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ABSTRACT

Background Suicide is one of the most common causes
of death in correctional settings. This study aimed to
analyse prison suicide prevention policies and procedures
across Latin America.

Methods For this multiple case study, we collected data
on prison suicide prevention in policies (laws), programmes
(institutional framework) and protocols (procedures) from
17 Latin American countries, from (1) the public domain
and (2) archival records held by prison administrations.
The search was conducted using Google, through hand
search on prison administration websites and requests to
public information departments and prison administrations.
Theory-driven thematic analysis was conducted based

on 11 key components of suicide prevention in prison.
Presence and quality of policies, programmes and
protocols were assessed using tailored instruments.
Between-country comparisons were made by cross-case
analysis.

Results Data were retrieved from 17 Latin American
jurisdictions. Nine cases had a policy or law, 6 had an
institutional plan or programme and 13 had suicide
prevention protocols. In 6 of the 17 cases (Argentina,
Chile, Colombia, Ecuador, Mexico and Panama), the

three elements were present. Among the 13 cases with
protocols, 7 (Argentina, Brazil, Chile, Colombia, Mexico,
Paraguay and Uruguay) had high, 2 had medium and 4
cases had low quantity and quality of key components. In
the composite quality assessment of policies, programmes
and protocols, three cases (Argentina, Colombia and
Mexico) had high quality, four cases had medium quality
and the other seven cases had low quality of suicide
prevention in place.

Conclusion Many Latin American countries still need

to draft policies and develop institutional frameworks for
suicide prevention in prison. Most countries may review
their suicide prevention protocols in prisons to cover all key
components with clear procedures. Prison administrations
in Latin America should publish internal plans and
protocols for prison suicide prevention to facilitate cross-
country policy evaluations and research.
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WHAT IS ALREADY KNOWN ON THIS TOPIC

= Suicide prevention in prison has been assessed in
high-income countries, showing high variability in
quality.

= No prior studies have assessed and compared pris-
on suicide prevention policies and strategies in Latin
American countries or any other low- and middle-
income country regions.

WHAT THIS STUDY ADDS

= This multiple case study evaluates suicide preven-
tion policies, programmes and protocols across 17
Latin American prison systems.

= It identifies gaps in the development of public poli-
cies, plans and protocols to prevent prison suicide,
providing a basis for service comparisons and devel-
opments in the region.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= This study informs Latin American governments and
prison authorities how to improve prison suicide
prevention using international comparisons and
standards for prevention components.

= It provides a starting point for further implementa-
tion and efficacy research of suicide prevention sys-
tems in prison.

INTRODUCTION

The number of people incarcerated in prisons
across Latin America has increased since the
year 2000, ranging from 101% in Central
America to 224% in South America.! Prison
conditions are often harsh in Latin America,2
with human resource gaps and a lack of
mental health services when compared with
high-income countries.” A high prevalence
of severe mental illness and substance use
during imprisonment has been reported in
low- and middle-income countries (LMICs),
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including Latin America.* > People with mental health
and/or substance use problems in prison present a
higher risk for self-harm and suicide.® Risk factors for
suicide in prisons have been grouped into demographic,
clinical, criminological and institutional risk factors. The
factors associated with suicide risk were current psychi-
atric diagnosis, previous suicide attempts, suicidal idea-
tion during the current period of incarceration, single-
cell occupancy, a history of self-harm, lack of social visits,
serving a life sentence, remand status and having a violent
offence conviction.” People in prison die by suicide at
higher rates relative to community-based populations.®
Suicide prevention in prison is a worldwide public health
priority. However, in prisons, several modifiable clinical
and institutional risk factors for self-harm and suicide
behaviours have been identified that can be targeted for
suicide prevention.”*

Such prevention activities in prison systems can effec-
tively reduce the number of suicide deaths.'” Prison
suicide prevention requires policies to establish goals,
programmes to provide frameworks and institutional
structures, and protocols to define specific procedures,
with mechanisms to ensure practice.' ™ Policy imple-
mentation follows a structured process, and policy goals
need to be translated into programmes and protocols.’
This process relies on instruments such as laws, institu-
tional frameworks and regulations that translate policies
into practice.'® Effective policy implementation requires
formal procedures and practical adaptations.' Policies
establish goals, programmes provide frameworks and
institutional structures, and protocols define specific
procedures and mechanisms to ensure practice. Key
components that should typically be present in proto-
cols for suicide prevention in correctional settings have
been proposed.'* There is, however, a paucity of rigorous
evaluations of suicide prevention in prison, particularly
in LMICs, which creates a bias towards recommenda-
tions from countries with higher economic resources."
Little is known about suicide prevention in the correc-
tional systems of LMICs, including most Latin American
countries.'®

Meanwhile, a comparison of prison suicide prevention
strategies and activities across eight high-income jurisdic-
tions revealed substantial heterogeneity, and the impor-
tance of correctional staff, peer support, religious leaders
and community workers in addition to mental health
staff.'” There is a need to assess suicide prevention strate-
gies across jurisdictions to inform policy, prevention and
service development.® ' Therefore, this study aimed to
analyse and compare policies, programmes and proto-
cols to reduce prison suicide across Latin America.

METHODS

We used a multiple case study design, an empirical
method where multiple contemporary phenomena which
cannot be controlled are investigated in depth. It can
be used in policy, programme and protocol evaluations

since it can provide in-depth knowledge of their effec-
tiveness in specific contexts.'® We followed the Stand-
ards for Reporting Qualitative Research guidelines.'
Each country was a case, and we inferred the geograph-
ical subregions of Central and South America from the
United Nations geographical regions.” We included
countries where the official language was Spanish or
Portuguese due to some similarities in historical, cultural
and socioeconomic backgrounds. Contacts of the prison
administration in each country were retrieved from
the World Prison Brief (https://www.prisonstudies.
org/). The information sources for each case (jurisdic-
tion) included: documents from the public domain and
archival records held by the prison administrations. A
protocol for the study was registered in OSF, ZW4UE
(https://osf.io/zw4ue).

Context of prison systems in Latin America

Latin American prison systems are characterised by a
centralised and hierarchical administration within the
ministries of justice or government, with predominating
closed regimes. Prisons are classified by security level, sex,
procedural status or sentence and are managed locally.
Some systems operate with private participation through
service contracts or concessions (Argentina, Brazil, Chile,
Colombia, Mexico, Peru, Venezuela and Uruguay) 212

Documents from the public domain

We searched for documents in the public domain,
including public policies, programmes, projects, evalua-
tion studies, clinical guidelines, news, books and scien-
tific articles relating to suicide prevention. The search
was conducted using Google during 1 October 2023 to 6
January 2025, and we employed search terms in Spanish
and Portuguese (“suicide prevention”) AND (“peniten-
tiary system” OR “prison”) AND (“policy” OR “program”
OR “protocol” OR “project” OR “guideline”) AND (name
of the country). A Google search was conducted for each
case, and the titles up to the fifth page of the results were
reviewed for eligibility (see below).

Archival records

We searched (n=17) prison administration websites for
publicly available policies, programmes or plans and
protocols. We contacted (n=17) prison administrations
and public information departments in each jurisdic-
tion via email requesting information related to suicide
prevention. Emails and requests were repeated after at
least 1 month if unanswered.

Eligibility assessment

Policies, programmes and protocols published or
provided by public information departments or prison
administrations from 17 Latin American jurisdictions
in Spanish or Portuguese were examined. The docu-
ments and archival records were screened for inclusion
and hand searched using key terms such as ‘suicide’,
‘prevention’ or ‘self-harm’ (in Spanish or Portuguese).
We included policies, programmes and protocols from
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prison administrations where suicide prevention was
considered or suicide prevention policies, programmes
and protocols used for the general population in which
imprisoned people were considered. We excluded poli-
cies, programmes or protocols in which suicide preven-
tion was not considered, or suicide prevention policies,
programmes or protocols for the general population in
which imprisoned people were not considered.

Data extraction and analysis

First, we examined the presence and type (policy,
programme or protocol) of the retrieved documents. In
the further assessment of protocols, we followed an anal-
ysis strategy based on theoretical propositions.'® We used
a standardised data extraction process using theoretical
propositions from 11 key components for preventing
suicide in prisons (correctional staff training in suicide
prevention, suicide screening atintake, postintake suicide
risk observation, management following screening, devel-
opment of suicide profiles, communication between
areas about suicidal behaviour, social interventions,
suicide-safe environment, mental health treatment,
suicide attempt procedures and death by suicide proce-
dures) established by the Task Force on Prison Suicide
of the International Association for Suicide Prevention.'
Theory-driven thematic analysis was performed using a
deductive coding process™ to identify and codify the key
components'* in the assessed documents. We created
a meta-matrix for systematic case comparisons.”* The
search within documents and coding was conducted by
PAC-G, then cross-checked independently by LB and
inconsistencies were resolved with APM.

Presence and quality assessment

To assess the transparency, reporting and quality of
suicide prevention services, we modified an existing
tool' to create three assessments. The first identified
the presence of public policies, programmes and proto-
cols according to the eligibility assessment. The second
assessed the structure and quality of each key component.
For each component, a score between 0 and 2 points was
assigned, one point for the presence of each key compo-
nent in a protocol and a second for the clear description
of a procedure to follow. A total score between 0 and 22
was assigned to each jurisdiction. Scores of 0-7 points
were considered low quality, 8-15 points medium quality
and 16-22 points high quality. The third was a composite
assessment of the presence and quality of suicide preven-
tion policies, plans and protocols for imprisoned people.
A score from 0 to 2 points was assigned for each of the
three elements. A score between 0 and 6 was assigned to
each jurisdiction. A score of 0-2 points was considered
low quality, 2—4 points medium quality and 5-6 points
was classified as high quality.

RESULTS
We assessed 331 documents for this study, of which 95
were included: 61 were obtained from searches in the

public domain, 18 archival records from prison websites
and 16 archival records provided by email correspond-
ence with prison administrations or information depart-
ments. Documents from the public domain reported on
16 of the 17 eligible prison systems, and archival records
on 14 of the 17 prison systems, so that documents on all
17 potential cases were included (figure 1, online supple-
mental material pp 2-7).

Presence of policies, programmes and protocols to prevent
prison suicide

The presence or absence of public policies, programmes
and protocols is shown in table 1. Nine cases (Argentina,
Chile, Colombia, Costa Rica, Ecuador, Mexico, Nica-
ragua, Panama and Uruguay) had public policies for
suicide prevention in prison, six cases (Argentina, Chile,
Colombia, Ecuador, Mexico and Panama) had specific
programmes for suicide prevention in prison. 13 cases
(Argentina, Brazil, Chile, Colombia, Costa Rica, Ecuador,
El Salvador, Guatemala, Mexico, Panama, Paraguay, Peru
and Uruguay) had protocols for suicide prevention in
which people in corrections were included. Four cases
(Bolivia, Honduras, Nicaragua and Venezuela) had no
protocols for suicide prevention in prison; therefore,
they were excluded from the key components assessment.

Key components of protocols

We assessed the presence and quality of each of the 11
components, assigning 0-2 points, in the protocols of 13
cases. Results are shown in table 2. In the following, we
describe the findings for each component:

Correctional staff training in suicide prevention: while
general training protocols were available in several cases,
specific procedures for suicide prevention training were
found in eight cases (Argentina, Chile, Colombia, Costa
Rica, Mexico, Panama, Paraguay and Uruguay). Only
in three cases (Chile, Colombia and Mexico) was the
training frequency specified in systematic procedures
that provided clear steps to follow.

Suicide screening at intake: whereas general health and
mental health intake screening was included in protocols
ofall cases, suicide risk screening at intake was specified in
10 cases (Argentina, Brazil, Chile, Colombia, Costa Rica,
Ecuador, Mexico, Panama, Paraguay and Uruguay). In
Panama, translated versions of international documents
were used. Specific time frames for intake screening were
found in Argentina (24 hours), Brazil (20 days), Chile
(24 hours), Ecuador (24 hours), Mexico (72 hours) and
Paraguay (72 hours).

Postintake suicide risk observation: general protocols and
procedures were found in 10 cases (Argentina, Brazil,
Chile, Colombia, Costa Rica, Mexico, Panama, Para-
guay, Peru and Uruguay), with specific steps focusing on
the observation and detection of suicide risk in 8 cases
(Argentina, Brazil, Chile, Colombia, Mexico, Paraguay,
Peru and Uruguay). In Mexico, regular health campaigns
were conducted, including suicide risk and self-harm
assessments. In Uruguay, regular health assessments,
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271 online documents identified 44 archival records identified in the 17 national prison administrations
through Google searches in the public domain through manual search contacted by email
public domain on websites of prison administrations
210 excluded 26 excluded 11 excluded
. 108 focused on suicide . 7 reported suicide . 5 did not respond
prevention in the general information . 6 responded but did
> population (excluding — without any — not have
imprisoned people). specific prevention or provide data
. 102 included imprisoned component
people but without 19. d.ld not report
. . suicide prevention
suicide prevention . .
. . information
information.
v JV v

18 archival records included from
prison administration websites

6 responses were received
containing archival records

61 documents included from the
public domain

A4

16 archival records included from
email correspondence

A4

95 documents and archival records
included for analysis

Y

Figure 1 Flow chart based on the Preferred Reporting ltems for Systematic reviews and Meta-Analyses.*

including suicide risk screening, were conducted every
3-6 months.

Management following screening: the management of
suicide risk was mentioned in protocols of 10 cases

Table 1 Presence of public policies, programmes and
protocols by country

Public policies Programmes

or laws or plans Protocols (Argentina, Brazil, Chile, Colombia, Costa Rica, Ecuador,
Mexico, Panama, Paraguay and Uruguay), with struc-
Country . . . . . .

: tured suicide prevention services in 7 cases (Argentina,
Pl 2 = = Brazil, Chile, Colombia, Mexico, Paraguay and Uruguay).
Bolivia Usually, a referral to professional health services was
Brazil X recommended (eg, psychologist, psychiatrist or social
Chile X X X worker), and in several cases, staff supervision or peer

. support measures (Argentina, Brazil, Chile, Colombia,
Colomblia X X X Ecuador, Mexico and Paraguay) or suicide-safe environ-
Costa Rica X X ment measures were considered (also see component
Ecuador X X X suicide-safe environment) .

El Salvador X Development of suicide profiles: in most cases, interventions
Gueterel X targeted vulnerable groups within the general prison
Honduras population. However, the identification of suicide high-
- risk groups was conducted in 10 cases (Argentina, Brazil,
Mexico X X X Chile, Colombia, Costa Rica, Mexico, Panama, Paraguay,
Nicaragua X Peru and Uruguay), of which 7 cases (Argentina, Brazil,
Panama X X X Chile, Mexico, Paraguay, Peru and Uruguay) used more
Paraguay X X structured and context-tailored risk profiles. All cases
Peru X were more focused on risk factors rather than creating
risk profiles. Argentina and Brazil identified levels of
Uruguay X suicide risk grouped by risk factors. In Chile, Colombia,
Venezuela

Mexico and Uruguay, specific groups or profiles at risk

X=Presence of the element. Blank space=Absence of the element. of suicide were identified. Panama used adoptions or
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translations from international documents to identify
vulnerable groups.

Communication between areas: protocols and procedures
for interdisciplinary communication about suicidal
behaviour between different areas in correctional
systems were found in nine cases (Argentina, Brazil,
Chile, Colombia, Costa Rica, Mexico, Paraguay, Peru
and Uruguay), with more structured steps in six cases
(Argentina, Brazil, Chile, Colombia, Mexico and Para-
guay). Protocols for referrals were used in Costa Rica,
Colombia, Mexico, Paraguay and Peru, but in most
cases lacked specific advice on multidisciplinary meet-
ings. Only Argentina, Brazil, Colombia (Colombia with
adopted documents), Chile and Uruguay had protocols
for multidisciplinary meetings involving the communica-
tion of suicidal behaviour.

Social interventions: protocols for social interventions
were available in eight cases (Argentina, Brazil, Chile,
Colombia, Ecuador, Mexico, Paraguay and Uruguay),
with more structured steps in five (Argentina, Brazil,
Chile, Colombia and Paraguay). Social interventions were
focused on family support (Mexico, Chile, Colombia,
Paraguay, Brazil and Uruguay), peer support (Argen-
tina, Chile, Colombia, Ecuador, Mexico and Paraguay)
and meaningful activities (Brazil, Chile, Colombia and
Paraguay).

Suicide-safe environment: seven cases (Argentina, Brazil,
Chile, Colombia, Panama, Paraguay and Uruguay)
focused on controlling access to suicide means after
suicide risk was identified. Universal preventive measures
were usually not in place. Only Argentina and Brazil had
architectural guidelines to prevent suicide.

Mental health treatment: protocols were found in 11 cases.
In El Salvador, Ecuador, Mexico, Paraguay and Panama,
the protocols or procedures were process-oriented,
focusing on how to make mental health treatment avail-
able. In other cases (Argentina, Brazil, Chile, Colombia,
Costa Rica and Uruguay), the protocols or procedures, in
addition to describing process, provided steps to enable
staff and health practitioners to understand what mental
health interventions were required.

Suicide attempt procedures were available in eight cases.
Four cases (Brazil, Mexico, Peru adopted from the
general population and Uruguay) had logistical or
process-oriented steps to manage suicide attempts.
Four cases (Argentina, Chile, Colombia and Paraguay)
had clinically oriented steps to manage the attempts,
including postvention measures.

Death by suicide procedures were provided in seven cases.
In two cases, this was focused on legal issues (Guatemala
and Panama), one case included psychological autopsy
in the procedure (Argentina) and four cases had all
the above plus postvention procedures (Brazil, Chile,
Colombia and Uruguay).

Eight cases (Argentina, Brazil, Chile, Colombia,
Mexico, Panama, Paraguay and Uruguay) had more than
66% of the 11 key components for suicide prevention in
place, three cases (Costa Rica, Ecuador and Pert) had

between 33% and 66% of the components and the nine
remaining cases had less than 33% of the components
covered.

Composite suicide prevention assessment

Three cases (Bolivia, Honduras and Venezuela) had
none of the three elements (public policies, programmes
and protocols); therefore, they were excluded from the
composite prevention assessment. For the composite
suicide prevention assessment, the presence and quality
of policies, programmes and protocols were scored in 14
cases. Each element was scored from 0 to 2 points, one
point for the presence and a second point for the quality:

Public policies and laws: In nine cases, preventing suicide
in prison was part of national laws or public policies. In
three of these cases (Argentina, Colombia and Mexico),
measures, regulations or strategies to prevent suicide
among people in prison were included in public poli-
cies or laws. Argentina has a framework including a law
and a public policy which establish intersectoral work for
suicide prevention, through social inclusion, continuous
care and promotes community and family reintegra-
tion, including incarcerated people. Structured suicide
prevention regulations and measures for incarcerated
individuals are defined through this framework, focused
on systematic screening, mental health treatment,
meaningful occupational activities, staff training, social
assistance, family visits and community reintegration.
Colombia has institutional and public policies that inte-
grate correctional and public health perspectives. These
policies establish a framework that identifies imprisoned
people as a high-risk vulnerable group and promotes
multisectoral work between justice, health and social
sectors. This framework emphasises meaningful educa-
tional and physical activities, access to mental health
treatment, substance use regulation, reduced access
to means, early detection and staff training. Mexico
incorporates national policy frameworks and laws with
an interdisciplinary and interinstitutional approach
to suicide prevention, positioning prison as a high-risk
setting. It includes intake screening and risk monitoring,
occupational activities, mental health treatment, commu-
nity contact, security and access to means regulations,
staff training, identification of vulnerable groups, suicide
attempt procedures, updated suicide death registries and
information systems and protocol development.

In six of the remaining cases (Chile, Costa Rica,
Ecuador, Nicaragua, Panama and Paraguay), prevention
of suicide in prison was established as a need. Suicide
prevention among people in correctional settings was not
yet part of national policies in the remaining five cases.

Programmes and plans: In the second element of the
assessment, six cases had a programme that included
people in prison. In two cases (Argentina and Colombia),
structured programmes were available with goals and
activities to preventsuicide in prison. In Chile and Mexico,
there were programmes for the general population that
also considered people in prison. In Panama, a training
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Table 3 Composite quality assessment of public policies, programmes and protocols by country

Public policies or laws* Programmes or planst Components included in protocolst Score Quality

Country
Argentina
Brazil
Chile
Colombia
Costa Rica
Ecuador

El Salvador
Guatemala
Mexico
Nicaragua
Panama
Paraguay

O = = 4 N O O = =2 N = ODN
O O 4 O 2+ OO0 =+ OoON =2 O N

Peru
Uruguay

o
o

High
Low
Medium
High
Low
Medium
Low
Low
High
Low
Medium
Medium

- D N O N O O =2 =24 DD NN

Low

N = W & =24 01 OO WNOO DN O

N

Low

*0=Suicide prevention in prison is not included in public policies or laws; 1=Theneed to develop or implement suicide prevention in prison is
mentioned in public policies or laws; 2=Specific regulations on suicide prevention in prison are included in public policies or laws.

T0=There are no programmes or plans for suicide prevention in prison; 1=The need to develop or implement suicide prevention in prison or
initial measures is mentioned in programmes or plans; 2=There are specific programmes or plans for suicide prevention in prison, or they are

part of general national programmes or plans.

30 = There are 33% or fewer of the key components covered by the protocols; 1=There are between 34% and 66% of the key components
covered by the protocols; 2=There are 67% or more of the key components covered by the protocols.

programme for prison staff included suicide prevention.
In Ecuador, a pilot programme was mentioned, but no
further information was available.

Protocols: The quality of the key components in proto-
cols was high in 7 of the 13 assessed cases (Argentina,
Brazil, Chile, Colombia, Mexico, Paraguay and Uruguay),
following structured procedures. Two cases had medium-
quality key components (Costa Rica and Panama), some
without structured steps to follow and others were absent.
Four cases (Ecuador, El Salvador, Guatemala and Peru)
had low-quality key components, mostly without proto-
cols or procedures.

Composite scores are presented in table 3. Assessing the
composite presence and quality of policies, programmes
and protocols of 14 cases, 3 cases (Argentina, Colombia
and Mexico) were of high quality, providing system-
atic, structured suicide prevention protocols that were
aligned with institutional programmes and national poli-
cies. Four cases (Chile, Ecuador, Panama and Paraguay)
were included in the medium-quality group. Although
structured protocols for suicide prevention were avail-
able, public policies or programmes, when available, only
established the need for suicide prevention in prisons.
Seven cases (Brazil, Costa Rica, El Salvador, Guatemala,
Nicaragua, Peru and Uruguay) were in the low-quality
group, where in most cases people in prison were not yet
considered in public policies or programmes for suicide
prevention. Most of the cases in this group did not have

structured procedures to prevent prison suicide, or only
had a few of the key components included in protocols.

DISCUSSION
This study provides a comparison of prison suicide
prevention policies, programmes and protocols across
Spanish and Portuguese speaking jurisdictions in Latin
America. The majority of jurisdictions had low-quality or
medium-quality prison suicide prevention policies, plans
and protocols in those documents. Several jurisdictions
were identified with absence or low number of the key
components for suicide prevention covered by protocols.
Although national strategies for suicide prevention in
the general population are necessary and exist in several
Latin American countries,” they are not sufficient.
Specific protocols focusing on policy implementation,
strategies expressed in programmes and procedures
are needed.” In this Latin American study on suicide
prevention in prison, several gaps were identified. Six of
the 17 countries had public policies, programmes and
protocols. In the remaining 11 countries, at least one
of the three elements was absent. However, all countries
should aim to have policies, programmes and protocols,
including clear procedures for key components.'* The
quality of policies for suicide prevention in correctional
settings substantially varies between jurisdictions.” In the
composite quality assessment of this study, only 3 of the
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17 countries had comprehensive and high-quality poli-
cies, programmes and protocols with key components
in place. Although several of the other 14 countries had
policies and programmes for suicide prevention among
imprisoned people, many lacked clear regulations and
procedures for effective implementation. This study also
highlights the need for policy and service development
in countries where suicide prevention in prison is not yet
considered in any policy, programme or protocol, such as
Bolivia, Honduras and Venezuela.

Latin American prison systems are characterised by
large, overcrowded prisons in urban locations, high levels
of violent interactions and a lack of control over the inte-
rior by guards. Diverse populations are affected by incar-
ceration, including mothers living with children, older
adults, sexual minorities, individuals with physical and
mental disabilities and indigenous people. They often
face harsh conditions, poor hygiene and lack of basic
services. Even though work, healthcare, education and
community reinsertion programmes exist, their scope is
limited. Prison systems show different degrees of devel-
opment depending on national context.”'

Prison systems differ with respect to incarcerated
populations and local conditions, which may influ-
ence suicide rates in diverse ways. Suicide prevention
services may then differ in response to needs and avail-
able resources. However, basic elements are common
across systems, which could provide orientation for best
practices."* In this study, several key components were
contained in the protocols of most cases; however, the
presence and quality of policies, programmes and proto-
cols containing these components differed across cases.
These differences in quality could be explained by (1)
the resources available, because countries with lower
per capita income may invest less in the correctional
systems; (2) the organisational structure of correctional
services and public health services, since this may affect
the availability of medical practitioners; and (3) suicide
prevention paradigms. Most systems agree on the impor-
tance of mental health services. However, they differ in
acknowledging other partners for suicide prevention and
how they link to prevention depending on the history,
culture and circumstances of each case.'” In this study,
the cross-case differences may be interpreted through
this explanatory framework; cases with high quality in the
composite assessment have policies and programmes that
facilitate allocation of resources and provide more struc-
ture to the prison system, complemented with protocols
that provide or strengthen specific paradigms for suicide
prevention. Different prevention paradigms should be
analysed for improving effectiveness and overcoming
barriers to suicide prevention at individual and environ-
mental levels. Collaborations between policymakers from
multiple government departments, researchers and prac-
titioners have the potential to improve the effectiveness
of policies, programmes and protocols to prevent suicide
in prison.”” Economic challenges to effective prevention
may be pronounced in several Latin American LMICs.

Developing prevention measures must consider the
understaffed and underfunded situation of correctional
settings in Latin America.”® Even though passing laws
and creating institutional frameworks are low-cost instru-
ments, barriers to implementing specific procedures can
include a lack of infrastructure and human resources.
Correctional institutions have financial pressure to meet
their essential needs,?” and prisons often lack resources
in mental health programmes and practitioners, with
greater scarcity in remote geographical regions.*® The
need to increase funding has also been identified for
the evaluation of suicide prevention in different settings,
since this can optimise the use of resources and effec-
tiveness.”® Furthermore, tailoring to specific cultural
and social contexts is necessary."” * Implementing and
evaluating prevention systems in prison settings can be
challenging. Researchers, practitioners and policymakers
should collaborate in service design, implementation
and evaluation.” Varying quality in suicide prevention
implementation across single prison facilities was seen in
a statewide assessment in the USA.”" This means for the
Latin American context that key components of preven-
tion procedures in national policies, plans and protocols
are a starting point. Further implementation research
should assess the extent to which these practices are
implemented at the facility level and evaluate their effec-
tiveness. Adherence to protocols may vary between facil-
ities within each criminal justice system; hence, national
mechanisms should be in place to encourage and ensure
compliance.

This research also has several limitations. The existence
of comprehensive policies, programmes and protocols
with clear procedures for key components is a starting
point, but does not ensure that procedures are followed.
This study did not consider differences between correc-
tional facilities within the same countries. Neverthe-
less, establishing national procedures in protocols is an
important starting point. Several prison services lacked
publicly available documents and only provided internal
data on request through public information units or
institutional contact points. Therefore, there may poten-
tially be further documents in countries with lower trans-
parency that we could not access. The backgrounds of
the research team in psychiatry, psychology and prison
health systems may have shaped the interpretation of the
data. The use of multiple data sources, triangulation and
independent cross-checking provided a more compre-
hensive and trustworthy overview of the findings. The
lack of standardisation of suicide prevention policies,
programmes and protocols may limit the comparisons
between countries. This research did not include people
with lived experience of incarceration or their family
members.

CONCLUSION
In conclusion, this study sets standards for suicide preven-
tion policies, programmes and protocols in prisons of
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Latin America and facilitates international comparisons.
Eight Latin American countries should pass policies or
laws on suicide prevention in prisons because they are
not yet in place. 11 countries need to draft institutional
frameworks or programmes, and 4 countries need to
create protocols to define procedures for prison suicide
prevention. Most countries should work on the complete-
ness and precision of procedures for key components in
protocols. In particular, six countries with low-quality
to medium-quality coverage of key components should
make this effort. Several jurisdictions in Latin America
have only limited publicly available information on
suicide prevention in prisons and may improve trans-
parency by publishing internal documents to facilitate
implementation, research, comparison and interdiscipli-
nary collaboration. Future studies could focus on stand-
ards for policy development, alignment and implementa-
tion of suicide prevention strategies in prisons involving
other LMIC regions.
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