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1. Introduction
The current document is an output of MenACE’s project, and it aims to define and
map the current EU practices in prison mental healthcare, geriatrics and palliative
care, identifying and analysing relevant stakeholders and find existing practice
models by investigating the state of the art in a variety of European Countries.
Considering the aims of this Intellectual Output, theoretical literature will be
reviewed on the topics of mental health care – with a particular emphasis on
suicide -, aging (in prison population), and palliative care. Moreover, descriptive
data and practices from the partner countries will be mapped and analysed.
Descriptive data from the countries was obtained through a data collection
questionnaire (see Appendix 1) as well as gathering data from the annual reports
of the Council of Europe Annual Penal Statistics (SPACE I – Prison Populations).
The themes addressed by this project – mental health, aging, and palliative care reflect some of the most challenging current topics in Europe from both a general
population and from a prison systems’ standpoint.
Mental health is at the core of the health definition provided in the constitution of
the World Health Organization, which says that “Health is a state of complete
physical, mental and social well-being and not merely the absence of disease or
infirmity” (World Health Organization, 2014a, p. 1). Therefore, there’s no health
without mental health, which can be defined as “a state of well-being in which the
individual realizes his or her own abilities, can cope with the normal stresses of
life, can work productively and fruitfully, and is able to make a contribution to his
or her community” (World Health Organization, 2001, p. 1). Among the common
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mental health disorders, depression affected 4.4% of the worldwide population in
2015, with more than 40 Million people with depression only in Europe (World
Health Organization, 2017). Prevalence rates are higher in older adulthood, which
links depression with the growth of elder population.
The growth of elder population is a reality in developed countries. In fact, while in
developing countries the population is still young, in developed economies the
population aged 60 or over is growing at 2.0 per cent annually. The United Nations
prospects foresees a 50 per cent increase until 2050, that is, from 264 million in
2009 to 416 million in 2050 (United Nations / Department of Economic and Social
Affairs, 2009). This global trend in wealthy regions (e.g., Europe and North
America), started to expand to low and middle-income countries and by 2050 the
WHO foresees that 80% of older people will live in developing countries (World
Health Organization, 2012). Broadly, ageing is characterized by biological losses
(gradual accumulation of a wide variety of molecular and cellular damage) as well
as other significant changes (physiological changes, shifts in roles and social
positions, and the need to deal with the loss of close relationships), raising the risk
of chronic diseases and multimorbidity (World Health Organization, 2015). This
strong increase in older population is reflected in prison population, enhancing the
need for a specialized response to the specific needs of these inmates.
Given the above mentioned, the foreseen growth in elder population leads to the
increasingly interest and need for palliative and end-of-life care, although
palliative care is not limited to elder population. In fact, palliative care stands for
the prevention and relief of suffering for anyone experiencing life-limiting health
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problems. The World Health Organization estimates that every year 20 million
people need palliative care facing the last year of their lives and that 40-60% of all
deaths needed palliative care. However, the percentage of people actually receiving
palliative care is way below the estimates, which illustrates the need for
implementing palliative care programs in community but also in neglected
settings, such as prisons (World Health Organization, 2016).Therefore, to address
these topics, theoretically, and considering the empirical reality in European
prison systems, the present document is organized as follows: Section 2 presents
the methodology for the empirical collection of data in partner countries; Section 3
provides a brief overview of the state of health care, with a focus on communicable
diseases, in prisons; Section 4 focus on mental health care in prisons, exploring
common mental health diseases as well as the self-harm and suicide behaviour of
inmates. Mental health care programs will be presented and compared between
respondent countries; Section 5 addresses the topic of older inmates, their needs
and exponential growth in number; Section 6 focus on palliative care in prisons,
providing key concepts and elements for the implementation of the programs that
deal with special necessities of the population and general, and the prison
population in particular; Section 7 closes the document presenting a discussion
about the main findings of the analysis and providing recommendations for
practice and policy makers.

2. Methodology
Empirical data collection was done across the project partners and the partnership
tried to involve other participants through dissemination activities. Namely, the
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questionnaire was sent to EUROPRIS, in order to be shared with EUROPRIS
members (national prison agencies from the countries from the Council of Europe
region) through a newsletter. Unfortunately, no responses were obtained from
countries out of the partnership. For each country that agreed to participate,
partners provided statistical data (in the case of Romania and Belgium) as well as
information about policies that determine how these populations – the older, the
mentally ill and the ones who need palliative care - and their specific needs, are
addressed by the countries’ prison systems (in all the participant countries).
Statistical data of respondent countries was obtained for the following years: 2001,
2004, 2007 2010, 2013, and 2016. This was in accordance with partners’
discussion during the kick-off meeting, their concerns about data availability, and
the required effort to collect data on all the years since 2001 (the initial
suggestion). However, in a few cases (inmates with more than 50 years; number of
suicides) data was not provided by all the partners for 2016. Secondary data for
suicide, number of inmates with more than 50 years, and health professionals was
gathered from the council of Europe annual penal statistics. The annual reports are
available online1.

3. Health Care in prisons
Health and health care in prisons is a big issue and one can even affirm that it “is
too important to be left solely to the health team” (Gatherer, Enggist, & Møller,
2014, p.1). In fact, when compared with non-incarcerated people of the same age,

1

http://wp.unil.ch/space
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inmates are poorer, less educated people, with a high prevalence of chronic
illnesses, communicable diseases and mental health problems (Jacobi, 2005). In
theory, being at prison should not interfere with the right to access to health care
in equivalent conditions, when compared with the ones who are at liberty.
Therefore, equivalent staff, resources and facilities should be provided for inmates.
Non-communicable diseases (NCD) represent a big risk for inmates’ health
(Plugge, Martin, & Hayton, 2014). Cardiovascular diseases, cancers, chronic
respiratory diseases and diabetes represent frequent NCD in this population and
are related with four risk factors, namely: (1) Inmates’ diets are frequently
unhealthy; (2) tobacco consumption; (3) physical inactivity; and (4) alcohol abuse.
Moreover, the higher burden of communicable diseases (e.g., HIV, hepatitis,
tuberculosis, influenza, sexually transmitted diseases) that inmates carry put the
inmate’s group at a higher risk, when compared to the general population.
Therefore, considering the amount of diseases that can impact on inmates’ health,
Gatherer et al. (2014, p.1) affirm that all the prison staff should have training
related to health issues in order to “have a better understanding of what the health
team is doing and (…) support those efforts through their duties concerning the
prison environment and regimes”.
3.1.

Communicable diseases

3.1.1. Bloodborne viruses
The main communicable diseases that prevail in a prison setting are HIV, and
hepatitis (B and C). The higher rate of inmates with this communicable diseases
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can be explained by the over-representation of people at risk, that is, the ones who
inject drugs, as well as sex workers, in the prison setting (Hariga, 2014).
3.1.2. Tuberculosis
Data from European prisons in 2002 shows that in Western Europe the ratio of
inmates with tuberculosis is 8.1 when compared with the non-prison population,
which means that, on average, when compared to the non-incarcerated population,
the prevalence of tuberculosis among inmates is 8.1 times higher (Aerts, Hauer,
Wanlin, & Veen, 2006). The problem with the high occurrence of infectious
diseases is also addressed by the theoretical literature. Ferreira, Ferreira, and
Cravo‐Roxo (2015) discuss about the constraints associated with controlling
tuberculosis in prisons, considering that prisons accommodate people at risk (that
even before entry in the prison had limited access to healthcare and disruptive
lifestyles) that (probably) live in gloomy, wet, overcrowded and poorly ventilated
prison cells, which illustrates “the relationship between environmental conditions
in prisons and the health status of detainees” (Lines, 2006, p. 271).

4. Mental Health
To define mental health, one needs to consider first what health is. However,
conceptualizations of health have changed in the last decades. Following the
traditional biomedical paradigm, focusing on the mind/body division, illness was
characterized as a failure in the body, “resulting from injury, infection, inheritance
and the like” (Alonso, 2004, p. 239). Therefore, the natural conceptualization of
health was the absence of disease (somatic signs and symptoms).
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However, in the 70’s, Engel (1977) criticized the biomedical model, classifying it as
“a model of disease no longer adequate for the scientific tasks and social
responsibilities of either medicine or psychiatry” (p. 129) and proposed a new,
biopsychosocial model of health. A model that assumes that there is no clear
boundary between health and disease since this boundaries “are diffused by
cultural, social, and psychological considerations” (Engel, 1977, p. 132). In the
biopsychosocial model, the role of the physician is to weight the contributions of
the three considered domains (social, psychological and biological) implicated in
patients’ dysfunction and his/her decision to accept (or not) the treatment as well
as its responsibility to participate in his own health care (Engel, 1977). The wide
acceptance of the biopsychosocial model can be seen in the current definition of
health by the WHO, as “a state of complete physical, mental and social well-being
and not merely the absence of disease or infirmity” (World Health Organization,
2014a, p. 1). Therefore, mental health can be defined as a state of complete mental
well-being, and not merely the absence of a mental health problem.
As the new conceptualizations of health highlight, the role of well-being has been
increasing when we talk about health. In fact, the evaluation one does regarding its
health status influences his/her evaluation of quality of life. Well-being, as a
psychological construct, encompasses different aspects such as (Steptoe, Deaton, &
Stone, 2015):
a) Life evaluation – the evaluation one does about its quality of life in terms of
overall satisfaction;
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b) Hedonic well-being – is related to the feelings and moods

a person

experiences, such as happiness, sadness, anger, stress, among others;
c) Eudemonic well-being – it is related with the (judgement about the)
meaning and purpose of one’s life.
Therefore, our overall satisfaction with life, the feelings we experience and our
judgement about our lives are important to our health and mental health status
which made authors reinforce the protective aspect of psychological well-being
(Steptoe et al., 2015).

4.1.

Mental Health in prisons

Going to prison can be considered a stressful life event with a big impact on mental
health. Several factor can contribute to this impact, and prison overcrowding is one
of the frequently mentioned variables that affect inmates psychological well-being
(Huey & McNulty, 2005), considering that inmates living in more crowded
environments can feel greater anxiety and depression (Wooldredge, Griffin, &
Pratt, 2001). Literature on the topic reveals other variables that affect inmates’
mental health such as: (1) bullying by other inmates; (2) concerns about family –
difficulty in communicating with them; (3) lack of social and emotional support;
(4) lack of meaningful activity; (5) lack of privacy; (6) worries and concerns over
release; (7) substance misuse; (7) incompatibility with cell-mates; (8) poor diet;
(9) limited access to physical activity such as the gym; (10) unresolved past life
traumas; (11) difficulty in accessing services, particularly health care and
counselling (Durcan & Zwemstra, 2014). Therefore, inmates represent a group that
The European Commission support for the production of this publication does not constitute an
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are “at a significantly higher risk of experiencing mental health problems” (World
Health Organization, 2013, p. 7). Even more than experiencing mental health
problems, we can say that being in prison greatly contributes to the exacerbation
of an already poor mental health. In fact, while mental health can be worsen by
prison conditions, it can also be seen as a risk factor that increases the likelihood of
being imprisoned (Lamb & Weinberger, 1998).
As empirical data consistently shows, inmates show higher rates of mental illness
compared to the general population (cf. Brugha et al., 2005; Moreira & Gonçalves,
2010; Steadman, Osher, Robbins, Case, & Samuels, 2009), with prevalence rates
that go as high as 90% in the U.K. for mental illness, addiction or personality
disorders, with 70% having comorbidity considering inmates with more than 16
years-old (Durcan & Zwemstra, 2014). Moreover, emotional disorders rates can
vary greatly according to the stage of imprisonment. For example, on the first week
of imprisonment, where the inmate is struggling with the new reality and
environment, emotional disorders can be prevalent in almost 90%, whereas after 6
months, less than half of the inmates show those kind of emotional problems
(Moreira & Gonçalves, 2010). In a systematic review, Prins (2014) found that
current and life time prevalence of mental illness in US State prisons was higher
than in community samples, but varied widely (e.g. major depression ranged from
9% to 29%). Fazel and Danesh (2002) performed a systematic review of 62
surveys from 12 countries that included 22.790 inmates. The results showed that
3,7% of men had psychotic illnesses, 10% major depression, and 65% a
personality disorder (including 47% with antisocial personality disorder). The
female prison population analysis revealed that 4,0% of women had psychotic
The European Commission support for the production of this publication does not constitute an
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illnesses, 12% suffer from major depression, and 42% a personality disorder
(including 21% with antisocial personality disorder).

4.1.1. Inmates’ mental health and substance abuse
Looking at substance misuse in this population, since it is an important topic
affecting mental health, and using inmates’ self-reports, Værøy (2011) found that
69.3% of the (twenty-six) surveyed inmates in Norway had a history of alcohol
and/or drug abuse, and that for 42.3% the first use was before the age of 13.
Analysing drug dependence among 2,930 female inmates in the U.S., Houser,
Belenko, and Brennan (2012)found that 16% presented a drug dependency
disorder and 42,7% of the surveyed inmates showed co-occurrence of both drug
dependency and mental health disorders. In turn, Fazel, Bains, and Doll (2006)
provided a systematic review of thirteen studies with a total of 7563 inmates,
where the authors found that “estimates of prevalence for alcohol abuse and
dependence in male prisoners ranged from 18 to 30% and 10 to 24% in female
prisoners”. Regarding drug abuse, the prevalence estimates “varied from 10 to
48% in male prisoners and 30 to 60% in female prisoners” (p. 181).
These statistics show that the health state and habits/routines of this population,
combined with stressful life events put them at high risk of exacerbating their
already poor mental health, which justifies the need for a comprehensive approach
to mental health in prisons.
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4.1.2. Inmates’ access to mental health care in prisons
Considering what has been previously said, it is understandable that the demand
for mental health services is high, as found by Fleming, Gately, and Kraemer (2012)
in correctional settings. Their results, from a survey with 146 inmates in Western
Australia, showed that 54% of prisoners received treatment for an emotional or
mental health problem in the past (defined as any psychological concern or
disorder resulting in the attendance to a medical professional - doctor, nurse,
psychiatrist, or psychologist). The high demand for mental health care challenges
the capacity of prisons to guarantee the right to equal care, considering that the
ration between inmates and available nurses/physicians needs to be much higher
when compared to the same ratio in the non-incarcerated population. In other
words, standards of prison health care only equivalent to the ones available in the
community can be scarce to cope with human rights obligations and public health
needs (Lines, 2006).
Regarding this issue (access to health care services), Rule 25, point 1, states that
“Every prison shall have in place a health-care service tasked with evaluating,
promoting, protecting and improving the physical and mental health of prisoners,
paying particular attention to prisoners with special health-care needs or with
health issues that hamper their rehabilitation.” (United Nations General Assembly,
2015, p. 12).
The high needs of inmates for health services and mental health services illustrate
the need to involve line staff in the process. As argued by Dvoskin and Spiers
(2004), correctional line staff, even without adequate training, perform “the very
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difficult role of therapeutic agent, which is often exclusively ascribed to mental
health professionals” (p. 56). The author proposes four specific activities that
comprise mental health treatment and response in correctional institutions,
considering the important role of line staff in prisons:
1) Counselling and psychotherapy, using multidisciplinary treatment teams
that include correctional officers - talking with inmates;
2) Consultation between correctional and clinical staff - talking about
inmates and sharing their observations;
3) Special housing (place mental ill inmates in one location to centralize
supervision and treatment services), activities, and behavioural
programs, and;
4) Medication – frontline staff is important in order to guarantee
appropriate medication intake.
In this section we will further describe the most common mental health problems
affecting the prison population, as well as the problem regarding inmates’ suicide.
4.2.

Depression

Depression can be defined as “a mood disorder involving emotional, motivational,
behavioural, physical and cognitive symptoms” (p. 196). Depressed individuals
experience negative emotions and are described as “sad, hopeless, miserable, dejected
and discouraged” (p. 197), exhibiting a motivational deficit including a markedly loss
of interest in daily activities and behavioral signs like slowness (including slow
speech). Sleep disturbances like insomnia (or hypersomnia) are common physical
symptoms reported by patients with depression. Regarding cognitive features,
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negative view of the self, the world, and the future represent typical signs of
depression.
(Davey, 2014)
Depression is considered as a common mental disorder by the World Health
Organization. A recent report, with latest available estimates from 2015, shows
that 322 million people live with depression (4,4% of the world population) and
the situation is even worse in older adulthood (above 7.5%/5.5% among
females/males aged 55-74 years) (World Health Organization, 2017). Available
data from 2015’s Global Health Data Exchange (GHDx) is compiled in Figure 12.
Figure 1- Prevalence of depression, by gender, in the World, Europe and partner countries
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As can be seen in the above figure, prevalence of depressive disorders is higher in
the European Region, when comparing to worldwide data. Looking at the
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partnership countries there is a clear highlight of the rate of people with
depressive disorders in Portugal, with almost 6.5% of females having depressive
disorders. The rate of males with depression is also the highest in the Portuguese
case (4.76%).
People with this common mental health may feel worthless and with low selfesteem. Characteristics of depression, and particularly major depression, can
include depressed mood, diminished or no pleasure and interest at all in activities,
significant change in body weight (weight loss is most frequent than weight gain),
fatigue or loss of energy, and recurrent suicidal ideation, attempts or a plan to
commit suicide, among other symptoms (American Psychiatric Association, 2014).
Suicide rates of major depression patients can go up to 15%.
But how do individuals become depressed? In the following paragraphs we will
present to major theories of depression, namely the cognitive triad and the
hopelessness theory of depression.
The pioneer work of Aaron Beck in the 60’s changed our understanding regarding
the conceptualization, assessment, diagnose and treatment of depression. Contrary
to the psychanalytic approach, Beck stated that depression was not a consequence
of hostility against the self but instead, a common denominator could be found in a
group of typical cognitive distortions. The depressive person is characterized by
groups of specific problems (A. T. Beck, 1979):
1. Negative cognitive concepts (schemas) – which are structures of thought
that are negatively biased and generate a

The European Commission support for the production of this publication does not constitute an
endorsement of the contents which reflects the views only of the authors, and the Commission cannot be
held responsible for any use which may be made of the information contained therein.

14

2. Cognitive triad – characterized by a negative attitude towards the self, the
reality and the future, which is expressed in
3. Cognitive distortions – a set of systematic faulty information processing
such as
a.

Arbitrary inference – “process of drawing a specific conclusion in the
absence of evidence to support the conclusion or when the evidence
is contrary to the conclusion” (p.14);

b. Selective abstraction – focusing on a detail taken out of context. The
whole experience is conceptualized based on the fragment that is
considered, instead of focus other salient features;
c. Overgeneralization – generalize the conclusions of a specific, isolated,
situation to other related and unrelated situations;
d. Magnification/minimization – distortion of the degree of importance
that a situation has thus minimizing or maximizing its importance;
e. Personalization – attribution of the causality of external events to the
self when there is no basis to make such connection;
f. Absolutistic, dichotomous thinking – evaluation and placement of all
experiences in one of two (opposite) categories (e.g., extremely good
vs extremely bad).
Therefore, according to this cognitive model of depression, this mental health
problem arises from a “cognitive triad”, thus offering a hypothesis regarding
predisposition to depression. In fact, early experiences can provide de basis of the
triad, that is, the construction of a negative view about one’s self, the future and the
external world. Therefore, when answering to traumatic situation, while the
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average person will maintain a nontraumatic evaluation of other aspects of life, the
thinking of the person that is prone to depression can start to develop negative
ideas about all aspect of life. Another popular theory regarding the development of
depression is the hopelessness theory (Abela & Seligman, 2000). In this theory, the
authors state that the necessary or sufficient causes for hopelessness depression
are:
1) Depressogenic inferential styles – individual style that made someone do
depressogenic inferences about the causes, consequences, and the self after
a negative event happen;
2) Making these inferences for a negative event “increases the likelihood of
developing hopelessness” (p. 362);
3) Once hopelessness is developed, the development of hopelessness
depression is inevitable according to the authors.
Moreover, the authors state that the depressogenic inferences can be done only in
one specific domain (e,g., interpersonal; achievement) and without the occurrence
of a negative event, individuals with depressogenic inferential styles are no more
likely to become depressed than individuals without this inferential style.
That being said, negative life events like being imprisoned, can enhance negative
attitude towards the self, and certainly about the reality and the future, which
combined can trigger mental health problems, particularly in a population that is
already vulnerable. Therefore, we proceed by analysing and comparing the
prevalence of depression among inmates.
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Considering the prison population, prevalence of depression is undoubtedly higher
than in the general population. Empirical scientific research shows alarming rates
of depression in prisons. On a study in Ethiopia, 284 out of 649 inmates (43.8%)
showed signs of depression (Beyen, Dadi, Dachew, Muluneh, & Bisetegn, 2017),
while in Brazil 36.5% of females and 12.3% of male prisoners had/have
depression (Andreoli et al., 2014). The authors also explored the factors associated
with depression and found that a few variables (e.g., marital status, satisfaction
with day to day activity before imprisonment, discrimination due to crime,
acceptance of crime penalized for, previous psychiatric problem, social support,
suicidal ideation, planning to commit suicide, attempting suicide) were
significantly associated with depression. Nwaopara and Princewill (2015), using
the Beck Depression Inventory (BDI) found that, in Nigeria, 57 (14.2%) inmates
scored for mild depression, 67 (16.8%) for moderate and 37 (9.2%) for severe
depression. 8 (2.0%) scored for extreme, meaning that 42,2% of the inmates that
were interviewed showed some level of clinical depression. In Norway, a study
with 26 inmates found that 12 out of 26 inmates scored for mild depression and 5
scored for depression using the Montgomery Asberg Depression Rating Scale and
the Hospital Anxiety and Depression Scale, respectively (Værøy, 2011). Recent data
from Portugal, assessing a sample of 83 inmates using the Beck Depression
Inventory shows that inmates in pre-trial present a mean score of 18.23 (medium
depressed), while sentenced inmates in close regime score for slightly depressed
(mean of 12.57) and sentenced inmates in open regime show no signs of clinical
depression (mean of 9,87) (Carvalho, Lecat, & Sendas, 2016).
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In the U.S., 26.2 % of the inmates in Yi, Turney, and Wildeman's (2016) score for
depression. Inmates in jail, that is, in pre-trial situation and not yet serving a
sentence, show higher levels of depression when compared with inmates in
prisons (39.1% and 20.6%, respectively), which illustrate differences according to
the facility type and the higher risk on inmates still adapting themselves to prison
reality.
Regarding treatment, and considering a broad approach of available psychological
interventions, therapies can be roughly organized in three generations, namely:
In the first wave, behavioural therapists focused on problematic behaviour and
emotions, based on conditioning principles (i.e., positive/negative reinforcement
and punishment) and then rejecting analytic and humanistic concepts (Hayes,
2004).
In the second wave of therapies, started in the late 60’s and popular in the last
decades, cognitive therapies have been at the forefront of offender rehabilitation.
In this approach, therapy occurs “via the restructuring of maladaptive core beliefs”
and patients “are empowered to control and modify cognitive distortions and to
‘self-intervene’ at the level of individual thoughts and feelings” (Shonin, Van
Gordon, Slade, & Griffiths, 2013, p. 366). Cognitive therapy can use different
intervention techniques according to the given patient, however, some principles
apply to all patients (J. S. Beck, Liese, & Najavits, 2005):
1) Unique cognitive conceptualization of each patient – identification of
dysfunctional core beliefs. Analysis of thoughts and emotional, behavioural
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and psychological responses associated with the current problematic
situation;
2) Strong therapeutic alliance – therapeutic relationship is characterized by
respect and collaboration. The therapist explains the followed approach,
asks for feedback, make sure that the patient understands;
3) Goal-orientation – the patient sets goals at the beginning of the therapy. The
therapist evaluates the degree to which the patient aims to achieve the goal
and gives feedback about the goals;
4) The initial focus of the therapy is on the present – The therapy should start
with the identification of specific problems that the patient identifies as
distressing;
5) Cognitive therapy is time-sensitive – sessions may occur weekly or twiceweekly at the beginning, and then reduce its frequency until the termination
of the therapy. The patient can return if he/she identifies signs that he/she
is about to relapse (e.g., feeling depressed; tempted to use drugs);
6) Therapy sessions are structured, with active participation – therapist check
patient’s mood, asks him/her to recall important things from the previous
session(s), encourages the patient to participate and take notes, and gives
homework;
7) Patients learn how to identify and respond to dysfunctional thoughts – at
each session, the therapist explains “that patients’ thoughts influence how
they react emotionally, physiologically, and behaviourally, and that by
correcting their dysfunctional thinking, they can feel and behave better” (J.
S. Beck et al., 2005, p. 488);
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8) Cognitive therapy emphasizes psychoeducation and relapse prevention –
the therapist aims to maximize patients learning, teaching him/her how to
best use the learned strategies.

Considering the third wave of therapies, current research presents interesting
findings related to the implementation of mindfulness-based cognitive therapy
(MBCT) and relapse prevention. A study in Switzerland with 6 patients in
remission from depression and with more than 3 previous episodes, showed that
patients assigned to the MBCT plus standard treatment relapse later - median 204
days – when compared with patients that only received normal treatment - 69
days (Bondolfi et al., 2010). In terms of depressive relapse prevention using MBCT,
similar results were found using a larger sample (n = 121) randomly assigned in
two groups to a MBCT plus support to discontinue antidepressants group and
maintenance antidepressant medication (m-ADM). As stated by the authors,
“relapse/recurrence rates over 15-month follow-ups in MBCT were 47%,
compared with 60% in the m-ADM group” meaning that few patients relapse with
MBCT (Kuyken et al., 2008, p. 966).
Mindfulness programs have been employed within prisons, with statistically
significant results in terms of its relationship with (decrease of) hostility and mood
disturbance and (increase of) self-esteem (Samuelson, Carmody, Kabat-Zinn, &
Bratt, 2007). A systematic review that analyzed 8 eligible papers, found significant
improvements in negative affect, substance use, anger and hostility, relaxation
capacity, and self-esteem and optimism (Shonin et al., 2013).
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Independently of the followed approach/therapy, the analysed literature
emphasise the role of the (psycho) therapist in the intervention with people from
mental health issues such as depression.

4.3.

Personality Disorders

4.3.1. Borderline Personality Disorder
Borderline personality disorder (BPD) is a complex psychiatric disorder
characterized by a persistent instability in emotion regulation, identity and selfimage, relationship problems, impulsivity, and repeated self-injurious behaviour,
that affects around 1% of the population (American Psychiatric Association, 2014),
but as many as 15% of psychiatric outpatients (Black et al., 2007). Prevalence
amongst 109 male offenders, in Sweden, was 19,8%, and comorbidity was high
with antisocial personality disorder (91%), major depressive disorder (82%),
substance dependence (73%), attention deficit hyperactivity disorder (ADHD)
(70%), and alcohol dependence (64%) (Wetterborg, Långström, Andersson, &
Enebrink, 2015). In the U.S., research with 220 male and female offenders reports a
higher prevalence of BPD, namely 29,5% in Black et al.'s (2007) sample.
4.3.2. Antisocial Personality Disorder
This personality disorder appears to be the most frequent among inmates and is
characterized by a global and repetitive pattern of misconduct and violation of
rights, starting at childhood or preadolescence and persisting at adulthood.
Specific behaviour of this disorder can encompass aggression against other people
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or animals, destruction of goods, fraud or thief and serious violation of the rules.
People with antisocial personality disorder show no remorse about their acts and
are frequently manipulative, having no empathy towards the others. For
diagnosing this personality disorder, considering the fraudulent and manipulative
behaviour of persons with this personality disorder, it is advisable that the
psychiatrist combine information from other sources (American Psychiatric
Association, 2014). Analysing antisocial personality disorder among inmates, using
data from 28 relevant surveys, Fazel and Danesh (2002) found that 47% of male
prisoners and 21% of females in prison were diagnosed with this personality
disorder. This rates are far above the prevalence in the community which is
around 0,2% and 3,3%. However, in forensic settings and among serious alcohol
abusers prevalence can reach 70% (American Psychiatric Association, 2014).
4.4.

Psychotic Symptoms

Psychosis represents a serious mental health condition characterized by an
impaired relationship with reality caused by the presence of positive and negative
symptoms. Positive symptoms are changes in thoughts/feelings that “add” on to
the persons’ experience (e.g., hallucinations, delusions, speech and behavioural
disorganization). On the other hand, negative symptoms reduce the persons’
experiences (e.g., motivation, emotional intensity) (Davey, 2014).
According to Garety, Kuipers, Fowler, Freeman, and Bebbington (2001), psychosis
occurs in a mix between vulnerable predisposition (of biopsychosocial origin) and
an onset of “life events, adverse environments, illicit drug use, or periods of
isolation” (p. 189). Considering the prison population, one may expect a high
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prevalence of psychotic symptoms, because of the vulnerable background that
inmates share, drug consumption rates and the isolation related with being
imprisoned. In fact, the prevalence of psychotic symptoms in the prison population
was over ten times greater, when compared with a household sample (52 vs 4.5
per thousand) on a sample of 505 inmates and 473 non-incarcerated individuals
interviewed with Schedules for Clinical Assessment in Neuropsychiatry (SCAN).
However, the prevalence of psychotic symptoms, namely hallucinations and
delusions, did not differ between both samples (Brugha et al., 2005).
4.5.

Anxiety Disorders

Anxiety disorders represent, along with depression, the most common mental
health disorders in worldwide population. The World Health Organization
characterizes anxiety disorders as “a group of mental disorders characterized by
feelings of anxiety and fear, including generalised anxiety disorder (GAD), panic
disorder, phobias, social anxiety disorder, obsessive-compulsive disorder (OCD)
and post-traumatic stress disorder (PTSD)” (World Health Organization, 2017, p.
7). Their estimations show that 3.6% of global population suffers from anxiety
disorders. Prevalence is higher among females (4.6% vs 2.6% among males).
Regarding the reality in Europe and in the participating countries, Figure 23 shows
the available data from 2015.

3 http://ghdx.healthdata.org/gbd-results-tool?params=querytool-permalink/5b256bf592d2c0b2619406be597ce8ea
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Figure 2 Prevalence of anxiety disorders, by gender, in the World, Europe and partner countries
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As the figure shows, prevalence of anxiety disorders is generally high in the
partnership countries. With the exception of Romania, all the other countries have
above average rates. The case of Norway is particularly visible, since almost 10%
of females had some anxiety disorder.
The lifetime prevalence in prison of people suffering from anxiety disorders is,
however, much greater than in the community. A large study with 1.192 men and
617 women prisoners in São Paulo, Brazil, shows that half (50%) of the women in
prison live with anxious-phobic disorders (i.e., phobic disorders, panic disorder,
obsessive-compulsive disorder, generalized anxiety disorder, and post-traumatic
stress disorder), while the prevalence in male inmates was 32.5% (Andreoli et al.,
2014). Studying 415 inmates in six prisons in Germany, researchers found that
phobic and anxiety disorders affected 7.4% and 24.5% of male and female inmates,
respectively (Watzke, Ullrich, & Marneros, 2006). In Norway, using two different
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assessment scales, 34.6% of the inmates scored positively on the Hospital Anxiety
and Depression Scale (anxiety subscale) and 30.7% scored positively for anxiety
on the Clinical Anxiety Scale (Værøy, 2011).

4.6.

Suicide

Suicide can be defined as “the act of killing oneself intentionally” (p. 229). It is highly
related with depression and other diagnosable disorders, being the second cause of
death amongst juveniles (15- to 19-year-olds).
(Davey, 2014)
Suicide is perceived by most of the countries as a significant public health problem
(World Health Organization, 2014b). In Europe, from 26 countries who responded
to a WHO survey, 20 considered suicide as a public health issue, 13 have a national
strategy/action plan on suicide prevention and five others were developing one.
Fourteen out of the 26 and nine out of the 26 countries in Europe have already
trained mental health professionals and general practitioners, respectively, on
suicide risk assessment and intervention. Worldwide data on suicide shows that
11.4 per 100 000 population (15.0 for males and 8.0 for females) committed
suicide in 2012. Taking a closer look to Europe, in low and middle income
European countries the suicide rate for the same year was 20.0 per 100 000 for
males and 4.9 per 100 000 for females (World Health Organization, 2014b).
Suicide is not classified as a disease since it defines a behaviour and not a disease.
Suicide “is believed to be the result of individual susceptibility due to a wide range
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of triggering events and intertwined risk factors” (Cummins et al., 2015, p. 14) that
were synthesized by the cited authors as follows:
1) Trigger events
a. Death of significant other;
b. Physical illness;
c. Conflict/victim of violence;
d. Separation/loss of partner;
e. Legal problems/imprisonment;
f. Work related problems/retirement;
g. Financial problems.
2) Risk factors
a. Mental illness;
b. Substance abuse/intoxication;
c. Genetic factors/family history of suicide;
d. Lowered serotonin levels;
e. Previous attempts/exposure to suicide;
f. Combat exposure;
g. Childhood maltreatment.
The mentioned trigged events and risk factors can then lead to a complex spectrum
of (suicidal) thoughts, and behaviours from non-fatal attempts to fatal acts, with
variability in terms of intention, impulsivity, seriousness and lethality (Cummins et
al., 2015). However, other authors challenged this approach, considering that most
of the individuals that think about suicide do not make attempts to, and
The European Commission support for the production of this publication does not constitute an
endorsement of the contents which reflects the views only of the authors, and the Commission cannot be
held responsible for any use which may be made of the information contained therein.

26

highlighting the need to be able to clearly distinguish between ideators and
attempters, which hopelessness fails to do so (Klonsky & May, 2014). Therefore,
after proposing a ideation-to-action framework, Klonsky, May, and Saffer (2016)
presented a three steps theory of suicide:
-

Step 1: development of suicidal ideation. In the first step, the authors
state that the first step to develop suicidal ideation is the presence of
pain, normally psychological/emotional pain considering that an
everyday experienced marked by pain can decrease the desire to live
and start thoughts about suicide. However, not only pain, but the
combination between pain and hopelessness create the conditions for
sustained suicidal ideation, considering that if someone is experiencing
pain but has hope for the future, still wants to engage in life.

-

Step 2: Strong versus Moderate ideation. In this second step it is
important to highlight the concept of connectedness. By connectedness,
the authors mean not only the connection to other people but also “one’s
attachment to a job, project, role, interest, or any sense of perceived
purpose or meaning that keeps one invested in living” (p.117). So, when
pain and hopelessness are present, its connectedness that explains if the
person will experience strong suicidal ideation (in the lack of
connectedness) or a moderate ideation, that happens when the
connectedness is still greater that one’s pain and hopelessness.

-

Step 3: progression from ideation to attempts. In this stage, to go
from ideation to attempt suicide it is key to know whether the person
has or not the capability to proceed to the attempt. Three categories of
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variables can contribute to this capacity: (1) dispositional variables can
include factors like pain sensitivity and blood phobia; (2) acquired
variables refer to things gained from experience, such as habituation
with pain, meaning that someone who is constantly experiencing pain
will have a higher capacity for a suicide attempt; (3) practical variables
can include knowledge and access to means such as firearms, lethal
drugs that can end one’s life without pain, among others.
When it comes to the reality in prisons, suicide is one of the leading causes of
death. According to Daniel (2007), in the U.S. state and federal prisons, death by
suicide was just exceeded by natural death and AIDS. This fact, although
concerning, is not surprising if we consider the prevalence of suicidal ideation and
suicide attempts in prison population. In the U.S., high levels of overcrowding also
appear to be a predictor of prison suicide (Huey & McNulty, 2005). In the U.K. a
qualitative study with 10 female inmates provided some evidence that
overcrowding and cell sharing have a negative impact, enhancing the self-harm
and suicide attempts of inmates (Sharkey, 2010). Fleming et al. (2012), for
instance, found that around half of 146 inmates from Western Australia had
thoughts about suicide at some point in their life (56.36% of females and 47.25%
of males). From the same sample, 35.85% of females and 29.55% of males had
previously attempted suicide. Considering the suicide attempts since imprisoned,
Beyen et al. (2017) found that 11,9% inmates, from a sample of 649 inmates in
Ethiopia, have made at least on suicide attempt.
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Therefore, suicide represents a sensitive topic and only few studies have
addressed this issue in the European context. In Germany, the relative risk of
committing suicide in both adolescents and adult inmates was compared to nondetainees. Researchers found that, for adolescents, there is a “23-fold increased
risk for suicide (…) compared to the age-matched general population” and that,
when compared with adults, the relative risk is considerably higher (23,0 against
7,7) (Radeloff et al., 2014, p. 223). A visible difference between adolescents and
adults was that the risk in adults varies according to the modus of confinement,
being higher while in pre-trial detention. The idea of a higher suicide risk during
pre-trial is corroborated by Blaauw and Marle (2007) who stated that “the risk of
suicide is particularly high in the first month a prisoner spends in a new prison,
with heightened risk during the first days” (p. 141).
Rabe (2012, p. 228) examined risk factors for suicide in European prisons and
concluded that “the suicide rate in prison is significantly associated with prisoners
sentenced for sexual offenses, prisoners sentenced to less than one year
imprisonment and those sentenced to more than 20 years or life imprisonment”.
4.6.1. Depression, Hopelessness and Suicide
Depression and suicide are so intimately connected that suicidal ideation is one of
the criteria for major depression’s diagnosis. Correlation between mental health
disorders, particularly major depression and suicide, can be as high as 90%
(American Psychiatric Association, 2014; Werth, 2004). This link can be
established considering that depression generates pain and hopelessness that are
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on the basis of suicidal ideation, that can ultimately lead to suicidal behaviors
(David Klonsky & May, 2015).
Another important aspect when studying suicide, particularly in older adults, is to
consider the social support. Research with 111 older adults provide evidence that
lack social support in this population was associated with higher levels of
depression and suicidal ideation (Vanderhorst & McLaren, 2005)
Regarding hopelessness, its relationship with suicide has been studied for decades
now. Assessing 207 patients, Beck, Steer, Kovacs, and Garrison (1985) found that
hopelessness is a useful construct in the study of suicidal risk. In turn, Chochinov,
Wilson, Enns, and Lander (1998) analysed 196 patients and found that the
correlation between hopelessness and suicidal ideation was stronger than the
depressions’

correlation

with

suicidal

ideation,

therefore

hopelessness

represented a stronger predictor.
Comparing 60 inmates who attempted suicide in U.K. prisons with 60 inmates that
never attempted suicide, Rivlin, Hawton, Marzano, and Fazel (2013) found
significant differences with suicidal inmates showing “higher levels of depression,
hopelessness, impulsivity, and aggression, and lower levels of self-esteem and
social support” (p.1).
In conclusion, the results show that the assessment of depressive symptoms and
hopelessness can be important if one wants to work in the prevention of suicide in
correctional settings.
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4.6.2. Reality in Europe
According to the Howard League4, 89 inmates committed suicide in 2015 in
England and Wales (accounting for 34,6% of the deaths in prison) and the
situation was even worse in 2016, with more than 100 deaths by suicide5. In Italy,
43 out of 123 deaths recorded in 2015 were the result of inmates’ suicide and in
2016 (28 December) 39 inmates committed suicide (out of 109 deaths).
Data from 2013 shows that, on average, suicide accounts for 21,3% of the total
number of deaths in European prisons (cf. Aebi, Tiago, & Burkhardt, 2015). The
median was 17,9% of deaths by suicide6. The countries with above average suicide
rates are, for example, Norway (91,7%), France (62.6%), Sweden (46,2%),
Germany (41%), Slovakia (33,3%), and Italy (27,5%). Countries like Azerbaijan
(2%), Greece (4,9%), Ukraine (7,8%), Serbia (9,7%) Hungary (13,5%) and Austria
(15,8%) show below average rates.
4.6.3. Reality in partner countries
The reality regarding suicide rates in the partner countries was gathered by the
COUNCIL OF EUROPE ANNUAL PENAL STATISTICS – SPACE I. 2016’s data was
collected directly from the partners. Data for the countries participating in this
study was compiled in Table 1:

http://howardleague.org/news/suicideinprison2015/
http://howardleague.org/news/suicidesinprison2016/
6 Median represents an important statistic to keep in mind, because it is less
affected by extreme cases (such as countries with low prison population).
4
5
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Table 1 - Suicides per year and per 10 000 inmates

Country

1

2

1

2001

2

1

2004

Belgium

21 23,4 8

The

11 9,2

8,7

2

1

2007

2

1

2010

2

1

2013

2016

14 14,2 19 16,7 14 11,0 13

21 10,5 15 10,3 20 17,0 4

2

12,7

3,8

Netherlands
Norway

4

15,2 5

6,1

2

5,5

11 30,1

Portugal

19 14,1 22 16,2 10 8,6

8

6,9

13 9,1

9

6,5

Romania

6

7

2,5

19 5,7

11

4,0

1,2

7

16,8 2

1,7

12 3,8

1 - Number of suicides in the year; 2 - Suicides per 10 000 inmates;

Before discussing this raw data, a previous note must be done. As discussed among
the partners, the calculation of suicide in prisons can vary across countries. As
some authors highlighted in recent reviews, “suicide numbers are difficult to
validate due to misclassification of suicides as accidents, unknown or natural
deaths, and reluctance in some countries to characterise self-inflicted deaths in
custody as suicides” (Fazel, Hayes, Bartellas, Clerici, & Trestman, 2016, p. 874).
Therefore, this statistics can including (or not) suicides committed in community
hospitals or outside prison, among others, depending on the countries’ approach to
classify what counts as a suicide in their prison systems.
Moving forward, in this study, suicides per 10 000 inmates was used as a way to
standardize the data and to compare suicide rates between countries, considering
that the absolute number of deaths per suicide doesn’t have a meaning per se.
Figure 3 illustrates the number of suicides per 10 000 inmates in the partner
countries.
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Figure 3 - Suicides per 10 000 inmates in respondent countries
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Comparing the respondent countries percentage evolution of inmates’ suicide per
10 000 inmates shows that, between 2001 and 2013 (2016 in the case of Belgium
and Romania), The Netherlands decreased by 59% the number of inmates
committing suicide per 10000 inmates, followed by Belgium (-46%), and Portugal
(-35%). On other hand, in Norway and Romania there was an increase in inmates’
suicide/10 000 inmates of 98% and 239% respectively.
Table 2 represents the number of suicides and the total number of deaths in penal
institutions in respondent countries, showing the contribution of suicide, in terms
of percentage, for the total number of deaths. The percentage of inmates that
committed suicide varies a lot in and between countries which probably has to
deal with cultural aspects regarding imprisonment and suicide (explaining
differences between countries), as well as the snowball effect when an inmate
commits suicide and attracts the attention of media.
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Table 2 - Percentage of deaths by suicide in penal institutions
Country

1

2

3

1

2001

2

3

1

2004

2

3

1

2007

2

3

1

2010

2

3

2013

1

2

3

2016

Belgium

21

32

65,6% 8

29

27,6% 14

43 32,6% 19

54 35,2% 14 65

21,5% 13 63 20,6%

The Netherlands

11

18

61,2% 21

45

46,7% 15

32 46,9% 20

28 71,4% 4

14

28,6%

Norway

4

15

26,7% 5

16

31,3% 2

11 18,2% 2

3

66,7% 11 12

91,7%

Portugal

19

106 17,9% 22

80

27,5% 10

77 13,0% 8

64 12,5% 13 62

21,0%

Romania

6

116 5,2%

108 6,5%

99 12,1% 7

77 9,1%

7

12

19 102 18,6% 11 98 11,2%

1 - Number of suicides in the year
2 – Total number of deaths
3 – Percentage of deaths by suicide

The European Commission support for the production of this publication does not constitute an endorsement of the contents which reflects the views only of the authors, and
the Commission cannot be held responsible for any use which may be made of the information contained therein.

34

Another interesting comparison can be made between the general population rates
and the suicide rates in prisons, particularly the ones that were shown in Table 1.
This comparison highlights the problem of suicide in prisons. In fact, looking at the
example of Portugal, in 2013, suicide accounted for 10.1 per 100 000 inhabitants’
deaths in the general population (source: PORDATA7). From table 1 we can see
that the rate in Portuguese prisons was 9.1 per 10 000 (i.e., 91 per 100 000),
meaning that the suicide rates among inmates is around 9 times the rate among
general population. Using data from the World Health Organization, we can
compare partner countries, considering the available data for 2010, as shown in
Table 3.
Table 3 - Numbers and rates of suicide in inmates compared with the general population and
incarceration rates

Number of
Country

suicides in the
year

Suicides per 10
000 inmates

Suicide rates

Relative

(per 10 000

rate*

population)

Belgium

19

16,7

1,63

10,3

The

20

17

0,81

21,0

Norway

2

5,5

1,02

5,4

Portugal

8

6,9

0,87

7,9

Romania

7

2,5

1,14

2,2

Netherlands

* Relative rate needs to be relativized, considering that inmates and general population are not comparable
populations. For example, the population under the age of criminal responsibility are not represented in the

7 http://www.pordata.pt/Portugal/%C3%93bitos+por+algumas+causas+de+morte+por+100+mil+habitantes-1987
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inmates’ population. Additionally, age distribution is different between the two populations, with an
overrepresentation of young adults in the inmates’ sample.

As this comparison clearly shows, suicide rates are high in prison setting, when
compared to rates in non-incarcerated population. The relative rate shows that
inmates in Romania commit suicide 2.2 times more than the general population,
while in the Netherlands, suicides in prisons occur 21 times more than in the
general population. However, it is important here to relativize the statistics, since
the relative rate takes into account the number of suicides per 100 000 persons.
Therefore, the relative rate will tend to be higher in countries where the suicide
rate in the general population is lower. Moreover, more years would be necessary
to see if there are any trends that can be identified regarding this issue.
Doing this comparison in 12 countries (9 of them are European countries)
considering data for the 2003-2007 term and regarding male inmates, Fazel,
Grann, Kling, and Hawton (2011) showed that prison suicide rates, compared with
general population suicide rates, vary from 3.1 times higher (in Finland) up to 7.7
times higher (in Norway). On another literature review by Fazel, Hayes, Bartellas,
Clerici, and Trestman (2016), the authors stated that “the relative risks of suicide
in male prisoners are around 3-6 compared to the general population” (p. 874),
being higher among female prisoners.
4.6.4. Suicide Prevention programs
Stating that inmates are a high-risk group calls for the implementation of suicide
prevention programs in correctional settings. Although these programs need to be
adapted to local realities (i.e., available resources and inmates’ needs), some
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activities are common and represent the basis for the development of this
programs (World Health Organization, 2007):
-

Development of suicide profiles: the development of suicide profiles can be
a good way to flag inmates at high risk of suicide. However, it is important
to acknowledge that profiles can change over time and therefore must be
reviewed periodically. The WHO suggests the following two groups of
inmates as being at higher risk of attempting suicide:
o Pre-trial: young (20-25 years), unmarried males that who commit
suicide within the first hours of confinement. Detention is normally
related with substance related offences;
o Sentenced prisoners: older (30-35 years) violent offenders who
typically commit suicide after 4/5 years of incarceration. Conflicts
with the institution, family events, denial of parole, among others,
can act as precipitators of the event.

-

Situational factors: suicide occurs mainly by hanging, while inmates are in
segregation/isolation cells and during the nights/weekends, where staff is
reduced.

-

Psychosocial factors: lack of social/family support, prior attempts to
commit suicide and poor mental health put inmates at high risk of suicide.
Therefore, prison staff should be aware when inmates verbalize “feelings of
hopelessness or admit to suicidal intent or suicidal plans should” (World
Health Organization, 2007, p. 7).

-

Gender: while the majority of suicides are committed by men (that
simultaneously represent the majority of prison population), women are at
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high risk of suicide, showing higher rates of attempted suicide than their
male counterparts.
-

Age: juveniles are at higher risk of suicide, particularly when confined in
solitary cells or when placed in adult correctional facilities. Separation from
family and friends, as well as impulsive behaviour in this age put juveniles
at a particular high risk (Radeloff et al., 2014; World Health Organization,
2007).

Suicide profiles show us some characteristics that can put inmates at risk.
Therefore, considering these characteristics, it is important that prison staff are
aware of them, and initial training must address the topic of suicide in prisons,
covering at least the following topics, according to the World Health Organization:
“why correctional environments are conducive to suicidal behaviour, staff
attitudes about suicide, potential predisposing factors to suicide, high-risk suicide
periods, warning signs and symptoms, recent suicides and/or serious suicide
attempts within the facility/agency, and components of the facility/agency’s
suicide prevention policy” (World Health Organization, 2007, pp. 9–10).
Additionally, staff should also be trained in first aid, as well as emergency
responses, such as cardiopulmonary resuscitation. Almost all staff will benefit from
training in suicide prevention, since health and safety of inmates request the joint
responsibility of medical, mental health, custodial staff and prison administrators
in order to identify inmates that are at-risk, design and implement appropriate
suicide prevention strategies (Daniel, 2007).
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Considering the partnership countries, Romania has already developed clinical
protocols to work with women in prevention and treatment of depression
disorders (Brustur et al., 2015), providing guidelines that follow the best available
evidence and can be useful to other countries. Interventions for suicide prevention
are also described in the literature for other specific groups such as older adults
(Bhar & Brown, 2012). This particular suicide prevention protocol encompasses
the following stages:
a) Assessment of suicide risk – in this first stage, the therapist should
consider the reluctance of some persons (particularly in the case of
older adults) to share suicidal ideation thoughts and therefore can star
the conversation with non-specific questions about the topic. The use of
self-report measures can also represent a desirable approach to collect
data and assess the risk of suicide;
b) Developing a cognitive case conceptualization – in this stage the therapist
can help the patient to tell his/her history in order to collect information
to identify activation events, cognitions, behaviours, emotions and
situations. This activity facilitates the building of rapport between the
therapist and the patient, facilitating the planning of a treatment
targeted to the patient;
c) Developing a safety plan – this plan must include a description of both
warning signs associated with a crisis that can led to suicide and a set of
coping strategies that can be implemented by the patient even if he/she
is alone;
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d) Increasing hope and reasons for living – considering the role played by
hopelessness in the generation of suicidal ideation, the identification of
reasons for living, while refuting hopeless cognitions represent a key
step;
e) Improving social resources – the therapist may help the patient tackling
social isolation and poor social support networks. Depending on the
starting point, this can include building a support system or encourage
patients to participate in structured activities;
f) Improving problem-solving skills and efficacy – in this step, the therapist
can teach the patient to approach problems in a systematic and
structured way, reducing stressful responses to adverse events. The
patient can be encouraged to describe a problem while generating
multiple alternative solutions, and then listing pros and cons for the
generated solutions until a suitable action plan is developed;
g) Improving adherence to medical regimen – in this stage, the therapist
assesses patients’ adherence/refusal to the prescribed medical regimen
(e.g., medication intake). When considered a problem, the therapist can
identify patients’ beliefs and behaviours, challenging maladaptative
thoughts (e.g., I’ll never get better) ; and
h) Relapse prevention – treatment can end when the patient no longer
experiences suicidal thoughts. In this step, a formal assessment of
cognitive and behavioural gains can be done by the therapist. A guidedimagery session can be an option for this assessment. After the
explanation of the rationale to the patient (stage 1), this session will led
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him/her to recall past suicidal ideation triggers (stage 2), as well as the
necessary learned strategies to cope with the situation (stage 3). The
patient then imagines the implementation of the coping strategy (e.g.,
calling a friend) and the therapist provided another scene that triggers
the suicidal ideation (stage 4). In the last stage of the session (stage 5),
patient and therapist discuss the emotions and thoughts that were
triggered by the images, listing coping strategies and statements and
behaviours provided by the patient during the previous stages.

4.7.

Mental health care in the partners’ countries

Empirical data collected in the partner countries shows that not all the countries
conduct a screening at intake that considers the mental health care needs of
inmates (only 2 out of 4 perform a mental health screening at intake). However,
the history of drug dependency is done in all the participant countries, as well as
the screening for chronic/medical illness needs. Training programs for prison staff
addressing how to deal with the needs and behaviour of mentally ill inmates are
available in 3 of the 4 participant countries. In the following paragraphs a brief
description of each country mental health care system in prisons is provided.
Portugal
The Portuguese prison system has one prison hospital (Hospital Prisional de São
João de Deus) which is a unit that provides specialized health care for all the
inmates in Portugal (includes Islands), since 1962. Later, in 1998, a psychiatric and
mental health unit was opened with the aim of providing clinical assistance to
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inmates with psychiatric illnesses. Another psychiatric unit is available in the
North of Portugal (Santa Cruz do Bispo). These units provide differentiated care
considering the mental health status of the inmates, as foreseen in Lei 115/2009.
Beyond these units, all the prisons in Portugal provide effective clinical and
nursing assistance. Nineteen prisons have also a specialized assistance for oral
cavity issues as well as partnership with private companies. In terms of specialized
nursing care, seven prisons have internal infirmaries.
Romania
Romanian prison system has six prison hospitals. One prison hospital (Dej) has a
geriatric compartment, three prison hospitals have psychiatric section and one
prison hospital has a psychiatric unit which was validated by the Ministry of
Health. In the last two years (2015 and 2016), a strategy was developed to reduce
aggressive behaviour in prison context, targeting self-harming, suicide, aggressions
among inmates and aggression(s) against staff. Each prison unit has a plan to
implement this strategy and at the headquarters the National Administration of
Penitentiaries formed a multidisciplinary team to monitor the implementation.
Belgium
Regarding the assistance and treatment of mentally ill offenders in the Belgian
institutions, generally, a confinement trajectory starts in the prison in which these
people have been staying in the framework of a pre-trial detention. From that
moment, they have to wait until a sufficiently individualized and recidivism
limiting rehabilitation plan can be realized in case whether a place becomes
available in a (specialized) health care institution or whether an adapted
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ambulatory rehabilitation plan can be finalized. Until a few years ago, this waiting
period could stretch into eternity for one quarter of the inmates. Diverse care
infrastructures are available now. However, limited capacity and accessibility
make a direct influx almost impossible. As a result, the majority of the mentally ill
inmates wait in prison for a long time. Decades ago, this already resulted in the
creation of specialized sections in penitentiary institutions reserved for specific
target groups such as detainees with psychiatric problems and/or drug related
issues.
In addition to a separate residence context, which focuses on the creation of a
more adapted environment for this detained population, the Federal Public Service
Justice also provides health care in the penitentiary environment. Besides basic
care provided by the health care service in prisons, all prisons have a psychosocial
service. It is responsible, on the one hand, for giving advice concerning the
execution of the different custodial sentences and measures and, on the other
hand, for the guidance and treatment of detainees to prepare their social
rehabilitation. In 2007, multi-disciplinary care teams were created in specific
sections for detainees with psychiatric problems and/or a mental handicap
(Onkelinx, 2007). This created a division between care (treatment and care by the
health care service) and specialized advice (psychosocial service). These care
teams consist of a psychiatrist, a psychologist, a social worker, an educator, an
occupational therapist and a psychiatric nurse. However, there is insufficient
medical staff to fulfil the need for psychiatric assistance.
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Except for the health care organized by the justice department, several permanent
external partners and recent initiatives of non-judicial services and actors in the
field of health care also contribute to the treatment and guidance of detainees
(regardless of their judicial status). For example, social care for detainees has
existed since 1994. In all prisons, assistance and support are currently organized
by way cooperation between many partners and for diverse aspects of life, such as
mental health care, work, culture, education.
Norway
Morbidity is significant among inmates, and it is it is well documented that inmates
have mental health problems more frequently compared to the population outside
of prison. Nevertheless, mental health care in Norwegian prisons is supposed to be
comparable with healthcare otherwise in the population, meaning that if it is
considered that the individual has a mental health issue of a degree that by law will
entitle professional health care treatment, it should be offered regardless of the
individual being convicted or not. If in need of in-patient treatment the prisoner
will be transferred to a hospital. If not in need of hospitalization the patient should
be offered out-patient treatment within prisons where out-patient clinics are
represented. In prisons where there are no such clinics the prison service is
supposed to follow the inmate to and from the nearest community clinic.
Another possibility to compare the participant countries (mental) health care
systems is by looking at the numbers regarding medical staff, namely the number
of doctors, nurses and psychologists.
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Table 4, using data available from SPACE for these indicators, as well as data provided by
the Romanian partner, shows a comparison among respondent countries,

considering the number of prison staff health professionals, in full-time equivalent
(FTE) terms. However, the criteria is not coincident across years, which turns
comparisons difficult to establish.
Table 4 - Medical Staff working in penal institutions (FTE)
Country

2010

2013

2016

Full-time and

Medical staff

Full-time and

Medical staff

Full-time and

Medical staff

Part-time

per inmates

Part-time

per inmates

Part-time

per inmates

(FTE)

ratio

(FTE)

ratio

(FTE)

ratio

438,87a)

1/27

414,8a)

1/25

Portugal

118b)

1/98

Romania

188 (589) c)

1/36

150 (576) c)

1/46

168 (627) c)

1/35

Belgium
The
Netherlands
Norway

a)

Medical and paramedical staff + Staff responsible for assessment and the psychologists.

b)

Medical and paramedical staff.

c) Number of medical doctors and nurses (in parentheses) in FTE.

However, from table 4 we have some useful indicators regarding the
medical/health staff per inmates’ ratio. The collected and analysed data shows that
medical staff/inmates ratio ranges from 1/25 to 1/46, meaning that one doctor,
nurse, or psychologist is available for each 25 or 46 inmates, respectively. Looking
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only at doctors, the ratios are inferior, with ratios around 1/100 in Portugal and
around 1/150 and 1/200 in Romania8.

5. Population Ageing
The worldwide population aged over 60 years has been increasing substantially in
recent years. Using data from the United Nations report on World Population
Ageing, we illustrate this growth in Figure 4.
Figure 4 - World Population Ageing according to the UN report

World Population Ageing (in Millions)
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As it can be clearly seen, the worldwide population aged over 60 years old is
expected to grow more than three times in fifty years. Interestingly, the number of
people aged over 80 years is growing even faster, from 71 million (2000) to 434
million (expected) in 2050.

8

Number of medical doctors divided by the number of inmates.
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This future path can be explained by a decrease in fertility and an increase in life
expectancies according to Lutz, Sanderson, and Scherbov (2008). Data from this
study shows that the average age of population in Western Europe was 38.3 years
in 2000, 40.1 in 2010, and the authors expect the average age for this region to
reach 48.4 years old in 2050 and 53.5 in 2100 with the proportion of people aged
60 or more reaching 46% in 2100. In Eastern Europe the average age was 37 years
old in 2000, 39.8 in 2010, and the expected average for 2100 is 52.4 with 44%
having 60 years or more.
But what is ageing? What factors mark this process? In biological terms, the study
of ageing is complex considering that a diversity of factors contribute to the ageing
process, namely DNA damage (genome instability), RNA damage, protein damage
and membrane damage (Kirkwood, 2008). In fact, a lot of research is still needed to
“understand precisely which factors underlie our increasing longevity, and how far
‘healthy ageing’ is attainable” (Kirkwood, 2008, p. 645). However, what is already
known is that this damages lead to a gradual decrease in physical and mental
capacity. Therefore, older people present a higher risk of disease, and ultimately,
death, although these changes are neither linear nor consistent9. Other issues
associated with aging, beyond biological changes, are life transitions such as
retirement, relocation (move to more appropriate housing), and the loss of friends
and partners. All of these changes can influence ones well-being and impact on a
person aging process. In fact, the analysis of psychological variables, considering
its relations with aging, opened new avenues for researchers in the field of aging.

9

http://www.who.int/mediacentre/factsheets/fs404/en/
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Using data from the Berlin Aging Study, Gerstorf, Lövdén, Röcke, Smith, and
Lindenberger's (2007) results suggested that “well-being is not only a
consequence of but also a source for successful aging” (p.705).
From a cognitive standpoint, research has explored the change in cognitive
function among old individuals. Results from a sample of 354 Catholic nuns,
priests, and brothers that went to annual clinical evaluations for up to 13 years,
and underwent brain autopsy after dead showed that age-related cognitive decline
is associated with “neurodegenerative lesions traditionally associated with
dementia” and that Alzheimer Disease and related disorders “have a much greater
impact on late-life cognitive functioning than previously recognized” (Wilson,
Leurgans, Boyle, Schneider, & Bennett, 2010, p. 1075).
Considering the importance of aging in studies related to life-span and
developmental psychology, some models of successful aging have been developed.
Among them, the selective optimization with compensation (SOC) Model considers
that we have limited mental, physical and environmental resources that need to be
allocated according to losses or opportunities.

The three steps that can be

identified in this model can be defined as follows (Baltes & Dickson, 2001):
-

Selection involves deciding on which goals and outcomes to undertake. It
encompasses elective selection and loss-based selection. Elective selection
refers to instances in which an individual’s selection of goals is not based on
losses (e.g., choice of education over sports). For example, does one choose
to pursue many goals at once or does one concentrate only on the most
important (i.e., determine a goal hierarchy)? Loss-based selection occurs
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when a loss of some goal-relevant mean (e.g., decline in physical or mental
ability, loss of money) pressures an individual to make changes in his or her
goals;
-

Optimization refers to the allocation or refinement of resources as a means
of achieving goals;

-

Compensation involves using compensatory processes (i.e., new or
alternative means) to maintain a certain level of functioning in a specific
domain when faced with losses. They can be called external when, for
example, someone hires an assistant because he/she no longer can cope
with mobility losses. On the other hand, internal compensation is the use of
internal resources to make the losses less evident or visible to others.

In fact, the use of SOC-based life-management behaviours has been associated with
successful aging in a few studies (e.g., Freund & Baltes, 2002; Lang & Rohr, 2015).
An interesting thing when looking at ageism is the heterogeneity among older
adults. Applying the EQ-5D questionnaire (a questionnaire that analysis five
dimensions to check respondents’ health status - namely mobility, self-care, ability
to perform usual activities, pain/discomfort, and anxiety/depression) on a large
sample of noninstitutionalized older Americans, Lowsky, Olshansky, Bhattacharya,
and Goldman (2014) reported interesting results, showing that, for respondents
aged 85 and older:
-

28% report excellent or very good health;

-

56% do not receive any help or supervision for instrumental activities of
daily living;
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-

56% have no health-based limitation to perform work or housework;

-

More than one third (32%) has none of the 5 major chronic diseases
(cancer, diabetes, heart disease, lung disease, stroke);

-

16% report perfect health in the 5 domains.

These results are contrary to some of the most prevailing myths about old age.
Thornton (2002, p. 303) synthesize some of the myths as follows: “(1) poor health,
ill, disabled; (2) lack of mental sharpness, failed memory, senile; (3) sad,
depressed, lonely, grouchy; (4) sexless, boring, all the same; (5) lack vitality, loss of
vigour, inevitable decline; and (6) unable to learn or change, unproductive.” In fact,
the conceptualization of the older person as someone isolated, without purpose, in
physical and mental decline and in need of health care, physically and economically
dependent, is still very prevalent (Moura, 2006). However, heterogeneity can be
smaller in more homogeneous groups, like inmates.
5.1.

Elderly inmates

Older inmates, while accounting for a small percentage of prison population, are
the fastest growing group in prisons (Baidawi, Trotter, & Flynn, 2016). With the
aging process and the characteristics of this population some problems tend to
worsen, and high incidence of mental disorders among old prisoners (around
70%) is commonly found (Combalbert et al., 2016). Studying 173 inmates with
more than 50 years in Australia, Trotter and Baidawi (2015) conclude that older
female inmates experience a greater degree of functional decline, when compared
to male inmates. Moreover, “bunks and beds, temperature and ventilation, and
bathroom facilities” were identified as “common aspects of the prison environment
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presenting issues for older inmates” (p.214). In the U.S., results from a survey that
collected data in 41 states, shows that a great percentage of older male inmates
live with chronic physical problems (46%, 82% and 83% above 50, 65, and 75
years old, respectively) and chronic mental health problems (16%, 13% and 14%
above 50, 65, and 75 years old, respectively). Moreover, 13 out of the 41 states had
dedicated units in prison for older inmates, while six have also dedicated prisons.
Dedicated medical facilities were found in 22% of the states, while 12% had
dedicated nursing home facilities and 20% had hospice facilities (Sterns, Lax, Sed,
Keohane, & Sterns, 2008). A recent study in France compared a group of 138
inmates from seven prisons with 50 or more years with a community group of the
same size and in the same age group. The results show significant differences
between groups in the total scores of The Frontal Assessment Battery, which
assesses executive functioning and in the scores for The Mini Mental State
Examination, used to screen dementia and assess cognitive functioning. Prevalence
of mental health disorders among inmates shows that 68.4% of older inmates have
at least one disorder, assessed with The Mini International Neuropsychiatric
Interview (Combalbert et al., 2016). On another study with the same sample, the
authors found that the group of older inmates evaluate their own perceived health
and quality of life lower than the community sample (Combalbert, Ferrand,
Pennequin, Keita, & Geffray, 2017).
Older inmates fall in one of three groups (Goetting, 1984): (1) later-life offenders –
that is, offenders who are incarcerated after the age of 50; (2) career criminals –
that is, recidivists, offenders who consistently commit crimes and get imprisoned;
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(3) long-termers – that is, inmates that, considering the long term sentences they
are serving, grow old in prison.
A look at the long-termers in any given country will help researchers, practitioners
and decision-makers to reflect upon concrete measures to face this reality. In fact,
discounting the number of inmates that can die, the number of older inmates in the
near future is carved in stone. In 2030 the U.S. will have to deal with 400,000
inmates at age 55 or older.
The big increase of older prisoners is noticeable in the Human Rights Watch report
(2012) were we can see that during a 4-year term the prison population in the U.S.
grew 62,7%, which is 94 times the rate of the overall prison population.
The growing number of elder inmates is also under the interest of researchers in
Europe. On a study in 12 prisons in Switzerland, researchers interviewed 35
inmates with a mean age of 61 years in order to analyse their thoughts about death
and dying in prison (Handtke & Wangmo, 2014). The analysis of the semistructured interviews showed different experiences on the topic. For example:
-

Some inmates reflected about death in prison based on their experiences of
witnessing other inmate’s death or going through life-threatening incidents
that they have experience.

-

On one hand, some inmates see medical care in prison as an advantage
considering that it is fast and easy to access, while on the other hand other
inmates see the lack of timely access to medical care as a health threat.

In Ireland, a study with 213 older inmates (157 males and 56 females) showed that
older inmates have high rates of psychotic illnesses, affective disorder, deliberated
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self-harm and alcohol misuse. The need for medical care (both general and
psychiatric services) is higher when compares with younger prisoners (Davoren et
al., 2015).
5.2.

Health care for elderly inmates

The topic of health care for old inmates should start with the discussion about who
is old in prison. In fact, the 65-year cut-off that is commonly considered for the
general population may not be adequate to inmates. In a literature review,
Williams, Ahalt, and Greifinger (2014) claim that within the 50-55 range an inmate
can be considered geriatric, since research shows that inmates represent a risk
group and therefore suffer from accelerated ageing, developing chronic illnesses
and disabilities approximately 10 to 15 years early than the general population. A
good illustration for the previous statement can come from a recent paper, where
the authors analysed a sample of 210 inmates with 55 years or older (mean = 59
years) who reported having any pain (75%) and/or severe frequent pain (39%) (B.
A. Williams et al., 2014). Also Loeb and AbuDagga (2006) reviewing 21 papers on
health and older inmates found that respondents tend to experience a decline in
health after an extended period of incarceration. The authors also noted that the
most commonly reported health problems were arthritis, back problems,
cardiovascular diseases, endocrine disorders, psychiatric conditions, respiratory
diseases, sensory deficits (vision and hearing problems), and substance abuse
problems.
Older inmates also face conditions associated with the advancement of age.
Common geriatric syndromes like falls, dementia, incontinence, sensory
The European Commission support for the production of this publication does not constitute an
endorsement of the contents which reflects the views only of the authors, and the Commission cannot be
held responsible for any use which may be made of the information contained therein.

53

impairment and symptom burden have been identified (B. Williams et al., 2014).
Another threat for older inmates’ health is the common long-term abuse of
substances in this population (Arndt, Turvey, & Flaum, 2002)
Being clear that older inmates face multiple and serious health issues, it is
important to know more about the response that prisons have to this problem. On
a current paper, 40 interviews took place with experts from three Western Europe
countries with the aim of “gain insight into the approaches used in the provision of
equivalent health care to ageing prisoners” (Bretschneider & Elger, 2014, p. 319).
The results show that it is difficult to provide equivalent care considering the
following factors:
1) Variability in prisons – even within the same country, experts pointed out
that care varies from prison to prison, because prison facilities vary in
terms of size, number of available places, security conditions, design, age,
and distance to available hospital. Therefore, the provision of care to
inmates significantly varies between different facilities and there is no
guarantee that it would be equivalent to the health care someone will get
outside.
2) Gatekeeper Systems Interfere With Equivalence of Health Care – that
is, inmates need to ask for permission (written or orally) and sometimes
depend on others (e.g., prison guards, nurses) to get access to a physician.
This represents an arbitrary process when compared with the access to
health care by the general/non-prison population. The authors, based on
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some of the interviews, recommend the delivery of training to prison staff
related to the identification of emergency health issues.
3) Lack of Personnel Causes Delayed Access to Equivalent Health Care –
Limitations related to the availability of security and health professionals
interfere with older inmates’ access to health care, especially because often
they need health care outside the prison. Experts also highlighted out that
“occupational therapist cannot treat elderly patients the same way as is
done outside prison due to lack of time” (p. 326).
4) Delays to Accessing Health Care Compromise Equivalence – Equal care
for inmates is hard to achieve, according to the experts that were
interviewed because is harder for inmates to access to health care within
the same amount of time both in and out of prison.
5.3.

Management of old inmates

The challenge of managing the increasing population o elder inmates can be
addressed with some measures/reformation of the prison system. For instance,
Kerbs and Jolley (2009) developed a rationale based on a multidisciplinary
literature review from which we can highlight three points:
-

Centralized health care of older inmates – this can allow the placement of
older inmates in facilities designed to care for the specific and specialized
health care needs of this population and, additionally, for a decrease in
costs.

-

Improvement of safety for older inmates – it is plausible that older inmates
face an increased risk of victimization;
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-

Promotion of rehabilitation – this suggestion takes into account that this
age group is most likely to cease from future criminal activity.

These three measures represent an opportunity for prisons to change in order to
address the specific needs of older inmates and therefore are important topics to
share with policy makers. For instance, the centralizations of healthcare for older
inmates will erase problems related with the variability in prisons health care
services highlighted by Bretschneider and Elger (2014).
5.4.

Reality in partner countries

The number of older inmates has been increasing considerably in all the
respondent countries. Comparing the data from 2007 with 2013 (2016 in the case
of Belgium and Romania) in table 5, we can see an increase in the number of older
inmate (> 50-years old) of 54% in Belgium, 53% in Portugal, 50% in Norway, and
even in the Netherlands, where the total number of inmates decreased in 28%, the
number of inmates with 50 or more years increased by 17%. Romania also saw an
89% increase in the number of older inmates, while the total prison population
dropped 7% during the 2007-2016 term. In the case of Romania, even comparing
the total prison population and the number of older inmates considering the 20012016 term, we see an increase in the number of older inmates in 6%, while the
total prison population dropped by an impressive 45%. Considering the pace at
which the number of inmates is increasing, the management of older inmates is,
and will be, a big topic and concern for prison administrators and governors. Table
5 shows a comparative evolution of the number of older inmates in respondent
countries. Please note that not all the years are encompassed by the analysis, since
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SPACE data only started to consider the age structure with a general breakdown by
categories of age in their 2007’s survey. This age structure was apparently
abandoned by SPACE surveys since 2014.
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Table 5 - Evolution of prison population and older inmates (> 50-years) in respondent countries

1

2
2001

1

2
2004

1

2
2007

2
2010

1

2
2013

1

2
2016

Belgium

9879

The Netherlands

14602 1039 11737 1226 10547 1214

Norway

3280

Portugal

11587 1395 11613 1496 14284 2139 13779

Romania

936

1

299

11382 1256 12697 1618 10243 1441
3636

410

3649

449
2555

49840 2853 39031 2769 29390 1608 28244 2498 33434 3034 27455 3032

1 total prison population
2 number of inmates with more than 50 years.

The European Commission support for the production of this publication does not constitute an endorsement of the contents which reflects the views only of the authors, and
the Commission cannot be held responsible for any use which may be made of the information contained therein.

58

The growth of older inmates in respondent countries is also illustrated in Figure 5,
where a clear tendency in all countries can be seen.
Figure 5 - Growth of older inmates in respondent countries

However, the screening practices of participant countries seem not to be aligned
with the strong growth tendency in older inmates, since no country has an agedependent screening at intake, and therefore specific needs of older inmates are
not considered at this phase. However, in one of the participant countries
(Portugal) the law foresees a change in the execution regime in situations where
an inmate with more than seventy-years has a physical or mental health state
incompatible with the execution of the security measures. In Romania, the parole
can be granted in different conditions if the inmate has more than 60 years age
(can be released earlier), in accordance with the provisions from the Penal Code.
From the respondent countries, only Belgium refers the existence of a specific
infrastructure with capacity for 25 older inmates. Training programs for prison
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staff addressing how to deal with the needs and behaviour of older prisoners are
only available in Romania.

6. Palliative Care in prisons
As defined by the World Health Organization, palliative care is a term that refers
to:
“the prevention and relief of suffering of any kind – physical, psychological, social, or
spiritual – experienced by adults and children living with life-limiting health
problems. It promotes dignity, quality of life and adjustment to progressive illnesses,
using best available evidence”
(World Health Organization, 2016, p. 5)

This broad definition represents an extension of previous ones. For example,
Billings (1998) provided one of the first definitions of palliative care, where he
defined it as follows:
a “comprehensive, interdisciplinary care, focusing primarily on promoting quality of
life for patients living with a terminal illness and for their families. Key elements for
helping the patient and family live as well as possible include assuring physical
comfort, psychosocial and spiritual support, and provision of coordinated services
across various sites of care”
(Billings, 1998, p. 80).
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Given the above definition, palliative care can be applied in non-traditional clinical
setting, like prisons. Medical care for older and seriously ill inmates has a
tremendous financial cost. However, there are also high moral costs of ignoring the
ones who are dying in prison (Maschi, Marmo, & Han, 2014). Palliative care and
dying with dignity are considered human rights to those who need essential pain
treatment, and denying access to inmates in these medical conditions can be
considered equivalent to torture. This topic is even more important considering
that the prison population is getting old and that there are negative attitudes about
compassionate release (medical parole) and therefore it is rarely used (cf. Burles,
Peternelj-Taylor, & Holtslander, 2016; Linder & Meyers, 2009). However, despite
the negative attitudes towards compassionate release, it is acknowledged that
“there are numerous barriers to the achievement of a good death for incarcerated
individuals” (Burles et al., 2016, p. 105).
When referring to palliative care in prisons we frequently found the term “hospice”
that, in this case, “does not refer to a building, but rather to a philosophy of care
that places the needs of the patient at the forefront, followed by the need of the
family and/or significant others” (Fowler-Kerry, 2003, p. 368).
When dealing with aging inside prisons and the need for palliative care, the theme
of assisted suicide emerged in one study (Shaw & Elger, 2016), where inmates and
stakeholders (i.e., prison staff, prison health care professionals, policy makers)
were interviewed. The authors highlight three themes from the interviews that
were carried out with inmates: (1) assisted suicide for medical reasons; (2)
assisted suicide for other reasons (life in prison as sufficient motivation); and (3)
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attempts to contact assisted suicide organizations (e.g., EXIT). On the other hand,
prison stakeholders that were interviewed refer to two main themes: (1) ethical
objections to assisted suicide in prison; and (2) practical issues in providing
assisted suicide in prison. This topic is particularly interesting in countries where
assisted suicide is legal (e.g., Switzerland) under certain conditions (e.g., terminal
illness) and therefore can be considered as an inmate’s right to equal care.
6.1.

Essential elements for an effective program

Considering the diversity associated with palliative care (as can be seen by its
broad definition) it is also worthwhile to determine the essential elements that
characterize an effective program. Results from a qualitative study with 43 formal
in-depth interviews as well as informal conversation with prison staff, observation
and notes from visits to the field show that five essential elements should be
present in order to implement a sustainable prison hospice program (Cloyes et al.,
2016):
1) Patient-centred care: this means, in the context of prison hospice, the
provision of unconditional care (regardless of patients’ history and
circumstances), responsiveness (prevent unnecessary suffering), forming
real relationships, and in-depth knowledge of each patient.
2) Volunteer model: this model consists of (a) peer-to-peer care, engaging
inmates who shared similar experiences; (b) direct 1:1 care, provided by
volunteers;

(c)

beyond

orderliers,

volunteers

show

exceptional

commitment to their role, the program, and their patients; (d) education
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and experience, consisting of initial training and mentoring of new
volunteers for more experienced ones.
3) Safety and security: which means that (a) security remains the number one
priority; (b) boundaries should exist but shouldn’t become barriers; (c)
adaptability,

which

demands

adaptation

or

change

of

rules

to

permit/support hospice activities; and (d) patient safety, assuring that all
the staff involved in the provisioning of medical care have the right
motivation.
4) Shared values: the shared values represent a “general belief that all involved
should do their best to uphold certain standards because this is <the right
thing to do>”. These values include empathy and compassion, principled
action, community responsibility and respect.
5) Teamwork: the teamwork nature of a hospice program depends on an
interdisciplinary program model, stakeholder interdependence, and the
organization of volunteers as a formal team.
When reflecting about palliative care in prisons one will probably realize its
intimate relationship with the increased number of older inmates and the need of
this population (Bolger, 2005). Moreover, the percentage of inmates facing chronic
and/or terminal illnesses, and needing palliative care, is presumably higher when
compared to non-incarcerated individuals. This is because of the higher prevalence
of HIV in this population, as well as the consumption habits such as smoking (Lum,
2003). Reporting about New Zeeland’s reality, Lum (2003) highlights the provision
of equal treatment as a barrier, since the working hours of staff (such as nurses)
limits the administration of medication such as analgesics. Legal issues, like the
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need for a full enquiry when an inmate dies (even if he/she is terminally ill), puts
additional pressure on medical staff.
6.2.

Reality in the partner countries

The answers given by the participant countries show that chronic and mental
illness needs are assessed in all the four countries. However, only two countries
have a specific law/regulation regarding the management of inmates with chronic
or progressive illnesses. Namely, in Portugal the law foresees the change in the
execution regime of severely ill inmates with an evolutionary disease when the
inmate does not react to the available therapies. In Romania for the severely ill
inmates, the Penal Code provides the possibility of sentence interruption (the
inmate can be released for treatment). In the case of Norway, terminally ill persons
are no longer regarded as inmates in prison, but will be transferred to hospital,
hospice or other suitable institution instead.
Regarding assisted suicide in prison, none of the participant countries has any
law/regulation on this topic. Training programs for prison staff addressing both
how to deal with inmates with chronic, progressive illnesses, and how to deal with
inmates in need of special care due to terminal illness are available in Belgium and
Romania.
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7. Training and prevention programs implemented in the
partner countries
Information was collected among partners in order to have some descriptive data
regarding training and prevention programs in the field of mental health, suicide,
ageism and palliative care (cf. Appendix 2).
7.1.

Norway

In Norway most of the correctional officers are educated in the prison school. This
is a two-year program which includes theory and practical training. One fifth of the
theoretical program concerns environmental work with inmates. These subject
taps into communicational skills with focus on motivational interviewing and
cognitive behavioural therapy. It also gives the students’ knowledge of theories of
learning, motivation, groups and identity. The students are taught how to
recognize signs of common psychiatric disorders such as depression, anxiety,
ADHD, personality disorders and psychosis. Focus on risk factors of suicide and
suicide prevention is incorporated in this part of the program. Furthermore
students gain necessary knowledge of how the health system works and how to
help inmates to access necessary health services when needed. The correctional
officers who work with inmates in different programs aimed at preventing drug
abuse, violence and sexual offending have more detailed training in psychological
health.
For other frontline staff, which are not a part of the corrections, such as nurses and
social workers there are no special requirements for knowledge of mental health,
ageism and palliative care when working in a prison setting. However, these
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themes are usually a part of their education, and when recruiting new staff it is
desirable that the person has experience from psychiatric and/or substance abuse
treatment facilities.

7.2.

Romania

In Romania, a few protocols are developed to address mental health issues.
Namely, for women in custody, there is a clinical protocol which aims prison staff
to acquire skills in order to reduce the anxiety level of the persons in custody,
facilitating their adjustment to the prison environment. The intervention program is
structured in 14 sessions of 120 minutes and aims, among other goals, the reduction of
the chronic arousal by relaxation techniques, changing behaviours which maintain
anxiety by behavioural techniques; and the acquisition of some relapse prevention
strategies.

Other clinical intervention protocols are also available, specifically for women. For
example, a 12 sessions’ program (with 90 minutes sessions) with behavioural and
cognitive components is available for depression and a clinical protocol consisting
of 24 work sessions of 60-90 minutes each is also available for personality disorders.

7.3.

Portugal

In Portugal, training programs are available on the topic of substance abuse
prevention and mentally disordered inmates, targeting both rehabilitation and
medical staff. In the field of mental health, namely suicide, rehabilitation and health
staff also have a 7 hour training course.
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Regarding the prevention programs, a psychosocial rehabilitation program is
available for mentally ill inmates, with a length of 10 months.
For all the new inmates, a suicide prevention program was created. This program
is based on national and international research, as well as on WHO guidelines. The
program involves different areas in the prison system, namely rehabilitation,
security and health care, focusing on the improvement in the quality of the prison
service, being widespread in all the prisons in Portugal.
7.4.

Belgium

Training programs in Belgium are mainly focus in the mental health and suicide
domains. As part of the basic training that is received by the new officers, a 3 hour
training is devoted to the recognition of different behaviours caused by mental
disorders and how to respond to this behaviours. Another, one day training, is
available for correctional officers that aims to provide them with a basic
knowledge about the most common mental disorders in prison. The focus of the
training is how to react to this ‘unwanted’ or ‘misunderstood’ behaviour and how
to react so that you can influence the behaviour in a positive way. These programs
doesn’t pay special attention to the needs of older prisoners.
Regarding suicide, as part of the initial training, correctional officers also receive a
one day training to learn about signs which could indicate that an inmate is at risk
and might commit suicide. At the end of the course the officers should be able to:
-

describe the suicidal process;

-

describe the different high-risk groups;

-

describe the risk factors that can lead to suicide;
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-

describe the signs that can indicate that an inmate is at risk;

-

describe to whom or which service they can refer inmates who are at risk;

-

give assistance in case of crisis.

A two-day training is also available, focusing on the topics described above and
paying special attention to communication skills.

8. Discussion and recommendations for policy makers
Theoretical and empirical data presented in the current report open up new
avenues for policy makers. Therefore, to conclude this document, we discuss the
results, presenting recommendations for policy makers, based on the present
report.
Considering inmates’ mental health, it is important to reinforce the high demand
of this population for health care services. Therefore, countries need to provide
specialized care to this population, assuring a ratio of health care professionals for
inmates that takes into account the prevalence of illnesses in this population
instead of just assuring equal standards of care for inmates and the community.
Additionally, the authors agree with Dvoskin and Spiers (2004) regarding the need
to involve prison staff in the mental health responses’ equation, considering that “it
is imperative that mental health professionals take part in training academies for
new staff, as well as in-service training programs for veteran staff” (p. 57). This is
in line with a recommendation that raises from this work: prison staff in general
and line staff in particular should receive regular training on mental health in
order to be able to deal with the complexity of the prison population and the
demands imposed by mental ill inmates. This is particularly important when we
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consider the rate of inmates with diagnosed mental illnesses – which made 24h
specialized care by medical personal almost impossible - and the role of frontline
staff in the prison system, which are frequently the first ones responding to
urgent/life threatening events in correctional settings.
Regarding suicide, the current intellectual output provided some evidence about
suicide rates in prisons, considering the partner countries reality. Data shows that
suicide in prisons must be a real concern, considering that relative rates of suicide
are up to 20 times the rate of suicide when considering the general population.
Therefore, train prison staff in this topic should be of first importance for prison
systems, considering that staff, and particularly frontline staff deal our will deal
with this reality. Another important practice regarding suicide prevention in
prisons is the procedures at intake. Mental health of new inmates should be
thoroughly screened using the available best practices and adequate screening
tools. This is particular important when new inmates are young and/or females.
When talking about suicide in prisons, one should be aware that the mental health
of inmates is normally fragile and illnesses such as depression, bipolar disorder
and a whole cluster of personality disorders exacerbate the risk of self-harm and
suicide thus causality between prison conditions and suicide cannot be stablished.
Considering the worldwide growth tendency of the older population and the fact
that people in older adulthood is being affected by higher depression rates, it can
be foreseen that the increase in the number of older adults will led us to an
increase in the number of people with depression. This reality seems to have its
parallel inside the prison systems, with a growth in the number of inmates with 50
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or more years. Therefore, regarding older inmates, the big picture is clear: the
number of older inmates is increasing in all surveyed countries and requires
action. Considering the special needs of this population, the prison system needs to
encompass those needs and provide structures and infrastructures that are
adapted to this population, managing them accordingly. This is particular critical in
countries like Portugal, where the rate of older inmates is increasing at a fast pace
and reaches almost 20% of the total prison population in recent years (15% in
2013; 16% in 2014; 18% in 2015; and 18.5% in 2016), and calls for greater
cooperation between justice and health ministries. The connection with health
needs is shown by the increasing needs of older inmates and the consequent seek
for health care. These needs should take into account the provisioning of
palliative care, considering that the current old inmates will probably age behind
the bars and therefore will somehow need pain treatment, amongst others, to face
frequent health issues in the older prison population. Therefore, since this is a
reality that we can predict if no drastic policy changes occur, policy makers and
prison managers should be concerned about the needs of this special prison
population and ensure that adequate care and treatment, provided by a
multidisciplinary team, will be progressively available in prison settings.
Regarding the training and intervention programs that are available in the partner
countries, the analysis of the programs and the data sent by the partners led us
conclude that capable programs are available in the context of common mental
health problems and suicide. However, the current themes of ageism and palliative
care are not yet addressed in prison staff’s training curriculum. Thus, the next
activities of MenACE project, besides the training program addressing mental
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health and suicide, will allow the partners to provide a contribution to the
identified gaps, developing and piloting new training programs with prison staff on
the relevant and necessary topics of ageism and palliative care.
Lastly, the present output aimed to provide an up-to-date view of current practices
in prison mental healthcare, geriatrics and palliative care, finding existing practices
by investigating the state of the art, with a focus on European and partner
countries. While doing this the authors provide recommendations for policy
makers regarding prison policies, especially those related to enhance the
competencies of management and frontline staff when dealing with this special, atrisk population growing old with a fragile physical and mental health.
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Appendix 1
Dear MenACE partners,
To accomplish the goals of Output 1 – “State of the Art and Best Practices Review”, we
need to define a data collection instrument that can be used to collect data and to help us
characterize the current reality in each country regarding mental health, older inmates
and palliative care in the prison setting. Therefore, we kindly invite you:
to reflect upon the next questions and suggest any other questions/topics that you
think should be included;
- start collecting data and some examples regarding your country’s specific
situation.
Thank you very much for your cooperation.
-

Glossary
Mental

Mental health is a positive sense of wellbeing, from which springs the emotional and spiritual

health

resilience which is important for personal fulfilment and which enables us to survive pain,
disappointment and sadness. It requires an underlying belief in our own and others’ dignity
and worth. While it may be difficult to contemplate the existence of positive mental health
among prisoners, prison should provide an opportunity for prisoners to be helped towards a
sense of the opportunities available to them for personal development, without harming
themselves or others (In Mental Health Promotion In Prisons, WHO, 1998)

Palliative

Palliative care is the prevention and relief of suffering of any kind – physical, psychological,

care

social, or spiritual – experienced by adults and children living with life-limiting health
problems. It promotes dignity, quality of life and adjustment to progressive illnesses, using
best available evidence (WHO, 2016).

End-of-

End-of-life care may be used synonymously with palliative care or hospice care, with end of life

life care

understood as an extended period of one to two years during which the patient/ family and
health professionals become aware of the life-limiting nature of their illness (In End of Life
Care Strategy: Promoting high quality care for all adults at the end of life. London: DH, 2008).

Terminal

A disease that cannot be cured or adequately treated and that is reasonably expected to result

illness

in the death of the patient within a short period of time (Ascension Health, 2007)
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Assisted

Assisted suicide is suicide committed with the aid of another person, sometimes a

suicide

physician. The term is often used interchangeably with physician-assisted suicide (PAS), which
involves a doctor knowingly and intentionally providing a person with the knowledge or
means or both required to commit suicide. Physician-assisted suicide is distinguished from
euthanasia in so far as the physician provides the lethal drug with instructions for its use but is
not the agent that administers the drug. The patient decides when and if to use the drug
(Junkerman, LJ and Schiedermayer, DL, 1994, Practical Ethics for Students, Interns, and
Residents: A Short Reference Manual).

Questionnaire
A. Screening
1. General health screening of new inmates represents an important process
for inmates’ health. Does your prison system conduct a screening at intake
that considers the following topics:
Yes
No
1.1. The mental health care needs of inmates?

☐

☐

If yes, please describe (please refer screening practices regarding self-harm and
suicide risk):

1.2. Their history of drug dependency?

☐

☐

☐

☐

If yes, please describe:

1.3. Their chronic/medical illness needs?
If yes, please describe:
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2. Is the initial screening age-dependent?

Yes

No

☐

☐

If yes, please provide more detailed information:

B. Legal framework
3. Does your country have any specific law/regulation regarding…

3.1. …the management of mentally ill inmates?

Yes

No

☐

☐

☐

☐

☐

☐

☐

☐

If yes, please describe:

3.2. …the management of older prisoners?
If yes, please describe:

3.3. …the management of inmates with chronic,
progressive illnesses?
If yes, please describe:

3.3. …the management of terminally ill inmates?
(e.g., compassionate release)
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If yes, please describe:

3.4. …assisted suicide under certain circumstances?

☐

☐

☐

☐

If yes, please describe:

3.4. …assisted suicide under certain circumstances
for inmates?
If yes, please describe:

C. Practices / Programmes
4. Does your Prison Service have specific programmes targeting the specific
rehabilitation needs and/or health of…
Yes
No
4.1. … mentally ill prisoners?

☐

☐

☐

☐

☐

☐

If yes, please describe:

4.2. …older prisoners?
If yes, please describe:

4.3. …inmates with chronic, progressive diseases?
If yes, please describe:
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4.4. … terminally ill inmates?

☐

☐

If yes, please describe:

5. Does your Prison Service implement any suicide prevention programme in
prisons?
If yes, please describe the main goals of the program and provide (publicly available) data
about implementation of the programme, if possible (e.g. % of inmates involved in the
programme).

D. Infrastructures / Resources / Services
6. Does your Prison Service have dedicated prison units/wings in prisons for…
Yes
No
6.1. … mentally ill prisoners?

☐

☐

☐

☐

☐

☐

If yes, please describe:

6.2. …older prisoners?
If yes, please describe:

6.3. …inmates with chronic, progressive diseases?
If yes, please describe:
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6.4. … terminally ill inmates?

☐

☐

If yes, please describe:

7. Does your Prison Service have training programs for prison staff
addressing…
Yes
7.1. …how to deal with the needs and behavior of
mentally ill inmates?

☐

No
☐

If yes, please describe. (Please refer the name of the training course, the number of
hours and the number of staff that goes through training each year)

7.2. …how to deal with the needs and behavior of
older prisoners?

☐

☐

If yes, please describe. (Please refer the name of the training course, the number of
hours and the number of staff that goes through training each year)

7.3. …how to deal with inmates with chronic,
progressive illnesses?

☐

☐

If yes, please describe. (Please refer the name of the training course, the number of
hours and the number of staff that goes through training each year)

7.4. …how to deal with inmates in need of special
care due to terminal illness?

☐

☐

If yes, please describe. (Please refer the name of the training course, the number of
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hours and the number of staff that goes through training each year)

8. Are health services provided in prisons /prison hospitals or in community
hospitals for the care of…
Prison/Prison Community
hospital
hospitals
8.1. …mentally ill inmates?

☐

☐

If yes, please describe. (Where a hybrid (mix of justice and health) system is in place,
please refer which budget covers the public hospital expenditure Health/Ministry of Justice)

8.2. …older prisoners?

☐

Ministry of

☐

If yes, please describe (Where a hybrid (mix of justice and health) system is in place,
please refer which budget covers the public hospital expenditure Health/Ministry of Justice)

8.3. … inmates with chronic, progressive diseases?

☐

Ministry of

☐

If yes, please describe. (Where a hybrid (mix of justice and health) system is in place,
please refer which budget covers the public hospital expenditure Health/Ministry of Justice)

8.4. …terminally ill inmates?

☐

Ministry of

☐

If yes, please describe. (Where a hybrid (mix of justice and health) system is in place,
please refer which budget covers the public hospital expenditure Health/Ministry of Justice)

Ministry of
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9. Does your prison system has a telemedicine programme and
infrastructure in place?
If yes, please describe how the system works:

Yes

No

☐

☐

(e.g. between prison and prison hospital or other hospitals so that specialists can assist;
connecting doctors in the different prisons; connecting a nurse in the prison with doctors in a
hospital; allowing diagnosis in the prison through sharing health data, image, etc.):

10. While preparing for release and to ensure continuity of care, are inmates
with specific needs referred to external health providers (including
hospitals, health centers or other) specialized in …
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10.1. …mental health care?

Yes

No

☐

☐

☐

☐

☐

☐

☐

☐

If yes, please describe:

10.2. …the care of the elderly?
If yes, please describe:

10.3. …the care of chronic, progressive illnesses?
If yes, please describe:

10.4. …end of life care?
If yes, please describe:

E. Statistical data
11. Please share the most recent available annual data from your country on the
following topics:
2001
2004
2007
2010
2013
2016
M

F

M

F

M

F

M

F

M

F

M

F

11.1. Total Prison population
(including pre-trial
detainees / remand
prisoners)
11.2. Number of inmates aged
50 or more
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11.3. Number of inmates
aged 50 or more with
more than 5 years to
accomplish their
sentence
11.4. Number of inmates
diagnosed by psychiatric
evaluation with mental
health problems10
(excluding the not
criminally responsible)
11.5. Number of inmates
with mental health
problems receiving
psychiatric care
(excluding
the
not
criminally responsible)
11.6. Number of inmates not
criminally responsible by
reason of mental disorder
11.7. Number of deaths in
prison
11.8. Number of suicides in
prison
11.9. Number of inmates
with diagnosed
chronic/medical illness
11.10. Number of inmates
receiving medical end of
life care
11.11. Number of inmates
that benefited from a
compassionate release, or
any similar legal
mechanism to release
inmates with terminal
illnesses
11.12. Number of medical
doctors working in the
prison service (FTE11)
11.13. Number of nurses
working in the prison
service (FTE12)
11.14. Annual health
expenditure of the prison
service
11.15. Annual expenditure on
medicines (% of overall
budget)

As diagnosed by mental health professionals.
Full time equivalents.
12 Full time equivalents.
10
11
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11.16. Annual expenditure on
mental health related
medicines (% of budget)
11.17. Annual expenditure on
medical treatments (% of
budget)
11.18. Annual expenditure
with elderly related
treatments and medicine
11.19. Annual expenditure
with terminal ill inmates
(% of budget)

Thank you for your time and cooperation!
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Appendix 2
Dear partners,

As part of the Intellectual output 1 and its goals, we would like to have your help in
the process of identifying training programs and prevention programs already
developed and applied in your prison system. To collect this information we
created the following tables that we kindly ask you to fill in. Additionally, you can
send us the links/documents where we can find the training/prevention
programmes.
Thank you!
Training

Target

domain

Audience13

Training content/programme14

Length

Mental
Health
Suicide
Palliative
Care

Ageism

13
14

Please identify the specific staff that receives the training program.
Please provide the training program/table of contents. You can send it attached.
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Prevention

Target

Description of the prevention

Programme

Audience

programme

Length

domain
Mental
Health

Suicide

Palliative
Care

Ageism
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www.menace-project.org

Contact
Dana Risnoveanu

dana.risnoveanu@hospice.ro

Partners

