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[Introduction and Aim] Since Alma Ata in 1978, commu-
nity participation has been emphasized especially in the
principles of Primary Health Care. Thus, without consider-
ation and realization of community participation, various
health programs and related activities would almost be
impossible to be accepted because of a lack of core essence.
Mongolian government has been making efforts to ensure
that community members are enabled to take part in the
decision-making process since 1998. We aimed to illustrate
the pattern of community participation in project activities
in Mongolia. [Methods] Data used in this study was
project document, from the Community-based health and
first aid project and was provided by Mongolian Red Cross
Society. The analytical approach employed in this paper
was based upon Rifkin’s (1988) approach—radar chart that
has five indicators. We modified the five indicators to six i.
e., 1) needs assessment, 2) leadership, 3) planning and
management, 4) monitoring and evaluation, 5) external
support, 6) aspects of the development. Then, we modified
a framework similar with Alizon (2010), basis for scoring as
minimum 0 point and maximum 5 points, to enable a
[Results]

Leaders in the

definitive measurement of the six indicators.
The leadership indicator was scored at 3.
community were selected by the community, as a collabora-
tion with health professionals. The indicators for the
“aspects of the development” and “needs assessment”
showed 5 points. Most of the aspects were well tied as a
priority that minor or disabled groups, gender equality, and
environment issues were carefully considered. Regarding
the indicator of needs assessment, community members
accomplished successfully initial assessments in their local
field. The indicator for the “monitoring and evaluation”
was scored at 3. The community was involved partially in
the monitoring and evaluation processes in different ways.
With regards to “planning and management”, the indicator
scored at 3 and the planning developed after the initial
assessment, however, on-going amendments for the planning
and management insisted a lot of efforts and mostly were
unable. The indicator named “external support” ranked

lowest at 2 points because the funding was supported from
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