~uatt arrost” OR “cardiooLimonary arrest” OR “cardio-oLlmaorary arrest” OR
“~ga-tattack” OR “sznomc attzck” OR caro ™ OR “sznaeriz OR schemic) AND PUBYEAR AFT 2008) ) AND (TITLE (dzctor OR gp OR “gu-ural practiticnor” OR nurse OR
miedic OR sa-amodic OR surgeon OR atysicisn ORems OR “cmergency —od zdl sorvices” OR satiort ORwzuzod OR 'noured OR sick OR casJalt® OR smbulsnce ) AND
FUBYEARAFT 2008)

((TITLE (viclen™OR terrzris* ORwar OR conflct OR attack* OR aambirg OR strike OR dostr® OR snozting OR sggress® OR 55540 T OR “ahysical abse” OR “soxusl abase”
OR “croticnal abusz” OR “asychologizal ebuse” OR threat OR ‘ntimidat™ OR na~zss* OR «<idras® ORkill* OR rape OR theft OR -ohoery OR sbduct™OR crimic OR arrest OR
zlockade OR dis~upt*) AND PUBYEARAFT 2008 ) ANDNOT (TITLE ( “ca-diaz arres:” OR “1eart arrest” OR “cardinaLimonary arrcst” OR “cardio-aulmorary arrest” OR
“rpgrtattsck” OR “szno=cattsck”) AND PUBYEARAFT 2008 ) ) AND (TITLE ( ~tz theare OR “1og th care” OR 1zalt OR medical ) AND PUBYEARAFT 2008)

(ABS (wiclon™ OR terrzris* ORwar OR conflict OR aTtack” OR aomtirg OR strike OR dastr* OR s~ ceti=g OR aggross® OR gssau TOR “ohysical abase” OR “scxuzl abse” OR
“‘crot'oral abusz” OR “asychaologicz sbase” OR threat OR ntimidat™ OR 1zrass® OR «idraa* ORkill* OR rape OR theft OR -obtcry OR abduct™OR crime OR arresz OR
zlockade OR dis~upt*) W/3 ABS (nosaital™ OR clinic OR ‘nfi-mary OR “A&E” OR “sccidonzare emagrrey” OR “ER”OR “orergency rocm” OR “orergency depa trent” OR
“sorvico dol'vay point”) AND PUBYEAR AFT 2008 ) AND NOT (ABS ((“ca~diaz arrest” OR “osrt arrest” OR “cardiopLimonary arrest” OR “cardio-ou menary rrest” OR
“reattattack” OR “sznomioattack’)))

Seach ({{{{{1ospital*[Title] OR li~ic[Ttle] OR infi-mary[T tle] OR “A&E”[Title] OR “accident”[Title] AND “crergeney”[Title] OR “ER”[Title] OR “crergeney -oam”[Title] OR
“emergency deaattmens[Title] OR “servico dolive~y point”[Title]))) AND E((0T(((war[Tit o] OR corflict[Tit ] DR attac«[Tit ¢] OR attscks[Title] OR attacked [Tizlc] OR
artzeker[Tit ] OR bomaing[Ttle] OR strike[Title] OR destructior[Title] OR destroyT tlo] OR destroyez [T t2]))) OR ((zorroris=[T=le] OR torrarists[Tizle] OR

terrerism[Tit o]} OR (violent[Tizle] OR via ence[t'tlc]))) OR ((shootirg[Title] OR aggressor(Title] OR aggressior[Tit e] OR aggresso-s[Title] OR assau [Tit c]))) OR
(("ohysical abaze”[Title] OR “sex.al abuse”[Title] OR “cmotional abusz”[Title] OR “osycho og zal sbase”[Title]))) OR {threat[Title] OR threats[Tit o] OR throcate[Title] OR
threataning[Tizle] OR thregtens[Titlo] OR intimidate[Title] OR ‘ntimidates [Ttle] ORint'midat’an{Tit ¢] ORintim dsting[Title] OR irzimidazes[Title] OR na~ass=ont[TIc]
OR harass[Tizle] OR harasscz [Tizle] OR barass'ng[Tit e]}y; OR (kd~zozi=g [T ] OR kidnapp 'ngs[Tit ¢] OR k' dnapoe-[Title] OR «<idraspers[Tit ¢] OR K dnap[Tit ¢] OR
<idrapped[Title] OR kil irg[Title] OR «il'ngs[Title] OR <ller[Title] OR ki lers[Title] OR kil [T tle] OR «illed[Title] OR «ills[Title] OR rape([Tit ¢] OR theft[Title] OR

-obbery[Tit ] OR abduzred [Ttle] OR sbduct[Title] OR ateucter[Tit o] OR abduztors[Ttle] OR sbduct’on(Title] OR anzuctiors[Tizle] OR zrime[Tit ¢] OR crires[Title] OR
arrest[Tit o] OR b ockade [Title] OR disrupt've[Title] OR d'sru ot [Title] OR zisrupt zn[Tizle] OR zisropt zns[Title]))) AND (2009/01/01"[PDat] : “2019/12/31"[PDat]))) NOT
{cardigc[Title] OR zardopulrana [Tt ] OR ischemic[Tit c]OR ca-di=[zitle]) Filters: Puclicaticn date fror 2009,/01/01 to 2019/12/21
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PubMed

Pubted

title

title

Sea~ch ({{{doztor[Ttle] ORdocto-s([Ticle] OR GP[Tit &] OR “geaeral pracuitizner”[Tite] OR narse[Title] OR L -ses(Tit ] OR —ed zs[Title] OR medic[T tic] OR
aarameciz(Title] OR parar-cd zs[Ticle] OR sargezn[Title] OR su-geons[Tit ¢] OR pryscans[Tizle] OR physizia~[T't ] OR EMS[Titlc] OR “emergency rez zal

services”[Tit ¢] OR pazient[Title] OR patienzs[T tle] OR wounded[Tit o] OR injJred[Tizle] OR sick[Title] OR casual* [T zlc] OR & —bulsnce[Tizle])) AND { “2009/01/01° [P Dat]
S92/ 317 [PDat] ) AND (((fviolenz[T=le] OR v zlenze[Ttie] OR terrzrist[Tit o] OR terrorists[Tizle] OR terro~sm [T tle] OR war[Tit 2] OR con®icz[Ttlz] ORattack(Tizle]
ORatzacks[Ttlc] OR atacked[T=Ic] OR attaz«<er[Tizle] OR bombing[Title] OR stri<c[Tizle] OR cestruct™an[Tit o] OR deszroy[Tit o] OR destroyed[Tit o] OR shoot'ng[Tit e]
OR aggressor[Tit ¢] OR aggression[Tit o] ORaggossors[Ttlc] OR essaLlt[Title] OR “ohysical abase”[Title] OR “scxugl abase”[Tit o] OR “croticnal sbase”[Title] OR
“asycho og'cal g vase”[Title] OR threat[Title] OR threats[Title] OR threaten[Tit ] OR thcatening [T <Ie] OR threatens(Tizle] OR intimicate[Title] OR irti—vdazed [T te] OR
ntimidat zn[Tit ¢] ORinzimidazirg[Title] OR irzim dagzes[Tit ] OR harassment[Title] OR harass[Tit ¢] OR haassed[Title] OR na-assitg [T lc] OR kidnapping[Titlz] OR
<idrapp ngs(Tit t] ORk ¢ apae-[Ticle] OR kidnappers[Tzle] OR kidnap [T'tlc] OR <idracpee [Title] OR «ill'ng[Title] OR ki lings[T <lc] OR ki le-[Title] OR killers[T tlc] OR
<l[Title] OR K ee[Title] OR kills[Title] OR rase [Title] OR thefz[Title] OR -oaaery[Title] OR azducted[Title] OR abduz[T=lc] ORgbductar[Title] OR ancuctors[Tit ] OR
ghdLction[Tit o] OR atduztions[T tle] OR zrime[Tit o] OR crimes[Title] OR a--ost[Title] OR alockade[Title] OR dis-upzive[Ttlc] OR dis-upz(Title] OR dis-upTior [T tlz] OR
dis-apzions[Tizle])) NOT ({“cardiaz arrest’[Tit ] OR “eart arresT’[Tit o] OR “cardioau monary arrest’[Title] OR “cardio-oulm ang -y arrest’[Title] OR “ca -t attack”[Tit ©]
OR “szng=cattack’[Title] AR [cardi=[Title] OR zard zpulmena~y[Tizle] OR isceemic[Tit ]OR “szracmic [title])) AND (“2009/01/071°[FDat] : “2019/12/31°[PDat] ) Fi—u-s:
Pub icat on date From2009/01/01 72 2019/12/31

Sea~ch ((({{viclent[Title] OR vio eree[Tit 0] OR zorrorisz[T=lo] OR torrorists[Title] OR terrzrism{Tit ¢] OR wa-[Tizle] OR corflict[Tit 0] DR attac<[Tit &] OR &ttacks[Titlo] OR
grtackec [Tizle] OR atzacker [Tizle] OR zzmbing [Tit o] OR szrice[Tit ¢] OR destractizn[Titie] OR destroy[Title] OR destroyed([Title] OR shoot'ng[Tit ¢] OR aggrossar[T o]
OR aggress on[Tit &) OR aggressors[Titie] OR assz J1L[Title] OR “ohysical abase’[Title] OR “soxual sbase’[Title] OR “omoticnal sbuse”[Title] OR “asycholegca aouse”[Title]
ORthreat[T<le] OR threats[T tie] OR threaten[Ttle] OR trregzerirg[Tit o] OR th-oaters[Tit ¢] ORintimidzte[Title] ORint'm dazed[T le] OR int'midatio[Title] OR
‘ntimidating[Tit ¢] ORintimidazes[Tit o] OR 1a~sssmert[Tit ¢] OR hz -ass[Title] OR harassed[Tit ] OR harassing [Title] OR <id~aoping [Title] OR kidnapp ngs[Title] OR
<idrappor[Tlc] OR kidnappers[T tle] OR <idraz[Tit ] ORk'd~aazed [Tit ¢] OR <ill'ng[T tle] OR «i 'ngs[Ttlc] OR «iller[Tit ¢] OR «illers[Ticle] QR kil [Tizle] OR kil cz2{Title]
OR Kkills[Tit ¢] OR rape[Title] OR tho®t[Tizle] OR rethory[Ttlo] OR abdactos [Tizle] OR g aduet[Tit o] QR azzuctzr[Tit &) OR abdLctors[Title] OR abduction[Titin] OR

abdiet ons[Title] OR zrimo[Tit o] OR crimas[Title] OR arrest[Ttle] OR alockade[Tizle] OR disruptive[Tizle] OR disrLpt[Tizle] OR disrLpticn[T <le] OR disruptions[Ttic]})
NOT {{"ca-diacarres”[Title] OR “earzarres’[Tit o] OR “cardiopu monary arrest”(Tit o] OR “cardio-au mznary g -rest”[Tit o] OR “~ez tattack”[Title] OR “schemic
attack’[T=le] OR cardi*[title] OR szne=c[t<le] OR ischaemicltit c])) AND { “2009/01/01°[PDat] : “2018/12¢/31"[FDat] 1)) AND (((healtzare [Tit ] OR “oa th care” [Tit ¢]
OR healzh [Tizle] OR moedical[T=Ie])) AND { “2009/01/071°[PDat] : “2019/12/31”[PDex] J) Fltors: PLolzatior date fror 2009/01/01 to 2019412431
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Table 32. Search strings used in Google and Google Scholar searches {(English)

terrorism ggainst moedical
attzck onhealticars conflice
obstract healthcars do ivery
<illng doctors terrerism
terrorismagaing: bea thee o
gttack on medica nfrastructuo

gs5au = hospal

Number
Search string Search engine of pages Numberqf
reviewed relevant hits
viclencoggeinst healthcars Google Scho ar 3 21
trends of vio cnce against nealthcare workersend facil tics Google 16
aggressizn healticare Google Scholar 16
cyberatacks healt- care Google 10
aggressicnviolonce healticare Google Scho ar 10
databasc vio ence agairst medice prefessiorals Google 8
grtack on —ecdzal infrastructuc Google 7
aggressicnviolonce healticare Googlo 7
terrzrismagaing: bea thea o Googlo 7
gTtack on Fospal Googlo 7
narsss mezizal staff Googlo 6
viclencegga nst peramedics Googlo 6
theft roabery nealthcare Googlo Scho ar 5
zzmb'ng clinic Googlo 4
derigl of medical serv'ce <z a azpulation Googlo 4
database or violorze against ~oz thcaro Googlo 4
theft roabery nealthcare Googlo 3
warbca th care b ocking Googlo 3
de-igl medica sorvizevoleze Google 3
nuslthcaro warkplace vizlence statistics 2018 Google 3
3
3
3
2
2
2
2
2

abuso nospital

nuslthzare inte -fercnca
<idnap docter

‘ntimidate modical staff
database stat'stics v olenzoagainst 1ea thea cworke s
nuglthzare inte -fercnca
a553U T hospal

mure dozror

war bea th carc b ocking
alacking beg theare

alocking noalt-zare provision

attack on Fospal

Googlo Scho ar
Googlo Scho ar
Gooygle 5znolar
Googlo
Googlo Scho ar
Googlo Scho ar
Googlo Scho ar
Googlo Scho ar
Google
Google
Google
Google
Googloe Scho ar
Google
Google
Googloe Scho ar
Googloe Scho ar
Googloe Scho ar

Googloe Scho ar

W N N NN NN N

o O o o o o

Number of snowballing searches: 1. Number of hits from snowballing search: 12
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Table 33. Search strings used in Google and Google Scholar searches (French)

Number  Numberof
Search string Search engine of pages relevant
reviewed hits
Winlsnea cintre serv es de sarte Gorgle, Goagle S:omola- 8 8
Destrecton gaare conf izse-was de santé Gongle, Goagle Scmolae 8 6
Winlznce ORterr s* OR gueirz DR conlizOR attaque OR % sillade OR Gorgle, Goagle S:omola- 7 3
dast-* DRa sta” OR “soins mad caux® OR “soins
vesante” OR raeict
Vialznce cintre sors med zaux Gorgle, Goagle Semola- 7 2
Atzanne assault sarvines ce sarté Gorgle, Goagle Semola- 5 2
Vialznes ciovtre saramed sal ehirery zn anbnlance Gorgle, Goagle Semola- 5 2
Vialznee DR 2r-estatior QR blonagr OR rédaczior OR imzerfararss: AND Gorgle, Goagle Semola- 6 2
hiipital OR consultatior= OR “service médical Furganee” OR “ahires
mérical” QR infirnerie
Vinlenea comtra a0pital sab'ees nadical ivfirmarie Gorgle, Goagle Sl 3 1
Recaercnes sur @ violenoe fite aux sarvices e santa Gongle, Gonogle Siolar 5 1
Comemant prévani- aviter o vn ence Site aux sarvices e sarte Gongle, Goagle Scola 2 1
Vinlanee OR aggrass® OR abas OR hared ement OR kidnap* OR tuzr ORvol Gorgle, Goagle Sl 6 1
OR lacin OR violer OR crime AND “services de sarte” OR "sains madicanx”
OR“soins de sarte” OR med >
Vialznoe OR te-roris® OR goer-g OR st DR attinpae OR fusillade OR Gongle, Goagle Semola- 7 1
vast* DR assaut AN D coczaur ORinf rnig - ORirfinmrigre OR mé:desin OR
chirurgien OR paramécica
Vinlence OR ageress® OR sty OR harcélenert OR Ko OR tuer DR val Gorgle, Goagle Sl 6 1
OR lacin OR violer OR crime AND docten OR irfirmisr ORinfism érs OR
mécecin OR shirnrgian OR paraacica
Atzagne assanls s rsmed caux Gongle, Goagle Semola- 3 0
Agressior quus cortre sevoas de sarté Gongle, Goagle 5ol 3 0
Agressinn aaus cortre soins nédicaus Gongle, Goagle 5ol 2 0
Harcelament srire vil mans e services o s1ta Gongle, Goagle 5ol 2 0
Ar-astatior ~&ducticnintaridrer oz servicas de sarté Gongle, Goagle Seola- 3 0
Violarce canae docteour nédecinsinf rnigs Gongle, Goagle 5ol 3 0
et.des s la v ence ‘aite auxsevices de sarte Gongle, Goagle 5ol 5 0
Limaacz de lavelence foite aux services de sqrte Gongle, Goagle 5ol 5 0
Comrient rgcuirs attanuer lviolenee fate sux sevias de sarte Gongle, Goagle 5ol 3 0
Winlence OR ar-estatior OR blogaer OR rédaczior QR inzerfarer s AND Gongle, Goagle 5ol 5 0
“garyizes g s1tET OR Tsnins médizane OR g1 s de saiz8” OR mnict
Vinlznoe OR te-roris® OR goer-g OR saaflin OR attinpae OR fusillade OR Gongle, Goagle 5ol 2 0
vestr* OR agsaut AND hitital OR ziisnltation® OR “ssrvice néd cal
e'nrgenes” OR “cabinat mécical® QRinfirmer’s
Vinlerce OR aggress* ORauus OR Parszlerent OR «:dnaa* OR tue- OR v Gorgle, Goagle Semolas 2 0
ORI cin QR violer OR crime AND F1aital OR consultazion™ OR “sarvice
médical ¢nrgenes” QR “abinat mddical® OR infirmer’s
Winlance OR ar-astatior OR blogagr OR rédaczior QR inzerfarsr s AND Gonygle, Gongle Sshola~ 4 0
destenr DR inf i ORirfirniére OR médeir OR chiruryan OR
paramed cal
Winlznee OR te-roris* OR goer-g OR snflit DR atkaae OR fusillade OR Gonyle, Goegle Schola- 2 0
dest-* DR ussant AND aazient OR blessg ORantalar sz OR malade OR
vk
Winlance OR aggrass* ORalus OR Farcileman: ORKdnap* OR tug- DRl Gongle, Goagle Sl 2 0
ORla-cin ORvioler OR crime AND patert OR alessé OR ambulance OR
matlade ORwictin*
Winlenea OR arvastation OR bloguer OR réd.action DRintar“rance AND Gurgle, Gongle Seolas 2 0

pazigat OR blesss QR amaulanse QR malade OR victim=

154



Table 34. Search strings used in Google and Google Scholar searches (Spanish)

Number  Numberof
Search string Search engine of pages relevant

reviewed hits
“cstudios subrey zlenzia cn ~ospals” Google, Google Schaolar 10 28
“olerzaen e ambito senizario” Google, Google Schaolar 10 18
“olerz'aene seotor saritaric” Google, Google Schaolar 8 1
“Wolznz'a guriatrice cn saniterizs” Guzge GuogeSchalar 10 8
“Wolo1z'acontra profesionales de ls sa ue” Google, Google Schaolar 6 7
“agresionzsen el erbito sanite 2" Google, Google Schaolar 10 5
“olerz'aenatencion p~marig” Google, Google Schaolar 4 4
“crisis de salud puolza” Google, Google Stholar 10 3
“wolanzia contra personal santa- o’ Google, Google Scholar 5 2
“wolers'acontra pas'orios” Google, Google Scholar 10 2
“wolorza bospalaris” Google, Google Scholar 10 2
“ma trato hosaitalariz” Google, Google Scholar 10 1
“violencig irstitdz onsl e e amaito saniteriz” Google, Google Scholar 1 0

Table 35. Search strings used in Google and Google Scholar searches {Chinese)

Number Number of
Search string Search engine of pages relevant

reviewed hits
BEIT ) Google 5 20
eVl Baizy 5 18
Wi TR S E Google 5 8
RAREETRIEA R Google 5 7
ENEREET ) Google 5 4
2B EST ARGt Baiz 5 4
EJT R R E Google 5 0
N BRY T IR I B Google 5 0
XTFREAMREEST REF B Baic 5 0
By 5 1B Baira 5 0

Table 36. Search strings used in Google and Google Scholar searches (Arabic)

Number Number of
Search string Search engine of pages relevant

reviewed hits
Lol dole 3 1 wbdis | Google 5 4
Lipa 1 Jead! s da )l dole 3 01 wbdiia ! Google 5 3
fietypepdf deal dole 3 11 Wbl Google 5 2
L]l Jgadd madl dole 01 wadiadl ololw  Google 5 1
Gl ol 3 iamall duLle , 01 Woiia Google 5 1
fietypepdf Joud) L5 mall dole j 01 wodiie]l Google 5 1
Sl
fictypeipdf Uy dumall doLe )1 oz dl olwlow  Goige 5 1
Lol
O Il b amea Il dyLe 5 11 wbdiia ! Google 5 1
Ly s b mall dgle p 11 wodiall Google 5 1
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Table 37. Inclusion/exclusion criteria

Criteria

Inclusion criteria

Exclusion criteria

Relevance to the research questions

Type of literature

Date of publication

Language

Geographic location

Ayailahility of information

Focus (allorin part) on both 1) viclence and 2) against
healthcare

Provides some form of analysis relating to either the nature
{RG1). impact (RA2) and/orinterventions against (RQ3)
violence against healthcare

Goes beyond simply reporting an one or more incident

Academic (peer-reviewed articles and editarials,
perspectives and letters to editors where original research
is presented)

Grey literature sources {including research papers and
government reports)

Materials published or made available through open access
sources since 2008 {01/01/2009 or after)

English, French. Spanish, Arabic and Chinese
All sources

Sources where full texts are available, arwhen unavailable,
where sufficient information is provided in ahstract to
complete data extraction {based on RAND Europe access)

Does not include information on 1) violence and/ar 2) against healthcare, as
defined in Chapter 2

Daes not provide analysis relating on either the nature (RQ1), impact (RQ2) or
interventions against (RA3) violence against healthcare

Simply reports on incident(s)

Conference proceedings, PowerPoint slides, Masters and PhD theses

Editorials, perspectives and letters to editors where original researchis not
nresented

Grey literature sources that report onincidents cnly, or that do not present
original research {including — but not limited to — media reparts, personal blogs,
pamphlets, etc)

Published bogks

Materials published or made available through open access sources before 2009
(3112/2008 or before)

All other languages

NO sources

Where full texts are unavailable, sources with insufficient information in abstract
to complete data extract {based on RAND Europe access)
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