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Abstract

This participatory action research was designed aiming to determine commumity
participation regarding health planning in Moo 3, Ban Nongkong, Tambol Khunkong, Amphur
Hangdong, Chiang Mai Province during May 1999 to March 2000. The study sample comprised eight
community leaders of the study village. The research instruments consisted of Basic Minimum Needs
(BMN.) survey forms, and mterview forms of health status, health behavior, and participation of
community leaders in planning process including health planning record. This research was
implemented beginning with the preparation of the study area, followed by group discussion, training
of community leaders in prioritization and planning to solve the community health problems.

The major results were shown as followings ;

1. From data collected by the community leaders, the results revealed that 30 of 39
BMN indicators were below the standard criteria. According to National Education for Health, “dental
examination at least once a year” was found to be the lowest activity in their practicum (68.18 %).
About 67.16 percent of the population got chronic illness. While the study group identified 11 health
problems, only six problems were prioritized. This included 1) people drank alcohol, 2) people
smoked cigarette, 3) unhappy family, 4) people lack of knowledge in medicine, 5) people ate food
without permission from Food and Drug Administration (FAD), and 6) pregnant women ate improper
food resulting in low birth weight of new bom babies (under 2,500 gms.).

2. Concerning community leaders’ participation, it was showed that more than 75
percent of them highly participated in the process of data collection, identification of health problems,
and problem prioritization. Nevertheless, 50 to 62.5 percent of community leaders highly participated
in health planning.

Thus, the results indicated that the training should be arranged for the community
leaders before implementation so as strengthen their potentiality in health planning process. Time
should be arranged in accordance with the community readiness. This is anticipated to motivate

community health self-care leading to an improvement of life quality sustainably.





