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@ Minutes of Discussions

MINUTES OF DISCUSSIONS
BETWEEN JAPANESE ADVISORY TEAM
AND AUTHORITIES CONCERNED OF THE GOVERNMENT OF MONGOLIA
ON JAPANESE TECHNICAL COOPERATION FOR THE PROJECT OF
MATERNAL AND CHILD HEALTH IN MONGOLIA

The Japanese Advisory Team (hereinafter referred to as "the Team") organised by the Japan
International Cooperation Agency (hereinafter referred to as "JICA") and headed by Dr. Eiichi
Nakamura visited Mongolia for the purpose of reviewing the activities of Maternal and Child
Health Project (hereinafter referred to as "the Project") and discussing the further plan for the
promotion of the Project with the authorities concerned of the Government of Mongolia
(hereinafter referred to as "the Mongolian side").

During the stay in Mongolia, the Team exchanged views and had a series of discussions with
the authorities concerned of the government of Mongolia and over the matters concerning the
successful implementation of the Project.

As a result of the discussions, the Team and the Mongolian side agreed upon the matters

referred to in the document attached hereto.

Ulaanbaatar, 23rd June, 1998

(b xT £ — T T

el
Eiichi Nakamura ~ Sh. Enkhbat
Leader Director
Advisory Team Policy Coordination & International
Japan International Cooperation Agency Cooperation Department

Ministry of Health and Sccial Welfare
Japan ‘ Mongolia



ATTACHED DOCUMENTS

1 Joint Coordinating Committee

The Joint Coordinating Committee was opened on 23rd June, 1998 at the Ministry of Health
and Social Welfare (hereinafter referred to as MOHSW) in Ulaanbaatar. The agenda and the
programme were as shown in ANNEX 1.

2 Organisation concerned
Both sides confirmed that the present organisation concerned with the Pro_}ect 1s as shown in
ANNEX 2.

3 Allocation of Counterpart Personnel

Both sides confirmed that the Mongolian side have allocated the counterpart personnel
(hereinafter referred to as C/P) for the project and the curre.ntly assigned three researchers of the
IDD programme shall be fixed for five years.

4 Activity Review of the Project
Both sides confirmed that the activities given in ANNEX 3 and ANNEX 4 have been
performed since the start of the Project.

4-1 Both sides confirmed that the activities have been performed by the EPI team as shown in
ANNEX 3 .

4-2 Both sides confirmed that the activities have been performed by the IDD team as shown in
ANNEX 4.

5 Annual Plan of Operation for Japanese Fiscal Year 1998
Both sides confirmed that the Annual Plan of Operations for the Japanese fiscal year 1998 is
shown in ANNEX 5 and ANNEX 6.

5-1 The EPI activities shall be performed as shown in ANNEX 5.

5-2 The IDD activities shall be performed as shown in ANNEX 6.
‘Both sides agreed to add the market survey of salt in Mongolia to the planned activities in

ANNEX 6.



5-3 Despatch of Japanese experts in Japanese Fiscal Year 1998

The Team stated that the Japanese side would consider to despatch the following experts
within the budget appropriation of the Government of Japan. The time and duration of the Short-
term experts need to be discussed further.

(1) Long-term experts
Chief Adviser/Expert on EPI
Project Coordinator/Expert on Information, Education, Communication.
Expert on IDD ‘
(2) Short-term experts
IDD
EPI
~ Paediatric Infectious Disease
Laboratory technologies

5-4 Training of Mongolian Counterpart Personnel in Japan for Japanese Fiscal Year 1998

The Team stated that the Japanese side would consider to accept two (2) C/P in Japan in the
field of virus laboratory technologies and EPI field.

5-5 Major Equipment to be provided for Japanese fiscal year 1998.

The Team stated that the Japanese side would consider the input of equipment necessary to
the achievement of the Project. The details of the equipment shall be discussed further by the
long-term experts and the Mongolian side.

5-6 Supply Assistance
The Team stated that the the supply of equipment tha had been planned shall be accelerated.

6  Five Year Plan of the Project

Both sides confirmed that the five year plan of the project is being prepared. Especially the
Team greatly appreciated the intensive effort of the planning process and the draft of five year plan
with detailed annual financial and supply plan. The Team welcomes submission of the official
request concerned after closer consultation between both sides based on the five year plan.

6-1 The Project Design Matrix of EPI field

Both sides confirmed that the Project Design Matrix (hereinafter referred as PDM) for the
EPI activities is amended by the both sides. The revised PDM is shown in ANNEX 7.

N



6-2 Five Year Plan of Activities of EPI

The Mongolian side proposed the Five Year Plan of Activities (shown in ANNEX 8) and the
Team commented that the sustainability during and after the Project should be considered.

In the presentation the Mongolian side emphasised the necessity of the measures against
Hepatitis B morbidity and mortality. The Team understood the present situation and commmented
that the Team would take it into consideration.

6-3 Master Plan for IDD Project Activities

Both sides confirmed that the Master Plan for IDD project activities is being prepared as
shown in ANNEX 9.

6-4 Five Year Budget Allocation of the Project

The Mongolian side requested the Team to indicate five year budget allocation of the Project.
The Team answered that a rough idea could be indicated as shown in ANNEX 10, although that
the budget for activities was based upon the specific yearly request made by the Project.

7 Coordination with UNICEF and WHO _

Both sides agreed to work more closely with UNICEF and WHO for planning the activities,
organizing the Joint Coordinating Committee regularly.

Both sides understand the success of IDD programme should become a breakthough in
accelerating broader micronutrient initiatives. The Project shall coordinate in the Information,
Education and Communication (hereinafter referred as IEC) activities within the context of
broader MCH and nutrition programme.

Both sides understood the Project and WHO Mongolia wili closely collaborate with the
regional office of WHO (WPRO) for advocacy, recruitment of technical expertise and coordination
for specified and training plan.

8 Comments by WHO and UNICEF

WHO emphasised the necessity of the improvement of clinical and laboratory diagnosis and
stated that they would provide the support for that purpose. Also it mentioned the necessity of
measures against Hepatitis B and Meningococcal meningitis. Lastly it again emphasised the
necessity of continuous coordination of the joining parties.

UNICEF appreciated that the relationship among joining parties is well established. It
welcomed and emphasised the importance of the five year master plan made as the Integral
National Programme, also emphasising the sustainability of projects and a focus on local level.

9 Gratitude to the People of Chiba Prefecture

The Mongolian side expressed itssincere gratitude to the people of Chiba Prefecture for five
year's donation of iodine.

7.
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ANNEX 1

Joint Coordinating Committee on the Japanese Technical Cooperation for The
Maternal and Child Health Project

23 June 1998

AGENDA
Organisation and Personnel Allocation
Review of the Project: October 1997 - May 1998
Plan of the Project Activities: June 1998 -
Collaboration with UNICEF and WHO

AW N =

PROGRAMME

10:00 - 10:10  Opening
Address by the chairperson Dr. Enkhbat
Director, Division of Policy Coordination
and External Relations, MOHSW
Remarks by the visiting JICA team  Dr. E. Nakamura
Leader of the Mission
10:10- 10:15  Overview of the JICA MCH Project  Dr. H.lio, Chief advisor
10:15-10:55  Presentation by Project Managers and JICA Experts

EPI Programme Dr. Narangerel

Dr. Ito
IDD Programme Dr. Battumur
Ms. Yamada
Coordinator Mr.Kawanaka

10:55-11:10  Plan of the Project Activities JICA Experts
11:10- 11:20  Coordination with UNICEF and WHO Chief Adviser
11:20-11:40  Comments by UNICEF and WHO

UNICEF
WHO

11:40- 11:50  Discussion

11:50- 12:00  Signing on the Minutes

12:00- 12:05  Closing by the chairperson Dr. Sh Enkhbat

4



Organization Concerned

WHO Embassy of
Japan
Ministry of Health and Social Welfare ;
UNICEF (MOHSW) JICA Mongolia
Office
Policy Coordination and International
I Cooperation Department (PCICD)
Project Officer (s) Director of PCICD Project Director Expert (EPI) Chief Advisor
Consultants Officer (Ntnl EPI' Manager, CDC) of PCICD | Project Manager (EPT) Expert (IDD) -
Officer (IDD, Nutrition) of PCICD Project Manager (IDD) Expert (IEC) Project Coordinator
] Short-term Experts
Joint Coordinating Committee
I
Infectious of Disease Research Center (IDRC) | Public Health Institute (PHI)
i Director
Lab section Staustics (EPI) Section EPI team for UB City Viruz Lab (Polio Lab, {IDD Lab (Analytical |Eptdemiological Research
Director, Dty Director Tissue Culture Lab, |Biochemical Lab) Section of the Endemic
other facilities) Disease Control
Officer(3): EPI, Logistics, |EPI Manager of UB City (1) Technicians (2) Researchers (3)
Disease Surveillance
\
N

¢ XdNNV



ANNEX 3
Activity review of EPI

1. Monitoring and hearing on EPI routine work

1) Uvurkhangai aimag
Hearing on vaccine procurement through UB-aimag-sum.
Monitoring on cold chain at aimag and sum level
Joined in a vaccination trip to remote areas
Visit to the aimag hospital laboratory

2) Domod aimag
Hearing from sum doctors on constraints in vaccination
practice. '
Observation of vaccination room in a district health
centre.
Visit to cold rooms: aimag centre and a sum
Discussion with the director of the health centre on the
incidence and problems of EPI targeted diseases.

2. Monitoring on NID
1) UB
2) Arkbangai aimag

3. Atended to seminars

1) UB: Seminar on AFP and Cold chain

2) Dornod aimag: EPI/AFP seminar Monitored sum doctors'
understanding

3) WHO SNID seminar(UB and Arkhangai aimag) lecture on social
mobilization '

4. Discussion with C/P and a WPRO polio expert on the present
situation and improvement of virus laboratory.

5. Making out five years master plan

Because of the initial stage and seasonal activity limitation, these 8 months have been mainly
utilised for hearing and discussion on the present situations and finding out activity targets.

The following problems were found;

1. Cold chain

2. Infrastructure

3. Access to baghs from sums

4. Vaccine wastage(total dose rather than cost)

5. Rather complicated measures against drop-out cases
6. Hepatitis

7. Clinical diagnosis of home doctors

8. Laboratory diagnosis

The present immunisation coverage will be sustained when these problems are solved. The /
o

total cost for running and budget allotment should be confirmed. @7 /



ANNEX 4
Activity review of IDD
1. Participation to seminars
1)  Seminar for the iodized salt industry, Ulaanbaatar
Collected information about production condition of iodized salt and implementation

and results of quality control for iodized salt.

2)  Seminar for the local government officials, Erdenet

2. Studies for IDD status

1) Study of salt intake in Ulaanbaatar.
Urinary examination of totaled 316 persons of both sexes (15-44 years of age) was
conducted on January. The average intake was 11 g for the women and 13 g for the men.

2) Study of non-users of iodized salt in Yarmag, Ulaanbaatar, and Uvurkhangai.

Children who bave never used iodized salt participated to the study. They were
examined by blood, urine, salt at home, water at home, and their mothers answered to a
questionnaire about their knowledge, attitudes, and practices (KAP) on IDD and iodized

salt.
3) Study for habitants in Uvurkhangai.

Children, pregnant women, neonatal babies and mothers participated to the study from

March to May. The contents of the study were blood, urine, salt and water at home, height,
weight,and women answered to the KAP questionnaire.

3. Development of Survey manual and video
1) Survey manual for the survey personnel

2) Video of survey procedure

4. Making the Master Plan of the Project
Since January, the IDD team has discussed about the strategies of the Project for the
IDD elimination. The team submitted a master plan of the project including the activities of

1998, the plans for the five years, budget allocation, and so forth.



ANNEX 5

Activity Plan for EPI in 1998-1999

la(3a3b) Disease definition seminar for EPI targeted diseases in UB city home doctors
The same course in some aimags for Sum doctors
Uvurkhangai, Domod, Hovd, Arkhangai etc.

Vaccination basic seminars for home doctors and felchers in UB and in some aimags.

1b Check up and improvement of laboratory diagnostic technologies
by short term experts from Japan.
2 Monitoning cold chain equipments
3c Advocacy seminars for local government staff in some Aimags.
3d KAP seminars for parents for UB city and Arvaikheer (Uvurkhangai)
3abed Making posters and broshures for EPI advocacy.

4 Consultation with the central team about the establishment of Monitoring System.

The numbers referred are the numbers of ACTIVITIES in the PDM.



Matrix of the activity plans in 1998, the MOHSW/JICA Project IDD Program

Activity Purposes Period (planned) Venue Implementation
1. Establishment of the central | To perform reliable biochemical examination to assess IDD status. From Jan, 1998. PHI, laboratory The equipment will
laboratory : arrive on July, 1998.

2. Assessment of salt intake

To assess salt intake among adult (man and women) in order to
evaluate the current iodine content in salt.

01/23-98-1/28/98
(Examination.:
Jan.-Apr)

Six districts,
Ulaanbaatar

Compleied. The
report is submitted.

3. IDD status study of non-
user of iodized salt

To estimate IDD status of children before iodized salt was introduced.

02/10/98-02/13/98

Yarmag, Haan
Uul, Ulaanbaatar

No examination is
available.

4. Development of Survey
Manual and Video

To enhance understanding of survey staff about the study procedure
and techniques.

02/11/98-03/20/98,
Revised on April

Ulaanbaatar

Completed.

5. IDD status
Uvurkhangai Aimag

study in

To assess IDD status of people in Uvurkhangai as baseline data (four
target populations).

03/23/98-05-08/98

Uvurkhangai

No examination is
available.

6. IDD status study of non-
user of iodized salt

To estimate IDD status of children before iodized salt was introduced,
at salt producing areas.

05/11/98-05/16/98

Sant & Bayan
Ondor,

No examination is
available.

Uvurkhangai
7.Community participation | To enhance community involvement to the IDD program by adopting | From June, 1958, Uyanga, Sant, { Preparing.
activities in Uvurkhangai appropriate approach to their own areas (operational research). Targt in
Uvurkhangai.

8. National Seminar on IDD To increase awareness of politicians, governmental officers, medical | Five days on July, | Ulaanbaatar Preparing.

personnel on IDD with updated information. 1998

To facilitate the participants’ contribution to IDD elimination and

other micro-nutrients problems,
9. IDD status study in Uyanga, | To assess IDD status of chiidren in IDD endemic area. September, 1998 Uyanga, Planned.
Uvurkhangai Uvurkhangai
10. IDD status study in Huvd | To assess IDD status of people in Huvd Aimag as baseline data. October, 1998 Huvd Planped.
Aimag
t1. IDD status study in | To assess IDD status of people in Dornod Aimag as baseline data. November, 1998 Dorned Planned.
Dornod.
12. Development of | To disseminate correct knowledge about IDD to target population. October-December, | Ulaanbaatar Planned.
educational materials To facilitate training/workshop. 1998
13. Seminar for medical | To involve more actively family doctors and obstetricians to the IDD January, 1999 Ulaanbaatar Planned.
personnel program.
14. Workshop for health | To empower community participation to the IDD program. February, 1999 Ulaanbaatar Planned.
volunteers

~,

9 XHNNV



NARRATIVE SUMMARY

OBJECTIVE VERIFIABLE INDICATORS

MEANS OF VERIFICATION

IMPORTANT ASSUMPTION

OVERALL GOAL
To promote maternal and child health in Mongolia

Reduction of the perinatal mortality rate
Reduction of the IMR and USMR

National Report

PURPOSE

1. To increase immunization coverage up to 95%
2. To decrease morbidity in EPI targeted diseases
3. To increase self-sufficiency in provision for EPI

1. Immunization coverage rate
2. Incidence of EPI targeted deseases
3. National Budget aliocation for EPI

Nationa! Report

The Government of Mongolia keeps its
policy for EPI

OUTPUT

1. Reliable active epidemiclogic surveillance system is
established at Sum and Bagh level

2. Reliable cold chain is established

3. Social understanding for vaccination is enhanced

4. Monitoring and evaluation system is established

1. Active surveillance or auditing by the ceatral team

2. Cold chain equipment is fuily equipped

3. Budget allocation by the local government is secured
4. Numbers of report from local centres

1. Aimag report
2, National report

1. Support from UNICEF andfor WHO
is properly utilised

2. Staff in charge of EPI is fixed

3. Budgeting on EPI programime is
secured

ACTIVITIES

la, Epidemiological survey for EPI targeied diseases
1b. To strengthen clinical diagnostic reliability

lc. To strengthen laboratory diagnostic reliability

2. To improve cold chain system

3a. Training {or doctors

3b. Training for other medical staff
3c. Advocacy for local government
3d. KAP promotion for parents

4. To strengthen local monitoring and evaluation system by

the central team

INPUT

{Japanese Side)

1. Dispatch of experts for training and consultancy
2. Provision of machinery and equipment

3. Training of Mongolian personnels in Japan

(Mongolian Side)

1. Arrangement of counterpart personnels

2. Provision of facilities for the project

3. Expenditure of local cost of the project

4. Establishing a joint coordinating committee

1. Necessary fields for Japanese experts
input is agreed upon
2. Suitable trainees are selected

A
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ANNEX 8

EPI IN MONGOLIA

1. COUNTRY SITUATION

Mongolia EPI has been ackhowledged for its major achievement of National
Immunization Programme Goals of Immunization coverage rates greater than §0%
for all EPI vaccines by one year of age since 1995. Behind the high acchievements,
lies the strong political commitment of the Government of the Government of
Mongolia and concerted efforts between government and International agencies
such as WHO, UNICEF and JICA. By the 1996, the coverage rates were for BCG-
91.6%, OPV3- 89.6%, DPT- 89.3%, measles 88.0%, and HBV3-88.0%. For 1997 the
following coverage rates of routine immunization had been achieved 96.4% for
BCG, 92.5% for OPV3, 90,6% for measles vaccine.

Mongoila has no case of polio reported since 1994 and no measles death has
been reprted since 1993. Vaccine preventable diseases incidences have been
decreased last 2 years as a result of high routine immunization coverage and
intensive NID campagn activities for various population groups on specific targeted
diseases. In May, 1996 the Ministry of Health (MOH) conducted National
Immunization Campaign with measles vaccine for all children aged 9 months to 11
years through the country with support from WHO. The coverage achieved was
over 90%. As a result of large scale mass immunization campaign in May, 1996
measles cases have significantly decreased from 119 cases just 2 cases for the 1997.
In collaboration with WHO, MOH conducted Td vaccination campaign for adults
16-40 years in November and December, 1995. The incidence of disease decreased
from 0.56\10.000 population in 1995 to 0.2/ 10.000 in 1996. Surveillance data show
that the epidemic has been controlled due to timely intervention with very large
scale mass diphtheria immunization.

A major cold chain rehabilitation programme has been successfully
implemented and 34 % out of the 392 sums' old house refrigerators have been
replaced with new long-range Iceland refrigerators MK-74 in collaboration with
WHO, UNICEF and JICA. Total of new refregerators 25 for aimag level and 135
for sum level. Also one hundred " Honda" electric generators were provided by
JICA for remote sums in 1997.

During the EPI implementation period vaccine preventable disease
surveillance system has been strengthened through training and workshops. The
specialist of national and Ulaanbaatar institutes, aimag centre EPI units and sum
vaccinators and doctors from 21 aimags were trained EPI Logistics and Cold Chain
in 1996 and 1997. A new system of active surveillance was commenced in January
1996, with weekly zero reporting from every aimag for measles, diphtheria, tetanus,
meningococcal meningitis and acute flaccid paralysis. Also increased public
awareness of the importance of universal childhood immunization has been

-observed such as parents self-seeking vaccination for their children rather than only
responding to traditional for vaccines.
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2. NATIONAL TARGETS

1. Increase immunization coverage to 95% with communities active
involvement.

2. To reduce morbidity and mortality of hepatitis, tuberculosis and
diphtheria. '

3. All sums supplied with required cold chain equipment.
4. Active surveillance system of EPI target diseases established sum and bag

5. All aimags laboratory adequately equipped to support active surveillance
activities.

3. EVALUATION

- As an impact of successful EPI programm the immunization coverage rates
have been increased by 4-6% for each EPI vaccine since 1995.

- 34% out of the 392 sums' old house refrigerators have been replaced with
new long-range iceland refrigerators MK-74.

- Vaccine preventable diseases incidences have been decreased.

- The guidelines om Cold chain maintenance and logistics has been revised
and was issued under the Health Minister's order in 1997.

- The disease surveillance system has been strengthened through trainig
workshops and established of a weelky 0 reporting system from aimag center to

IDC
- Two vehicles supplied for vaccine transportation and surveillance activities

for Govi - Altai and Orkhan aimags.

- Active surveillance system of AFP was established. In 1997, a total of 18
cases of AFP were reported in nation wide.

4. CONSTRAINTS

- lack of cold chain equipment at sum and bag level.
- Lack of knowledge of rural medical personnel on EPI.
- No regular monitoring system at local level.

- Weak active surveillance for EPI target diseases at sum and bag level

- lack of laboratory faclities for EPI target diseases %



5. 2000-2001 PRODUCTS

- Eradication of measles.

- Reduction of morbidity and mortality from hepatitis B, tuberculosis and
diphtheria.

- Improvement of laboratory diagnostic tecnology for EPI target diseases at
aimag level

6. TARGETS
By 2001,

l.Increase immunization coverage to 95 with communities active
-involment.

2. T o acieve vaccine self-reliance sufficiency
3. To eradicate measles
4. Active surveillance of EPI target diseases established at bag level.

4. All sum hospital supplied with required new cold chain equipment

7. PROJECTION FOR 20003-2006

1. Collabration will continue for reduction of EPI target diseases and for
achiement of diphtheria eliminition

2. Collaboration will continue in improvement of cold chain logistics
systems

{
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Activities of the project

Draft
ITEM By year
1998 1999 2000 2001 2002
» To conduct supplementary NIDs SNIDs for OPV SNIDs NIDs for Mcasles SNIDs SNIDs
and meningococcal
meningitis .
» To introduce active surveillance system at| Establish active Establish active | Establish computer Establish Strengthen active

Immunization coverage

and bag leve]

in central level

in sum level

2 sum and bag level surveillance system surveillance network system in | computer network diseases
= for EPI target system for EPI central level system m sum surveillance
°:’ diseases at sum target diseases at level
§ L level bag level
v | ¢ To strengthen laboratory facilities for EPI Supply lab Supply reagents | Supply lab reagents Continue to Continue to
§ target diseases reagents and kits | and equipment for | and kits for aimag support support
2 for central National Polio laboratory laboratory laboratory
_ laboratory Lab facilities facilities
¢ To conduct epidemiological research Double check Conduct polic Conduct case Conduct case Conduct case
active surveillance certification control study control study control study
by direct visit Teview ‘
¢ To increase immunization coverage to 95 % | Establish reporting Establish Involve Involve To conduct
‘ system for non reporting system immunization immunization survey on
registered children | for non registered coverage in coverage in immunization
in central level children in sum | computer network | computer network coverage

on immunization
for health center
doctors

workshop on
immunization {or
aimag doctors

on immunization
for sum and bag
doctors

workshop on
immunization

e« To develop new program on immunization | Cenduct survey Develop Introduce new Implement new Impleiment new
at sum and bag level " programme immunization immunization immunization
programme programme programme
| « "To conduct training on immunization Conduct workshop Conduct Conduct workshop Conduct Conduct

workshop on
immunization




~Supply 20 Honda

! To supply cold chain equipment Supply 100 Honda | Supply 70 Honda | Supply 30 Honda Supply 40
! generator and 90 generator and 60 generator and 40 generator and 30 | refrigerator 30
1 refrigerator for refrigerator for refrigerator refrigerator and | cold box
aimag and som aimag and som 35 cold box
£ To supply car and motorcycle for vaccine | Supply 16 Russian | Supply 5 cars and Supply 25 Supply 15 Supply 2 cars and
% transportation and diseases surveillance jeeps for the aimag | 40 motorcycles motorcycles motorcycles 15 motorcycles
- .
8 To introduce backup system for cold chain Make registration Conduct Involve cold chain
of cold chain workshop on cold equipment
equipment chain logistic for requirement in
aimag doctors computer network
. in central level
To conduct training on disease surveillance | Conduct workshop Conduct Conduct workshop Conduct Conduct
j and social mobilization for the doctors and for 6 aimags workshop for 8 for 6 aimags and 7 workshop for 5 workshop for 6
nurses aimags and & health centers aimags aimags and health
s health centers centers
E To develop and print training materials for Print 3 kind of Develop and print | Develop and print | Develop and print | Develop and print
= doctors, parents and volunteers training materials | training materials | training materials | training materials training materials
= for parents on cold chain on immunization on disease
surveillance
To conduct training for the mothers Conduct training | Conduct training | Conduct training | Conduct training
for 12000 mothers | for 20000 mothers 20000 maothers 30000 mothers
S 5 To supply 6 vaccines
Bl .
sz To supply syringes and needles for BCG 179899ps 155673ps 157923 162423ps
e To  conduct monitoring on  EPI Conduct Conduct - Conduct Conduct Conduct
E implementation monitoring survey | monitoring survey | monitoring survey monitoring monitoring
= for § aimags for 7 aimags for 7 aimags survey for 7 survey for 7
§ aimags aimags

SN




ANNEX 9

Summary

1. National Program on IDD
The purpose of the National IDD Program is to set up a system to provide people of Mongolia
with iodized salt regularly, to identify ways to eliminate IDD by the year 2000, and to improve
community participation in this activity.
The Program will be implemented up to the year 2001 in the following three phases:

1. Initial phase of overall iodization in accordance with IDD prevalence: 1995-1996.

2. Overall iodization activities: 1997-1998.

3. IDD elimination phase: 1999-2001.
The government pledged the salt iodization in 1995.

2. IDD prevalence
The government of Mongolia conducted a nationwide goiter study in 14 Aimags and three cities

between 1993 and 1995 in coliaboration with UNICEF.

Table 1. Results of the goiter survey in 1993-1995.

Children (7-14 Yr) Women

Goiter rate (average) 28.0% . 312%
Range 6.0 —-55.6% - 3.6-56.8%.

Number of participants 36,836 10,900

3. Todized salt coverage
According to data collected from the salt industry and the custom office in 1996, 2,620 tons

(51%) of salt out of 5,161 tons were identified as iodized. The majority of iodized salt has been scld
in the capital city. There are no data about the amount of salt from local salt deposits. From results of
a salt intake study in Ulaanbaatar in 1997, it is roughly estimated that the annual national human

consumption of salt is 8,000 to 9,000 tons.

4. Results of the study of IDD status in Ulaanbaatar
The government of Mongolia, JICA, The University of Tokyo, and UNICEF Mongolia Office
conducted the studies regarding [DD status in Ulaanbaatar within one year after introducing iodized
salt. The results suggested: 1) IDD was being reduced by salt iodization because the median value of
urinary iodine of the school children was more than 100 pg/L, and over 70% of their home salt was

adequately iodized; and 2) the people were well aware of IDD and iodized salt and they obtained the

@/ﬁ

information mainly by television and radio.



5. Overview of five-years activities of the MOHSW/JICA Project

Since Ulaanbaatar has been eliminating IDD by salt iodization, the Project has to expand and

focus on the rest of the country. Therefore, the Project will:

® assess the progress of the National IDD Program in Aimags in its first phase (1997-
1999).

® make an operational research plan for identifying ways to iodize salt produced locally
or alternatives, and the results will be applied to rural areas from 1998 to 1999,

® improve the IDD status of Aimags through community mobilization from 1999

through 2000.
During the second phase (1999-2001), the Project will continue its efforts to achieve the

National Goal by year 2001 and to maintain the elimination level beyond year 2001. In addition
to the IDD program, other micro-nutrients malnutrition problems will be the second target of
the MOHSW/JICA Project.
® The national surveillance system needs to be affordable and practical in this country.
Collecting only urinary specimens and salt samples from Aimags and examining these
at the central laboratory is one of the possible choices. .
The third and last phase (2001-2002) of the Project will concentrate on strengthening the
sustainability of the nutrition programs. By September, 2002, the overall evaluation of the Project

will be done and the Project will be ended.

6 Recommended programs (1998)
6.1 Goal and objectives
6.1.1  Goal of the project
To promote mother and child health in Mongolia by elimination of IDD,
6.1.2  Project objectives
To eliminate IDD in all of Mongolia by the year 2000.

To maintain the IDD elimination program beyond the year 2000.

7. Target population and pilot areas for the Project
The project targets the entire population of Mongolia for IDD elimination; however, women of
reproductive age and children under 15 years of age are the first priority. The Project has its two

pilot areas according to severity of IDD and accessibility: Ulaanbaatar and Uvurkhangai Aimag.

8. Activities of 1998
The two objectives during the first year of the MOHSW/JICA Project are tc : (1) establish an

IDD surveillance system and (2) work with local community groups to eliminate IDD outside %




capital city. The first objective will include enhancing the capacity of the Mongolian counterparts by
offering additional training on establishing, conducting and maintaining surveillance systems. The
second objective is to enhance peoples active participation in IDD elimination.

This year, a total of 14 programs were proposed, and by June 1998, five programs had been
carried out. The Naﬁonal Seminar/Workshop on IDD is planned to be held in July. The details are

attached in Annex 11.

9. Surveillance and monitoring system
Establishment and maintenance of a surveillance system are essential for monitoring and

evaluation of the IDD program. The surveillance system must have : 1) reliable laboratories at the
central level; 2) well trained manpower to conduct surveys and trained local personnel; and 3) an

accurate reporting system from regions to the central government, in order to follow the progress of

the IDD program.

10. Training/Seminar/Workshop
Several training are needed for successful implementation of the program. Training for multi-
disciplinary activities include t following:
® Training for the central surveillance team by the JICA experts: trainers training for program
planning and implementation, technical training for the laboratory technicians.
® Training for local surveillance teams by the central team. »
® Training for community participation with target groups such as medical personnel, health
volunteers, community leaders, teachers, and so forth

Seminar for the politicians, local authorities, the lay public, and medical personnel including

the Medical University faculty.

11. Commurity mobilization _
The Project will assist the current activities of the MOHSW and UNICEF Mongoiia Office for

information dissemination, such as publication of the IDD Newsletter. The Project will also develop
some educational materials such as booklets, leaflets, flip charts, video programs and utilize those

materials to enhance community participation activities.

12. Monitoring system
With regard to the monitoring of the program, the program must include mandatory periodic
assessment of results and public reporting. In order to establish successful monitoring systern, the

MOHSW/JICA project will contribute to staff training, establishment of a taboratory, and reporting

system support. Indicators for monitoring are: 1) iodized salt distribution, 2) levels of iodine contV//



in salt at the production and household levels, 3) urinary iodine level, 4) goiter rate, determined
either by palpation or by echogram, and 5) TSH. All of these indicators are used to monitor
elimination of IDD and it may be used singly or in combination. At the post-elimination phase, a

cost effective monitoring program should be designed with appropriate advice and resources.

13. Evaluation of the MOHSW/JICA Project
In order to evaluate the success of the MOHSW/JICA Project, we have set five goals that

should be obtained or exceeded by the end of 2001. They are the following:

1. A goiter rate among children under 15 years of less than 10 %.

2. Median values of urinary iodine among children under 15 years and women of reproductive age

of more than 100 pg /1.
3. Laboratory: a) Results of biochemical tests done in Mongolia should correlate with tests
conducted in a referral laboratory in Japan (> 95 % correlation).

b) Completing examinations of all collected specimens.

4. lodized salt: More than 95 % of iodized salt at the household level containing 20-50 PPM of
iodine.

5. KAP: More than 90 % of the population knowledgeable about IDD and iodized salt.

14. Budget for the Project implementation (five-years)

The estimated budget for the activity for five-years is attached.

- 29—



ANNEX 10

1996-97 1998 1999 2000 2001 Sub—total

Activity ¥ 3,318,000 ¥ 8,696,000 ¥ 12,014,000
Training

Supply Assistance ¥ 15,972,180 % 20,000,000 ¥ 20,000,000 3 20,000,000 3 20,000,000 ¥ 95,972,180
Supply Assistance (Expert) ¥ 2,938,916 ¥ 2,444,604 ¥ 5,383,520
Medical Supply ¥ 12,617,387 ¥ - ¥ s i - ¥ - ¥ 12,617,387
Infectious Disease Supply % 78,074,700 ¥ 57,000,000 ¥ 26,400,000 3 13,200,000 3 - ¥ 174,674,700
Total ¥112,921,183 ¥ 88,140,604 * 46,400,000 ¥ 33,200,000 3 20,000,000 % 300,661,787




@ Survey on side effects of DTP vaccines produced by Serum Institute of India

SURVEY ON SIDE EFFECTS OF DTP VACCINES
PRODUCED BY SERUM INSTITUTE OF INDIA

Background

The Government of Japan started the provision of the EPI vaccines through
UNICEF in 1996, since when DTP, DT, measles vaccines manufactured in India
(Serum Institute of India LTD.) have been provided. After the introduction of
Indian vaccines, home doctors who are responsible to the vaccination in their
district have received many complaints from parents or other caregivers of their
side effects. On this background we made a survey by the help of 490 home
doctors on the side effects of DTP against which those complaints were the most
frequent.

Materials and Methods
Subjects

We investigated 2349 children who received DTP vaccination from December
1997 to March 1998 in Ulaanbaatar urban area.

Out of those 2349; 599 (25.5%) were after 1st shot
618 (26.3%) were after 2nd shot
644 (27.4%) were after 3rd shot
488 (20.8%) were after the booster shot

Methods
This survey was carried out from 15th March to 15th April 1998 by interviewing

every mother of the children who received the DTP vaccination during the above-
mentioned period. All the mothers answered to the interview.



Vaccines

The injected vaccines were manufactured by Serum Institute of India and from
the following lot numbers with the attached manufactured data and expiry data;

E-39625-B: 20 dose vials with the expiry data April 1998
manufactured in May 1996
shipped from India on 9th March 1996
received in Mongolia on 17th March 1996

E-39619-F: 10 dose vials with the expiry data January 1998
manufactured in February 1996
shipped from India on 18th September 1996
received in Mongolia on 28th September 1996

E-39741-C: 10 dose vials with the expiry data May 1999
manufactured in June 1997
shipped from India on 21th November 1996
received in Mongolia on 1st December 1996

All the injections were given with the same precautions and procedures as the
home doctors or the vaccination nurses had followed since long. Injection sites
were either the outer side of thighs or the outer upper part of buttocks which are
recommended as safe sites of injection for children.

Results
1065 (45.3%) children had fever (including mother's hand measuring; but when
measured by thermometers the fever was mostly between 37.0C and 38.5C,
sometimes up to 39.0C), 935 (39.8%) children had reddening and/or severe pain
(including protracted inconsolable crying) at the injected site, 675 (28.7%)
children had local swelling and 439(18.7%) children had induration.

Out 0f 2349 children 42% were without any symptoms.

Out of those who had adverse reactions 3 children had febrile convulsion and 40-
42 were admitted for relief of the symptoms.



We could not observe any serious adverse reactions such as neurological
sequelae or death.

Discussions

Recent reports say that the main contributor to the adverse reactions of DTP
vaccine is pertussis component, especially when the pertussis vaccine is a whole
cell type, which is still dominant all over the world except Japan and some parts
of Europe and the U. S.

One report from Japan, where the acellular type of pertussis vaccine is exclusively
utilized and therefore less frequent adverse reactions are expected, says that they
observed 10-30% of adverse reactions after the first shot and 30-50% after the
second and the third shot.

Although there are in this report some weak points needing further
investigation, i.e. the definition and the method of temperature measurement,
and the broken down rate by the number of the shots, and the recalling type of
interviewing itself, it seems as if this vaccine caused rather high rate of adverse
reactions compared other vaccines. According to the observation by the EPI team
including Japanese expert the procedures followed by the vaccinators are not
with any room for improvement. Therefore the reactions should not be ascribed
to the Procedures.

We must take the worries by the parents and other caregivers against these
reactions into consideration, which can lead to unnecessary evasion of whole
vaccination, especially in Mongolia where most of the mothers are educated and
communication among mothers are well established. The effort to reduce the
adverse reactions is essential.
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Summary
Goals:

To estimate salt intake of the populiation of Ulaanbaatar.
To evaluate the current iodine content in salt (baseline estimation).

To determine change of people's practice regarding iodized salt using.

Methods:

A total of 328 persons (15 to 44 years of age) living in Ulaanbaatar participated in this study,
which was conducted from January 23 through 28, 1998.

A short questionnaire was administrated and three second-moming urine samples, taken on
three consecutive days, were collected from each of the participants. The urine specimens were
examined at National Hospital Number One for sodium and creatinine excretion level. Prior to
the implementation of the laboratory work at National Hospital Number One, a quality control

with Juntendo University in Japan was done and the results were satisfactory.

Results:

The mean and standard deviation of salt intake was 10.96 g + 3.29 for women and 13.20 g
+ 3.28 for men.

There was a reverse correlation between salt intake and number of cups of salty drinks
among the women. A fourth of the participants thought their salt intake increased in winter.

Rate of exclusive users of iodized salt was 67.7 %, while those who had never used
iodized salt was 1.0 %. Other participants used iodized salt occasionally or together with
common salt. These figures were similar to those of the study that was carried out on April,
1997. More than a half of those responding said they used more salt after they started using

iodized salt. This is also in accordance with the results of the previous study.

Conclusions:

The current recommended iodine content in salt (20 PPM) at the household level does not
need to be changed if one locks only at the mean of salt intake. However, we believe that the
appropriate iodine level should be 20-50 PPM at the household level in order to provide
sufficient and safe iodine to the majority of the people. This is based on the followings: (1)
although it was recommended that iodine content in salt be at 20 PPM at the household level,
in reality this level is often exceeded; and (2) a suggested range for iodine content (20-50
PPM) is more practical. There should be careful quality control measures put into place to
confirm iodine content in salt remains within this range at households. Levels of iodine of

more than 50 PPM can be dangerous to consumers.



People' attitudes and practices were not changed since April, 1997: 1) about 70 % used
only iodized salt, 2) more than a half of them said they used more amount of salt than
common salt when they used iodized salt. Therefore, it is important to promote exclusive
use of iodized salt and to inform the public that they do not have to consume more salt
after switching from common to iodize;l salt.

There are no data about whether those who use iodized salt and common salt together

receive sufficient iodine to prevent IDD. It is necessary to clarify this matter.



1. Introduction

There have been three documents that refer to about salt intake in Mongolia' 2 >,
In 1996 UNICEF reported that the average intake was five grams'. They calculated this
by measuring the volume of national salt flow and population size. A UNICEF
consultant, invited to Mongolia to initiate a national salt iodization program, estimated
that salt intake per person was eight grams, and then set iodine content in salt as 30
PPM for retail packing at factory level in order to provide 20 PPM to households?. In
1996, the Ministry of Health and Social Welfare, Mongolia and the University of
Tokyo, Japan, conducted a survey to obtain data by measuring household salt
consumption®’. Their report showed that non-pregnant women were estimated to
consume 8.33 g a day and pregnant women, 10.1 g a day. For men living in households
with the non-pregnant women, their daily consumption level was 12.44 g; men in
households with pregnant women consumed 14.26 g a day.

In order to evaluate if the current iodine content in salt is sufficient, we must have
more accurate measurements of salt intake. It is broadly accepted that urinary excretion
of sodium is a good marker of estimating salt intake in individuals. At the end of 1997,
laboratory examination for estimating salt intake became available after completing
quality control between the laboratory of the Medical University in the National
Hospital Number 1, Mongolia, and a laboratory of the Juntendo University, Tokyo.
This 1s a report of a study to estimate salt intake from volumes of urinary excretion of

sodium and creatinine among the residents in Ulaanbaatar.

2. Objectives

There were three major goals of this study:
1. To obtain an accurate estimation of salt intake among inhabitants of Ulaanbaatar.
2. To make recommendations about the iodine content added to salt, based on the
current salt intake of the population.
3. To determine the level of change of people's practices regarding their use of iodized
salt from 1996 to 1998.

" UNICEF, Nutrition Section, Progress towards universal salt iodization, 1994,

?S. Mukejee, Standard and measure for quality control monitoring of iodized salt in Mongolia,
UNICEF/UNIDO, 1995.

* National Nutrition Research Center, Mongolia, and the University of Tokyo, Japan,. Final report
of the iodine deficiency disorders research in Ulaanbaatar, Mongolia in 1996, 1997.



3. Methods
3.1 Target population and sampling method
Residents in six districts in Ulaanbaatar (Haan Uul, Bayanzurph, Bayangol,

Chingeltel, Songino, Suhbaatar), were selected for this study. Other three districts were
excluded because of their small population size. The sample size for each district was
chosen based on its relative size to the population. Randomly selected sub districts
were assigned in each district.

The total sample size of 330 persons was divided into three age groups (15-24, 25-
34, and 35-44 years) and both sexes. The assigned sample size for each district is seen
in Table 1.

Table 1. Target population and size

District Male Female Total
Age(years) | 15-24 25-34 35-44 15-24 25-34 35-44
Haan Uul 5 5 5 5 5 S 36
Bayanzurph 10 10 10 10 10 10 60
Bayangol 11 11 11 11 11 11 66
Chingeltei 8 8 8 8 8 8 48
Songino 9 9 9 9 9 9 54
Suhbaatar 12 12 12 12 12 12 72
Total 55 55 55 55 55 55 330

The training of 11 surveyors was done on January 23, 1998, at the Institute of
Public Health. Study interviewers visited each of the District Offices to explain the
goals and importance of the study. After they identifying about the geological center in
the sub district, they began to visit apartments or gers in the center of the sub district
and to interview their inhabitants. The study was conducted on a Friday afternoon and
over the weekend. This was done so that working people would be more likely to be at
home at the time of the interview. No attempt was made to return to homes where
residents were not at home.

Three days after from the first visit, the urine samples were collected and brought
to the Institute of Public Health by the surveyors. The last urine tube was submitted on
January 28, 1998. The survey period totaled six days.

3.2 Eligibility criteria
Persons were eligible to for the study if they met the age criteria (15 to 44 years)
and lived in one of the study districts, stated that they were healthy and not pregnant,
and agreed to participate in the study. Only one member from a household was chosen




to participate. All study participants were requested to maintain their normal eating

patterns.

3.3 Non respondents

The surveyors submitted a report that contained the number of non-respondents
and why they refused. A total of 14 people refused to participate in the study, for the
following reasons: too busy, change working hours, would not remember to take urine
samples, and would be leaving for the country side. Three people said that unless they
could get their own test results, they did not wish to participate.

3.4 Method of urinary collection

The participants were asked to collect the second morning urine, before breakfast,
using a urinary tube with & cap. Samples were collected for three consecutive days.
Urine tubes were kept in the refrigerator or natural freezer (outside) of the participant's
house until they were collected by the interviewer. The usefulness of the second
morning urine, instead of a 24-hour collected urine, to estimate sodium excretion was

reported by Kawasaki®.

3.5 Questionnaire

The interviewers questioned participants using a short of questionnaire. They
were asked about the kind of salt they used, their dietary pattern of salt preserved food,
average intake of tea with salt, etc. The questionnaire is attached in Appendix 1.

One week after the survey, a third party visited about 10 % of the survey
households. Except for six persons who were not at home, a total 27 persons were
interviewed. All of those who responded said they participated the survey, and three
responded that two persons from their households participated the survey. The survey
managing team decided these cases did not affect to the aggregated result.

3.6 Urinary examination
3.6.1 Quality control

One month prior to collecting samples from participants in Ulaanbaatar, a
quality control test was made of laboratories in Ulaanbaatar compared to a reference

laboratory in Japan. TWenty urinary samples from 20 volunteers were sent to each of

4 Kawasaki T, Ito K, Uezono K, Sasaki H, A simple method for estimating 24 h urinary sodium and
potassium excretion from second morning voiding urine specimen in adults, Clinical and
Experimental Pharmacology and Physiology, 1993;20:7-14.



three laboratories: two Mongolian National Hospitals and the Juntendo University,
Japan. The laboratory of the Juntendo University served as the reference laboratory.
There was  high correlation between the measurements made at Hospital No.1 and the
Juntendo University (sodium: r =0.58, p<0.008, creatinine: r = 098 |,
p<0.001)(Appendix 2). Therefore, Hospital No.l (Dr. Naran) was chosen to analyze
the urinary data in this study. The biochemical examinations, have been carried out
since January, 1998. Due to limitation on their daily examination capacity, the urinary

analyses were not completed until April, 1998.

3.6.2 Urinary examination ,
Sodium excretion in urine was examined by standard method of flame photometry
using PFM model of Russia, and creatinine was analyzed by the Jaffe method

(manual).

3.7 Calculation of salt intake from urine samples _

Averages of excretion of urinary sodium and urinary creatinine over three days
were used for the calculations. We assumed that daily urinary excretion of créeatinine is
constant among people whose heights are similar. The ideal excretion volume for
height is addressed in Appendix 3 and it is hereafter called standard excretion volume
of urinary creatinine (SUC) here. We also assumed that urine volume is 1.6 L per day.
Volume of sodium, and that of sodium chloride is calculated with the following

formulas:

Urinary sodium volume (mEg/l) =163 v Xw
Where, XNa = SMU Na (mEq/l) / SMU Crea (mg/1) x (SUC (mg/l) x 1.6)
(SMU Na : volume of sodium in second morning urine,

SMU Crea: volume of creatinine in second morning urine)
Then, NaCl (g/day) = Urinary sodium volume (mg/1) x (23/1000) x (58/23)

4 Results
4.1 Study participanis
Questionnaires were obtained from 328 of the 330 eligible study participants. Of
these, 15 (4 %), eight men seven women, did not give complete urine samples.
Occupations of the study participants and types of dwelling are seen at Table 2-3.



Table 2. Occupation of Study Participants

Occupation . Male Female
No (%) No (%)
Office worker 51 (3L.1) 28 (17.0)
Factory worker 3(1.8) 6 (3.7
Engineer 1 (0.6) 2(1.2)
Guide - 1(0.6) 1(0.6)
Police 2(1.2) 0
Medical personnel 0 6 (3.7)
Janitor 0 1 (0.6)
Student 34 (20.7) 35(21.3)
Teacher 3(1.8) 7(4.3)
Housewife - 28 817.0)
Unemployed 69 (42.1) 50 (30.5)
Total 164 . 164

Table 3. Dwelling type

Type of dwelling Male Female
No (%) No (%)
Apartment 103 (62.8) 119 (72.6)
Ger 31(20.1) 22 (13.4)
House 22 (13.5) 17 (10.4)
Unknown 8 (4.9) 6 (3.6)
Total 164 (%) 164 (%)

The average number of those who are older than 15 years in household was 3.1
(range:1-9) and that of under 16 years was 1.4 (range:0-4).

4.2 Salt Consumption from Questionnaire Data
Patterns of salt use at the households are shown at the Table 4.

Table 4. Type of salt used in household

Type of salt No (%)

Used exclusively iodized salt 222 (67.7)

Used iodized salt and common 37 (11.2)

salt together

Used iodized salt some times 52 (15.9)
Subtotal 311




Used exclusively common salt 3 (1.0)

Used 1odized salt in the past 2 (0.6)

Unknown 12 (3.6)
Total 328

For those who use iodized sait, we asked if they changed the amount of salt they
consumed after they switched to iodized salt. Of 311, 171 persons (55%) said théy
increased their use , 7 (2.2%) said it was decreased, 133 (42.6%) thought there was no
change. One person did not respond.

We asked how many salty drinks they usually consumed in one day. Of the 294
persons who responded to this question, 261 (88.8%) reported an average of 5.7 cups
daily (range: 1-20).

There were 258 (81.1%) of 318 respondents who said that they ate salt preserved
food every day, 25 (9.7%) had it 2-3 times a week, 69 (26.7%) had it once a week, and
90 (34.9%) had it once a month. There were 60 people (18.9%) who said they did nit

cat salt preserved foods. Ten persons did not answer.

Study participants were asked about their physical activities. Table 5 shows these
results. Approximately two third of males and females reported light activity, with
males reporting only slightly more strenuous activity than females. However, we did

not measure actual physical activity and these results may reflect differences in

perception.
Table 5. Physical activity

Category Male ’ Female

_ No (%) No (%)
Heavy 12 (7.3) 7 (4.3)
Moderate 41 (25.0) 35 (21.3)
Light 105 (64.0) 116 (70.7)
Unknown 6 (3.7) 6 (3.7

Total 164 164

Seasonal variation of salt intake was asked of the study participants of the 314
(94.8%) responding to this question, 221 (70.4%) said they did not change their salt



intake over the year, 76 (24.2 %) said it increased in winter, and 19 (6.0%) said it

increased in summer.

4.3 Urinary analysis
Using the formula described in Section 3, we calculated salt intake on 159

women and 159 men. Data from 5 persons were nit included in the analysis: two
women with salt intake greater than 25 g, and three men whose salt intake was greater
than 30 g. these persons were considered “outlyers” and were not representative of the
other participants. The estimated salt intakes for each age/sex group are in Tables 6-7

and Figures 1-2.

Table 6. Salt intake amoﬁg men (g/day)

N Mean Median SD Range
15-24 Years old 53 13.37 12.92 3.03 7.15-19.21
25-34 Years old 50 12.61 12.46 3.00 4.31-21.37
35-44 Years old 53 13.60 13.07 3.73 4.34-23.28
Total 156 13.20 12.93 3.28 4.31-23.28

Figure 1.

Salt intake, men
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Table 7. Salt intake among women (g/day)

N Mean Median SD Range
15-24 Years old 53 9.89 9.76 3.01 3.59-18.48
25-34 Years old 53 11.02 10.87 3.21 5.64-23.34
35-44 Years old 51 12.01 11.66 3.36 6.24-19.77
Total 157 10.96 10.57 3.29 3.59-23.34

Figure 2.

Salt intake, women
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4.4 Analysis for explanatory factors of salt intake

From the results of the questionnaire, we explored possibility of the relationship
between salt intake and variables such number of cups of salty drinks, physical activity,
and intake pattern of salt preserved food, using the Student t-test.

Among the women, those who drank more than 10 cups of salty drinks a day had
lower salt intake than those who drank 5-10 cups or 0-4 cups a day (p< 0.05), while the
men did not show any difference. The mean of salt intake of women who drank more
than 10 cups was 9.40 g and those of the other groups were 11.34 g and 11.18 g,
respectively.

There was no statistically difference between salt intake and frequency of salt



preserved food in either males or females.

The mean salt intake for men who stated their physical activities were heavy was
13.94 g compared to men whose physical activities were moderate or light : 12.44 and
12.58, respectively (p< 0.05).

5 Conclusion/Recommendation
The WHO/UNICEF/ICCIDD Committee has a guide line about iodine content in

salt: if salt intake is 10 grams on average in cool and dry weather, then the iodine level
in households should be 20 PPM. Therefore, we evaluate that the current iodine level
in salt is sufficient from a point of providing adequate iodine to the people who intake
around 10 grams a day.

On the other hand, we must consider whether the majority of people receive an
adequate daily allowance of iodine. There are two important aspects that must be
considered. Among women, salt intake of the majority of them ranges from 4.38 g to
17.54 g a day. For persons who consume small amounts of salt (e.g.4.38 gis 2 8D
lower than the mean), they must have sufficient iodine (>150 ng). for persons who
consume large amount of salt (e.g. 17.54 g is 2 SD higher than the mean), they must
not be exposed to too much iodine (<1,000pg). Therefore, the preferable iodine content
at the household level would be between 34 PPM and 57 PPM.

WHO warned of excessive intake of iodine for women who are older than 40
years of age with goiter. Therefore, safe and sufficient iodine content in salt could be
between 20 and 50 PPM for household salt. We could practically monitor the quality of
iodized salt with a wider range: 30-50 PPM at household level.

In addition, we should carefully examine actual iodine content of salt because the
study in 1996 showed average iodine content in household salt was 56 PPM and the
mode was 50-60 PPM. Since iodine leaches out of processed salt over time, it is
important to periodically measure iodine in households rather than relying on
measurements oat the factory level only.

The percentage of people who used iodized salt excessively was 67.7% in this
study and this figure is similar to that of the last study in Ulaanbaatar in 1997: 60.0-
77.8%. In this study, 67.7% increased to 94.8% when occasional users and mixed users
of two kinds of salt are added, and this is also similar to the result of the previous study.
Although there are no data about whether occasional use or mixed use has sufficient
impact on preventing IDD, at the moment we need to make more effort to increase the
number of households that use only iodized salt. For further understanding, a study

about IDD status among mixed users of two kinds of salt is proposed.



Furthermore, the 8.33 g of estimated women's intake at the study in 1996, which
excluded salt taken out of house and salt in food, could be considered to be close to
10.96 g from this study. Given the length of time necessary to analyze the urinary data
in the laboratory and the high cost of this analysis, and the fact that the current results
obtained were similar to the previous findings, we recommend the methods used
in1996 are sufficient for future studies. The cost for the method measuring salt in 1996
was $§ 1.37 per household; the coast using urinary sampling method was $ 3.44 per
person. Moreover, the former method took about two weeks to complete, and the latter
about two months.

Because the interviewers were not able to return to homes when household
members were absent, the numbers of unemployment persons is probably over
represented in this sample. However, we do not believe that the unemployment status
will affect people's salt intake pattern, because salt is essential ingredient and is

inexpensive.
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Acyynr

yrac:

rap XYBHIH Oaiip

Axxun

1, 3—p acyynrag rap 6ynuiH aMapu THINYYH XapRyInk 6omnHo.

1. MomxyyicaH naBChIr X9p3risaor vy 7

1)  3eBXeH HOIXYYNICaH XAaBC X3PITIIIIAT

2)  HMomxyyncan OOJOH epIuiiH JABCHII XOCHYYIaH X3p3rI3asr

3) HomxyyncaH HaBc, epauiiH NABCHIT 39IDKIIPH XIPITTI3I3T

4)  Orrt xoparnax baiiraaryi

5) ©OwmHe Hp Xaporiyk OaiicaH. XapHH OHOO X3PIrNIxX33 HONMMXOOp WHHACIH.

Hlanrraan:




2. Ompoo xoparnax Oaiiraa masc ( Xaparnax Oyit naBcHpIXaa Tanaap TOAOPXOH OHYH3 Yy )

HMomxyyncaH papc | YAnAB3puiie gap:

Xapsrax xyrauaa:

Yno: /1xkr J0O.5«kr
Epnuity nasc: 1laraan gasc Bop nasc
YHo: {1xr /0.5kr
3. Tanalix MOMKYYJICAH JAABC X3Pariax 6OICHOOC XOHII JABCHBI XaP3ryas sMap 6ocon 63 7
1) nxaccan ’
2) 6araccan
3) mxun

Hapaax acyynryymag cyJanraanii OpOJLIOX XYH XapHylHa. ['axmss TyyHMH OpOHA rap
GYNUWitH amb HAI THWYYH XapHyDk GomHo. X3paB MOII3XTYH 3YHII rapsan ONapaaruiiH yinaa

OYHX OO0 JIABJIIAX TOAPYYIIHA.

4.  Hosr egepT AyHIDKaap X319H adra gascraif nail yyaar Ba ?
/ ynaa
5. JascaJjicaH X0OJ YHI XHP 33pP3T X3p3risasr ?
a) enep Oyp
6) 2-3 XOHOI'T HII yaaa
B) 7 XOHOI'T H3I' yaaa
) caplHar ynaa
O) X3PSTASASITYMH

e) Oycan

6. Ta eBen 3yHBI aNUHA Hb HX DaBC X3P3TNI343T B 7
a) 3yH UX X3parN3aar
6) OB HX X3parndger
B) AW X3P3rNIa03Tr
7.  Ta XHp HX XeIeJreeHTIH XyH 63 ?
a) XenenreeH UXT3i ( OHEMHH XYUHMHN a>KUIT XMIAIST )
6) Hdyun(a, B Xo€pbIH IyHAAX )
B) bararail ( 010yHBI X6I6NIMep 3PX3NIaT, IIPHItH 333rTaM, 0I0yTaH )

Jlapaaruiin yaaa o4ux eep, Lar [ enep /uar

ACYyNTaHI XapHyJICaH XYHHH H3D, rapblH yCar

Sprutyiara aBcas XyYHHMH H3p



Appendix 2

Correlation about urinary creatinine results between Juntendo Univ., Japan, and The

Hospital No 1, Mongolia

Source | SS df MS Number of obs = 20

4 F( 1, 18) = 351.86

Model | 45286. 9896 1 45286. 9896 Prob > F = (.0000
Residual | 2316. 76044 18 128.708914 R-squared = (.9513
: Adj R-squared = 0.9486

Total | 47603. 75 19  2505. 46053 Root MSE = 11.345
jpn | Coef.  Std. Err. t P>|t] [95% Conf. Interval]
hospl | 1. 434957 . 0764991 18. 758 0. 000 1.274238 1. 595676
_cons | -36.36038 R.471275 —4.292 0. 000 ~h4. 15786  —18.56289

Correlation about urinary sodium results between Juntendo Univ., Japan, and The

Hospital No 1, Mongolia

Source | SS df MS Number of obs = 20
FC 1, 18) = 8.89

Model | 12149.9031 1 12149.9031 Prob > F = (.0080
Residual | 24595.0469 18  1366. 3915 R-squared = 0. 3307
f Adj R-squared = 0.2935

Total | 36744. 95 19 1933.94474 Root MSE = 36.965
jpn | Coef.  Std. Err. t pP>lt] [95% Conf. Intervall
hospl | 1. 238693 . 4153983 2.982 0.008 . 3659732 2.111412
_cons | -46.25958  50. 38501 -0.918 0.371 -152. 1146 59. 59539




Appendix 3

Ideal Urinary Creatinine Excretion

Height - mgq Creatinine/24 hr
ft/in. cm. Men Women
4'10" 147.3 830
4'11" 149.9 851
5'0" 152.4 875
51" 154.9 900
52" 167.5 1,288 925
53" 160 1,325 - 949
54" 162.6 1,359 977
5'5" 165.1 1,386 1,006
56" 167.6 1,426 1,044
57" 170.2 1,467 1,076
58" 172.7 1,513 1,109
59" 175.3 1,555 1,141
510" 177.8 1,596 1,174
511" 180.3 1,642 1,206
6'0 182.9 1,691 1,240
61" 185.4 1,739
6’2" 188 1,785
63" 190.5 1,831
66" 193 1,891

Reference: Blackburn GL, Thornton PA: Nutritional as-
sessment of the hospitalized patient. Med Clin North
Am 1979, 63:1103. :
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