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The majority of the Thai population is Buddhists and Buddhism has a great deal of influence on their
mind, character, way of life, and health, particularly mental health. According to the Four Noble Truths
(CattÅri ariyasaccani), suicide is a form of suffering that is originated from craving (TaœhÅ). Therefore, human
beings cannot avoid suffering by taking their own lives, nor do they escape from “the wheel of suffering” by
doing so. Moreover, the consequence of suicide is a rebirth in the woeful planes of existence, and hence further
suffering endlessly.

From the present study, the Buddhist approach to suicide prevention can be considered in the
following areas: 1) Buddhist attitude toward suicide, 2) faith and confidence in life after death, 3) providing
monks with general knowledge and understanding about suicide and life after death, 4) early identification
of mental disorders, persons at risk of suicide and prompt referral to appropriate mental health professionals,
5) control of access to instruments of suicide, 6) control of alcohol and drug abuse, 7) prevention of HIV
infection, 8) responsible media reporting and 9) practice of meditation.
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Buddhism has been regarded as the national
religion of Thailand from time immemorial. Almost 92
percent of Thai people are Buddhist, and the monarchy
must be Buddhist in accordance with the national con-
stitution. Buddhism has been the philosophy of life
for Thai people for more than a thousand years and it
has a strong and significant influence upon their mind,
character, way of life, and mental health. The Buddhist
institution also has a profound impact on Thai tradi-
tional culture and civilization as well as the creative
forces behind language, literature, architecture, paint-
ing, sculpture, fine art, drama, song, and music(1).

Suicide Rate in Thailand
The suicide rate in Thailand is now 7-8/100,000

population per year. It began showing a tendency to
increase in 1983 and reached a peak in 1999, although
since then it has been declining gradually. Data from
1991 to 2001 indicates that the suicide rate in Thai men
has increased while the rate in women remained un-

changed. The most common age group in men for
suicide has been 20-29 years, but during 1998-2002 an
increasing tendency to commit suicide has been noted
in older persons (Fig. 1).

The highest suicide rate was found in the
Northern region of Thailand, especially in Chiang Mai,
Lamphun, Chiang Rai, and Phayao provinces, where
there are also a high number of HIV-infected persons.
It is speculated that these two factors are related(2).

Suicide is Suffering
The heart of the Buddha’s teaching lies in the

Four Noble Truths (CattÅri AriyasaccÅni), which he
expounded in his very first sermon entitled “The Great
Discourse on the Turning of the Wheel of Dhamma
(Dhammacakkappavattana Sutta)” to the five ascetics
at Isipatana (modern Sarnath) near Benares. The Four
Noble Truths are 1) suffering 2) the origin of suffering
3) the cessation of suffering and 4) the way leading to
the cessation of suffering(3,4).

The word suffering is translated from the Pali
word “Dukkha”, which means suffering, pain, sorrow,
or misery. It is generally thought that the term Dukkha
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in the First Noble truth contains not only the ordinary
meaning of “suffering”, but also deeper philosophical
ideas such as “unsatisfactoriness”, “unpleasantness”
or “unendurability”. Therefore, it is difficult to find
one word to embrace the whole conception of the term
“Dukkha”(5).

The concept of Dukkha can be viewed from
three aspects: 1) Dukkha as ordinary suffering (Dukkha-
dukkha), 2) Dukkha as produced by change (Vipariœama-
dukkha), and 3) Dukkha as conditioned states (SaÙkhÅra-
dukkha)(6). Birth, old age, sickness, death, sorrow, lamen-
tation, physical pain, grief, despair, association with
unpleasant persons and conditions, separation from
loved ones, and not getting what one wants are included
in Dukkha as ordinary suffering(3,4,6). According to this
viewpoint, it can be seen that suicide is associated
with ordinary suffering.

Everything in this world is subject to change.
A happy situation in life, which eventually leads to
unpleasant feelings, is not permanent or everlasting. It
changes sooner or later. When it changes, it produces
pain, suffering, unhappiness, dissatisfaction, low self-
esteem, feeling of emptiness, and even suicide. This is
suffering as produced by the change or impermanent
nature of existence. In addition, feelings of happiness
require a constant condition for maintenance, but in
reality, they are subject to continual rising and falling.
The third form of suffering is related to the oppressive

nature of all formations of existence. All conditioned or
compounded phenomena are impermanent, unsatisfac-
tory, and selfless. Therefore, everything is subject to
the three universal characteristics, namely, the imper-
manence (Anicca), the suffering (Dukkha), and the ego-
lessness (AnattÅ) Strictly speaking, suicide is related
to the three aspects of suffering as mentioned.

The Origin of Suicide
Since suicide is a form of suffering, its origin,

according to the Four Nobel Truths, must derive from
craving or desires (TaœhÅ). Craving is divided into
three types, namely, 1) craving for sensual pleasure
(KÅma-taœhÅ), 2) craving for existence (BhÅva-taœhÅ),
and 3) craving for non-existence (VibhÅva-taœhÅ)(7,8).
Craving for sensual pleasure arises from a desire for
attractive and desirable objects regarding forms, sounds,
odors, tastes, and touch. Human beings are often com-
pelled to search for and preserve this type of craving,
such as a luxurious and comfortable house, new model
cars and new fashion clothes and the like. However,
sometimes we feel very disappointed and desperate
when we cannot get what we want. Craving for existence
refers to desire to have and to be; for example, in this
very life, everybody wants to be endowed with good
luck, dignity, praise, and happiness. Craving for non-
existence, which is contrary to the second type, denotes
the negative aspects that are expressed by the desire

Fig. 1 The suicide rate classified by age range between 1998-2002(2)
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not to have and not to be. Nobody wants to encounter
bad luck, disgrace, blame and suffering in his or her
daily living(4).

The third type of craving may be accompa-
nied by the wrong view, which holds that “nothing
remains after death; there is complete annihilation of
life”(4,9,10). In Sanskrit, the meaning of VibhÅva-taœhÅ
also includes “ craving for power” which is the power
to control or even to destroy other people and oneself.
In other words, some people believe that suicide is
the final solution or the end of all suffering. Thus, a
suicidal or homicidal impulse can be considered as
a type of craving for non-existence. Of these three
types, craving for non-existence is closely related to a
suicidal impulse. In fact, suicide can be the outcome of
any type of craving.

Conceptual Models
Suicide is the act of killing oneself, which is

deliberately initiated and performed by the person
concerned in full knowledge or expectation of its fatal
outcome. Suicidal acts with a non-fatal outcome are
labeled suicide attempts, attempted suicides, parasui-
cides or acts of deliberate self-harm. There is a growing
tendency among experts in the field to broaden the
concept of suicide, and the term “suicidal behavior” is
used instead(11).

Conceptual models relevant to prevention of
suicide consist of 1) the medical model, 2) the socio-
logical model, and 3) the human-ecological model(11).
According to the most widely accepted medical model,
suicide is a sign or consequence of a mental disorder;
in other words, a mental disorder acts as the agent,
and suicide is the outcome and target for preventive
action. Successfully treating a person for this type of
mental disorder would consequently reduce or prevent
suicide(12).

Regarding the socio-cultural model, Durkheim
categorized suicide as anomic, altruistic, egoistic, and
fatalistic(13,14). He considered anomic suicide, the result
of weak or absent norms or standards, as a prototype
of suicide. An analysis of social categories indicates
that the high-risk group for suicide includes men, the
elderly (and more recently, young people in some
places), ethnic minorities, people living alone, the un-
employed and migrants(15). Preventive activities, there-
fore, first need to identify various variables that may
lead to suicide. Perhaps one of the most widespread
measures taken so far has been the setting-up of sui-
cide prevention centers, but their effectiveness has
yet to be demonstrated(16,17).

The human-ecological model sees suicide as
the final step in a series of independent but interrelated
factors i.e. socio-cultural and physical environment.
According to this model, the primary prevention of
suicidal acts emphasizes on reducing or restricting
access to the means of committing suicide by focusing
on this potentially lethal act and its immediate personal
and environmental circumstances(11). For instance, a
reduction in the availability of firearms should be
attempted, as these weapons are one of the most effi-
cient means of committing suicide(18).

Risk Factors
The presence of a psychiatric disorder, in-

cluding alcohol and drug abuse, is the strongest risk
factor for suicide. In a study of 5,412 hospitalized psy-
chiatric patients, the risk of suicide was between 11
and 67 times higher than a control population for
patients with acute or chronic schizophrenia, affective
disorders, or a problem with alcohol or other drug
abuse(19). Mood disorder is the most frequently ob-
served diagnosis(20-24). The relation between a mood
disorder, completed suicide, and attempts at suicide is
shown in Fig. 2(21).

Other risk factors for suicide include being
male, over 50 years old, living alone and having a phy-
sical illness. For alcohol-dependent people, the recent
loss of someone close is a risk factor(25). Previous sui-
cide attempts are associated with an increased risk
of suicide in psychiatric patients(26,27). The loss of a
parent when a child is between the ages of 6 and 14 is
an especially common risk factor in later suicides(28).

Fig. 2 Diagram summarizing suicide data and its relation to
mood disorder and suicidal attempts(21)
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Suicide rates may be related to access to in-
struments of suicide. For instance, suicide rates were
found to decrease among people aged between 15 and
24 when access to handguns was restricted(29,30). On
the contrary, a recent study found that the presence of
one or more guns in the home was associated with an
increased risk of suicide(31).

Buddhist Prevention Measures
Mental health organizations in Thailand have

developed different programs of suicide prevention
for the nation. They are designed to encourage or em-
power groups or individuals to work together. From
the authors’ viewpoint, a Buddhist approach to suicide
prevention can be taken in the following areas:

1) Buddhist attitude toward suicide.
2) Faith and confidence in life after death.
3) Providing monks with general knowledge

and understanding about suicide and life after death.
4) Early identification of mental disorders and

persons at risk of suicide and prompt referral to appro-
priate mental health professionals.

5) Control of access to instruments of suicide.
6) Control of alcohol and drug abuse.
7) Prevention of HIV infection.
8) Responsible media reporting.
9) Practice of meditation.

1. Buddhist attitude toward suicide
According to the code of monastic discipline

(Vinaya), a monk should not attempt suicide or encour-
age another person to commit suicide(32-35). In fact, sui-
cide or suicidal behavior is motivated by cravings,
particularly craving for non-existence or destruction
(VibhÅva-taœhÅ). Buddhist morality usually begins with
the Five Precepts (Pañca-s≠la) that people are strongly
advised to observe if they wish to make spiritual pro-
gress. The first precept is to abstain from killing other
beings. This precept also includes the act of murdering
and suicide.

However, according to Buddhist doctrine,
human beings cannot avoid suffering by taking their
own life, nor do they escape from the “wheel of suffer-
ing” by doing so. Suicide is the outcome of the desire
to annihilate oneself and the fruit of that act is a rebirth
in the woeful planes of existence, and hence further
suffering endlessly(36-38).

2. Faith and confidence in life after death
Life is not just limited to one single lifetime,

but it is subject to the cycle of death and rebirth

(SaÚsÅra). Death is due to four causes, namely (1) ex-
piry of life-span, (2) the cessation of action (kammic)
forces, (3) a combination of the above two, and (4) un-
timely death due to interrupting action of kammic force
(Upacchedaka kamma). An apt analogy of the four
causes of death is extinguishing the flame of an oil
lamp. The possible causes are (1) exhaustion of fuel,
(2) a burnt out wick, (3) a combination of (1) and (2),
and (4) external cause such as a sudden gust of wind or
someone intentionally blowing the flame(37).

Untimely death (Upac»chedaka or UpagkÅdaka
kamma) is associated with a powerfully evil kammic
effect. Among the four classes of death, untimely
death is common nowadays because most people live
without, mindfulness (Sati) and clear comprehension
(Sampajañña). In other words, their lives are closely
associated with heedlessness (PamÅda). Suicide is also
considered as a kind of untimely death.

In Abhidhamma Pitaka, when a person is
approaching death, he or she needs good quality of
mind. If a wholesome thought process, in the form of
unconscious impulses, prevails to the moment of
death that person will be reborn in the blissful planes
of existence, which include the human world, realm of
the gods (celestial beings) and realm of divine beings
of the Form or Formless Spheres(36,37).

On the contrary, if a person has unwholesome
impulses at the moment of death, they will be reborn
in the woeful planes of existence, which consist of hell
(Niraya), hungry ghosts (Peta), demons (AsurakÅya),
and the animal kingdom (TiracchÅna)(37). Hence, suicide
is not the way to end suffering. Since suicide is a form
of craving and craving is the cause of suffering, any
person who commits suicide cannot escape suffering
and they have to be reborn in the woeful planes of
existence.

Pertaining to Buddhist psychological view-
point, any person who tries to attempt suicide is usually
motivated by anger or aggressive impulse (Dosa). This
concept is strikingly supported by the psychodyna-
mics of suicide in psychiatry. For instance, in his paper
“Mourning and Melancholia”, Sigmund Freud postu-
lated that suicide results from displaced murderous
impulse against the self. In other words, suicide repre-
sents aggression turned inward against an introjected,
ambivalently cathected love object(39,40). Karl Meninger,
in “Man against himself”, believed at least three wishes
might contribute to a suicidal act: 1) the wish to kill,
2) the wish to be killed, and 3) the wish to die. He con-
ceived of suicide as inverted homicide because of a
patient’s anger toward another person. This retroflexed
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murder is either turned inward or used as an excuse for
punishment.

According to Buddhist doctrine, any person
who makes a suicide attempt due to anger or aggres-
sive impulses is bound to be reborn in the realm of
hell (Niraya) or other woeful planes of existence after
death. Some suicidal persons may have fantasies, which
often include escape or sleep, rescue, rebirth, reunion
with the dead or even a new happier life. Such fanta-
sies or beliefs cannot become true because they are
contrary to the Buddhist viewpoint.

3. Providing monks with general knowledge and
understanding about suicide and life after death

Buddhism has become so integrated with
the Thai way of life that the two are hardly separable.
Buddhist influence can be detected in Thai character,
traditions, arts, literature, architecture, language, and
all other aspects of Thai culture(1,42,43). In Thai society,
monks or Sangha members play a significant role in
the field of mental health. Most Thai people tend to
consult monks when they have personal or psycho-
logical problems, including some persons with suicidal
thoughts or impulses. Many monks are capable of
giving good advice and counseling to these persons
in dealing with their stress, anxiety, and emotional
problems.

The monks usually use the Buddhist doctrine
and their own experience to console and teach those
who are afflicted with different kinds of mental problems.
Therefore, in order to help suicidal persons effectively,
they must have the general knowledge and understand-
ing about suicidal persons, particularly with regard
to risk factors, etiology, and suicide prevention(11,44).
Additionally, they must have good knowledge about
the processes of death and life after death according to
Buddhist psychology. They must realize the fact that
any kind of suicidal acts is not the right way to escape
or end mental suffering.

4. Early identification of mental disorders and
persons at risk of suicide and prompt referral to
appropriate mental health professionals

Since the presence of a psychiatric disorder,
especially in association with alcohol and drug abuse,
is the strongest risk factor for suicide, prevention and
early treatment of psychiatric disorders would un-
doubtedly have a significant effect on the number of
suicides(11,21,44). Educational programs should be pro-
vided to teach monks how to recognize or detect men-
tal disorders as early as possible and promptly refer

patients to mental health professionals for effective
treatment. This approach is an important strategy in
the prevention of suicide.

Several Buddhist universities, institutes and
temples have developed this kind of educational pro-
gram or mental health curriculum so that monks can
learn about mental disorders, alcohol and drug abuse,
and risk factors associated with suicide as well as early
intervention focusing on primary and secondary pre-
vention. After graduation, a large number of monks
returned to their hometowns or villages and establish
the programs in the temples or villages to promote
mental health and to reduce the rate of suicide in their
communities.

5. Control of access to instruments of suicide
In the doctrine of the Noble Eightfold Path

(At¤t ¤haÙgika-magga), particularly with regard to Right
Livelihood (SammÅ-Åj≠va), there are five kinds of trade
with that described by the Buddha as wrong. They
include dealing in weapons, human beings, meat,
liquor, and poison. Avoiding these kinds of trade and
earning a living by a blameless trade is called Right
Livelihood(6,8,45). Buddhists are advised to abstain
from a livelihood that brings harm to other beings, such
as trading in arms, intoxicating drinks, and poison.
Therefore, the practice of Right Livelihood is related
to the primary prevention of suicide, as it has a great
deal of impact on the control of guns, other weapons,
poisons and toxic substances which are all commonly
used for committing suicide.

6. Control of alcohol and drug abuse
To refrain from the heedless use of alcohol,

intoxicants, and drugs is one of the Five Precepts
commonly practiced among lay Buddhists(3). Alcohol
and drug abuse are major risk factors associated with
suicidal behavior(11,44). If Sangha members or monks
try to encourage people to observe the basic Five
Precepts and follow the Right Livelihood strictly and
regularly, indulgence in alcohol and drug abuse would
be significantly reduced.

7. Prevention of HIV infection
One of the Five Precepts is to refrain from

committing adultery or sexual misconduct. The Five
Precepts (Pañca-s≠la) are commonly observed together
with the Five Ennobling Virtues (Pañca-dhamma). One
of the Five Ennobling Virtues is sexual restraint(45). Any
person who refrains from sexual misconduct and has
sexual restraint is guaranteed against involvement in



J Med Assoc Thai Vol. 90 No. 8  2007 1685

sexual promiscuity and HIV infection. Hence, practic-
ing the Five Precepts and Five Ennobling Virtues can
contribute to the primary prevention of HIV infection,
which is a major risk factor of suicide.

8. Responsible media reporting
Sangha members or monks have the respon-

sibility of propagating Buddhist teaching through
different forms of media, such as radio, television,
newspapers, and magazines. The doctrines of the
Four Noble Truths, Law of Kamma, rebirth, wheel of
suffering (SaÚsÅra) and others should be taught to lay
Buddhists through these media(9,46-48). This kind of
approach can minimize the unnecessary reporting of
suicide in the popular media and may be helpful in
reducing suicide rates, particularly with regard to
“copycat” suicides(11).

Newspaper reports of suicides in the subway
system of Vienna have been correlated with subsequent
suicide rates, thus confirming studies done in Canada,
the Netherlands, the United Kingdom, the USA, and
other countries(49,50). The media could therefore under-
take the responsibility of reducing the suicide rate by
limiting graphic and unnecessary depictions of suicide
and instead promoting appropriate and relevant reli-
gious teaching.

9. Practice of meditation
In Buddhism, there are two forms of medita-

tion or mental development, namely, (1) concentration
meditation (Samatha bhÅvanÅ) and (2) insight medita-
tion (VipassanÅ bhÅvanÅ)(51). The purpose of concen-
tration meditation is the development of calmness,
tranquility, peacefulness, and stability of the mind. This
form of meditation is conducive to non-distraction and
one-pointedness of the mental state. Loving-kindness
(Metta) meditation is a form of concentration medi-
tation that is commonly practiced to control anger or
aggressive defilement (Dosa), which is closely associ-
ated with suicide(36).

Contemporary suicidologists believe that
suicidal persons usually have fantasies associated with
wishes for revenge, anger, aggression, power, control,
or punishment. Suicidal persons tend to act out suicidal
fantasies because of a loss of loved objects or a narcis-
sistic injury; they may experience overwhelming affects
like rage and guilt, or identify with a suicide victim(21).
These persons can be advised to practice the extension
of loving-kindness (Metta bhÅvanÅ) to themselves and
others in order to counteract the destructive effect of
introjected aggressive impulses.

Another form of meditation is insight medi-
tation, which is essentially a Buddhist contribution
to the spiritual wealth of the world. This is a method
of analysis in which the emphasis is placed on the
development of mindfulness (Sati) and wisdom (PaññÅ)
of Ultimate Reality. The words, Ultimate Reality, refer
to the Three Universal Characteristics (Tilakkhaœa) of
compounded things, which include Impermanence
(Anicca), Suffering (Dukkha), and Egolessness or Non-
self (AnattÅ). All things in this world are characterized
by the Three Universal Characteristics and in the ulti-
mate analysis, there is nothing that should be attached
to as “I”, “Mine”, “Ego”, or “Self”. This kind of wis-
dom and insight can lead someone to understand the
concept of non-attachment(51). Through this under-
standing, the craving that is the primary cause of sui-
cide will be significantly reduced. Insight meditation
helps to purify the mind of defilements, such as greed
(Lobha), anger (Dosa), and delusion (Moha), and it can
free the mind from suicidal thoughts and impulses. In
general, meditation helps to create will power, and in-
crease self-confidence and self-esteem. Meditation not
only promotes mental health, but it is also an effective
means for the primary prevention of various mental
disorders and suicide.

To the contrary, it should be aware that there
might be some negative aspects of meditation. For
example, in the Tipitaka, Book of Vinaya, Parajika, many
monks committed suicide, asked, or even hired other
persons to kill them after the Buddha had taught
Asubha Kammat »t »hÅna which is the meditation of
corpses at different stages of decay. After the Buddha
had left, many monks had developed the intense feeling
of disgust toward their bodies to the point that they
decided to kill themselves(52). In addition, there are some
people who developed various kinds of behavioral
change or psychotic symptoms, which were induced
by the meditation(53).

In conclusion, the World Health Organization
has developed steps to prevent suicide in many areas,
such as identification and treatment of people suffering
from mental disorders, restriction of access to instru-
ments of suicide, control of alcohol drugs and toxic
substances, and responsible media reporting(11). The
authors have presented the Buddhist approach to sui-
cide prevention by trying to integrate the relevant doc-
trines of the Buddha with those topics as mentioned.
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แนวปฏิบัติเชิงพุทธต่อการป้องกันอัตวินิบาตกรรม

จำลอง  ดิษยวณิช, พร้ิมเพรา  ดิษยวณิช

ส่วนใหญ่ของประชากรชาวไทยเป็นพุทธศาสนิกชนและพุทธศาสนามีอิทธิพลอย่างมากต่อจิตใจ อุปนิสัย
วิถีชีวิต และสุขภาพโดยเฉพาะอย่างย่ิงสุขภาพจิต ตามหลักอริยสัจจ์ 4 อัตวินิบาตกรรมหรือการฆ่าตัวตาย ถือว่าเป็น
ความทุกข์ อย่างหนึ่งซึ่งมีสาเหตุมาจากความอยาก (ตัณหา) ดังนั้นมนุษย์จึงไม่สามารถหลีกเลี่ยงความทุกข์ได้ โดย
การฆ่าตัวตาย หรือ ไม่สามารถหลีกหนีจาก “วงจรของความทุกข์” ด้วยการกระทำเช่นนี้ ยิ่งกว่านั้นผลของการ
ฆ่าตัวตายคือการเกิดใหม่ใน ทุคติภูมิ และยิ่งทำให้เกิดความทุกข์ยืดเยื้อต่อไปอีกไม่มีสิ้นสุด

จากการศึกษาแนวปฏิบัติเชิงพุทธต่อการป้องกันการฆ่าตัวตาย มีเร่ืองต่าง ๆ ท่ีสามารถพิจารณาได้ดังต่อไปน้ี
1) เจตคติเชิงพุทธต่ออัตวินิบาตกรรม 2) ศรัทธาและความเชื่อในเรื่องชีวิตหลังความตาย 3) การถวายความรู้ และ
ความเข้าใจเก่ียวกับอัตวินิบาตกรรมและชีวิตหลังความตาย แด่พระภิกษุสงฆ์ 4) การตรวจหาความแปรปรวนทางจิตใจ
ตั้งแต่แรก ผู้ที่เสี่ยงต่อการฆ่าตัวตาย และการส่งต่อผู้ที่มีปัญหาอย่างทันท่วงทีไปพบผู้เชี่ยวชาญทางสุขภาพจิต
ที่เหมาะสม 5) การควบคุมการใช้อาวุธเพื่อทำลายตนเอง 6) การควบคุมการใช้สุราและสารเสพติด 7) การป้องกัน
การติดเชื้อเอดส์ 8) การรายงานทางสื่อที่ต้องมีความรับผิดชอบ และ 9) การเจริญกรรมฐาน


