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Abstract  This study sought to develop a community-

based mental health surveillance and suicide prevention 

system using a participatory approach in Pong District, 

Phayao Province, Thailand. The research employed a 

Participatory Action Research framework informed by 

Kemmis and McTaggart’s four-phase model: planning, 

action, observation, and reflection. Thirty individuals with 

a history of suicide attempts and fifty community 

stakeholders — including local healthcare providers, 

religious leaders, village health volunteers, and 

administrative officers — collaborated in co-designing and 

implementing the intervention. Core activities included 

suicide risk screening with validated tools (9Q and 8Q), 

resilience-building workshops, and structured home-based 

follow-ups. Data were collected through standardized 

resilience and satisfaction scales and analyzed using 

descriptive statistics and paired t-tests. The findings 

indicated significant improvements in mental health 

outcomes. Depression scores decreased markedly (Mean = 

5.03, SD = 8.4, p < .001), and suicidal ideation was reduced 

(Mean = 6.9, SD = 16.08, p < .05). Participants also 

reported higher levels of mental toughness and motivation 

(p < .05), although no significant change was observed in 

problem-solving abilities. Overall, the study underscores 

the value of participatory, community-driven models in 

strengthening mental health outcomes. Embedding such 

models into national mental health strategies may enhance 

sustainability, improve access, and ensure culturally 

appropriate care for vulnerable populations in rural areas. 

Keywords  Suicide Prevention, Community-Based 

Intervention, Mental Resilience, Action Research, Mental 

Health Policy 

1. Introduction

Suicide is recognized as one of the leading causes of 

death worldwide and continues to be a pressing global 

public health issue, particularly in low-resource and 

underserved populations [1]. In response, policymakers 

and international health organizations increasingly 

advocate for multisectoral collaboration as a strategic and 

innovative approach to suicide prevention [2]. Such efforts 

emphasize the necessity of connecting health systems with 

social, educational, and community-based services. Suicide 

is driven by complex, interrelated factors including mental 

illness, substance use, economic hardship, and social 

fragmentation that traditional healthcare systems often fail 

to address comprehensively. The World Health 

Organization (WHO) has thus recommended scalable, 

community-engaged models of mental health promotion 

and suicide prevention to bridge this gap [3]. Suicidal 
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distress is shaped by a complex interplay of individual, 

social, and cultural influences. Although suicide can affect 

people across all demographics, some groups such as adult 

and elderly men, Indigenous communities (e.g., Aboriginal 

and Torres Strait Islander peoples), and trans or gender-

diverse individuals are disproportionately affected due to 

systemic inequalities, social stigma, and discrimination [4]. 

Additional risk factors such as childhood trauma, substance 

misuse, and domestic violence can significantly impair 

psychological resilience, further increasing vulnerability. 

This risk is compounded by inadequate access to timely, 

culturally competent mental health services [5]. In 

Thailand, the national suicide mortality rate was reported 

at 7.7 per 100,000 in 2022, while the rate in northern 

provinces often exceeds 15 per 100,000 [6]. Suicide 

methods are heavily skewed toward hanging (83.5%), and 

males are at substantially higher risk, with a male-to-female 

suicide ratio of 4.5:1. Contributing factors typically include 

depression, alcohol abuse, family conflict, and financial 

distress [7,8]. Community engagement is thus viewed as a 

critical mechanism for suicide prevention. Effective 

community participation promotes awareness, enables 

early identification of warning signs, and fosters stronger 

interpersonal relationships and social cohesion. The United 

Nations underscores the value of active participation in 

public health initiatives. Similarly, Cohen and Uphoff’s 

framework identifies four key dimensions of community 

participation: decision-making, implementation, benefit-

sharing, and evaluation. Prior studies have shown that 

involving communities in prevention efforts not only 

reduces depression and suicidal ideation but also improves 

knowledge, attitudes, and preventive behaviors among 

community leaders and members. 

In this context, Pong District in Phayao Province is 

classified as a high-risk area for suicide. From 2020 to 2023, 

suicide reports identified relationship problems (31.9%), 

substance use (29.8%), and psychiatric conditions (42.5%) 

as the leading causes [9]. These challenges are exacerbated 

by limited access to mental health services, reinforcing the 

need for locally-driven, sustainable strategies. The WHO 

further recommends decentralized and community-

integrated mental health systems, incorporating routine 

screening, peer support, and education [10]. Successful 

case studies in Iran and Southeast Asia have demonstrated 

the effectiveness and sustainability of community-based, 

PHC-anchored models [11,12]. This study was developed 

in response to such global recommendations. It aims to 

design and evaluate a participatory, community-based 

suicide prevention and surveillance model in Pong District. 

Grounded in Social-Ecological and Empowerment Theory, 

the intervention engages multiple local stakeholders, 

including healthcare professionals, local government 

officials, schools, religious institutions, families, and 

village health volunteers to co-create a responsive and 

culturally attuned mental health system for sustainable 

suicide prevention. 

2. Materials and Methods 

General Objective: The primary objective of this study 

was to develop and implement a district-level suicide 

surveillance and mental health care model through 

participatory community engagement in Pong District, 

Phayao Province, Thailand. 

2.1. Study Design 

This study employed a Participatory Action Research 

(PAR) approach, guided by Kemmis and McTaggart’s [13] 

four-phase framework — Planning, Action, Observation, 

and Reflection — to promote active stakeholder 

participation, contextual relevance, and intervention 

sustainability. The research was conducted between 

January and October 2024 in Pong District, Phayao 

Province, a rural area with limited mental health resources 

and a documented high incidence of suicide attempts. 

The specific objectives were: 

- Identification of existing service gaps and risk factors 

associated with suicide attempts in Pong District. 

- Implement a community-based suicide prevention 

model integrating local resources and stakeholder 

collaboration. 

- Evaluation of pre–post intervention changes in 

depression, suicidal ideation, and resilience among 

high-risk individuals. 

- Assessment of the feasibility, sustainability, and 

community readiness of the developed model for long-

term integration into local health systems. 

The conceptual framework and methodological flow of 

the study are illustrated in Figure 1. 

2.2. Study Process 

This study applied the PAR approach using the Plan–

Act–Observe–Reflect (PAOR) model to guide the design, 

implementation, and evaluation of suicide prevention 

interventions in Pong District. The cyclical nature of the 

model facilitated sustained stakeholder engagement and 

iterative refinement of strategies, ensuring contextual 

appropriateness and sustainability. 
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Figure 1.  PAR framework and study design for community-based suicide prevention in Pong District 

2.2.1. Participants 

The supporters consisted of 30 individuals, including 

village leaders and a mental health officer. 

The practitioners' Inclusion Criteria: The eligible 

participants in this study: 

- Documented at least one suicide attempt in the past 

two years, verified through health records or 

community health volunteer reports. 

- Resided in Pong District at the time of recruitment. 

- Aged 10 years or older at enrollment. 

- Provided written informed consent (with 

parental/guardian consent for minors). 

Exclusion Criteria: Those with severe psychosis, 

advanced dementia, or other cognitive impairments that 

prevented meaningful participation in group or home-based 

activities were excluded. Of the 50 individuals with prior 

suicide attempts, 30 met the inclusion criteria and 

consented to participate in the full program. 

2.2.2. Phase 1: Planning 

Objective: Identify gaps in suicide prevention services, 

map risk factors and vulnerable groups, and evaluate 

coordination and surveillance systems. 

Activities: 

- Reviewed suicide case data from the HosXp electronic 

medical record system. 

- Analyzed self-directed violence (SDV) reporting 

forms obtained from Rajanagarindra Psychiatric 

Hospital. 

- Conducted stakeholder consultations and situational 

analyses with frontline health professionals. 

- Mapped community mental health service gaps and 

prioritized needs. 

The supporters consisted of 30 individuals, including: 

- District governor or representative. 

- Local government officers from subdistrict 

administrative organizations. 

- Hospital director, district public health officers, and 

service providers. 

- Community leaders, monks, teachers, relatives of 

suicide attempters, and local advocates. 

- Thirty core participants contributed to system 

development, including 30 individuals with a history 

of suicide attempts (target group). 

Tools and Resources: 

- HosXp medical record system; 

- SDV reporting forms; 

- Service performance reports; 

- Structured data collection tools and stakeholder 

mapping instruments; and 

- Validated Thai Ministry of Public Health tools: 9Q 

(depression), 8Q (suicidal ideation), resilience scale, 

and satisfaction scale. 

2.2.3. Phase 2: Action 

Objective: Implement screening for depression and 

suicidal ideation, deliver resilience training, and conduct 

multidisciplinary home visits for psychosocial and family 

support. 

Activities: 

- Piloted the intervention in Ngim Subdistrict. 

- Conducted 9Q and 8Q mental health screenings. 

- Interviewed relatives of suicide attempters. 
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- Delivered resilience-building workshops and coping 

skills training. 

- Carried out multidisciplinary home visits by 

psychiatric nurses, village health volunteers (VHVs), 

and social workers. 

Participants: 

- District Quality of Life Committee; 

- Health officers and local leaders; and 

- At-risk individuals with families. 

Tools: 

- Focus group discussion guides; 

- SWOT analysis with mind mapping; 

- Meeting records and session notes; 

- Thai MOPH tools (9Q, 8Q, resilience scale, and 

satisfaction scale); and 

- SDV documentation forms. 

2.2.4. Phase 3: Observation 

Objective: Assess pre–post changes in depression, 

suicidal ideation, and resilience (mental toughness, 

motivation, problem-solving), and gather feedback on 

intervention acceptability. 

Activities: 

- Behavioral observation and process monitoring; and 

- Pre–post mental health assessments employing 

standardized tools. 

Participants: 

- Mental health officers; and 

- Evaluation team. 

Tools: 

- Structured observation forms; and 

- 9Q, 8Q, and resilience scale. 

2.2.5. Phase 4: Reflection 

Objective: Synthesize quantitative and qualitative 

findings, evaluate community readiness and sustainability, 

and formulate recommendations for district-wide or 

provincial scale-up. 

Activities: 

- Stakeholder reflection meetings. 

- Review of satisfaction survey results and program 

outcomes. 

- Identification of lessons learned and model 

adjustments. 

Participants: 

- Community leaders. 

- Mental health officers; and 

- Intersectoral network partners. 

Tools: 

- Stakeholder reflection forms. 

- Group discussion records; and 

- Outcome summary reports with visual comparisons. 

2.3. Ethical Considerations 

The study was approved by the Phayao Provincial Health 

Office Human Research Ethics Committee (Approval No. 

013/2567, Project No. 048/2566). Informed consent was 

obtained from all participants, with mandatory 

parental/guardian consent for minors. Confidentiality was 

ensured, and all activities (interviews and interventions) 

were conducted by trained psychiatric nurses as per 

appropriate ethical standards for suicide prevention 

research. 

2.4. Data Analysis 

Descriptive statistics (frequency, mean, standard 

deviation) summarized demographic and outcome data. 

Paired t-tests assessed changes in depression (9Q), suicidal 

ideation (8Q), resilience, and satisfaction. Regression 

analysis identified predictors of improvement. A 

significance level of p < .05 was applied. 

3. Results 

The study findings are organized according to the PAOR 

framework, tracing the progression and impact of the 

participatory intervention across four phases. 

3.1. Phase 1: Planning 

Objective: Assess service gaps and suicide-related risk 

dynamics in Pong District. 

Findings: A district-level stakeholder meeting in June 

2024 brought together administrators, local officials, 

healthcare providers, and mental health officers. 

Discussions highlighted three critical service gaps: 

- Inadequate coverage of routine mental health 

screening; 

- Lack of a systematic suicide surveillance and referral 

system; and 

- Weak inter-agency coordination among healthcare 

facilities, local authorities, and community-based 

organizations. 

Stakeholders emphasized the need for an integrated, 

community-driven response: “Before this initiative, we had 

no clear mechanism for following up high-risk cases or 

mobilizing the entire community for prevention.” 

These insights guided the co-design of a participatory, 

multi-component suicide prevention model tailored to local 

needs. 

3.2. Phase 2: Action 

Objective: Implement a community-based suicide 

prevention model through participatory approaches. 
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Findings: Ngim Subdistrict—where suicide attempt 

rates were highest between 2021 and 2023—was selected 

for the pilot. The intervention had three components: 

- Systematic Mental Health Screening – High-risk 

individuals identified through community surveillance 

were assessed with Thai versions of the 9Q (depression) 

and 8Q (suicidal ideation). 

- Resilience-Building Workshops – Group sessions led 

by trained mental health professionals focused on 

emotional regulation, coping strategies, and self-worth. 

- Multidisciplinary Home Visits – Teams comprising 

psychiatric nurses, village health volunteers, and 

social workers conducted structured home visits to 

deliver personalized psychosocial support, monitor 

clinical progress, and engage family members in 

recovery planning. 

3.3. Phase 3: Observation 

Objective: Evaluate pre–post changes in mental health 

status and resilience and assess intervention acceptability. 

Findings: 

- Subgroup analysis revealed age-related differences in 

responsiveness. Adolescents (10–20 years) reported 

greater gains in peer support and group engagement, 

suggesting workshop formats aligned with their social 

and developmental needs. Adults over 50 valued home 

visits more highly, emphasizing individualized, 

family-centered care. 

- Demographics (Table 1) indicated that two-thirds of 

participants were female (66.7%), either 10–20 years 

(33.3%) or over 50 (36.7%). Farmers (40.0%) and 

students (33.3%) predominated, with one-third 

educated only to the lower secondary level. 

Table 1.  Participant Demographics (n = 30) 

Characteristic Category Frequency Percentage (%) 

Gender Male 10 33.3 

 Female 20 66.7 

Age Group 10–20 years 10 33.3 

 >50 years 11 36.7 

Education Level Lower Secondary 11 33.3 

Occupation Farmer 12 40.0 

 Student 10 33.3 

- Paired t-tests showed significant reductions in 

depression and suicidal ideation scores (Table 2). 

Emotional resilience, especially mental toughness and 

motivation, also improved significantly, while 

problem-solving ability did not (Table 3). This 

suggests that although emotional and motivational 

aspects responded to intervention, broader structural 

stressors (e.g., poverty, family conflict) limited 

problem-solving gains. 

- Satisfaction scores were high across all service 

domains, with the highest ratings for overall service 

quality (Table 4). 

Table 2.  Pre- and Post-Intervention Depression and Suicidal Ideation Scores 

Variable Pre-Intervention Mean (SD) Post-Intervention Mean (SD) t Sig. 

Depression (9Q) 5.03 (8.40) 3.25 (5.03) 3.87 0.001** 

Suicidal Ideation (8Q) 6.90 (16.08) 4.50 (12.97) 2.08 0.05* 

* *P-Value < 0.001   *P-Value < 0.05 

Table 3.  Pre-Post Scores of Mental Resilience Components 

Resilience Factor Pre-Intervention Mean (SD) Post-Intervention Mean (SD) t Sig. 

Mental Toughness 27.10 (4.85) 30.50 (5.25) 3.80 0.001** 

Motivation 15.23 (3.25) 16.93 (2.43) 2.05 0.05* 

Problem-Solving 14.90 (3.02) 14.07 (3.95) 0.99 0.327 

* *P-Value < 0.001   *P-Value < 0.05 

Table 4.  Satisfaction of the Stakeholders by Category 

Aspect Mean SD 

Service Process 4.39 0.44 

Provider Performance 4.45 0.41 

Facility Support 4.39 0.46 

Overall Service Quality 4.56 0.38 
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3.4. Phase 4: Reflection 

Objective: Synthesize findings, evaluate community 

readiness, and assess model sustainability. 

Findings: 

The surveillance system successfully monitored all 30 

high-risk individuals after the intervention, including seven 

with violent or substance-related behaviors requiring 

continued follow-up. Stakeholders reported stronger 

intersectoral collaboration, improved community trust, and 

greater capacity for early detection and referral. 

Community leaders emphasized that the culturally 

tailored, community-led model addressed barriers such as 

stigma and limited access to services more effectively than 

hospital-based care. Integrating local actors into a 

coordinated mental health network was credited with 

enabling rapid, contextually appropriate responses. 

A participant from PAOR stated: 

“I used to think about suicide, but now I choose to fight 

for my child and family.” (Female, 48) 

“I feel more empowered and love myself now.” (Male, 

51) 

“This program has taught me how to build self-esteem.” 

(Female, 37) 

Although emotional resilience improved substantially, 

unchanged problem-solving scores underscored the 

persistence of structural determinants — such as poverty 

and family strain — that require policy-level solutions. 

Overall, the PAOR-based intervention demonstrated high 

acceptability, strong community ownership, and potential 

for sustainable district-wide scale-up. 

4. Discussion 

Paired t-test analyses showed statistically significant 

reductions in depression and suicidal ideation scores. 

Regression analysis identified community engagement as a 

significant predictor of suicide prevention success (p < .01). 

Qualitative feedback indicated that community-led 

strategies were perceived as more effective than traditional 

hospital-based approaches because of their contextual 

relevance and ability to build trust. These findings provide 

empirical support for participatory models in improving 

mental health outcomes in rural, resource-limited settings. 

The intervention enhanced emotional resilience, 

particularly mental toughness, and motivation, supporting 

prior evidence that social bonding and improved self-worth 

act as mediators in reducing suicide risk [14-16]. Core 

elements, including group sessions and multidisciplinary 

home visits, parallel international models that combine 

psychological first aid with local mobilization, fostering 

recovery through trust and proximity. However, the 

absence of significant changes in problem-solving skills 

suggests the influence of enduring structural stressors such 

as poverty and family conflict, a limitation reported in other 

low-resource contexts [17]. 

High satisfaction scores across all service domains 

reflect the intervention’s acceptability, cultural sensitivity, 

and relevance. This aligns with evidence that effective 

mental health care must correspond to cultural norms and 

community expectations [18]. The active involvement of 

community stakeholders in screening and surveillance 

further supports the WHO Mental Health Gap Action 

Program recommendations on task-sharing in mental 

health service delivery [4]. 

The reflection phase confirmed the model’s feasibility 

for real-time surveillance and follow-up. All 30 high-risk 

participants remained under monitoring, including seven 

who required intensive support due to violent or substance-

related behaviors. By engaging trusted community leaders, 

the intervention overcame barriers such as stigma and 

limited mental health literacy, fostering early help-seeking 

[19]. Before implementation, the absence of a structured 

suicide surveillance and referral system restricted timely 

care. The PAOR-based model addressed this gap 

effectively, integrating local stakeholders into a 

coordinated network and contributing to significant 

reductions in depression and suicidal ideation [20,21]. 

These results align with evidence from other settings. 

Othman et al. [22] found that depression and self-esteem 

were significant predictors of suicidal ideation among 

Malaysian university students, underscoring the value of 

resilience-focused interventions. Similarly, Han [23] 

reported that higher social capital was associated with 

lower suicide rates in South Korea, reinforcing the 

importance of community networks in prevention. 

Taken together, these findings suggest that sustainable 

suicide prevention in rural areas requires multi-level 

strategies: building individual coping capacity at the micro-

level and strengthening social capital at the macro-level. 

The community-based participatory model implemented 

here fostered accountability, enhanced intersectoral 

collaboration, and demonstrated potential for integration 

into district-level mental health policy. 

5. Limitations 

This study has several limitations. First, the small sample 

size and single-district scope (Pong District) limit the 

generalizability of findings to other sociocultural contexts. 

Second, the short follow-up period constrained assessment 

of long-term intervention effects, particularly recurrence of 

suicidal ideation. Future studies should include extended 

monitoring. Third, although stakeholder perspectives were 

gathered, the absence of first-person narratives limited 

understanding of individual experiences and behavioral 

change mechanisms. Incorporating qualitative accounts 

from participants could strengthen future program design. 

Finally, external factors such as economic fluctuations or 

concurrent health programs may have influenced outcomes 
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but were not fully controlled. Despite these limitations, the 

study demonstrates a feasible, community-based model for 

suicide prevention in rural settings. 

6. Conclusions 

This study achieved its primary aim of developing and 

implementing a participatory, community-based suicide 

prevention model in Pong District, Thailand. The 

intervention produced statistically significant reductions in 

depressive symptoms and suicidal ideation, alongside 

measurable improvements in resilience particularly mental 

toughness and motivation. By engaging diverse 

stakeholders, including healthcare providers, village health 

volunteers, religious leaders, and families, in a coordinated 

support network, the model fostered community trust, 

ownership, and timely mental health surveillance. 

Although problem-solving skills did not improve, likely 

reflecting persistent socioeconomic and family stressors, 

the findings provide strong evidence for the effectiveness 

of participatory approaches in suicide prevention, 

especially in rural and low-resource contexts. The model 

shows promise for scalability and integration into national 

suicide prevention strategies. Future research should 

expand implementation across multiple districts, extend 

follow-up to assess sustainability, and tailor components to 

meet the distinct psychological needs of different age 

groups. 
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