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Despite decades of scientific advances, suicide remains a global public
health challenge shaped by deep social, economic and cultural inequalities.
Although substantial resources have been allocated to prevention

efforts, these strategies have overwhelmingly been designed, tested and
implemented based on evidence generated in high-income countries. Asa
result, the models and interventions commonly adopted worldwide often
fail to adequately capture the diverse realities of the global south. Here we
argue that the global south offers critical insights for rethinking suicide
prevention, illustrating how socioeconomic factors, cultural practices and
community connection and resilience shape mental health outcomes and
suicide risk. Rather than relying exclusively on individual-centered, clinical
approaches, abroader and more context-sensitive framework is necessary,

onethatintegrates structural determinants, promotes social justice and
values epistemological diversity. Through an analysis of epidemiological
trends, mental health constructs, cultural practices, theoretical
frameworks and public policy interventions, this Perspective proposes a
reconceptualization of suicide-prevention strategies that move beyond
traditional paradigms.

When examining suicide in the global north versus the global south,
itis crucial to acknowledge that we are not addressing a uniform phe-
nomenon. Suicide rates, patterns and underlying determinants vary
substantially between these regions. Although overall suicide ratesin
many global south countries are lower than those observed in high-
income nations, 70% of suicides occur in low- and middle-income
countries (LMICs)".

Rethinking suicide prevention—why context
mattersinaglobal agenda

Between 2000 and 2019, the global age-standardized suicide rate
declined by 36%. Notably, the Region of the Americas was the only
areato experience an increase in age-standardized suicide rates dur-
ing this period, rising by 17% (ref. 1) and 56% in number of deaths from
suicide’. The average suicide rate is 9.0 per 100,000 individuals, with
marked gender differences: 14.2 among men and 4.1 among women®,
Nonetheless, substantial variation exists across countries, with rates
ranging from as low as 0.3 per 100,000 in Barbados to as high as 40.8

in Guyana’. Ofall 26 countries that exhibit a suicide mortality increase
worldwide, eight are geographically part of Latin America or the Carib-
bean (Paraguay, Brazil, Uruguay, Guyana, Mexico, Dominican Republic,
Jamaica and Bahamas)*. In 2019, within the American region and all
subregions, suicide mortality rates were the highest among those 85
yearsof age and older (20.1per100,000), followed by individuals 80-84
years of age (16.6 per 100,000) and those between 75 and 79 years of
age (14.9 per 100,000)°. As the highest suicide rates are consistently
observed among older adults, and withrising life expectancy, increas-
ing socialisolation and aworsening of socioeconomic vulnerabilities,
a continuous acceleration in suicide rates among this demographic
can be anticipated.

The drivers of suicide in the global south are linked to broader
structural inequalities®”. Although suicide research and prevention
efforts in the global north have traditionally emphasized psychiatric
diagnoses and individual-level risk factors (aside from means restric-
tions)®™", emerging patterns in the global south show the impor-
tance of socioeconomic deprivation, racial and ethnic disparities,
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political instability, historical trauma and limited access to men-
tal healthcare”*". Addressing suicide in these contexts requires a
comprehensive approach that accounts for both personal vulner-
abilities and systemic forms of injustice, including those shaped by
politicaland economic structures such as austerity policies and social
spending cuts™'®"”,

The epidemiology of suicide in the global south calls for more
granular data collection and analyses. Without accurate data, targeted
interventions remain out of reach. Investmentsin public health surveil-
lance and culturally appropriate suicide research are needed toidentify
region-specific patterns. Without robust surveillance systems and
culturally informed research, the development of effective, targeted
interventions remains elusive, as well as the theories on which they
are based. Investing in public health infrastructure, strengthening
data quality, and promoting community-engaged research are critical
steps toward a more comprehensive understanding of suicide and,
ultimately, toward more effective prevention strategies tailored to the
diverserealities of the global south.

Challenging universal guidelines toward context-
sensitive prevention frameworks

Evidence production and epistemic inequity—a call for
epistemological decolonization in suicide prevention

When designing suicide-prevention strategies, thereis oftenatendency
toimmediately turn to systematic reviews and international guidelines.
However, it is important to recognize that although these guidelines
and systematic reviews are based on scientific evidence, the majority
of the underlying research has been produced in high-income coun-
tries (HICs) with the financial and infrastructural capacity to support
large-scale studies®* 2,

Asaresult, relying uncritically or exclusively on these documents
may fail to produce the intended outcomes when applied in settings
with distinct social, economic and cultural conditions. Many LMICs
still lack anational suicide-prevention plan, and suicide rates continue
to rise in some of them, so the effectiveness of interventions may be
compromised ifthey are not developed with local contexts and needs
inmind. Merely adapting evidence-based interventions created in HICs
may not be sufficient to address the complexities present in LMICs.

The epistemic imbalance not only affects the design of interven-
tions, but can also marginalize the voices of locals***, lived experi-
ence”, researchers, practitioners and communities in the global south
that face several barriers, including alanguage barrier. Funding flows,
authorship in high-impact journals and standard-setting bodies con-
tinue tobe concentratedin the north. As aresult, prevention strategies
oftenreflect assumptions and contexts that are foreign to the popula-
tions they are intended to serve?®?*.

Itiscrucial tobroadenthe scope of research efforts, diversify the
production of scientific knowledge, and ensure greater inclusion of
evidence generated in LMICs?. This also means reclaiming knowledge
already produced in the global south, and accessing and integrating
existingresearch produced in diverse contexts.

How to expand the global evidence of suicide

Expanding the global evidence base requires investing insouth-south
research collaborations, promoting inclusive research methodolo-
giesand valuing localized knowledge®®, suchas the Suicide Prevention
and Implementation Research Initiative in Bangladesh and India and
the EMERALD programin Ethiopia, India, Nepal, Nigeria, South Africa
and Uganda”. Only through this broader and more inclusive scientific
effort cansuicide-prevention strategies become truly effective across
different global settings.

Relying uncritically on global guidelines developed in contexts
with vastly different social, economic and health infrastructures risks
reproducing ineffective interventions. The asymmetric knowledge
between north and south needs to be addressed. The global south

is not exclusively a site for implementation, but could be a valuable
source of innovation and theoretical advancement. To confront sui-
cide effectively, we must move beyond importing solutions and start
exporting insights. Embracing epistemological pluralism and decolo-
nizing prevention strategies may hold the key to amore equitable and
effective global response.

Ashift toward epistemological decolonization entails questioning
the universality of mental health constructs and embracing knowledge
derived from different sociocultural paradigms. It also requires rethink-
ing the training of mental health professionals, integrating community
wisdom and empowering local actors to co-design interventions. By
re-centering the lived experiences and explanatory models of diverse
populations, suicide prevention can become more responsive, ethi-
cal and sustainable. This involves a philosophical and methodologi-
cal commitment to social justice, recognizing that there is no single,
universal way of understanding suffering, healing or community'>",

Mental health constructs and the limits of clinical
paradigms
Regional differences in patterns of mental illness and suicide-pre-
vention strategies have been observed, and these distinctions merit
careful attention. In the global north, suicide is often associated with
diagnosable mental disorders, arelationship that has been extensively
documented intheliterature®*°, This relationship is reflected in public
health policies, which frequently prioritize the expansion of access to
mental health services, the prescription of psychotropic medications,
and the provision of psychotherapeutic interventions®?',
Inotherregions, particularly inthe global south, agrowing body of
research highlights the importance of structural, social and economic
factors in shaping suicide risk’**2¢?2%3237_Although such factors are
also relevant in northern contexts, they tend to manifest with greater
intensity orin distinct formsin many countries across the south. Social,
educational and economic inequality, poverty, discrimination, urban
violence, homicide, crises and limited access to economic resources are
critical determinants thatincrease vulnerability to suicidal behavior* .
In some HICs, individual psychopathology and genetic reductionism
are often considered the primary driver of suicide?******3, However,
psychopathology and genetics are only part of the picture, and broader
socialdeterminants areindispensable to understanding patterns of risk.
Cultural differences and disparities in access to mental health
services further compound these challenges. Insome South American
countries, for example, mental suffering remains highly stigmatized,
often perceived as a moral weakness rather than a legitimate health
condition***, This pervasive stigma can delay or even prevent help-
seeking behavior, leadingindividuals to suffer insilence***. Moreover,
specialized mental health services are unevenly distributed across
the region, with severe shortages in rural and underserved areas. For
example, rural regions in Brazil, Peru and Bolivia face a substantial
lack of trained mental health professionals, resulting in large gaps in
prevention and early intervention efforts***¢,

Cultural practices and informal networks of care—lessons
beyond the clinic
However, although access to mental healthcare is not areality for mil-
lions of individualsin the global south, informal networks rooted in cul-
turaland communal practices play a central role in providing emotional
and social support. Community events, cultural gatherings, mutual aid
initiatives and traditional healing practices offer contextually grounded
responses to suffering and social fragmentation. These informal spaces
oftenreachindividuals normally excluded from formal health systems,
functioningas vital arenas for expressions of mental distress, but also
for meaning making, belonging and collective resilience?*"*5,
Practices suchas family gatherings, neighborhood meetings, story
telling circles, community sports, local festivals and intergenerational
activities can foster emotional expression, social cohesionand asense
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of shared purpose. Many of these practices might also carry symbolic
dimensions that help support the processing of grief, the reinforce-
ment of interpersonal bonds, and the reaffirmation of individuals’
roles within their communities*~'. Regardless of religious faith, what
these practices truly promote is the opportunity for connection and
interaction, which serve asimportant protective mechanisms against
socialisolation.

This social dimension is echoed in population-level findings. A
study conducted in the United States found that, after adjusting for
sociodemographic covariates, Black and Hispanic older adults were
less likely to experience severe social isolation than their white coun-
terparts®. This difference may be linked to the preservation of cultural
traditions in which community and collective support remains more
central.

Moving forward, suicide-prevention frameworks could greatly
benefit from the insights offered by culturally embedded practices.
Asloneliness—one of the strongest risk factors for suicide—continues
toriseglobally, understanding how communities organically cultivate
connectionand mutual care becomesincreasingly critical. Social iso-
lation represents a modifiable risk that impacts a substantial portion
of the adult population. A study in Bogota (Colombia), Buenos Aires
(Argentina) and Lima (Peru) found that personal and social support
systems, as well as artistic activities and sports, were among the most
frequently recognized resources that help adolescents and young
adults cope with mental health challenges”.

Although existing research highlights the risk of suicide contagion
under specific circumstances, such as exposure to a suicide case or
behavior through mediareports, personal contact or social media®***,
this does not preclude the importance of fostering social connected-
ness. Collective support strategies, when thoughtfully designed and
contextually adapted, may help mitigate these risks while addressing
the broader harms associated with social isolation. Therefore, accord-
ing to the World Health Organization*®, greater collaboration with
‘informal healthcare providers’, such as families, religious leaders,
faith and traditional healers, schoolteachers, police officers and local
nongovernmental organizations, is also essential. In this regard, South
America, with its strong collective identity and cultural emphasis on
connection and belonging, offers valuable insights for advancing
suicide-prevention strategies by shifting the focus from individual
screening to awider approach centered on mental health promotion.

Fromindividual pathology to collective
suffering—reframing suicide risk

Most prevention strategies remain heavily centered on the individual at
risk, with limited attention given to the broader social and contextual
factors that shape vulnerability. The predominant biomedical model
that frames suicide as a consequence of anindividual psychopathology
has shaped not only public perception but also research and policy,
resulting in interventions exclusively focused on psychiatric diag-
nosis and pharmacological treatment, especially in the high-income
context?,

In contrast, studies in the global south have shown that struc-
tural drivers of distress—poverty, violence, systemic racism, gender
inequality and displacement—play a disproportionately larger role
in shaping mental suffering and suicidal behavior”*>>, Therefore,
psychiatric language alone often fails to capture the complex and
collective nature of distress experienced in these settings. Evidence
from community-level research highlights that mental suffering in
South America, for example, often manifests through culturally spe-
cific expressions—such as nervios or tristeza profunda—which do not
always align neatly with the Diagnostic and Statistical Manual of Men-
tal Disorders (DSM) or International Classification of Diseases (ICD)
diagnostic criteria. This emphasizes theimportance of understanding
culture-bound syndromes within the specific cultural frameworks in
whichthey arise, rather thaninterpreting them solely through Western

psychiatric models that may overlook their distinct features and social
meanings>*°. Such findings underscore the need for culturally attuned
approachestoensure more accurate and effective care forindividuals
from diverse backgrounds.

Interms of suicide, notall cases are attributable to psychiatric dis-
orders®.InHICs, itis estimated that 80-90% of suicides are associated
withapsychiatric diagnosis**’, whereas in LMICs, only 58% of individu-
alswho die by suicide meet criteria for a diagnosable mental disorder*®,

Beyond economic vulnerabilities, other social issues significantly
affect populationsinthe global south, including high rates of violencein
certainregions, whichimpact notonly direct victims, but alsoentire com-
munities exposed to chronic levels of fear and distress** ', Additional
factors, suchasgender-based violence, structural gender oppressionand
persistent economic precarity, further compound this burden. These
conditions contribute substantially to psychological distress, suggesting
that symptoms often emerge as understandable responses to ongoing
adversity rather than as manifestations of isolated clinical disorders.
This reality underscores the need for integrated mental health models
thataddress bothindividual vulnerabilities and collective suffering.

Additionally, broader societal transformationsin recent decades
have added layers of complexity to mental health and suicide preven-
tion. One notable shift has been the rising prevalence of individuals
living alone, particularly in urban centers, coupled with a paradoxical
development: although digital technologies have expanded online con-
nectivity, they may have also contributed toincreased emotional prob-
lems®*and socialisolation. This might happen because the widespread
use of social media platforms has been associated with emotional prob-
lems, which can result from social comparisons and constant exposure
to unattainable standards of success, beauty and happiness, fostering
feelings of inadequacy and loneliness®* **—particularly among younger
populations. This phenomenonis also on the rise in the global south.

Standards from the global north have never been so present and
accessible in the global south. A key side effect of this global cultural
diffusionis theimplicit framing of northernsocietal values as superior,
which may erode pride inlocal identities and disrupt cultural belong-
ing. Onesstrikingexampleis the alarmingrisein suicide ratesamongthe
youngindigenous populations in Brazil*'*.Inaworld inwhichancestral
traditions are devalued or rendered invisible, the construction of self-
esteem and the ability to authentically inhabit one’s cultural identity
become profoundly challenging.

Another contributing factor is the accelerated pace of modern
life®, which may have become aglobalized norm. This shift, character-
ized by the relentless pursuit of productivity, economic competition
and reduced time for family and leisure, has contributed to a wide-
spread erosion of social bonds and essential collective support struc-
tures®. Individuals are increasingly embedded ina‘culture of speed’, in
whichthepressuretoachieve, performand consume leaves little space
for rest, reflection or meaningful interpersonal connection—factors
that are essential for maintaining mental health and psychological
wellbeing. These dynamics can intensify experiences of alienation,
loneliness and existential distress, thereby compounding suicide risk
inthe global south and other parts of the world.

These transformations point to a critical insight—social suffering
is frequently individualized and medicalized when, in many cases, it
may be more accurately understood, and more effectively addressed,
through collective and structural interventions'>”*5, A comprehensive
public healthapproachto suicide prevention must recognize the pro-
foundinterdependence between individual psychological distress and
broader societal conditions. Failing to do sorisks reinforcing a narrow
biomedical narrative that obscures the root causes of suffering and
limits the scope of effective prevention.

Therefore, reframing suicide not merely as anissue of individual
pathology but as asymptom of collective suffering, deeply embedded
within structuralinequalities, cultural shifts and social fragmentation,
isanurgenttask for global mental health, especially in the global south.
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Social protection and surveillance—evidence from
the global south

Integrated strategies for suicide surveillance, prevention and
mental health promotion

Countriesin the global south have advanced mental health promotion
by adopting community-based approaches that not only improve sui-
cide surveillance but also strengthen local care capacities and social
cohesion. Inrural India, integrating data from health services, police
reportsand community informants, including village leaders and health
workers, has contributed toa more accurate detection of suicides and
attempts, while simultaneously fostering intersectoral collaboration
and community engagement®®. Similar strategies in parts of Africa
involve lay health workers and traditional or religious leaders, who often
provide culturally meaningful forms of support, despite their lack of
formalintegrationinto national health systems. These initiatives point
to the value of connecting biomedical care with traditional and faith-
based systems, not only to improve early identification and referral for
individuals at risk, but also to expand culturally grounded networks
of support®”%, In Latin America, culturally responsive frameworks,
such as the Engaged Community Action for Preventing Suicide in Peru,
have demonstrated the feasibility of training both professionals and
community members to recognize and address distress, enhancing
mental healthliteracy and fostering local ownership of care processes®.
In parallel, digital tools, such as electronic decision support systems
piloted in Peru’and India”, have empowered community health work-
ers to respond earlier and more effectively, reinforcing their role as
trusted care providers within their communities. In Zimbabwe, the
‘Friendship Bench’ mobilizes community-trained lay health workers,
oftenreferred to as ‘grandmothers’, to provide empathic care in cul-
turally familiar settings, such as benches outside primary care clinics,
improving mental health outcomes through relational and accessible
support’. InSriLanka, the national ban on two highly lethal pesticides,
astructuralmeasure aimed at reducing suicide means, also contributed
to safer living environments and was estimated to have saved 93,000
lives by 2017 (ref. 73).

These experiences reflect a broader shift toward community-
driven, culturally relevant and system-strengthening approaches that
not only prevent suicide but also actively promote mental health—
particularly insettings in which formal mental health services remain
scarce. They move beyond crisis response by cultivating protective
social environments and reinforcing the structural and relational foun-
dations of mental health. Collectively, they demonstrate the feasibility
and value of integrated, multilevel strategies for promoting mental
wellbeingin low-resource contexts.

Prevention beyond the clinic—examples from South America
When considering the role of context in the global south, including
South America, itisimportant to highlight the socioeconomic aspects.
Findings from a systematic review of LMICs reported that ~62% of stud-
ies identified an association between suicide and general measures
of poverty®. Therefore, although clinical interventions such as psy-
chotherapy and pharmacological treatment are widely promoted in
global suicide-prevention guidelines, these approaches alone may not
be sufficient in South America. In addition to clinical care, the region
has benefited from community-based, intersectoral initiatives that
addressthe structuraland social roots of distress. Community mental
health initiatives in South America have also drawn from collective
traditions and local knowledge systems. For example, in the Andean
regions of Peru and Bolivia, mental health practitioners work along-
side traditional healers, fostering collaborations to provide culturally
resonant forms of care”’* ",

Another exampleisin Brazil, where a national psychosocial care
network has been established, integrating mental health clinics and
community-based services across its territory to promote more
inclusive and context-sensitive mental healthcare”. The Brazilian

Table 1| Challenges to implement cash transfers as policy
measures and potential recommendations

Component Common challenge® Example: Brazilian case

Institutionalized as a national
policy, with stable federal
funding ensured by law (Law No.
14.601/2023)*°

Ensuring sustainable
funding

Feasibility

Benefit structure includes®:

R$142 per family member

R$150 for children O-6years of age
R$50 for pregnant or lactating
women or for each child/youth
7-17years of age

Implementation  Defining target
population, benefit
amounts, coverage

and conditionality

Access Reaching vulnerable Over 90% of national coverage is
populations, achieved through active search
includinginremote  strategies and integration with the
areas Cadastro Unico (Unified Registry)

Scaling up Expanding coverage Program scaled through digital

in large, diverse
populations

administrative systems and
centralized registries

Conditionalities  Ensuring behavioral
requirements to
promote long-term

outcomes

Conditionalities include regular
school attendance and health
check-ups, including nutritional
monitoring for children O-6years
of age, with the aim of improving
access to education and healthcare
among beneficiary families

*The challenges listed are common to the implementation of cash transfer programs in
various global contexts. The Brazilian case is presented as an illustrative example, based

on national policy developments and administrative data systems. Solutions may differ
according to local political, economic and institutional conditions. "These values correspond
to ~10-15% of the monthly minimum wage in Brazil (R$1,412 in 2024).

Psychosocial Care Centers (CAPS) embody adecentralized approach
thatintegrates mental health services into community life’* . These
initiatives not only expand access to care but also challenge the domi-
nance of psychiatric institutions and clinical gatekeeping. Crucially,
they embody a philosophy of mental health rooted in community,
dignity and autonomy, in which care is not limited to treatment
but extends to social support, political engagement and cultural
affirmation.

Programs that strengthen social networks, provide psychosocial
support in schools, and extend care to indigenous and remote com-
munities have also shown promising results’”%>%3, Another striking
exampleis the cash transfer program Bolsa Familiain Brazil. Between
2004 and 2015, thisinitiative reduced suicide risk by 56% among ben-
eficiaries compared to non-beneficiaries®*. Despite not being designed
as amental health intervention, Bolsa Familia had an unprecedented
preventive impact on suicide rates among beneficiaries®, and has
also been associated with reduced substance-use disorder hospitali-
zations® and decreased mortality among people hospitalized with
psychiatric disorders®. This suggests that structural policies may be
more effective than clinical interventions alone, especially in contexts
of high inequality and socioeconomic deprivation.

As technological advancements accelerate labor automation,
displacing large segments of the workforce and contributing to ris-
ing unemployment, the global demand for robust social protection
systemsis expected toincrease substantially. Additionally, overlapping
crises, such as armed conflicts, climate-related disasters and global
disease outbreaks, further underscore the urgency and relevance
of expanding these interventions. Although the implementation of
cash transfer programs presents challenges, including feasibility,
sustainable financing and effective scale-up, often shaped by political
decisions and fiscal priorities™>*, they remain promising strategies for
suicide prevention and the promotion of social resilience. In Brazil,
such a program has been successfully institutionalized as a national
policy (Table1).
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Why intervening at the base matters

This may be because interventions such as Bolsa Familia operate at
the base of multiple public health and mental health frameworks. As
illustrated by Maslow’s hierarchy of needs*®, addressing fundamental
needs such as food, shelter and safety is essential for individuals to
achieve higher-order psychological or self-fulfillment goals. Although
more recent theories/studies suggest that individuals experience all
needs simultaneously ina more multidimensional framework of human
needs®**°°, this framework helps us to understand that social protec-
tion policies that reduce extreme poverty, hunger and insecurity con-
tribute directly to the fulfillment of basic needs, laying the foundation
forimproved mental health and wellbeing.

Thislogicis reinforced by Frieden’s healthimpact pyramid®, which
demonstrates that the greatest population-level impact results from
interventions that address socioeconomic factors—those located at
the base of the pyramid. In contrast, interventions that require more
individual effort and are located at the top, such as counseling, have
more limited populationreach.

Similarly, the WHO’s optimal mix of services pyramid®* for mental
health highlights that self-care and informal community care—services
that require fewer resources and infrastructure—should form the
foundation of mental health systems, with more intensive psychiatric
andinpatient care positioned at the top. Strengthening the base of the
pyramid canreduce thelikelihood that problems escalate to aseverity
that requires specialized care. Investing mainly in clinical or hospital-
based interventions, while neglecting the base of the pyramid, leads to
limited population coverage and unsustainable system costs.

However, in a world in which most mental health services are
overwhelmed, and the majority of individuals with mental disorders
oratrisk of suicide lack access to care (for example, treatment cover-
age for depression ranges from 23% in HICs to just 3% in LMICs)®, and
in which the number of people experiencing hunger has been rising
since 2015, with asharp accelerationin2020 due to the pandemic and
armed conflicts™, no other intervention has demonstrated such a
strong effect on suicide prevention as cash transfers®*, and we should
aim for an even broader and more ambitious approach.

By investing in structural interventions and social protection
measures, countries could potentially simultaneously reduce sui-
ciderates, strengthen community resilience and alleviate pressure on
overstretched mental health services. In this sense, suicide prevention
should be viewed not only as a matter of individual clinical treatment
but also as a question of public policy, economic redistribution and
community strengthening. The integration of these models (Fig. 1)
highlights the need for a paradigm shift—one that prioritizes the reduc-
tion of structural suffering and the strengthening of collective wellbe-
ing before expecting individual behavioral change.

This demonstrates that structural policies tend to have the
greatest population-level impact and reinforces the importance of
community-based care. This perspective aligns closely with the strat-
egies already implemented across the global south, where collective
interventions and intersectoral approaches have proven particularly
effective®7"55%,

Theinclusion of cash transfersin this framework (Fig. 2) illustrates
the multiple levels at which income transfer programs can influence
suicide prevention. At the individual and family level (center), cash
transfers directly affect living conditions, food security, mental health
and overall wellbeing. At the community level, these programs can
enhance access to essential services, promote social integration and
expand opportunities, thereby functioning as structural protective
factors against suicide risk.

Why social protection programs are more crucial than ever

Socioeconomic crises further amplify structural vulnerabilities in
the global south. Acute economic shocks, such as those triggered by
austerity policies, debt or crises, have immediate and lasting effects

Increase
cost

Population
impact

Clinical and
context-specific
interventions
Psychotherapy,
psychiatry, crisis support

Community care and

social participation
Local support networks, social care,
belonging, cultural practices, faith

~~_Structural determinants and social rights
" [ Social protection policies, cash transfers

Fig.1|Integrated pyramid model for suicide prevention in the global south.
A multilevel framework centered on structural determinants, community
participation and personalized care. Figure created by adapting Maslow’s
hierarchy of needs *, Frieden’s health impact pyramid * and the WHO’s optimal
mix of services pyramid *.

Ecosystems of vulnerabilities and protection

Pressures of Contextual/ Pressures of
suicide risk structural level suicide risk
Family
Culture Colonial
Life history
Mental health
Access to School
services work
Protective Cash transfer

potentials

Cash transfer

Fig. 2| Multilevel framework of vulnerabilities and protection: the role of cash
transfersinsuicide prevention. This modelillustrates how individual, familial
and contextual/structural factors interact to shape both vulnerabilities and
protective potentials related to suicide risk. Pressures such as social isolation,
colonial history, poverty and limited access to services can increase suicide

risk, while protective mechanisms, including social networks and school/work
engagement, can mitigate it. Cash transfers are positioned as interventions that
may reduce vulnerabilities and enhance protection across multiple levels by
alleviating structural pressures and improving access to essential resources.

on suicide risk, particularly affecting men, middle-aged individuals
and black/brown populations™'®'°?®, Suicide-prevention strategies
must therefore include macroeconomic planning that centers human
wellbeing, and health impact assessments should become standard
practiceinthe design of economic policies. Recognizing austerityasa
public healththreat opens new avenues for interdisciplinary advocacy
and collaboration.

Additionally, with the rapid advancement of technology leading to
the automation of many jobs, we can anticipate an even more pressing
demand for such programsinthe near future. Factors such as conflicts
(for example, war in Ukraine, Palestine and so on), disasters resulting
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from climate change, and disease outbreaks further underscore the
importance of these programs.

Therefore, evidence from the global south offers critical insights
that could inform and reshape global suicide-prevention strategies.
Rather than focusing exclusively on clinical interventions, there is
an urgent need to broaden the scope of prevention to include social
protection policies, equity promotion and community engagement.
It may be time to reevaluate how the world approaches the complex
challenge of suicide prevention, learning from the experiences and
innovations emerging from the global south.

Beyond prediction—advancing suicide prevention
through social promotion

Achieving this will require a fundamental shift in how we approach
suicide prevention. Historically, much of the literature, rooted in psy-
chological theories, has prioritized the prediction of suicidal behavior
asacentral prevention strategy. Over the past decades, scientists, prac-
titioners and policymakers have increasingly focused on a persistent
effort to answer the question ‘How can suicidal behavior be predicted?’,
often at the expense of broader efforts to promote mental health.

Moving forward—prevention versus promotion

However, when prediction, screening and early identification are not
sufficient and rates continue to rise, it may be time to broaden the
debate by placing greater emphasis on social and structural deter-
minants.

Income transfer programs, such as Brazil’s Bolsa Familia, were
notoriginally designed with suicide prevention as a primary objective.
Nevertheless, by targeting structural determinants—such as poverty,
foodinsecurity and social exclusion—these programs have effectively
reduced cumulative exposures to risk. As a result, they have contrib-
uted to the development of healthier, more resilient communities
with lower vulnerability to suicide®* and mental health problems®>”’,

The substantial impact observed from cash transfer programs
such as Bolsa Familia®**” suggests that effective suicide prevention
strategies can—and should—extend beyond traditional clinical inter-
ventions, incorporating broader efforts to promote social wellbeing
and reduce structural inequalities. However, although prediction
tools and risk assessments remain central to research and preven-
tion efforts’, the promotion of mental health through structural and
community-based/developed interventions remains underexplored
and underfunded.

Experiences from the global south illustrate that a broader
approach—onethat explicitly includes the promotion of social equity
and the reduction of systemic vulnerabilities—may be essential for
reshaping the global agenda on suicide prevention. Moving beyond a
narrow focus on clinical risk prediction toward the creation of support-
ive social environments could be a transformative step in addressing
the complex, multifaceted nature of suicide worldwide.

Conclusions

Astheworld continues to grapple with rising mental health challenges
and increasing suicide rates in parts of the global south, suicide-pre-
vention efforts must evolve. It is imperative to reframe suicide not
merely as a manifestation of individual pathology, but as a symptom
of collective suffering, deeply rooted in structural inequalities, cul-
tural transformations and social fragmentation. In this context, cash
transfer programs can help reorient suicide-prevention strategies, as
they not only address basic needs and mitigate structural disparities
butalsofoster healthier, more resilient societies. Thus, they should be
prioritized within global health agendas.

Ultimately, suicide prevention must move beyond the narrow
objective of identifying individuals at risk and toward the broader goal
of creating societies in which ife is more livable. This requires reimagin-
ing public health from the ground up—investingin policies that reduce

inequality, such as cash transfers, nurturing spaces of community and
belonging, and ensuring that care isaccessible, evidence based and cul-
turally meaningful. Building atruly global suicide-prevention agenda
demands decentering dominant narratives, embracing epistemologi-
cal pluralism, and recognizing that advancing social justice and equity
is as vital to saving lives as any clinical intervention.
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