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Introduction

Following the conflict in 1999, Kosovo has been administered in accordance with UN Resolution 1244, through an Interim United Nations Mission in Kosovo (UNMIK) overseen by a Special Representative of the Secretary-General (SRSG).  Since then, significant steps have been taken toward the establishment of more democratic systems of governance.  A Kosovo Constitutional Framework of Interim Self-Government was drafted in May 2001.  In November 2001, Kosovo Legislative Assembly elections were held, followed by selection of a President and Prime Minister.  Through these mechanisms, Kosovo is establishing Provisional Institutions of Self-Government (PISG).  Among the responsibilities fully transferred to this provisional mechanism is re-establishment of the health infrastructure.

Against this background, a number of reviews and surveys have been completed to gain a better understanding of the health status of the population following the disruption of the conflict.  It is worth noting that despite the small size of Kosovo (under 2 million people), the vast majority was at some point displaced by the conflict, and an estimated 600,000 left Kosovo.  Population demographics were affected, and a number of health indicators declined, even with the relatively short conflict period.

Prior to the conflict, health and education indicators for Kosovo were similar to adjacent countries.  Education levels are high, with literacy nearly universal and gender discrepancies disappearing.  Nearly 70% of males have completed secondary school compared to 46% of females.  The population is very young compared to the rest of Europe, with a third of the population less than 15 years old.  A substantial number of persons are absent from Kosovo due to the conflict. (UNFPA 1999-2000).

Kosovo is divided into 30 municipalities and 7 health regions (with only 5 general administrative regions). Both clinical and public health activities are carried out at the municipal level, with central departments providing policy guidance and support.  There are increasing private facilities, and indications of increased use of these facilities for clinical care, in spite of the economic situation.  Twenty maternity facilities throughout Kosovo provide services for over 90% of deliveries, and antenatal care with a minimum of one visit (and an average of 4) is nearly universal.  

The overall nutrition status of the population, including micronutrient status was documented through the Micronutrient Status Survey in Kosovo in 2002 (see below).  The survey prompted greater attention to improving salt iodization, which was established in the 1950s, to including vitamin A supplementation with the recent measles immunization campaign, and to improving guidelines for pre-natal iron/folate supplementation.  In addition, there has been some consideration given to fortification of wheat.  

The health management information system (HMIS) remains weak following the conflict, and an integrated monitoring strategy for micronutrient program activities is being developed.

Purpose

The overall goal for the government micronutrient activities is to eliminate the remaining deficiencies, and to ensure that elimination is sustained through existing government mechanisms.  The main micronutrient activities include universal salt iodization, dietary education and promotion of micronutrient rich foods, and appropriate use of pre-natal supplements.  In addition, vitamin A supplementation in children less than 2 years of age and for post-natal women is being considered as well as fortification of wheat and possibly oil and/or milk.   

An integrated monitoring system needs to be established to help the Ministry answer a number of important questions.  For iodine deficiency, this includes tracking household use of iodized salt, and understanding whether the households not using iodized salt represent the same households with special characteristics, or whether they represent discrepancies in the quality control of iodized salt entering the country.  For vitamin A deficiency, the monitoring system can help determine whether a supplement program is needed and for how long it should continue, and the ability of educational efforts to improve consumption of vitamin A rich foods in vulnerable populations.  For iron deficiency, the monitoring system can help ensure that deficiency does not increase in younger children, and that antenatal care includes adequate education to ensure sufficiency during pregnancy.

The purpose of this visit was to review the current micronutrient situation and program activities, and assist the Ministry in planning immediate activities to strengthen the overall integrated micronutrient program.  

Background and Current Situation

Prior to the conflict, the overall socio-economic and nutritional status of the Kosovo population was similar to that of adjacent countries, and neither malnutrition nor micronutrient deficiencies were considered serious public health problems.  The FR Yugoslavia 1996 Multiple Indicator Cluster Survey (which did not include Kosovo), suggested some stunting, but minimal levels of malnutrition in children.
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However, poverty was exacerbated by the conflict, and in 2000, 12% of the population was estimated to be living in extreme poverty, with half of the population below poverty levels.  (UNDP 2002).  The conflict precipitated a 50% drop in family income over a very short period of time.  Although data are limited, there is evidence of worsening of some health indicators as a result of these changes.  
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Food insecurity has not been a major public health problem (other than in some situations during and immediately after the conflict).  The traditional diet has included meat, milk and yogurt as well as a variety of fruits and vegetables.  Although processed foods are readily available at least in urban settings, local production and consumption of fresh foods remains the norm.

Prior to the conflict, health information was managed centrally, and with the conflict this structure has broken down.  However, with the strengthening of the municipal clinic system, facility-based data are being collected with an effort to improve the health management information system (HMIS).  

General service utilization indicators are available from a number of sources.   Immunization rates are high, with nearly universal immunization for the basic series, with the usual lower coverage for measles.  (2002 Immunization survey:  BCG 99%, DPT3 88%, Measles 67%)

Other service figures include:

Table  :Service Utilization Indicators

	Indicator
	Kosovo
	Source

	% having 1 or more antenatal care visits
	99%
	Antenatal Care Survey 2003

	% having antenatal visits at private sector facility
	57%
	“

	% having hemoglobin checked during antenatal visit
	68%
	“

	% of children (0-24 months) using vitamin/mineral supplement or medicine 
	46%
	Micronutrient Status Survey 2002

	% with hospital delivery
	92%
	“


The amount of data available on micronutrient deficiencies over time is limited.  However, a nationally representative micronutrient survey was conducted in 2002, which provides a comprehensive cross-sectional picture of the micronutrient status of the population in Kosovo.   The survey was stratified by urban/rural populations, and by major ethnic groups.  Nationally, micronutrient deficiencies continue to affect a proportion of the population, as described below.  

Iodine deficiency

Program impact and current situation

Iodine deficiency has been historically present in three municipalities in Western Kosovo (Decan, Peja/Pec and Gjakova/Djakovica).  Goiter rates were estimated to be high—up to 60%.  Salt iodization was started in former Yugoslavia in the 1950s, and the Federal Republic of Yugoslavia Multiple Indicator Survey 2000 (which excluded Kosovo), estimated that 73% of households used iodized salt.  Since the introduction of iodized salt, deficiency was not seen as a significant issue, particularly with state regulation of the salt industry in the former Yugoslavia.

The Micronutrient Survey included assessment of goiter and urinary iodine in women and children, reflecting the situation in 2001:

Table  :  Iodine Deficiency Indicators (Source:  Micronutrient Status Survey in Kosovo 2002)
	Indicator
	Normal
	Kosovo
	

	
	
	Women
	Children
	HH
	

	HH use of adequately iodized salt
	90%
	
	
	84%
	

	TGR 
	<5%
	3.0%
	0.0%
	
	Normal

	Median UI (ug/L)
	100-199
	
	
	
	

	% UI above 100 ug/L
	50%
	51.0%
	50.9%
	
	Normal

	% UI below 50 ug/L
	<= 20%
	
	
	
	

	20th percentile UI
	50 ug/L
	
	
	
	


There was a slight decrease in the % of urinary iodine samples above 100 ug/L in rural areas.  However, with goiter rates minimal, and urinary iodine for both women and children just at the normal median value, elimination of iodine deficiency appears to be nearly completed.  The key issue facing the iodine program is monitoring to ensure that the current situation does not change, and long term sustainability, including determining what ongoing IEC efforts may be needed to sustain use of iodized salt.

Salt production and importation

All salt for Kosovo is imported, with supply channels initially established within former Yugoslavia.  Iodization has not been dramatically disrupted, although immediately after the conflict importers used a wider variety of producers (including Ukraine and Bulgaria) than are used today.  Transport costs, and consumer sensitivity to both brand and quality have contributed to the current purchasing patterns by importers.

Salt is imported in large shipments (usually 25000kg or more) packaged commonly in 1kg, 10kg and 25 kg consumer packages.  The standard 1 kg package is cardboard, branded and labeled as iodized, with a lot number, though without specifying the ppm of iodine.  There are several larger warehouses used by the larger importers, and a system of intermediate retailers who sell to smaller shops.  In discussions with both importers and retailers, awareness about (and demand for) iodized salt is high, with consumers sensitive to the particle size, caking and iodine presence, with certain specific brands recognized and preferred.  

The vast majority of salt entering the country comes from two producers:  one in Bosnia (Tuzla) and the other in Montenegro (Ulcinj).  Both apparently follow good quality assurance measures, and have consistently met importer specifications. In some instances, the producer includes with documentation, a statement of quality that includes testing for iodine content for different parts of the shipment.  Producers can request such additional testing documentation.  

Some importers maintain exclusive contracts with producers, and there appears to be stability in the current sources of supply.  In 2003, of a total of 179 salt shipments, 4 were rejected at the border for insufficient iodine, and either returned, or diverted to industrial use.  Customs inspectors followed up on the diversion to industrial use, with no documentation of use for human consumption.

Table  :  Summary of salt imports at Peja border station for 2003

	
	
	
	

	Total shipments (excluding rejected)
	175
	Total tonnage for 2003
	4291766

	% 25000 kg
	87%
	Estimated total national tonnage
	4517648

	% less than 20000kg
	3%
	
	

	% from Ulcinj producer
	86%
	Estimated daily consumption
	6.18 g/person/day

	% from Tuzla producer
	14%
	
	

	Total number of importers
	23
	
	

	% from one importer
	54%
	
	

	Largest % from remaining importers
	8%
	
	


There is a seasonal variation in the size of package preferred by consumers because of seasonal pickling.  Households purchase larger sacks of salt for pickling, and this salt is iodized.  Salt for livestock use is also iodized.  While there is some industrial salt imported, this is of lower quality, larger crystal size, and there is no evidence that this is used for household use.  There is currently no apparent price differential that might affect consumer purchasing patterns away from iodized salt.  

Once entering the country, salt shipments are distributed to warehouses and retailers.  Distribution is relatively rapid, with consumers purchasing salt on a regular basis.  Consumer purchase of larger quantities during the pickling season does not appear to lengthen the duration that salt remains in the household, although there are no data on household storage times.  

Policy and advocacy

There is full awareness and good support within the government for the IDD program.  A multisectoral IDD Task Force has been established, and has met several times to discuss roles and responsibilities of different institutes, standardization of salt standards, and monitoring issues, among other things.  The current ministry budget includes support for the IDD program.

Legislation and regulation

Current law mandates iodization for all salt for human or animal consumption.  Authority to refuse entry of non-iodized salt for human consumption rests with the Customs border agents.  

Technical guidelines for salt quality (and iodine content) define the current government standards.  However, these are based on the 1993 former Yugoslavia standard with 16-36ppm iodine.  This standard is being revised to reflect the current WHO recommendations for the region of 20-40 ppm iodine.  This has allowed for some difference in interpretation at different borders, with some inconsistency in the cut-off used for shipment refusal.

The government is in the process of establishing the Kosovo Food Control Agency, which will have some responsibilities in establishing food regulations and setting policy on enforcement.  The agency is expected to be multisectoral, under the Ministry of Agriculture, though the exact nature of this organization is not yet defined.  Establishment of this agency is likely to affect the roles and responsibilities of different partners, especially for monitoring activities.

Program monitoring

All salt shipments are checked at the border, and salt testing by titration is done prior to release of the shipment.  An estimated 95% of all salt arrives at one border station (Peja), where salt testing (by titration) can be completed within 3 hours at the Agricultural Institute, thus causing minimal delay in salt importation.  Documentation is completed, with copies maintained at Customs, at the laboratory, and with the importer.  At other border stations, testing is done by the Institute of Public Health in Pristina.  Data are compiled in spreadsheets, and these include date of arrival, tonnage, package size(s) and testing results, as well as production facility and import company.

There is some salt inspection at the retail level, although responsibility for this is changing with the government’s intent to establish the Kosovo Food Control Agency.  The Central Sanitary Inspectorate of the Ministry of Health is responsible for food safety, and has a central inspector and 7 district inspectors.  Municipalities each have municipal inspectors.  Sampling procedures at the retail level are being revised, and an expected 425 samples are to be collected nationally each year—a figure based on population.

Information on household coverage and on program impact (goiter and urinary iodine) is available only through the recent Micronutrient Survey—there are not currently ongoing mechanisms for assessing these indicators at a population level. Clinical services are accessible throughout Kosovo, with specialty care at major hospitals.  There is not currently routine clinical examination for clinical iodine deficiency, and there is no routine neonatal screening done for congenital hypothyroidism, although some private practitioners may recommend this.  One unpublished study of congenital hypothyroidism found that there were very few cases, with only one case confirmed out of an estimated sample of 3000 (personal communication)—suggesting a prevalence related to causes other than iodine deficiency.  There have not been recent reports of goiter, or clinical suggestion of any increase in iodine deficiency.

Laboratory capacity

Salt samples from all border crossings except Peja are analyzed by the National Institute of Public Health, which supervises 6 regional public health institutes.  The Institute for Health Protection in Metrovice performs the same function for 3 municipalities, using Belgrade as a reference laboratory.  The Biotech Institute in Peja, under the Ministry of Agriculture, analyzes salt samples for that border station.  

The Institute of Public Health has space and capacity for urinary iodine assessment, but has not set up the lab, and lack reagents and some equipment.  Other clinical biochemical indicators are done through hospital labs and private facilities.  For salt, the separation of function across the Ministry of Agriculture and Ministry of Health, as well as across different institutes has made coordinated data management difficult.

Information, education and communication

A significant effort has been put into developing a strong set of IEC materials, and a long-term plan for ensuring high awareness and demand for iodized salt.  Consumer awareness of the importance of iodized salt is allegedly high, although there are few data specifically reviewing awareness.  The Micronutrient Survey reported 84% household use of iodized salt, based on salt test kit assessment >15ppm.  Over 89% used salt with iodine present.  There was slight variation between urban and rural areas, and between ethnic groups.  To date there has not been consumer concern about iodine as a salt additive.

Use of mass media has been an effective approach for health education.  For IDD, the public has been well sensitized to the importance of iodized salt.  However, it is not clear how much continued IEC effort is needed to ensure sustained demand for and use of iodized salt.

Vitamin A deficiency

Vitamin A deficiency has not been expected in Kosovo, even with the disruption and displacement caused by the conflict.  Dietary content and diversity has been reasonable, with a relatively high consumption of meat, and anthropometry figures show reasonable growth, with relatively low prevalence of stunting and wasting.  Although there are not specific figures for Kosovo, under 5 mortality is expected to be below 50.  Infection rates in children are not excessive, and there have not been clinical reports of eye findings or night blindness.

However, the Micronutrient Survey did demonstrate quite high rates of low serum retinol, with nearly half of the deficiency in children, among those under 2 years old.

Table  :  Vitamin A Indicators (Source:  Micronutrient Status Survey in Kosovo 2002)

	
	Normal
	Kosovo
	

	
	
	Women
	Children
	
	

	Child mortality rate (suggestive)
	<50 / 1000 live births
	
	
	
	

	Serum retinol < 20 ug/dL
	<=15%
	21.1%
	36.0%
	
	?

	XN 
	<=5%
	na
	5.1%
	
	Normal

	
	
	
	
	
	

	Height for age 

(< 2 std. dev. children 6-59 mo)
	
	
	10.0%
	
	

	Weight for height

(< 2 std. dev. children 6-59 mo)
	
	
	4.0%
	
	


On the basis of these findings, vitamin A supplementation was added to the measles immunization campaign in 2002, achieving over 95% coverage in children less than 2 years.  However, this is not an ongoing campaign, and the government is implementing a new policy to include vitamin A supplementation with DPT4 and measles.  This regimen has the potential to provide two doses to children between 1 and 2 years (depending on when a mother brings the child in for DPT4).  There is currently no policy for supplementing children over 2 years.

Infant ‘vitamins and minerals’ are traditionally used with some frequency.  Vitamin A&D drops are commonly recommended for infants beginning at age 3 months, and continued to age 1 year.  Exact usage figures are not known, but the Micronutrient Survey reported 46% of infants less than 24 months using vitamin/mineral supplements or medicines.  There appears to be a standard preparation of drops, which contains 22,522 IU vitamin A and 5000 IU vitamin D per ml.  Five drops per day are recommended for children from 3 months to a year, with some increase after that.

Similarly, pre-natal vitamins are commonly recommended.  However, these come in a wide range of preparations, with varying amounts of vitamin A.  There is currently no supplement program for pre-natal or post-natal women.

Some imported fortified foods exist in the marketplace.  However, there has been no review of these, nor has there been a review to determine whether there are centrally processed foods amenable to fortification with vitamin A.

The vitamin A findings are unexpected given the dietary conditions in Kosovo, and in comparison with anemia rates, which would usually be expected to be higher than vitamin A deficiency rates.  Since there has not been other vitamin A assessment, prevalence estimation is dependent on the Micronutrient Survey.  There is no evidence suggesting that sample management was problematic during the survey, although the total number of samples was less than outlined in the original sampling framework, for unexplained reasons.

Iron Deficiency

Iron deficiency has been demonstrated as a problem in the former Yugoslavia, and in the Multiple Indicator Survey 1999/2000 in former Yugoslavia (excluding Kosovo), anemia rates in women and children were estimated at 27% and 30%, respectively.  

The Micronutrient Survey in Kosovo (2002) showed lower rates:

Table  :  Iron Deficiency Indicators (Source:  Micronutrient Status Survey in Kosovo 2002)
	Iron deficiency based on anemia prevalence (hemoglobin <12 for non-pregnant women, < 11 for children)
	<=4.9%
	13.9%
	18.8%
	mild

	Serum ferritin <= 10ng/ml
	
	19.7% < 7ng/ml
	21.9% < 7ng/ml
	


These mild rates of iron deficiency are compatible with impressions about dietary patterns, and with other nutrition indicators.  There is currently no specific supplement program other than the standard recommendations for pre-natal iron/folate.  Estimates for use of iron/folate supplements were low in the Micronutrient Survey, with only 5% of women reporting use.  However, antenatal visits are increasingly done at private facilities, and the use rate for other forms of pre-natal vitamins is not known.  Currently, supplementation is not routine for children, and the iron content of ‘vitamin/mineral’ supplements used by households for children is not known, nor is the extent of use.  There is no formal fortification program, although flour fortification is being considered.

Additional data are collected that may be useful in the future for monitoring anemia rates, particularly in women.  As noted above, a majority of women have hemoglobin checked during antenatal visits.  Hemocue devices are present in many places in public clinics, and with additional cuvettes, sampling of children is also possible, particularly given the high immunization visit rates.

Overview of Existing Information Systems and Monitoring Activities

The Health Information Management System (HMIS) and Routine Reporting of Health Data

The system for reporting data from health facilities and hospitals is being strengthened.  Currently this HMIS does not provide information specific to the micronutrient program.  Furthermore, these data will reflect activities at public facilities, and with increasing use of the private sector, information will be less representative of the population as a whole.  There is some potential for this system to provide information on vitamin A supplement coverage, since that will be linked to the reporting of immunization program—which is fully public sector.

Routine Data Collection in Other Sectors

There may be other data systems also evolving, such as a routine standard of living survey, or information collected on agricultural production.  Depending on the sampling used, if these are household based, they may offer an opportunity to assess household use of iodized salt.

As the Kosovo Food Control Agency evolves, this system of food inspection may allow for an increase of sampling at the retail level, thus providing more information on iodized salt quality.

Private clinics commonly perform hemoglobin tests on antenatal women.  There is currently no mechanism that allows collection of this information.  Conceivably, some voluntary partnership could be developed that would allow assessment of a mean hemoglobin from a selection of private clinics. 

Immunization coverage is assessed using an evolving LQAS method.  This system should allow assessment of vitamin A supplement coverage in children.  In addition, it may allow some assessment of household use of iodized salt, and further inquiry about use of infant and pre-natal supplements.

Periodic Surveys

There have been several national surveys, including:

· Demographic and Health Survey (recently completed)

· Antenatal Care Survey 2003

· Micronutrient Status Survey 2002  

· Multiple Indicator Cluster Survey II (Federal Republic of Yugoslavia only) 2000

· Demographic, Social, Economic Situation and Reproductive Health in Kosova Following 1999 Conflict, 1999/2000

Future surveys like these offer an opportunity to provide nationally representative ‘benchmark’ information on household use of iodized salt, awareness of deficiency, use of infant and pre-natal supplements and other household based information.  In some instances these may also be able to assess impact.

Potential Gaps in Information

The following potential gaps may need to be addressed:

· Determination of the key institution to take responsibility for overall monitoring of micronutrient activities, and for pulling together all the data for each micronutrient over time.

· Development of a routine system for assessing household use of iodized salt, supplement coverage for vitamin A in children, and use of pre-natal and infant supplements.

· Clarification of the unexpected vitamin A deficiency figures, through a small scale assessment of women or children, preferably linked to assessing the vitamin A supplement program

· Confirmation of median urinary iodine values periodically, possibly in pregnant women;

· Periodic review of hemoglobin values and/or other measures of anemia in women or children.

· Current availability (and sales) of imported fortified foods

A Monitoring and Evaluation Framework

Development of an integrated monitoring system for IDD, and for micronutrient activities in general is a priority for Kosovo.  There is currently a system in place (or about to begin) that will allow reasonable data with which to monitor micronutrient activities, particularly IDD activities.  However, these data are derived from different sources, and there is not currently a defined mandate for any one institution to manage the overall picture.

One approach to organize monitoring information is to use a framework that helps to answer certain questions:  

· Are services being adequately provided?

· Are these services being utilized?

· Is the program coverage adequate—are all vulnerable populations being reached?

· Is the program having an impact on the deficiencies targeted?

Provision of services

Measures of provision of service include supply of iodized salt (though done by the private sector), supply of capsules to clinics, and provision of health education.  This program ‘process’ information helps answer the question of whether the planned activities are, in fact, being carried out, and whether this is true for all geographic areas that are targeted.

The regulatory or legal aspect for monitoring fortification programs can also fit into this category of monitoring, since it relates to the degree to which imported products are complying with both government standards, and to the importer’s own product specifications.  Regulatory monitoring information includes whether production facilities are using Good Manufacturing Practices, whether they practice hazard analysis methods, whether there are adequate quality assurance and quality control measures in place, and finally, whether their product consistently meets minimum levels at production, at the border inspection, and at retail and household levels without exceeding the maximum tolerable limit.  While much of the production monitoring is the responsibility of the producer, the government retains the right of enforcement through regulatory monitoring.

The decisions facing program managers regarding provision of services is whether more resources are needed for supplement logistic sup ply and whether more enforcement measures are needed to ensure quality of fortified products.

Utilization of services

Services being adequately provided may not be adequately or universally used.  It is common, for example to have poor compliance with iron supplementation during pregnancy—even when tablets are supplied.  Similarly, availability of iodized salt does not guarantee its use, and factors such as custom, price and familiarity, as well as awareness of the importance of micronutrients affect utilization rates.  

Good information on utilization helps determine the need for (and effectiveness of) educational efforts to build awareness and demand for fortified products, and to improve compliance with supplement efforts.

Coverage

Even with adequate provision and utilization of services provided, unless a large proportion of the overall population is using the services provided, the overall effect on the population will not be achieved.  Thus some more rigorous measure of coverage is needed to ensure that all those targeted are benefiting from the intervention.  Import figures will determine the availability of iodized salt, and in Kosovo, with mandatory iodization and good consumer awareness, this is likely to result in good coverage.    However, a periodic population-based coverage estimate may be important to determine if there is any specific group being missed, and to confirm other findings.

Coverage estimations help managers focus resources on areas with consistently low coverage, and helps with understanding regional and intra-familiar differences that need to be addressed.

Impact

A great deal of controversy persists around the issue of evaluating the impact of health interventions.  For most nutrition interventions, the science demonstrating the efficacy of the intervention is clear:  it is well known that correction of vitamin A deficiency reduces mortality, and that provision of supplements or proper use of adequately fortified foods corrects deficiency.  Similarly, use of iodized salt has been shown to correct iodine deficiency, and correction has been scientifically proven to prevent the cognitive effects of deficiency.  Thus, is it necessary to continue to demonstrate biologic impact when indicators of provision, utilization and coverage are adequate?  We no longer measure the impact of immunization programs on either mortality or antigen status—but rather rely on coverage information as the key measure of program success.

Most would argue that it is no longer necessary to demonstrate reduction in mortality from vitamin A programs, or improvement in cognitive function for salt iodization programs.  However, in most instances, program managers want to demonstrate that deficiency has been corrected following achievement of adequate coverage.  With the Micronutrient Survey demonstrating some deficiency in each micronutrient, it will be important to demonstrate at some point that the program has eliminated these deficiencies.  Furthermore, for both vitamin A and iodine, the population deficiency needs clarification:  for vitamin A, the level of deficiency is unexpected, while for iodine, deficiency may be below the point of continuing as a public health problem.

There is currently information on provision, utilization and coverage.  With establishment of the vitamin A capsule program for children, and with strengthening of the salt iodization program, some further assessment of coverage, and later of impact will be needed.  Lower than expected impact can easily reflect poor coverage. Furthermore, for each micronutrient there are other issues that make impact interpretation difficult.  For vitamin A, serum retinol requires careful sample management, and is strongly affected by concurrent infection in those sampled.  For iodine, goiter rates may be misleading following initiation of salt iodization, and urinary iodine estimates require adequate sample sizes to determine a population median value.  For iron, hemoglobin is an easy indicator, but anemia reflects many things besides iron deficiency.  Thus evaluating the impact of micronutrient programs must be done carefully, anticipating what result can be expected.

Proposed Process and Impact Monitoring 

The current micronutrient deficiency situation in Kosovo is mild, and a key priority for the program is to ensure sustainability of current activities, while working to both clarify and improve specific elements.  Thus, wherever possible, existing mechanisms for data collection, or simplified systems should be explored.  Whatever monitoring activities are used, the roles of partnering institutions need to be clearly defined, and the activities need to be incorporated into existing service delivery in such a way as to be fully sustainable.

The existing HMIS currently does not provide information on micronutrient program indicators.  As this system is strengthened, it may be valuable to ascertain supplement supply figures and coverage through public clinics.  With the low levels of deficiency, disease reporting (xerophthalmia, goiter, congenital hypothyroidism) is not likely to be useful for micronutrient programs.

The existing information available through customs inspections includes the total tonnage of iodized salt entering the country, and the proportion of that which is not adequately iodized.  Retail inspection should confirm these findings, and with the expansion of this inspection, will give a reasonable picture of the availability of iodized salt. 

A program for assessing salt iodine content in schools has been proposed.  Use of sentinel schools to assess household use of iodized salt may provide a cost-effective method to estimate coverage.  Complemented by periodic assessment through national surveys done for other purposes, this may provide adequate monitoring for household coverage.

Assessment of use and coverage for other micronutrients is more difficult.  However, with very high immunization coverage and use of public facilities only for immunizations, these clinics may be very useful in providing periodic information on awareness, coverage, and perhaps impact for different micronutrients.  Furthermore, the LQAS method being used to assess immunization coverage may be useful for supplement coverage.  Sentinel clinics could also be selected, and a questionnaire developed to determine a number things, including use of pre-natal vitamins (and iron/folate preparations) during last pregnancy, use of vitamins and mineral supplements in infants, vitamin A supplement coverage in children under 2 years old, and awareness and use of iodized salt.

The following monitoring matrix provides a summary outline of indicators and potential sources of information for each micronutrient.  The matrix is organized according to the type of indicator—whether related to provision of service, utilization, coverage or impact.

Micronutrient Program Monitoring Matrix

	PROVISION OF SERVICE

	Supplementation program
	Target Group
	Sample source
	Suggested Frequency
	Responsible Party

	1. # vitamin A capsules and iron tablets procured and distributed

2. # clinics reporting stock-outs for vitamin A or iron
	· Pregnant women and children < 2
	· MOH records

· Clinic records
	· Annual


	MOH, Clinic staff



	Salt iodization program
	
	
	
	

	1. Quality assurance (QA) of fortified salt at production facilities

2. % of salt samples meeting standard at border crossings

3. Tonnes of salt imported

4. # New suppliers

5. % of samples at retail shops adequately iodized
	· Producers

· Customs Inspectors

· Retail shops
	· Industry records

· Incoming shipments

· Customs records

· Food inspectors
	· Routine


	· Individual Producer

· Customs Inspector (MOA)

· NIPH

	Rationale:

· Capsule procurement and distribution figures as well as outflow from clinics provide rough estimates of service delivery

· It is essential to ensure that the salt produced is fortified as specified by Government recommendations.

Questions:

· What institution will be responsible for organizing the overall dataset for micronutrient activities?  

· Can some organization of importers be created, or can they be represented at the IDD task force meetings?  

Decisions influenced by information

· Is the current logistic supply capacity adequate to ensure timely distribution of capsules and tablets to clinics?

· Is procurement of vitamin A supplements sustainable, and at what cost?




	UTILIZATION OF SERVICES

	Supplementation program
	Target Group
	Sample source
	Frequency
	Responsible Party

	1. # women at BCG vaccination who state they used prenatal vitamins with adequate iron/folate

2. # of infants whose mother states use of vitamin A drops

3. # 2 yr old children reported to receive 1 or 2 vitamin A capsules
	· Women bringing children to BCG vaccination clinic

· Children < 2 y/o
	· Sentinel clinic reports
	· Annual
	Clinic staff

Regional or municipal  MOH

Department of Epidemiology

Department of Statistics

M & E Project Officer 

	Salt iodization program
	
	
	
	

	1. % respondents aware of iodized salt

2.  # of respondents stating use of iodized salt
	· Households
	· Sentinel clinic or sentinel school-based questionnaire 
	· Annual 


	Clinic Staff

Regional MOH, MOE

M & E Project Officer

	Rationale:

· The question on use of iron/folate and prenatal vitamins will be retrospective, referring to the most recent pregnancy.  

· In Kosovo, vitamin A supplementation is to be provided at the time of DPT4 and/or measles, thus allowing for a maximum of 2 doses for children up to 2 years old.  Therefore, the target group for supplementation monitoring should be children 2 years old. 

· Need to periodically monitor awareness data to understand any new factors influencing use of iodized salt over time.

Notes:

· Could assess use of iron supplementation from the antenatal clinics as well, however must ensure that the response is not biased because of the nature of the clinic.  The increasing use of private facilities might bias the sample.

Questions:

· Can sentinel clinics be established to review vitamin A and iron use?  

· Will use of private clinics make public clinic use figures non-representative?

Decisions influenced by information

· Should more effort be put into IEC efforts to improve utilization of appropriate prenatal supplements in pregnant women?

· Should the timing of vitamin A supplementation be adjusted to increase the total doses to 3 between 6 months and 2 years?

· What is the use of vitamin A&D drops in children for different ages, and what is the contribution to vitamin A sufficiency?

· Should more resources be devoted to improving awareness of the importance of micronutrients and the value of using iodized salt?

· Should these additional efforts be focused in specific parts of the country, and if so, which parts?


	COVERAGE

	Supplementation program
	Target Group
	Sample source
	Frequency
	Responsible Party

	1. % women at BCG vaccination stating they have taken iron/folate supplements or prenatal vitamins

2. % 2 yr old children who received any vitamin A capsule
	· Women at BCG vaccination

· 2 yr old children
	· Sentinel health clinic

or

· Coverage survey


	· Annual
	Clinic staff

Regional MOH

Department of Epidemiology

Department of Statistics

M & E Project Officer

	Salt Iodization
	
	
	
	

	1. % hh using adequately iodized salt


	· Households
	·  Sentinel clinic or school

or

· Periodic  survey 
	· Annual 


	Bureau of Statistics

Clinic Staff

Regional MOH 

M & E Project Officer

	Rationale:

· For vitamin A supplementation, the proportion will be those children < 2 years having ever taken a supplement.  Ideally some estimate of complete dosing could also be obtained.  Some estimate of coverage of A&D drops is also needed.

· Need coverage data to monitor use of iodized salt over time.  Stable use figures may preclude need for impact assessment.

· Iodized salt coverage should be assessed during other periodic representative household surveys using salt test kits, as before.
Notes: 

· Coverage could be assessed from sentinel clinics using questionnaires, and from school-based salt testing, done annually
Questions:

· Is there any way to assess coverage at private clinics, or a sample of private clinics?

· How much variation is there in the vitamin A&D drop preparations (amount of vitamin A)

Decisions influenced by information

· Are resources best focused on ensuring capsule and tablet supply, or on promotion?

· Should additional resources be available for ‘low’ coverage areas for supplementation?

· Have coverage figures stabilized, or will additional educational efforts improve coverage?

· If stabilized, is the coverage at a level at which its contribution to iron or vitamin A sufficiency is significant?

· Are further resources needed for promotion, and will additional efforts result in improved coverage in use of iodized salt?

· How long, and in what form should IEC efforts for iodized salt be continued, or do they need modification?  

· Is any further investigation needed for those HH not using iodized salt?

	EVALUATION OF IMPACT

	IRON supplementation 
	Target Group
	Sample source
	Frequency
	Responsible Party

	1. Hemoglobin

  
	· Woman accompanying child for BCG vaccination
	· Sentinel health clinics
	· Periodic
	Clinic staff

Regional laboratory

MOH Department of Epidemiology

M & E Project officer

	VITAMIN A supplementation 
	Target Group
	Sample source
	Frequency
	Responsible Party

	2.  Serum retinol 


	· Woman accompanying child for BCG vaccination

· Children 6-59mths 
	· Sentinel health clinic
	· Periodic
	Clinic staff

Regional laboratory and MOH

Department of Epidemiology

M & E Project Officer

	Rationale: 

· Immunizations are only obtained at public clinics, and both urban and rural coverage is high (BCG coverage over 95%).  Thus women bringing children for the BCG vaccination are a captured target group.  

· Woman’s Hb level can reflect use of appropriate iron/folate prenatal vitamins.

· There is some lack of clarity on the current vitamin A status for both children and women, since the levels of mild deficiency are not consistent with other nutrition indicators; further impact assessment will help clarify this situation.

Notes:   
· May need to provide clinics with cuvettes for hemocue machines.
· Need to ensure there is an appropriate reference laboratory and good quality control programs at respective laboratories. 

Questions: 

· Do clinics have access to freezers (-70(C preferred) for blood sample? If not what are the logistics involved in freezing                       the blood samples for retinol assessment?  What is needed to establish the capacity for retinol assessment by HPLC at the NIPH?

· What is the QA of the respective laboratories?


	IODINE fortification
	Target Group
	Sample source
	Suggested Frequency
	Responsible Party

	5. Urinary Iodine (UI)
	· Pregnant women 15-45 yrs old

· School children
	· Ante-natal clinic

· Sentinel schools


	· Periodic
	Ante-natal clinic staff

Regional laboratory and MOH

Department of Epidemiology

M & E Project Officer

	Rationale:

· Iodine deficiency may persist at a mild level.  Median UI is the best indicator of true iodine nutrition status. UI assesses current iodine nutrition whereas thyroid size reflects iodine nutrition over months or years.

· Nearly all women attend antenatal clinic, though many attend private clinics.  

· Pregnant women are the most vulnerable target group as they are most at risk of iodine deficiency.

· School children are comparable to the Micronutrient Survey, and may be accessible through sentinel schools used for salt testing.

Notes:    

· Clinics can be provided dipsticks for protein and sugar as an incentive to collect urine samples. Dipstick for protein and sugar should be donated to the selected antenatal clinics.

· NIPH urinary iodine lab needs to be established.  Some measure of external quality control sample exchange needs to be established.

Questions:

· How will urine samples be transported to the NIPH laboratory?

· Is there a difference between the population of women attending public clinics from those attending a private clinic for antenatal care, with regard to iodine status?




Action points for consideration   

Overall micronutrient program

· Consider review of current MOH staff capacity, and the need for a designated person to manage upcoming micronutrient activities and management of monitoring data.

· Integrate management of program process data with periodic impact assessment data.  Determine mechanism and responsibility for annual report on comprehensive micronutrient data.

· Define specific roles and responsibilities for each laboratory involved with micronutrient program assessments.

· Consider a qualitative assessment of the current availability of fortified foods, focusing on those which include significant amounts of iron, folate and vitamin A.

Iodine Deficiency

Production/importation

· Complete a regional review of quality assurance measures at Tuzla and Ulcinj production facilities and circulate report—possibly done by regional UNICEF office

· Establish an importer working group, or ensure representation of importers at IDD task force meetings, in order to strengthen both communication with the private sector, and their involvement.

Policy and Advocacy

· Clarify and gain consensus on the roles and responsibilities for NIPH, MOH sanitary inspectors, MOA and Customs, the Peja Biotech Institute, and the newly forming Kosovo Food Agency.

· Develop long-term strategy for IDD Task Force meetings and role into the future.

Legislation and Regulation

· Standardize the minimum acceptable level of iodine at border (resolving difference between Peja at 10ppm and NIPH at 20ppm).

· Consider developing guidelines for sampling at customs border stations (specifically for single large shipments) if there is ever evidence of inconsistent iodine content within a shipment.  Currently there is no such evidence, and alteration of current sampling methods may not be needed.

· Finalize the iodine legislation (modifications of FRY legislation for Kosovo).

· Clarify consumer labeling requirements, as applicable to salt arriving in packages greater than 10 kg and likely to be repackaged.  Should all market salt for human consumption be labeled as iodized?

· Clarify the use of national IDD logo.  Task force should consider implications of use by importers, including fair and universal access to logo for all importers;  implications for government with regard to logo appearing to ‘verify’ iodine content (but without government’s ability to do that for all packages); use of logo only for government communication, and perhaps poster or ‘dangler’ for retailers selling iodized salt.

Program Monitoring

· Develop integrated data management system for managing data collected at customs (both NIPH and Peja Biotech), through MOH sanitary inspectors, through school salt testing, and from other sources.  

· Review data collection at border sites, and variables reported.  Add variable on package size, and include in report all shipments (both positives and negatives).  Standardize data collection across all border stations, reporting mechanism and responsibility for data management.  Monitor the tonnage entering the country, and the number of ‘new’ importers annually.

· Develop comprehensive list of wholesalers involved with salt (both industrial and table).

· Pilot mechanisms for periodic urinary iodine sampling, and develop long term strategy for both household salt coverage and impact assessment.

Laboratory

· Establish UI lab at NIPH, by providing equipment and reagents.

· Define sampling schedule to ensure samples for lab and to clarify impact.

· Develop clear QA/QC methodology including reference lab sample exchange for UI lab.

Information, Education, Communication and behavior change

· Develop basic minimum strategy for ongoing IEC that can be sustained within the ministry budget.   

· Develop methodology for use of logo, including use of logo for all IEC, distribution of logo to retailers as ‘dangler’, and ultimately, potentially, to have logo on imported packs (see above).

· Develop plan for targeting importers and perhaps retailers with IEC program.

· Refine and evaluate school-based salt testing as educational effort (and for monitoring HH use).

· Review medical and nursing curricula for module for IDD.  Similar review for other education levels.  Develop module if current curriculum does not have one.

Impact Assessment
· Complete secondary review of Micronutrient Survey data to determine median urinary iodine levels for different stratification of the data (age, gender, geographic location, measure of household income, education level…).

· Define strategy for periodic impact assessment, focusing on urinary iodine to determine whether deficiency remains.

· Review school-based program, based on random selection of schools, for education, but also for assessment of household use of iodized salt.  This system could provide annual estimate of household use.  Urinary iodine might also be collected on alternate years.

· Consider use of antenatal clinics for periodic urinary iodine collection to ascertain median levels in population most likely to demonstrate deficiency—through random selection of family clinics in public system

Vitamin A

Issues:

· The micronutrient survey results suggest mild-moderate deficiency in women and children.  However, this level does not intuitively fit with existing knowledge about diet and variety in diet, with anthropometry, with current child mortality estimates, or with the pattern for other deficiencies (i.e. iron).  While there is no reason to suspect that the findings were wrong, or that sample management was problematic, the findings remain curious in light of other information.

· It would be interesting to look more closely at the distribution of low serum retinol.  A note is made that the majority of low retinol in children was in younger children (under 2), which would fit with other distributions.  Further review might help clarify both the magnitude and distribution of the presumed deficiency.

· Based on the MN survey findings, the government did include vitamin A during measles immunization campaign, achieving high coverage.  However, this is not ongoing.  The government is considering vitamin A supplementation as part of the immunization program (EPI plus), which would allow for 2 doses in children under 2 years old.  This may be sufficient to address the deficiency situation here, particularly in the context of increased stability and improving economics for the country.  However, it may be valuable to check the impact of this program to a) check on the earlier findings, and b) help the government decide whether supplementation is likely to be needed over a longer period.  It remains less clear what steps might be taken to address the alleged deficiency in women.  Post-partum supplementation could be considered, although about half of women currently take pre-natal vitamins of various sorts.

Action points to consider:

· Design a one-time protocol for assessing serum retinol in a small sample of children and women following implementation of vitamin A supplementation in children.  If this supplementation is done in one pilot district, consider including a similar district without the supplementation as a way of checking the MN survey results as well as the impact of the supplementation program.  (The hypothesis is that serum retinol will be normal in the supplemented population, and will remain low in a third of the non-supplemented population, as noted in the MN survey.)

· Develop a fact sheet with recommended daily intake for key vitamins and minerals, as a brochure for private clinics, public clinics and population at large—for distribution during antenatal visits.  This would allow mothers to compare what is recommended with the preparation they are using.  The document could stress the key micronutrients.

· Develop IEC promotion for MDs on appropriate pre-natal supplementation, in light of MN findings.  Also consider providing MDs with guide for education of pregnant women on nutrition, including micronutrients.

· Develop monitoring mechanism to ascertain vitamin A supplement coverage (tagged to immunization coverage) and report to NIPH.  This may include use of the existing LQAS method used to assess immunization coverage.

· Develop a mechanism to assess current use of vitamin A & D drops, including assessing coverage and duration of use.  This should help determine their contribution to vitamin A sufficiency for different age groups.

Iron

Issues:

· The MN survey suggests a mild problem with iron deficiency in both women and children.  The general range of deficiency is not so different from other countries in Europe, suggesting reasonable dietary iron intake, and perhaps somewhat reasonable pre-natal supplement use in pregnant women.  More information is needed on the iron/folate status of pregnant women—over half get hemoglobin checked during antenatal visits.

Action points to consider:

· Develop a pre-natal micronutrient information sheet as noted above under vitamin A.

· Consider developing a mechanism to review hemoglobin status among women seen at public facilities for antenatal care—collect database for review.  It may also be possible to gather some further information from a selection of private clinics.

· If hemoglobin is not available as noted above, consider a mechanism for post-partum hemocue testing in small sample (perhaps during first infant immunization visit) to confirm level of deficiency (expected to be mild)

· Review recent DHS results if hemoglobin included.
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Appendix II:  Existing salt quality guidelines

Ministry of Health of Kosovo

National Institute for Public Health of Kosovo - Department of Food Hygiene 

The salt quality requirements / norms

	No.
	Characteristic
	Norms

	1
	Organoleptics
	No smell, 

White or with light nuances 

	2
	NaCl content in 
	Min. 97%



	3
	Humidity
	Max. 3%



	4
	Other primeses
	Non (not allowed) 



	5
	Mineral content which remains non indigestible in HCl
	Max. 0.05%



	6
	In the 20% solution with lacmus
	Neutral



	7
	KJ and NaJ content
	20 – 40 mg / kg



	8
	KJO2 and NaJO2 content 
	34 – 66 mg /kg 



	9
	Granulation
	Min. 90% of salt goes through the separator with wholes of  3mm

	10
	E-536
	Max. 10 mg / kg




Appendix III:  IDD Technical Guideline
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Technical guideline

Iodine deficiency is important public health problem in the world. It is estimated that over than 1.5 billion people in more than 118 countries are facing iodine deficiency while more than 20 million people are developing mental disorders due to iodine deficiency. 

Kosovo is one of the countries that is facing iodine deficiency. Based on the Micro nutrition Status Survey in 2001 half of the school children and reproductive age women had low amount on urinary iodine concentration. Severe cases of iodine deficiency are found at 14% of children surveyed.

Causes of iodine deficiency in organism are many. We will mention some of them such as: goiter, disorders of thyroid gland, mental retardation, cretinism, impairment of reproduction and high infant mortality. All these disorders are affecting the economic and social development of the population. 

The best and easiest way of preventing the iodine deficiency is through the fortification of salt with iodine as essential nutritive element for life.

To ensure enough amount of iodine in Kosovar population diet, as method in preventing the iodine deficiency and based on the international standards and recommendations Kosovo National Institute of Public Health recommends observance of these normative for amount of iodine in salt:

· Concentration of salt iodine in manufactory and entrance border point in Kosovo should be between 20 – 40 mg KJ/kg of salt or between 34 – 66 mg KJO3/kg of salt. 

· Concentration of iodine in salt in sales places and households should be at least 20 mg KJ/kg salt or 34 mg KJO3/kg of salt. 

We are requesting from your institution to respect this technical guideline and to contribute in achievement of the universal salt iodization in Kosovo and through this to prevent disorders caused by iodine deficiency in Kosovo. 
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