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Executive summary

The Conference on the Sustainable Elimination of lodine Deficiency Disorders in Africa by the Year
2000 was held in Harare, Zimbabwe, from 22-24 April 1996, and was hosted by the Government of
Zimbabwe, and sponsored by the WHQ, UNICEF, the ICCIDD! and the MI*. The Conference drew
175 participants from 45 African countries, as well as Agencies for International and Bilateral
Cooperation working in the area of micronutrient deficiencies. Participation from Affican countries
included five Ministers, the Representative of the Organization of African Unity (OAU), those
responsible for [DD* National Programmes, and representative bodies from Ministry departments
and universities.

The programme was created in order to enable all the participants involved in the control of
micronutrient deficiency disorders to express their views. The main topics covered were the following:

+  IDD elimination in Africa: contribution to the economic development;
+  Challenges and opportunities;

+  Regional and country reports on the status of IDD control programmes in
Africa;

*  Opportunities for action:

*  Monitoring, evaluation, supervision and training;

*  Integration of micronutrient control programmes;

*  Food fortification and control of micranutrient deficiencies.
Following the presentations of the speakers on these topics in plenary, the participants joined in
group discussions which allowed for a detailed review and discussion of all these topics. From then

on participants mostly worked in groups. The aims of the working groups were specifically to:

+  Develop a vision of the requirements for the elimination of iodine
deficiencies, and more generally micronutrient deficiencies, taking into
account the ¢urrent situation and context;

+  Identify the constraints linked to the sustainable elimination of IDD and the
opportunities for action in the light of past experiences;

+  Make recommendations on the ways of overcoming constraints, and on the
measures that need to be taken to benefit from opportunities for action,

Through group work, participants were given the chance to briefly present the status of iodine
deficiency control, as well as of vitamin and iron deficiency in their own country. As a result of
group work and plenary session discussions, for the consolidation of group deliberations, a set of
recommendations were drawn up. They were aimed at Governments, Agencies for International

1 ICCIDD: International Council for Iodine Deficiency Disorders
i M Micronutrient Initiative
% I1DD: lodine Deficiency Disorders




and Bilateral Cooperation and communities. They are valuable in the sense that they represent a
very important advocacy document for the elimination of iodine deficiency and also vitamin A and
iron deficiencies.

[t is estimated that 181 million people are at risk of iodine deficiency, and that the impact of iodine
deficiency on the socioeconomic development in Africa is considerable. If we consider the known
effects of iodine deficiency on foetal brain development and on the general health of children and
adults, the elimination of iodine deficiency disorders is a major priority for health, taking into account
not only the quality of life of individuals, but the development of countries as well.

Based on the presentations made during the Conference, it is clear that many African countries have
made great progress as far as the elimination of IDD is concerned. However, more needs to be done
if the Continent intends to eradicate YOI by the year 2000. This goal is noble but should have a real
impact on the sociceconomic development of countries once they reach it. The elimination of the
IDD by the year 2000 is a realistic challenge, even though Africa is faced with problems that seem to
be insurmountable, and result from poverty and underdevelopment.

The main constraints identified as a hindrance to the elimination of iodine deficiency were lack of
information, insufficient political will, lack of resources and infrastructure for the implementation
and monitoring of iodine deficiency control and, in some couniries, the inability to control many
small-scale salt producers. Nevertheless, the achievements seen in a number of couniries are very
encouraging. It is clear that the iodine deficiency problem lies in a multisectoral approach, involving
interactions between health workers, salt traders, legislators, politicians and educators.

Salt iodization has proved to be, in Africa as well as in other Regions of the world, an effective and
sustainable method for the elimination of IDD. The Conference participants recommended that
universal salt iodization (USI) be legislated for, funded, implemented and monitored by African
Governments. They also recognized that vitamin A and iron deficiencies were major health problems
in Africa, and that it was desirable for IDD control programmes to integrate the control of vitamin A
and iron deficiencies.

The Conference also recormmended that Governments give priority to IDD as a public health problem,
and underlined the need for countries to be able to iodize salt locally. It also recommended the
establishment of mechanisms at a regional level to harmonize and implement universal salt iodization
standards, make an inventory of regional resources, set up regional reference laboratories, and
encourage the production of iodization equipment. On more general terms, it was recommended
that Governments develop food-based prevention strategies in order to maximize the potential of
local food. It further recommended, that they support fortification programmes of miconutrient
food, as well as research on the possibilities of food fortification through combined micronutrient
supplementation.
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Opening session

The Conference was officially opened by the Minister of Health and Child Welfare of Zimbabwe,
Dr T.J. Stamps. He welcomed the delegates and expressed the hope that countries attending the
Conference would share experiences and lessons learned in the control of iodine deficiency, in order
to reinforce the continuity of the programmes carried out. He also encouraged participants to examine
the possibilities of applying their experiences gained in iodine deficiency to other micronutrient
deficiencies, especially iron and vitamin A deficiencies.

In his main address, Professor F. Delange, Executive Director of the International Council for the
Control of Jodine Deficiency Disorders (ICCIDD) highlighted that 181 million people in Africa, that
is one third of the continent’s total population, are at risk of suffering from iodine deficiency, and
that 86 million people are affected by goitre. Professor Delange reviewed the progress made by
African countries in the last fifteen years in the reduction of iodine deficiency disorders. He insisted
on the remarkable progress made in eradicating goitre, hypothyroidism, cretinism and mental
retardation in several countries of the Region. This success was attributed to the implementation of
recommendations on iodine deficiency by countries in the Region during various international forums,
which were adopted by the Governments in the Region, with the support of Agencies for Bilateral
and International Cooperation as well as nongovernmental organizations.

Professor B. Hetzel, Chairman of ICCIDD, reported that according to WHO estimates, 25% of the
world’s total population - that is over 1.5 billion people - is at risk of iodine deficiency disorders. He
emphazised the importance of the elimination of iodine deficiency disorders for country development,
and the importance of iodized salt as an achievable and sustainable means to eradicate iodine
deficiency disorders. Professor Hetzel pointed out the measures to be taken at country level to
succeed in eradicating iodine deficiency.

Mr D. Alnwick, Chief of Nutrition in UNICEF, reminded delegates that in 1995, 34 out of the 83
developing countries, were iodizing over 75% of their salt and that by February 1996, over 57% of alt
salt consumed in these 83 countries was found to be adequately iodized. Consequently, 12 million
children per year were saved from suffering some degree of mental retardation. He evaluated the
efforts made in the last five years to determine the trends aimed at improving nutrition in Africa. He
noted that the nutritional problems of women and young children in the Continent were not going
to be solved by an increase in food production alone. Governments needed to be reminded that the
quality of food supply was as important as the quantity of food available.

Dr R. Tshabalala, Director of the Division for Health Protection and Promotion, WHO/AFRO,
remminded delegates that to reach the goal set for the elimination of IDD by the year 2000, several
basic principles had to be put into practice. One of those principles was universal salt iodization,
which should be paid special attention. Its implementation has to be, however, accompanied by a
surveillance and monitoring system of the level of iodine in salt, to ensure that the iodine content of
salt consumed is within the recommended level requirements.

Dr L. O. Masimba, Chief of Nutrition at the QUA!, informed delegates to the Conference that a
Special African Group had been created to control micronutrient deficiencies. Moreover, he indicated
that the contro! of micronutrient deficiencies was an important item to be included on the agenda of
meetings of the OAU Council of Ministers, the Conference of Ministers of Health and, most of all,
the QAU Summit of Heads of State and Government.

The opening session was closed by a vote of thanks from Dr R. Chatora, Permanent Secretary for
Health and Child Welfare in Zimbabwe.

1 QUA: Organisation for African Unity
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Country reports

Angola

According to estimates, Angola has a population of 10 million people. The first national survey on
goitre conducted in 1971 indicated a prevalence of 25%. Another survey done in 1994 indicated a
prevalence rate of 67%. Six out of the eighteen Provinces in the country were shown to be endemic-
goitre areas.

Angola produces 90 000 tons of salt per year, enough to meet both human and animal consumption.
The first iodization plant was installed in 1995, and universal salt iodization was targeted for 1996.

The major constraints were:

*  Lack of adequate financial resources;
Inadequate infrastructure for trade and transport;
Lack of IDD awareness;

*  Inadequate technical capacity.

Algeria

Five to six million people are at risk of iodine deficiency disorders in Algeria. Studies in the 1970s
classified the endemic goitre zones as severe, as the total goitre rate exceeded 60%, urinary iodine
was below 25 pg /], 50 % of subjects had T4 seric levels below normal and high T3 and TSH levels. In
addition, cretinism was present. In the early 1980s, efforts were centred on different areas: studies
on endemic ¢retinism and neonatal hypothyroidism, the effects of iodized oil administration on
thyroid function, puberty development in the affected zones, and on the development of industrial
plants for the production of iodized salt.

The creation of Ministerial and Inter-Ministerial Committees in the 1990s allowed for the revival
and re-evaluation of the IDD control strategy, and renewed the efforts to contro] all micronutrient
deficiencies and protein-caloric malnutrition.

The Ministry of Health was able to:

*  Carry out a goitre prevalence survey among school children in 1992, which
showed a national fotal goitre level of 8,5%;

Implement salt iodization programmes covering the whole country with an
increase in the level of iodization of 30-50 ppm;

*  Set up a pational surveillance system.
A study done in 1995 /1996 showed that 92% of households used iodized salt. Nevertheless, urinary

iodine in sentinel sites was 347+ 182 mg /] with a total goitre rate of 48%, and with disorders in the
neonatal thyroid function.
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Training on iodine deficiency disorders is included in the university curriculum. Nutrition seminars
have been organized in five health regions in the country. During those seminars on quality control,
materials for measurement of salt iodine by titration and field kits were distributed. Concerning salt
iodation programmes, the Ministry is planning to modify salt regulations, set up a quality control
laboratory and increase private sector production and do a study on neonatal hypothyroidism.

Benin

Endemic goitre was first identified in Benin in the northern areas in 1936. Two goitre studies were
carried out in several districts in 1983 and 1994. They both found a total goitre rate of 19%. These
studies were completed by another survey conducted by the Ministry of Health, in all the districts of
the Central and Northern Provinces. It revealed a total goitre rate ranging from 4 to 43% in the
north-east (Borgou) with a median urinary iodine of 40 pg/1.

A geographically limited distribution of iadized oil took place in 1994. Nevertheless, the main strategy
for controlling iodine deficiency disorders is through universal salt iodization. For its implementation,
an interministerial order regulating the import and marketing of iodized salt was passed in 1994,
and a population awareness programme was launched in 1993.

Benin imports 80% of its salt consumed, while 20% is produced locally in more than 150 villages
along the coast. Customs data show that in the first semester of 1995, more than 60% of salt imported
was iodized. Efforts have been deployed to iodize locally-produced salt, and two iodization sites
have been identified. A system for salt quality control has been established at import points and at
markets.

The main difficulties encountered are:

«  The difficulty in grouping small-scale salt producers into a cooperative or
association;

+  The ease with which non-iodized salt can be irported, especially from Togo;
*  Poor storage conditions for iodized salt from traders and consumers;

+  The lack of knowledge of iodized salt on the part of traders and consumers.

Cameroon

In 1990, the national mean goitre prevalence was 29%, with the Eastern Provinces being the most
seriously affected. Median urinary iodine at two sentinel sites was 70 pg/1. It was the first year that
iodized salt was produced locally. In 1991 the National Control Programme was established, and a
ministerial order stipulating that salt should be iodized at 100 ppm was issued. Since then a thorough
evaluation of iodization procedures at the Selcam plant, in Douala, has been undertaken on three
occasions and its results have been satisfactory. Since 1995, 13 million people have had access to
iodized salt. According to a survey carried out in 1992, 63% of salt samples tested in the household
were of good quality. Efforts are being made to improve storage conditions, particularly at consumer
level, with preference given to the use of suitable and cheap plastic containers.

A monitoring system for jodized salt was set up with the completion of the baseline survey in 1990-
1991, and the identification of sentinel surveillance sites. This system lies on a triple strategy of
clinical monitoring (goitre study), biological monitoring (urinary iodine), and salt quality control.
The system for salt quality control is now established in each health district, as well as in factories
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and ports of entry. Following trade liberalization in 1994, new operators joined the salt market. It
turned out that a part of the salt marketed was not iodized and if it was, it contained potassium
iodide but not potassium iodate. As a result, the 1991 legislation was modified in 1995 stipulating
that all salt sold in Cameroon had to be iodized with potassium iodate only.

The data from the 1995 study demonstrate the success of universal salt iodization, with the national
mean goitre prevalence falling to 10%, and urinary iodine levels (median) ranging from 110-120 pg/1.
Thus, the elimination of iodine deficiency disorders in Cameroon is now within sight.

Comoros

As a national goitre survey carried out in 1994 showed, the total rate for goitre was 15.6%, and 0.8%
for cretinism. One of the villages surveyed had a goitre rate of 43%, which confirms that jodine
deficiency disorders is a serious public health problem in Comoros. The results of this survey were
spread at a national seminar held in 1995, where the objective for the elimination of iodine deficiency
disorders by the year 2000 was adopted. The strategies for the prevention and control of iodine
deficiency disorders in Comoros are the administration of iodized oil to vulnerable groups on a
short-term basis, and salt iodization on a long-term basis. To this end, an interministerial directive
was 1ssued at the end of 1995 requiring that “all salt imported or produced in Comoros for human
or animal consumption be iodized”. Other strategies were food iodization, IEC? and social
mobilisation. Iodized oil capsules are being distributed in areas where goitre prevalence is high.

Other irnportant strategies that are worth mentioning are:
- Traders awareness;

Establishment of a rapid control system of salt iodization levels at points of
entry and of qualitative tests at household, school and community levels;

*  Distribution and marketing,

Djibouti

lodine deficiency disorders can be seen among refugees from nejghbouring countries. It was recently
decided that jodized salt should be made available on the market.

Egypt

A survey conducted in 1959 in the New Valley Governorate indicated that iodine deficiency was a
puiblic health problem in that area. In 1992, a national survey revealed that 9 out of 22 Governorates
had a total goitre rate exceeding 5%. The total goitre rates in the Governorates of New Valley,
Aswan and Kafr el Sheika are 82%, 22% and 17% respectively.

Following this survey, iodized oil capsules were distributed to all children in the Governorate of
New Valley, where iodine deficiency disorders were the most severe. An intersectoral IDD Committee
chaired by the Ministry of Health was formed with the mandate to coordinate IDD control activities.
The Government allocated around US$ 800,000 for the local production of iodized salt. The goal for
universal salt iodization was set for 1996, and legislation was passed to ban the production and
distribution of non-iodized salt. The recommended salt level was set at 50 - 80 ppm potassium
iodate.

Specialists in the field of food hygiene were trained to control the quality of iodized salt. Oral iodized
oil {oriodol) is now distributed in areas where iodine deficiency is highly endemic. An analysis of
the salt industry situation was undertaken, emphasising salt sources, production techniques and

U [EC: Information, Education, Comurmunication
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potentials for iodization. Surveys were also done to detect magnitude of iodine deficiency at a national
level, and to compile baseline data so that the issue on jodine deficiency is on the agenda.

Eritrea

Eritrea became officially independent in 1993 after a 30-year liberation war. It has a population of 3.5
million people, with 80% living in rural areas. Even though iodine deficiency disorders, especially in
the form of goitre, have been known in Eritrea for many decades, the importance and severity of the
problem as well as its consequences, were only given recognition after its independence.

A national survey by the Ministry of Health on micronutrient status, found that 22% of 9-11-year-
old children had goitre. Girls (26%) had a higher prevalence than boys (19%). The urinary iodine
rate was below the recommended range in 82% of the children surveyed, with 36% suffering from
severe deficiency, 25% from moderate deficiency, and 21% from mild deficiency. According to
estimates, most of the population in Eritrea, with the exception of a minority that regularly consumes
fish, are at risk of iodine deficiency.

The measures taken for the elimination of iodine deficiency disorders include:

»  The creation of a “ Task Force” to contral iadine deficiency disorders, with
four sub-Committees responsible for (i} legislation, (i) [EC, (iii) surveillance
and quality control, and (iv) trade and industry. These sub-Committees are
multisectoral, follow up itmportant issues in their areas of concern, and
report regularly to the Task Force;

= Universal salt ipdization which started in December 1995. The Government
invested a total of US$ 6.7 million to be able to produce iodized salt on a
sustainable basis. By the end of 1995, salt iodization equipment was
installed, and iodized salt is currently produced in sufficient amount to meet
the requirements for both Eritrea and Ethiopia;

+  Drafting of legislation, the setting up of quality control including as well, the
training of key officers and the IEC for promoting the demand for jodized
salt.

This was the opportunity to:

+  Set up a coordinationg unit for private salt producers;
. Conduct salt market survey;

*  Facilitate salt import and distribution;

»  Train workers from the health sector and from other sectors on guality
conirol procedures.

Ethiopia

Ethiopia is mainly a mountainous country. Its soil has been washed away by the rain and glaciers on
several occasions, which increases its exposure to iodine deficiency. A survey conducted by the
Institute of Nutrition in 1980, showed that the rate for goitre prevalence was 26%. It is estimated that
78% of the population, that is 35 million people, is at risk of iodine deficiency. Furthermore, the
prevalence of ¢cretinism is 0.5%.
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After recognizing that jodine deficiency disorders are a national public health problem, the
Government put all its efforts and gave all the support needed to eliminate jodine deficiency disorders
by the year 2000. Currently, the “Task Force” for the control of micronutrient deficiencies, set up by
the Ministry of Health, and the sub-group on iodine deficiency disorders, have been given the mandate
to provide the technical and managerial support. As a public awareness measure, the celebration of
IDD> Day* has been established. One of the key strategies chosen by the Government and hence, by
the Ministry of Health to control micronutrient deficiencies, and most particularly iodine deficiency,
has been to decentralize the IEC. A major breakthrough in the control of iodine deficiency disorders
in the country was made in 1995 with a press release, where the Prime Minister expressed his support
for the strategy of universal salt iodization.

Ghana

A national survey on iodine deficiency conducted in 1992-1993 indicated that 27 Regions in the
country were affected by moderate to severe iodine deficiency disorders. It also showed that iron
deficiency was highly prevalent amongst children and pregnant women: a study in 1987revealed
that 69% of pregnant women examined in an antenatal clinic had anaemia. Vitamin A deficiency is
considered to be endemic in the north. A number of studies including the measure of serum retinol
revealed the predominance of low serum retinol levels among 65% of the children sampled.

The production of micronutrient-rich foods is seen as a sustainable control strategy, which was
promoted by the Ministry of Agriculture and Food. All the front-line workers - whether they belong
to the health, agriculture or community development sector - undergo training to promote the
consumption of micronutrient-rich foods. Moreover, the administration of iodine supplements,
vitamin A and iron, has been integrated into the Ministry of Health programmes.

Jodized salt is now available and the possibility of fortifying other foods with iron and vitamin A is
under study. Studies on double and triple fortification are in progress at the University of Ghana.
Special importance is placed on advocacy, ongoing surveillance, development of human resources
and [EC. A significant phase was the creation of a National Plan of Action for Nutrition (NFAN)
with the help of a multisectoral planning group involving Ministry representatives, Universities,
NGOs, FAO, WHO and UNICEF.

Kenya

Kenya is one of the countries which has made great progress in the control of iodine deficiency
disorders. A programme based on a collaboration between the Government and private sector has
been set up. Data collected in four country Regions between 1962 to 1994 showed a decrease in
goitre prevalence (see Table 1). This decrease is probably linked to salt iodization policies.

Table 1: Evolution of goitre prevalence in four regions of Kenya
between 1962 and 1994

Region Goitre prevalence expressed in percentage

1962 1974 1994
Kericho 72 72 39 14
Kiambi 44 - 21 15
Nairobi 16 - 21 15
Maombasa 18 - - 10

Salt iodization began in 1970 with a level of iodine in salt of 20 ppm. This level reached 30 ppm in
1973. In 1978 the Government accepted that non-iodized salt be sold, as long as the label indicated
that salt did not “supply the necessary nutrient”. This clause was, however, revoked in 1988, In 1990
the salt iodization level had increased to 100 ppm.




Conference on Sustainable Elimination of Iodine Deficiency Disorders in Africa by the Year 2000

A national survey among school children was conducted in 1994, and results indicated that:
+  98% of salt was iodized;
»  The total rate of goitre prevalence was 16,0%;

+  Median urinary iodine was 113 pg/l and 65% of the sampled population was
above 100 pg/l.

The major constraint faced by the iodine deficiency programme is funding, especially the funding
needed for advocacy, training of district personnel, operational research, and production of IEC
material.

Libya

Libya has been iodizing salt for human consumption for many years. The present level of iodization
is 26 ppm iodine, and salt is iodized with potassium iodide. It was recently decided to switch to
potassium iodate. All salt is produced in factories. A national study is planned for the end of 1996 to
evaluate the salt iodization programme.

Madagascar

lodine deficiency disorders are a serious public health problem in Madagascar. A survey done in
1989 showed that 9 million people are at risk, with 3 million of them living in highly-endemic areas
on the high plateaux. In 1992, the mean total goitre rate, calculated from 7 sentinel sites in endenmic
areas, was 48%. As a result of this study, Madagascar adopted a national IDD control policy, which
goal is to reduce the prevalence rate of IDD below 5% by the year 2000. In order to meet this goal, the
short-term strategy is based on the distribution of iodized oil capsules to populations at risk, together
with an intensive IEC campaign and the training of health personnel at all levels.

The longer-term strategy is based on universal salt iodization. Madagascar produces 30 000 tons of
salt per year, 60% of which is produced by the Salt Company of Madagascar and the remaining 40%
is produced by small-scale producers mostly located in the south of the country. In order to allow
small-scale producers to iodize their salt, they were put into eight groups of producers, and were
supplied with iodization and potassium iodate material, and machinery maintenance material over
two years. The production of iodized salt has been compulsory since January 1996.

Other components of the strategy for control of iodine deficiency disorders include:

= Information and education of the public on iodine deficiency and promotion
of iodized salt consumption through an education campaign;

»  Creation of a leading interministerial Committee for salt isolation, including
Representatives from the Ministry of Health, Commetce, Industry, Planning
and Finances. Committees for salt iodization were also set up at provincial
and district level. To guarantee salt isolation, a law is being passed to make
the sale of salt in the form of iodized salt compulsory.

An evaluation of the IDD programme done in 1995 shows a regression in the total goitre rate, from
75.4% in 1992 to 71.3% in 1995. The visible goitre rate decreased from 13% in 1992, to 0.9% in 1995.
At the same time, the levels of urinary iodine increased: in 1992, 49% of the Niagsa population had
urinary iodine levels below 20ng/l, and in 1995 these levels dropped to 16%. The prevalence of
moderate deficiency decreased by 10%, from 41% in 1992 to 31% in 1995.
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It is necessary to keep on distributing iodized oil capsules, while we await for salt iodization to be
made available to the entire population.

Mali

Several goitre surveys have been carried out in Mali.. These have shown that 80% of the population
is at risk of iodine deficiency disorders, i.e. about 7 million people. The area located in the south of
the 14th parallel is mostly affected. The initial IDD control strategy included the distribution of
iodized oil in the Segou region in 1989. However, this approach proved to be too costly. The direct
costs alone for the general distribution of iodized oil to the entire population at risk, were estimated
US$1.2 million per year.

Mali is the first country to have experimented the iodization of well water as a prevention method
for iodine deficiency. This method consists of the placement of a silicon polymer containing sodium
iodate, at the bottom of a well or borehole. The iodine is slowly released in the water over a year. In
order to test the feasibility of water iodization, a pilot project was carried out in the Diidian district,
aregion known for the severity of endemic goitre. The evaluation showed that this method is costly
(US550.40 per person per year) and only viable in certain parts of the country where there are adequate
water supplies.

Mali has adopted salt iodization as a preventive method for iodine deficiency. Legislation on salt
iodization was passed in 1995, and that same year a programme of local iodization was started in
Bamako. This confirmed that setting up of a local salt iodization unit, is more costly than importing
iodized salt, with a 20 to 30 % increase on the price of zalt. Nevertheless, local salt iodization is less
costly than water iodization or the administration of iodized salt.

Namibia

A national IDD survey of 8-12-year-old school children was carried out in 1992 and revealed a
severe goitre prevalence of 55% in the north-eastern region (Caprivi), a moderate prevalence of 15-
20% in the north-western region, and a mild to marginal prevalence of 0-7% in the southern region.

“An IDD control programine was started in 1991. lodine capsules were used as a short-term
interventjon strategy, while salt iodization was chosen as a long-term sustainable intervention method.
Legislation was established to ensure that all salt intended for human consumption be iodized at 50
to 80 ppm iodine. The monitoring of iodine level is done at different levels: household, schools and
ports of entry. National training workshops have been organized for health inspectors, customs
officers and for the business community. IEC materials include posters, leaflets and videos.

A follow-up study was planned for 1996 while an evaluation of the programme is to be done by the
year 2000. The major constraints highlighted are the absence of salt legislation for animal consumption;
the need to strengthen monitoring and surveillance programmes; training programmes and
collaboration between countries at regional level,

Nigeria

During a national survey on goitre carried out in 1993, school children from 30 states were examined
by palpation. The mean total prevalence for Nigeria was 20%, the more severely affected states
being in the south-east, especially in Benue and Cross- River. However, evidence showed that several
other regions had a more severe iodine deficiency, which was probably related to cassava
consumption. Overall, it is estimated that 20% of the population - that is 20 million people - were
found to be at risk of iodine deficiency.

An initiative launched concurrently with this survey, brought together the Standards Organisation
of Nigeria, salt importers, and the private sector involved in salt import and iodization. A public
awareness campaign through the media was initiated through workshops, conferences and seminars.
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Since 1994, salt iodization for human consumption has become mandatory. By the end of 1994, at
least 15% of households used iodized salt to a level of 50 ppm, and 97% consumed iodized salt. One
of the major salt importers is DICON, which imports iodized salt from Australia, and the other two
importers use local jodization plants.

In future, it is crucial to:

»  Comply with the provision on salt iodization within a framework adopted
by ECOWAS Member States;

. Place greater emnphagis on awareness;
&)

= Establish a reliable quality monitoring system.

Uganda

Surveys carried out in 1990 and 1991 in four regions in the country showed a total goitre level
between 66.2 and 85.3% with a mean of 74.6%, a visible goitre rate ranging between 24.5 and 58.5%
with a mean of 40.3%. An integrated survey on iodine, vitamin A and iron was conducted in 1993
and covered 37 out of 39 districts in the country. Preliminary results indicated that more than 50% of
the districts studied had a total goitre rate of more than 5% and that the mean fotal goitre level was
15.7%.

In 1993, the goal to eliminate micronutrient deficiencies was integrated into the long-term national
development plan of Uganda, which is working towards the alleviation of poverty and the
development of hitman resources. An emphasis was placed on the establishment of this programme
of indine deficiency control along with other programmes, such as the extended national programme
on vaccinations. This programme also emphazises the participation of the community through district
chiefs and communities, as well as nongovernmental organizations, which is a key role.

In other respects, the survey on vitamin A showed that a vitamin A deficiency is a major public
health problem. The prevalence of corneal xerosis and kerotomalacia was 20 times higher than what
WHO recommends, to make it a public health problem. In addition, it turned out that more than
50% of the children under 6 years of age were exposed to an inadequate nutrition in vitamin A.

Republic of South Africa

Endermic goitre was first reported in 1920. In 1955, a partial survey identified an iodine deficient belt
in rural areas, where iodine deficiency was rampant. In response to this, the production of iodized
salt was decided. In 1995, however, less than 50% of consumed salt was iodized. lodine deficient
areas still persist and several small-scale surveys have shown goitre prevalence in children ranging
from 14 to 74%, with median urine jodine concentration between 15 to 85 pg/1. No national data is
available and there is no national programme for IDD control.

Concerning anaemia, a national anaemia survey was conducted in 1994. The measured parameters
were the seric concentration of haemoglobin, and blood count (fbc). A representative sample of
11 430 children was taken, and included 6 469 children from rural households and 4 961 from urban
households. The analysis of the results showed that the overall prevalence of anaemia was 21%,
with mean concentration of haemoglobin of 12 g/dl. Moderate anaemia was prevalent in 7% of the
samples, while severe anaemia was prevalent in 0.2%. The mean serum ferritin concentration was
35 g/1, and proved to be significantly lower in urban children than in rural children. Furthermore,
this survey shows that the prevalence of anaermnia and iron depletion significantly decrease with age,
and that 12-13 month-old children are the most severely affected.

In relation to vitamin A deficiency, we are dealing with an important public health problem. A
national survey concurrently carried out with a survey on anaemia and with the same sample of
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children, showed that 12% of the children examined suffered from night blindness, 0.4 to 0.8% had
Bitot's spots, 0.2 to 0.7% corneal xerosis, and 0.1% kerotomalacia. No significant differences were
found between children from rural and urban areas. The measures of seric retinol showed that the
prevalence of subclinic deficiency (where serum vitamin A is greater than 20 g/dl) was 33%.

Democratic Republic of Congo

The National Council for IDD Confrol was created in 1988. Prevalence studies done between 1991
and 1993 indicated a total goitre rate of 43% and a cretinism rate inferior to 1%. The [DD endemicity
affects the whole country, Haut Zaire being the most affected region.

Feasibility studies on salt iodization were carried out in 1990 and 1991, followed by a ministerial
order published in 1993, which made salt iodization compulsory. An awareness of importers took
place in 1994. In 1995 laboratory equipment and rapid test kits for the control of iodine levels in salt
were acquired. The import of non-jodized sait was forbidden by the Ministry of External Commerce,
a monitoring system was set up at points of salt entry, and the General Surveillance Society (GSS)
was instructed to allow the off-loading of iodized salt only.

Household surveys in 1995 and 1996 in 6 out of the 11 provinces, showed that household availability
of iodized salt varied greatly. There was a marked availability increase between March 1995 and
March 1996. In March 1996, 100% of imported salt at various points of entry was iodized and the
monitoring of urinary iodine in three out of four sites did not find any samples with urinary iodine
levels below 100 pg/1.

Future plans include:

*  The establishment of a national surveillance system with a monthly
monitoring of iodized salt levels and an annual monitoring of the total
goitre and urinary iadine levels;

The identification of indicators for the monitoring and surveillance system;
Activities to promote the consumption of jodized salt;

The integration of monitoring and surveillance activities of the different
micronutrient deficiencies.

The main constraint identified in setting up the programme was the mobilization of the needed
resources.

Rwanda

A prevalence survey carried out in six prefectures in 1990 revealed a total goitre rate of 49% (n =6
398), indicating that Rwanda is affected by severe IDD endemicity. On the other hand, urinary
jodine studies indicated moderate endemicity with 78% of samples being below 50 pg/l. A salt
consumption survey showed that 99% of households consumed salt. A 3-phase National Control
Programme was adopted in 1991. The main strategy for the prevention of iodine deficiency was salt
lodization. Control measures for salt iodization are applied at the borders, internal markets and
households, to ensure that all salt consumed contains 30 ppm iodine. By 1996, more than 95% of salt
imports were iodized, and a consumption survey oniodized salt carried out in all the heaith regions
in the country, showed that 82% of households consumed salt with at least 30 ppm iodine.

Important considerations for the future are:

*  Suitable packaging;
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+  The need for an ongoing awareness of salt importers and the public in
general;

+  The necessity for a survey follow-up to assess the success of the strategies
adopted.

Senegal

Eighty per cent of the objectives set in the 1995 action plan for the control of jodine deficiency
disorders were met. Concerning the districts of Kaolack and Fatick where many small-scale salt
producers are found, the producers - that is 4200 people - were organized into Groupings of Economic
Interest (GEI). At present there are 9 GEI and a similar programme has just been initiated in Lake
Rose, another district where small-scale producers operate. A regulation on iodized salt production
and distribution for human consumption was passed in 1995. A private local company, has recently
purchased iodization equipment as well as potassiurn iodate, with the Government’s and Cooperation
Agencies’ support, and has installed 10 iodization units (20 tons/hour) which will be used by the
newly created GEL A GEI programme aimed at the Ministry of Health staff and the Ministry of
Commerce was launched to promote the surveillance and monitoring of iodized salt, using field
kits. An IDD Day was organised in 1995. Four companies are currently distributing iodized salt,
primarily in endemic areas.

Somalia

Though data for Somalia is scarce, the provision of iodized salt for refugees and for internally
displaced people has been recommended on several occasions.

Sudan

For many years Sudan has distributed iodized oil in endemic areas. Recently, the Government has
decided to fodize all salt. Hence, the formation of a national IDD Committee and the adoption of a
ministerial decree making salt iodization mandatory.

Swaziland

A prevalence study on iodine deficiency was carried out in June 1993 by the Swaziland National
Nutrition Council. It was done on school children and covered the four administrative regions in
the country.

In 1994, an IDD programme was created and its objectives were to eliminate iodine deficiency
disorders by the year 2000, and to ensure universal salt iodization at the levels recominended by the
Gavernment in 1995. Short and long-term strategies were put in place. The long-term strategy included
universal salt iodization, social marketing, advocacy, laboratory and programme managerment. The
short-term strategy included supplementation in areas of endemic goitre. The first actions taken
within the framewaork of this programme included legislation banning the import of non-iodized
salt, a mobilization campaign targeted at political leaders and traders, and the establishment of a
Micronutrient Multisectoral Commmittee.

Tanzania

The IDD control programme is coordinated by a multisectoral council. An important feature of the
IDD strategy is the production of iodized salt by small-scale produgers: their salt production represents
40% of the total salt production of Tanzania. Tanzania is endowed with many natiral salt deposits
of economic importance which can broadly be classified into four main categories:

»  Sea salt along the coast belt;

+  Underground brine at Uvcinza;
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*  Rock zalt in the soils of lower hills, lakes and swamps located in the
geological rift across east Africa from north o south.

The Tanzania Salt Producers Association has planned the setting up of 42 jodization units of which
25 are being installed. Potassium iodate and field test kits are regularly supplied to salt producers,
who also benefit from technical assistance to help them improve the quality of salt produced and,
therefore, the quality of iodized salt. Over 9600 salt producers have access to this service. According
to recent studies (1995) done by the Tanzania Bureau of Statistics, the mean consumption of iodized
salt is 75.3% per household, of which 95% are in the endemic areas. These studies also show that
abgut 71% of the total population js aware of the IDD problem and its prevention by the use of
lodized salt.

Compulsory legislation on iodized salt goes back to 1978. This legislation was consolidated in
1995 to meet the following requirements:

*  Level of iodization should be 75-100 ppm at factory level and not less than
30 ppm at retail level;

Purity rate should be at least 97%;
Rate of insoluble matter in water should be less than or equal to 0.2%;
Moisture rate should be less than 4%;

* Mgl rate should be less than 0.5%.

Unfertunately, salt produced by small-scale producers still fails to meet these criteria.

Togo

The use of iodized oil for the elimination of iodine deficiency disorders began in the area where the
prevalence of goitre was evaluated at 39% in 1982. A study on the impact of iodized oil
supplementation on the iodized status of children was carried out: more than 4000 children (n =4
182) between 0 and 6 years of age in five villages, benefited from this programme. lIodized oil
supplements were administered to children suffering from iodine deficiency disorders and to a
control group. Results showed that before the treatment with iodized oil supplementation, the mean
TSH levels differed between the two groups but became significant after iodized supplementation.
Thyroid hormones (TA) were not measured. The iodized oil treatment decreased the prevalence of
iodine deficiency disorders in the following order: goitre, convulsions, infertility, deaf-mutism and
cretinigm.

Zambia

A goitre survey conducted in 1972, indicated a total goitre rate of 51%. In 1978, legislation was
adopted making mandatory salt iodization at 50 ppm. Nevertheless, this was not fully enforced due
to constraints faced by agencies responsible for its enforcement. However, the National Milling
Company, which supplied most of the salt, opted for the import of iodized salt.

An IDD “Task Force” was created in 1991. A second survey was then conducted in 1993. Results
showed that the total goitre rate was 32%, and the median urine iodine rate 60 pg/1. Regulations on
salt iodization were amended in 1994 and were enforced with the help of a private organization
responsible for assuring the monitoring of iodized salt in collaboration with government officials. A
survey carried out in 1995 showed that 90% of Zambian households used iodized salt. A study in
three Zambian districts indicated a marked decrease in the total goitre rate (see Table 2).
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Table 2: Total goitre rate in three districts of Zambia between 1993 and 1996

Districts Year Total
Goitre
Rate

Livingstone B2%
4%

Choma 59%
16%

Katete 3%
4%

Zimbabwe

A national goitre survey done in 1988 showed that the national mean total goitre rate was 44%
(weighted mean: 38%). Of the 53 districts surveyed, 20 (38%) presented severe endemia and 21
(40%) moderate endemia. Most of these were in the north-eastern region, which is mountainous and
has the highest rainfall. All the districts had a total goitre rate of at least 10%. Median urinary iodine
rates in the more severely affected districts ranged from 20 to 50 pg/1.

A National Intersectoral Committee was created in 1989, to develop and implement a control
programme aimed at eliminating iodine deficiency by the year 2000. The Ministries represented in
this Committee included the Ministries of Health, Trade and Commerce, Finance, Industry and
Technology, Education, Community Development, Local Government, Agriculture and Justice. The
University of Zimbabwe and the Agencies for International Cooperation were also represented in
this Committee, In addition to this, a Secretariat, based in the Ministry of Health, Subcommittees for
monitoring and research, salt iodization and social mobilisation were also formed.

Legislation enacted in early 1995 required that all salt for human consumption have an iodization
level (potassiutn iodate) between 30 and %0 ppm iodine. Salt traders have shown a great deal of
cooperation and increasing amounts of iodized salt bave been imported since 1993. A national salt
monitoring system was set up in 1994-1995, and used salt test kits for the monitoring of salt jodine
levels. These showed that 88% of the tested salt samples were adequately iodized. A formal survey
on salt iodine level by titration revealed a mean rate of salt iodization of 29 ppm, with 41% of
samples meeting the legal requirement (n = 225).

Moreover, the analysis of urinary iodines indicated a significant change in median urinary iodine
levels in districts that were previously the most severely affected. Median urinary iodine rose from
230 g/1in 1993 to 430 g/1 in 1995: such results demonstrate that iodine deficiency has been elirminated.

By the end of 1994, an increase in the number of cases was reported. The investigations undertaken
since 1991, have shown that incidence of hyperthyroidism - regardless of the age - had dramatically
tripled. Most cases were in older subjects with nodular goitre.

Although the JDD control programme has been very successful, there is a risk of iodine-induced
hyperthyroidism, and of iodine supplementation being too high.
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Group deliberations: constraints and opportunities
O

Constraints

The following constraints were identified during group deliberations, with some countries facing
more constraints than others.

1. Inadequate or non-existent funding for activities such as:

*  Social advocacy;
Training;
Operational research;
*  Production of educational material for the IEC.
Inadequate or poor legislation on fortification concerning the following items:
= Quality of the fortificant;
Quality of the foods to be fortified;
Shelf life of fortified products;
Packaging and labelling;
*  Micronutrients other than iodine.
Shortage of technical capacity concerning;
*  Food fortification technologies;
*  Monitoring and evaluation programmes.
Inadequate infrastructure especially for:
*  Transport and storage;
. Trade;
*  Monitoring and evaluation.
Inadequate laboratory structires due to:
*  Shortage of equipment;

*  Shortage of trained manpower.
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é. Lack of funding affecting:
*  Purchasing power for food production and fortification;
*  Quality of goods produced.
7. Pricing policy as in some countries iodized salt is more expensive than non-iodized salt.

8. Inefficient technology for salt production resulting in low productivity and poor quality of
salt.

9. Stnall-geale salt production units operating in remote areas, difficult to reach.
10.  Individualistic mentality of the small-scale salt producers preventing groupings or associations.

11.  Collaboration between the different parties concerned with salt iodization hampered by the
absence of a continuous system of information exchange and communication at regional level.

12, Integration of micronutrient deficiency control programmes constrained by:

. Verticalization of micronutrient, iodine, iron and vitamin deficiencies control
programnes;

*  Priorities too often dictated by donors;

+  Lack of adequate baseline information on the nature and extent of three
micronutrient deficiencies;

»  Lack of adequate manpower to plan, implement and manage integrated
micronutrient deficiencies control programmes;

*  Reluctance of health personnel to change and to work as a team;
*  Control programmes at different development levels;

*  Lack of human resources to conduct applied research programmes on
micronutrient deficiencies.

13.  Inadequate mobilization:
*  Low public awareness related to iodine deficiency;
*  Inadequate funding to continue social advocacy;
*  Inadequate appreciation regarding the severity of micronutrient deficiencies;
*  High levels of illiteracy in most of the groups at risk.
14.  Difficulty in setting up food fortification programmes due to:
* A great number of small-scale producers;

*  Inadequate development of technologies for home-grown foods.

15
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15.  Difficulty in setting up monitoring and evaluation systemns due fo:
*  Lack of resources;
» Lack of trained personnel;
*  Inadequate infrastructure;

*  Lack of cooperation between the countries of the Region to promote the
setting up of regional laboratories.

Opportunities

1. For the integration of micronutrient control programmes:
*  Availability of micronutrient rich foods;
*  Sirnilarity of target populations to benefit from the programmes;
*  Existence of adequate capabilities to generate baseline information;

= Emergence of technologies that look at the possibility of food fortification,
with two or three micronutrients;

»  Existence of training programmes for planning and managing integrated
micronutrient control programmes;

*  Promotion of integrated micronutrient control programmes by all
stakeholders;

+  Possibilities to measure micronutrients on a single biological specimen;

*  Adminigtration of micronutrient supplements in existing programmes on
mother and child health.

2. For fortification of food:
«  Availability of food fortification technologies with different fortificants;

*  Availability of multiple food fortification technologies, that is with several
fortificants;

= Possibility of fortifying most weaning foods with vitamins and minerals;

= Availability of rechnologies allowing for small-scale production.

[as ]

For social awareness:
= Awareness of political leaders:

= Use of the media (advertising) to educate the public on the advantages of
consurning fortified foods;

16
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*  The use of the media as partners through an involvement in workshops,
conferences, and seminars;

*  Participation of Ministers and Senior Government Officials in workshops on
IDD and other micronutrients deficiencies.

4. For funding:

. Allocation of funds by some governments for the control of micronutrient
deficiencies;

*  Funding for the control of iodine deficiency disorders and other
micronutrient deficiencies from Agencies for Bilateral and International
(ooperation, nongovernmental organisations and private sectors.

5. For monitoring and evaluation:
. Creation of sentinel sites;

*  Integration of surveillance and monitoring systems of programunes for the
control of the three main micronutrient deficiencies: iodine, iron and vitamin A;

. Intermational collaboration;
*  Community participation in salt monitoring.
6. For training;

*  Support from international cooperation for the training of health personnel
on quality control;

*  Intersectoral training.

7. For marketing:
*  Studies to determine the acceptability of the iodized salt;
*  Availability of social marketing strategies.

8. For legislation:

*  Awareness by Governments on the need for legislation on fortification,
especially for salt iodization;

*  Development of standards for salt iodization at international level.
9. For collaboration:

*  Governments and UNICEF should be responsible for providing building
capacity for sustainable production of iodized salt.

17
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Recommendations

Recognizing that:

Micronutrient deficiencies are a major public health problem in Africa;

African Governments have committed themselves towards this goal by
endorsing all resolutions at a global, regional and sub-regional level;

Universal Salt Iodization (USI) is chosen for the elimination of iodine
deficiency disorders;

Major progress has been made during the last decade, resulting in the
reduction of goitre prevalence, the incidence of cretinism and mental
retardation, which will have an impact on national development;

Additional efforts are required to fill the gap in order to ensure the
sustainable elimination of iodine deficiency disorders.

Concerning the control of IDD, participants from 45 countries to the
Conference recommend the following:

A)  To Governments

1.

To define a policy on micronutrient deficiencies which prioritizes iodine
deficiency disorders as a public health problem that can be eliminated by the
year 2000;

To legislate, regulate and enforce universal salt iodization;

To set up the necessary means for the jodization of locally produced salt, by
encouraging the creation of iodization units and by training the personnel
required for universal salt iodization;

To allocate budget and promote the contribution of nongovernmental
organisations and the private sector to sustain universal salt iodization;

To establish a surveillance system for IDD control and universal sait
iodization, including biological surveillance at community level and salt
quality control at all levels;

To encourage salt producers and retail traders through incentive schemes, to
produce and market iodized salt by e.g. facilitating imports, administrative
procedures and tax reduction;

To strengthen inter-country cooperation by harmonizing the programmes,
facilitating a network of experiences exchange by involving the production
and trade sectors;

To support the World Health Organization Executive Board resolution
EB 97.R9., regarding prevention and control of iodine deficiency disorders;

18
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9. To harmonize and reinforce standards on universal salt iodization and
regulation on the import and export of iodized salt in the African Region;

10. To make an inventory of the Region’s resources;

11. To draw a list of reference laboratories which have or could have a regional
influence;

12, To encourage the local production of equipment for salt iodization;
B)  Tocommunities

13. To develop a business culture and the idea of programme ownership at
comununity level;

14. To encourage community participation in the development, implementation,
follow-up and evaluation of programmes;

C)  To Agencies for International Cooperation
15.  To pursue and reinforce advocacy for universal salt iodization;

16. Ta support the development and implementation of the National Plan of
Action on Nutrition {(NPAN) recommended by the International Conference
for Nutrition (ICN) by including the development of priority capacity and
harmonization;

17.  To strengthen the collaboration between donors and Governments to
provide the initial capital for salt iodization investments;

Concerning the control of micronutrient deficiencies and disorders,
participants from 45 countries to the Conference recommend the following:
A) To Governments

18. To review nutrition curricula at all levels to ensure an integrated approach to
micronutrient deficiencies;

19. To promote food-based strategies by exploring the potential of locally-
produced foods in the prevention of micronutrient deficiencies;

20. To develop research and feasibility studies on food fortification so as to
identify potential vehicles for combined micronutrient supplementation;

21.  To promote food fortification by the private sector through incentives and
awareness;

22 To promote food diversification through Information Education
Communication (1EC) strategies and social mobilization for the prevention of
micronutrient malnutrition;

19
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23. To promote and strengthen inter-country cooperation especially in the field
of research, exchange of information and experiences through existing
regional institutions;

24. To develop regulations on the marketing and distribution of fortified foods;
B) To Governments and Cooperation Agencies

25. To encourage donors to support the promotion of an integrated
microrutrient malnutrition;

26. To encourage Agencies of International and Bilateral Cooperation, as well as
Nongovernmental Organizations to pursue and reinforce their support to
micronutrient deficiencies management training programmes.

20
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Working groups

Five groups were formed as follows :

Group I:
Group 2:

Group 3:

Group 4:

Group 5:

Gambia, Ghana, Nigeria, Sierra Leone

Algeria, Burkina Faso, Cape Verde and Cote d'Ivoire

Angola, Burundi, Cameroon, Comoros, Gabon, Equatorial Guinea,
Madagascar, Democratic Republic of Congo, Sao Tome and Principe,
Chad

Botswana, Mozambique, Naribia, Republic of South Africa,
Swaziland, Zimbabwe

Eritrea, Ethiopia, Kenya, Uganda, Tanzania

The working groups worked on three topics:

*  Form a vigion of what is required in the context of the present situation;

*  Identify the constraints and opportunities in the light of experience gained so

far;

*  Recommend actions to overcome the constraints and take advantage of
opportunities in the next 2 to 3 years.

Annex]
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Mr Berhane W/Kidane
Eritrean Salt Works

P.O.Box 922, Asmara, Eritrea
Tel : +291 1 124157

Fax : +291 1 124555

Ethiopia

Mr Ato Woredwork Belaineh
Ministry of Health

Addis Ababa, Ethiopia

Tet : +251 1 156351

Fax : +251 1 519366

France

Dr Ciupek Claude

Laboratoire Guerbet

B. P. 50400- 93520, Roissy Cedex, France
Tel : +33 1 45 917618

Fax : +33 1 45 915199

Gabon

Mrs G, Avore-Oyono
Ministére de Ia Santé

B.P.50, Libreville, Gabon

Tel: +241 76.35. 96
Fax:+24177 34 58 (s/c OM5)

Ms Epoulou Marcelle

g/c OMS

B.P. 3554, Libreville, Gabon
Tel : +242 83 1358

Fax : +242 83 00 45

Gambia

Mrs LS. Janneh

Nutrition Unit, Ministry of Health, Social
Welfare and Women Affairs

P.O. 162, Banjul, Gambia

Tel : +220 225 374

Fax : +220 225 873

Ghana

Mrs Florence Addo
Nutrition Unit

Box M78, Accra, Ghana
Tel : +233 21 665001

MrM.K. Amankwah.

Ghana Standards Board

P.O. Box M245, Accra, Ghana

Tel : +233 21 50 0065 /6 or 50 1492 /4
Fax : +233 21 50 0092

Mrs Phoebe Lokko

Food Research / Institute (G5IR)
P. Q. Box 5051, Accra, Ghana
Tel : +233 21 77 7330

Fax : +233 21 77 7467

(Guinea

DrMamady Daffe
Ministére de Ja Santé

B.P. 585, Conakry, Guinea
Tel : +224 44 2010
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Dr Macoura Qulare
Ministére de la sante

B.P. 585, Conakry, Guinea
Tel : +224 44 2010

Kenya

Dr Robert K. Mwadime

Applied Nutrition Programme
University of Nairobi

. Q. Box 41607, Nairobi, Kenya
Tel: +254 2 630408

Fax : +254 2 631004

Ms Ruth Wamatuba

Ministry of Health

Division of Family Health

P. O. Box 43319, Nairobi, Kenya
Tel : +254 2 725105/8

Fax : +254 2 211041

Mrs V. Wambani

Ministry of Health

P. Q. Box 4331, Nairobi, Kenya
Tel : +254 2 725105/6/7/8
Fax : +254 2 211041

Lesotho

Mr B. Majara

Chief Nutritionist
Ministry of Health

Box 1413, Maseru, Lesotho
Tel : +266 314404

Fax : +266 31079

Mrs M. Ntsike

Food and Nutrition Coordination Office
P.Bag A 78, Maseru, Lesotho

Tel : +266 09266 or 323716 or 322179
Fax : +266 09266 or 322179
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Mr . Phooko

Semior Nutritionist

Ministry of Health and Social Welfare
Box 1413, Maseru, Lesotho

Tel : +266 314404

Fax : +266 31079

Dr5. Toloane

Minister of Health and Social Welfare
Box 1413, Maseru 100, Lesotho

Tel : +266 314404

Fax : +266 31079

Madagascar

DrE. Feno

Ministére de la santé

B.F. 88, Antananarivo 101, Madagascar
Tel : +261 2 35169

Dr Randriamampianina

Service de Nutrition

Amlomentaties

B.P. 8602, Antananarivo 101, Madagascar
Tel : +261 315 57

Dr Raoarahana

Ministére du Commerce,

Division de la Qualité et de la Météorologie
B.F. 1316, Antananarivo 101, Madagascar
Tel : +261 2 23860

Fax : +261 2 31280

Malawi

Mr Peter I. S. Chiligo

Malawi Bureau of Standards

P. O. Box 946 BT, Blantyre, Malawi
Tel : +265 670488

Fax : +265 670756
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Mr Vales N Machila

Malawi News

Private Bag 39, Blantyre, Malawi
Tel - +265 671445

Fax : +265 671114

Mr Henry Jailosi Mdebwe

F. O. Box 30377, Lilongwe 3, Malawi
Tel : +265 783 044

Fax : +265 783109

Mr A. Msalanyama

Customs and Excise

Private Bag 20, Blantyre, Malawi
Tel : +263 620288

Fax : +265 620048

Mr P.P. Mulipa

Press Corporation Ltd

P.0.Box 1227, Blantyre, Malawi
Tel : +265 623314

Fax : +265 671638

Mali

Mr Moharnmed Dhallo

Ministére des finances et du commerce
Bamako, Mali

Tel : +223 225 858

Fax : +233 228 8533

Mr Lassana Fofana

Ministére de la santé, de la solidarité et des
Personnes dgdes

B.P. 232, Bamako, Mali

Tel: +#223 225 301 or 302

Fax : +223 230 203

Mr Eldrissa Knadjigui
¢/o UNICEF

B.F 9%, Barnako, Mali
Tel : 4233 23133

Fax : +233 224125

Mauritania

MrSall Aliou Mamadou

Chef du Service National de Nutrition
B.P. 334, Nouakchott, Mauritaria

Tel : 4229 2 51227

Mozambique

Mr] A. Amaral (Jnr)

Dora Consultores, Lda

Av. Samora Machel No. 30,

4 Ander Sala 11, Maputo, Mozambique
Tel: +258 1 31300

Fax : +258 1 423542

Mrs Jane Catchpole

Population Services International
Av_Fatrice Lumnumba No 204
Maputo C.F. 4059, Mozambique
Tel : +258 1 430 638 or 307

Fax : +258 1 430636

Mr . Docane (Jnr)

Ministerio da Sauder

C.PP. 2548, Av. Eduardo Mondlane,
Maputo, Mozarmbique

Tel : +258 1 426533

Fax : +258 1 421738

Mrs Lourdes Fidalgo
Ministerio da Saude
Nutrition Department
Maputo, Mozambique
Tel : 4258 1421738
Fax : +258 142178

Dr Faulo Ivo Garrido
Ministerio da Saude
Av. Eduarde Modlane,
Maputo, Mozambique
Tel : +258 1 424633
Fax : +258 1 421109
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Dir D.C. Mahotas

Av. Eduvardo Mondlane
Maputo, Mozambique
Tel : +258 1 426164

Fax : +258 1 426164

Mr A. Moiane

National Directorate of Industry
Av. 25 Di Septembro, 1502
Maputo, Mozambique

Tel : +258 1 420152

Fax : 258 1 421305

Mr Rwamfizi Venuste

Dora Consultores, Lda

Av.Samora Machel No. 30,

4 Ander 5ala 11, Maputo, Mozambique
Tel ;: +258 1 31300

Fax : +268 1 423542

Namibia

MrF]. Els

Ministry of Agriculture, Water and Development
P.O. Box 13184, Windhoek, Narmibia

Tel : +264 61 202 2184

Fax : +264 61 233459

Dr Ndapewa Harmunime

IDD Focal Person

Ministry of Health and Social Welfare
P.O. Box 8699, Windhoek, Namibia
Tel : +264 061 20 32331

Fax : +264 061 2032334

MsN. Van Wyk

Health Programme Administrator
Ministry of Health and Social Services,
F. Q. Box 3828, Windhoek, Namibia
Tel : +264 61 2032346

Fax : +264 61 2032334
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Niger

Dr Boukai Amadou

Division de la santé de 1a famille,
Unité de nutrition

Ministére de la santé publique
B.P. 623, Niarney, Niger

Tel : 4227 723003

Fax ; +227 722424

Pr Daouda Hamani
University de Niamey
B.P.108%6, Niamey, Niger
Tel: +227 73 2531

Fax : +227 73 3862

Nigeria
Dr Timieri Agary

Federal Ministry of Science and Technology

9 Kofo Abayomi 5t, Victoria Island
P.O. Box 12793, Lagos, Nigeria
Tel : +234 1 5877499

Fax : +234 1 617632

MsM. Asuquo

Union Dicon Salt PLC, Lagos
1 Lasamaja Ind Estate
Suru-Lre, Lagos, Nigeria

Tel : +234 45 26502 or 226454
Fax : +234 45 26445

Mr Chris Ezenwa

National Planning Commission
The Presidency, Federal Secretariat,
Ikoyi, Lagos, Nigeria

Tel : +234 1 687609

Fax : +234 1 2693230

Mrs frene Adesuwa Ogundbor
National Primary Health Care Agency
Central Medical Library Compound
P.M.B1009, Yaba, Lagos, Nigeria

Tel : +234 864169
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Dr5.0. Omajokun
Federal Ministry of Health

Primary Health Care and Disease Control
Department

Nutrition Division.
8 Harvey Road, Yaba, Lagos, Nigeria

Rwanda

Dr Etienne Gasana

Ministry of Health

P. O. Box 84, Kigali, Rwanda
Tel : +250 34776

Mr Serge Rwamasirabo

Household and Nutrition Assistant
Project Officer

P. . 3382, Kigali, Rwanda

Tel : +250 73008

Fax : +250 73026

Sao Tome and Principe

DrB. Arlindo

Ministerio da Saude

Sao Tome, Sao Tome and Principe
Tel : +239 12 229/75

DrF.R.de Azevedo

Ministre da Saude

Ministerio de Saude

C.P. 23, Sa0 Tome, Sao Tome and Pringipe
Tel: +232 22 086

Dr A. de Ceita Carvalho

Ministerio do Comercio

{CP.67, Sao Tome, Sao Tome and Principe
Tel : +239 22 626

Senegal

Dr Sall Guelaye Mohamadou
Sanas, Ministére de la santé

B.P. 6251, 13 G2 51 Dakar, Sénégal
Tel : +221 244753

Fax : +221 244753

SierraLeone
MrF.S. Lahai
Nutrition Division,

Ministry of Health and Sanitation

4th Floor, Youyi Building,
Freetown, Sierra Leone
Tel : +232 022 240191
Fax : +232 022 241527

Republic of South Africa
MsM.E. de Hoop
Department of Health

P. Bag X 828, Pretoria 0001
Republic of South Africa
Tel : +27 012 31 20506
Fax: +27 012 32 37457

Dir Fieter L. Jooste

Maedical Research Council
P. O. Box 19070

Tygererg 7505, Cape Town
Republic of South Africa
Tel : +27 021 938 0370

Fax : +27 021 938 0321

E-mail : pjooste@eagle.mrc.za

Pr Katk

University of Witwatersrand

Department of Medicine

7 York Road, Parktown 2193

Republic of South Africa
Tel: 011-488 83808
Fax: 011-643 4318

MrN.M. Kama
Department of Health

P. Bag X 0038, Bisho,
Eastern Cape

Republic of South Africa
Tel : +27 040 199 3744

Fax: +27 040 191 205/9162
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Pr D. Labadarios

Department of Human Nutrition,
P. 0. Box 19063

Tygerberg 7505

Republic of South Africa

Tel : 427 11 938 9259

Fax: +27 21 933 2991

Mr L. Locatelli-Rossi

Salt Technologies, S.A
35urcingle Av, Hout Bay,
Cape Town

Republic of South Africa
Tel: +27 021 790 2914
Fax: +27 (021 790 5072

Mr Ronnie Pankhurst
Roche Products (Pty) Ltd
P.O. Box 4585,

johannesburg 2000,
Republic of South Africa

Tel : +27 011 393 4785
Fax: +27 11 393 479

Mr Heidi-Lee Robertson
Roche Vitamin Information Centre

P. Q. Box 182, Isando 1600
Republic of South Africa

Tel : +27 011-3534794 /80
Fax : +27 011-3934790

Swariland

Mr Vilakati Danisile Busie
National Nutrition Council
Box 1119, Mbabane, Swaziland
Tel : +268 45006

Mr Thankful M. Dlamini

Ministry of Agriculture and Crops
Box 162, Mbabane, Swaziland

Tel : +268 78322 or 78128
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DrT. Lapidos

Ministry of Health

P. O. Box 5, Mbabane, Swaziland
Tel: +268 43506 or 43507

Sweden

Dr Ted Greiner

International Unit, Child health
Uppsala University, Entrance 11
75185, Uppsala, Sweden

Tel : +46 18 511598

Fax : +46 18 515380

Tanzania

Mr Vincent Assey

Food and Nutrition Centre

P. O. Box 977, Dar-Es-Salaam, Tanzania
Tel : +255 51 29621 or 29623

Fax : +255 51 44029

Mr AR Jeje

Tanzania Food and Nutrition Centre
P.O. Box 977, Dar-Es-Salaam, Tanzania
Tel : +255 51 29621

Fax : +255 51 44029

Mr . Manji

Chairman,

Tanzania Salt Producers Association
FP.Q. Box 7001, Dar Es Salaam, Tanzania

Mr . Momburi

Ministry of Minerals and Energy
P.0O. Box 1239, Dodoma, Tanzania
Tel : +255 23281 6

Mr ALR. Mrope

Ministry of Health

Principal Secretary

P. Q. Box 9053, Dar-Es-Salaam, Tanzania
Tel : +#255 51 112867

Fax : +2h5 51 39951
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Togo
Pr Ananivi Doh

Ministére de la santé
B.F. 386, Lomé, Togo
Tel : +228 214262
Fax : +228 217832

Mr Yibokou Quashi Enyo
Ministére de la santé

B.P. 386, Lomé, Togo

Tel : +228 2214262

Fax : +228 217832

Dr Agbobli Kossi Fiagany
B.F.33, Lomé, Togo

Tel - +228 650031

Fax : +228 650089

Uganda

DrD.K.W. Lwamafa

Commissioner for Health Services (Nutrition)
Ministry of Health

P.O. Box 8, Entebbe, Uganda

Tel - +256 42 2111 or 2112

Fax : +256 42 211

Mr Kenneth Mugambe

Ministry of Finance and Economic Planning
Box 7086, Kampala, Uganda

Tel : +256 42 23 4700 or 4709

United States of America

Mrs Fiona Wilson

Population Services International
1120 19th Street, NW
Washington DC 20036, USA

Tel : +1 202 185 0072

Fax :+1 202 1851020

Zambia

Mr Vincent Chowa

National Food and Nutrition Commission
P. O. Box 32669, Lusaka, Zambia

Tel - +260 1 227803 /4

Fax : +260 1 221426

Dr C. Lumbwe

Micronutrient Task Force

U.T.H Department of Medicine
P. Q. Box 50001, Lusaka, Zambia
Tel : +260 1 262501

Fax : +260 1 244643

Mr W. Nyirongo

Micronutrient Task Force

P. 0. Box 30138, Lusaka, Zambia
Tel : +260 252855

Zimbabwe

MsL. Adams

Ministry of Health and Child Welfare
P.O. Box 98, Bindura, Zimbabwe

Tel : +263 71 6381

Fax : +263 71 6956

Mrs 5. Bhebhe

Ministry of Health & Child Welfare
FMD Mat North )

P.O.Box 441, Bulawayo, Zimbabwe
Tel : +263 4 75946/7

Mr Abdego Chigumbu

Ministry of Health

F.Q.Box 147, Masvingo, Zimbabrwe
Tel : +263 39 63201

MrE. Dune

Zimbabwe Farmers Union
F.O.Box 3755, Harare, Zimbabwe
Tel : +263 4 737733 /4

PrZ. AR Gomo

Department of Chernical Pathology
University of Zimbabwe Medical School

Harare, Zimbabwe
Tel : +263 4 791631
Fax : +263 4 708015
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Mr . Govere

TA Holdings-Aroma Bakeries

PO Box 120, Harare, Zimbabwe

Tel : +263 4 486924 /5, 486078 or 486087
Fax : +263 4 486073

Mr M.B.K. Hakutangwi
Ministry of Agriculture
AGRITEX

P.O.Box CY 639, Causeway
Harare, Zimbabwe

Tel : +263 4 794381/7

Fax : +263 4 22445

Mrs Sozina Katuli

Ministry of Health and Child Welfare
PMD Mat South

P.O.Box 441, Bulawayo, Zimbabwe
Tel: +2563 9 62914

Mrs Elizabeth Macha

Ministry of Health and Child Welfare
PMD Midlands

P.O.Box 206, Gweru, Zimbabwe

Tel : +263 54 51394 /7

Fax : +263 54 2406

Mr J.M. Malaba

Food Manufacturers Association
P.O.Box 3794, Harare, Zimbabwe
Tel : +263 4 739833

Fax : +263 4 750953

Dr L.C. Malaba

Department of Food & Nutrition
University of Zimbabwe
P.O.Box MP167, Mt Pleasant
Harare, Zimbawe

Tel : +263 4 303211

Fax : +263 4 333678

E-mail : malaba@zimbix.zw
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MrP. Makoni

Aroma Bakeries

P.0.Box 120, Harare, Zimbabwe
Tel : +263 4 486924

Mrs P. Mupfumira

Midlands Milling Company
P.O.Box ST 131

Southerton, Harare, Zimbabwe
Tel : +263 4 666401

Fax : +263 4 668180

Mrs T. Musizvingoza

Ministry of Health and Child Welfare
FMD Mash West

P.0. Box 139, Chinhoyi, Zimbabwe
Tel : 4263 67 23211

Mrs]. Nyatsanza

University of Zimbabwe

P.0.Box MI’167, Harare, Zimbabwe
Tel : +263 4 303211

MrD. Zinhu

Aroma Bakeries (Pvt) Ltd
P.O.Box 120, Harare, Zimbabwe
Tel : +263 4 486924

Ms C.D.D. Zunguza

Harare City Health

P.O.Box 596, Harare, Zimbabwe
Tel : +263 4 753330/2
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Nongovernmental
Organizations

Commonwealth Regional Health Community
Secretariat for East, Central and Southern
Africa

Ms C. Siandwazi

CRMCS

P.O.Box 1009, Arusha, Tanzania

Tel: 255-57-8362/3

Fax: 255-57-8292

E-mail: CRHCS@Ken Healthnet.org

ICCIOD

Dr C. Pandav

Centre for Community Medicine

All India Institute of Medical Sciences
New DehliIndia

Tel : +91 11 686 3522

Fax : +91 11 686 3522

Email : pandav@iccidd.ernet.in

Dr C. Thilly

ICCIDD

CEMUBAC

Route de Lennik 808
1070 Brussels, Belgium
Tel : +322557077
Fax:+322 5557049
E-rnail : ¢.med vII@.ac.be

Micronutrient Initiative
Mr V. Mannar
Micrormatrient Iniiative
250 Albert Street

Ottawa, Canada

Teal : +1 613 236 6163

Fax : +1 613 236 9579
E-mail: vimnannar@idre.ca

PAMM

Dr Frits van der Haar

PAMM

Rollins School of Public Health of Emory University
1518 Clifton Road N.E

Atlanta, Georgia 30322, USA

Tel : +1 404 727 2427

Fax : +1 404 727 4590

E-mail : vanderha@sph.emory.edu

Mrs Rose Nathan

FAMM

Rollins School of Public Health of Emory University
1518 Clifton Road N.E.

Atlanta, Georgia 30322, USA

Tel: 1-404-727 9257

Fax: 1-404-727 4590

E-mail : nathan@emory.edu

International Organizations

FAD

MrE. Yeboah
FAQ,

Old Mutual
Harare, Zimbabwe
Tel : 4263 4 791407

QAT

Dr L.O. Masimba

Chief of Nutrition

Organisation of African Unity
P.0.Box 3243, Addis Ababa, Ethiopia
Tel : +251 1 515971

Dr Labadan

QAU Headquarters

.. Box 3243, Addis Ababa, Ethiopia
Tel : +251 1 515971
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UNICEF

Mr Dustagher Abdullar

UNICEF

B.F. 732, Antananarivo, Madagascar
Tel : +261 230351 /52

Fax : +261 2 30401

Dr N. Abiprojo
UNICEF
Khartoum, Sudan
Tel : 471835

Fax : 471836

Mrs Ernestina Agyepong

UNICEEF

P.(O. Box 5051, Accra North, Ghana
Tel : +233 21 77 2524 or 3583 or 3584

Mr Ralph Diaz

UNICEF Representative

P. Bag A171, Maseru 100, Lesotho
Tel : +266 315501

Fax : +266 310248

E-mail: rdiaz@unicef.org

Dr John Onyeani Egbuta
UNICEF, Lagos

30A Queens Drive

Tkoyi, Lagos, Nigeria

Tel : +234 01 2690277
Fax : +234 01 2690727

Dr Tadele Gebeyehu

UNICEF

P. O. Box 140, Awassa, Ethiopia
Tel : +251 6 201609

Fax : +251 6 201609

Dr A M. Abdel Halim

UNICEF

P. Q. Box 132, Khartoum, Sudan
Tel : 272 138

Mrs Toshiko Hamano

Nutrition Officer, UNICEF

F. Bag A171, Maseru, Lesotho

Tel : +266 315 801

Fax : +266 310 248

E-mail : unicef. maseru@unicef.org

Mr Yermane Kidane

UNICEF

FP.O.Box 2004, Asmara, Eritrea
Tel : +291 1 182166

Fax : +291 1 181439

Dr Isiye Ndombi
UNICEF/Eritrea

P. Q. Box 2004, Asmara, Eritrea
Tel : +291 1 182166

Fax :+2911 181439

MrP. Nyandagazi

UNICEF

P.O Box 222, Conakry, Guinée
Tel : +224 41 2357

Fax : +224 41 2707

Mrs Lilian Silenje

UNICEF

F. O. Box 30375, Lilongwe 3, Malawi
Tel : 4265 780788

Fax : +265 783162

Mr R. Stanton

UNICEF

P.O.Box 1250, Harare, Zimbabwe
Tel : +263 4 703941

Mr Frans Van (laasen
UNICEF

2100 Copenhagen, Denmark
Tel : +45 35273025
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Ms Victoria Wise
UNICEF

B. P. 96, Bamako, Mali
Tel : +223 23 133

Fax : +223 22 4125

Secretariat

Ministry of Health and Social Welfare
Mrs J.R. Mutamba

Conference Coordinator

Deputy Director Nutrition Unit,
ICCIDD Sub-Regional Coordinator for Eastern,
Central and Southern Africa

Ministry of Health and Child Welfare
F.O.Box CY1122, Causeway

Harare, Zimbabwe

Tel : +263 4 791169/792454

Fax : +263 4 791169

Mrs Theodera Nyamandi

Government Analyst Laboratory

Box CY231, Causeway, Harare, Zimbabwe
Tel :+263 792026

University of Zimbabwe

Pr Julia Hasler

University of Zimbabwe
Biochemistry Department
F.0.Box MP 167, Mt Pleasant
Harare, Zimbabwe

Tel : +263 4 303211, ext 1346

Fax : +263 4 333678

E-mail : hasler@giraffe.icon.co.zw

DrC Todd

Department of Community Medicine
University of Zimbabwe

P.O Box A178, Avondale,

Harare, Zimbabwe

Tel : +263 4 791631

Fax : +263 4 795019

E-mail : ctodd@healthnet.zw

ICODD
Pr M. Benmiloud

ICCIDD Vice-Chairman and Coordinator
for Africa

P.O. Box 1062, Elmenouar 31000
Oran, Algenia

Tel : +213 6 347 934

Fax :+2136 37 934

E-mail : berumiloud@elbahia.cerist.dz

PrF. Delange

ICCIDD Executive Divector
153 Avenue de la Fauconnerie
B-1170 Brussels, Belgium

Tel : +32 2 675 8543

Fax : +32 2 675 1898

E-mail : fdelange@uib.ac.be

Fr B. Hetzel

ICCIDD Chairman

Health Development Foundation
Women's and Children’s Hospital
72 King William Road

North Adelaide 5006, Australia
Tel: +61 8 204 7021

Fax : +61 8 204 7221

E-mail : iccidd@al1].aone.net.an

D D.N. Lantum

ICCIDD Coordinator for Central Africa and
Madagascar

Faculty of Medicine

P.B 1364, Yaoundé, Cameroon
Tel : +237 21 5149

Fax : +237 23 (029

Dr].Ling

ICCIDD

1501 Canal St,

New Orleans, 70112, USA

Tel : +1 504 154 3542 or 891 727

Fax : +1 504 584 3563

E-Mail: JLING@mailhost.tes.tulane.edu
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World Health Qrganization

DrL.A. Arevshatian
WHO Representative
Harare, Zimbabwe
Tel : +263 4 700361
Fax : +263 4 728991

Dr K. Bailey

Nutrition Programme

20 Avenue, Appia

1211 Geneva 27, Switzerland
Tel : +41 22791 3319

Fax : +41 22 791 4156
E-mail: baileyk@who.ch

Dr B. de Benoist

Regional Adviser in Nutrition
WHO/AFRO

B.P 6, Brazzaville, Congo

Tel : 4242 83 9146 or 9118

Fax : +242 83 9400

Dr A. Claudine

WHO

16 Kingsbridge Avenue

Mt Pleasant, Harare, Zimbabwe
Tel : +263 4 885277

DrE. Mason

WHO

95 Parklane, Harare, Zimbabwe
Tel : +263 4 728991/7

Fax : +263 4 728998

Dr R. Tshabalala

Director, Health Protection and Promotion
WHO/AFRO

B.P 6, Brazzaville, Congo

Tel : +242 83 9100

Fax : +242 83 9400
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Dr B. Underwood

National Eye Institute

National Institute of Health

9000 Rockville Pike

Bethesda, MD 29892, USA

Tel : +1 306 496 1331

Fax : +1 306 496 2297

E-mail : barbara.underwood@nei.nih.gov

Dr A. Verster

Regional Adviser, Food and Nutrition
WHO/EMRO

P.Q.Box 1517, Alexandria, Egypt

Tel : +203 4830090

Fax : +203 4838916

E-mail : verster@who.scl.eg

UNICEF

Mr David James Alnwick
UNICEF New York

UNICEF House

3 UN Plaza, NY

New York 10016, USA

Tel : +1 212 326 7057

Fax : +1 212 326 7336

Email : dalnwick@unicef.org

Dr Festo Kavishe
UNICEF/ESARO

P.0O. Box 44145, Nairobi, Kenya
Tel : +254 2 622200
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lodine has considerable implications for economic and social
development on the African continent where an estimated

181 million people are at risk of iodine deficiency. Given iodine’s
importance for ensuring and preserving health, particularly for

foetal and child growth and brain development, the elimination of iodine
deficiency disorders remains a major regional public health priority.

The Conference on the Sustainable Elimination of lodine Deficiency
Disorders in Africa by the Year 2000 (Harare, Zimbabwe, 22-24 April 1996)
provided participants from 45 countries the opportunity to

exchange their experiences in the control of iodine deficiency disorders;
to update their knowledge in this area; to assess regional progress

during the past ten years in the prevention and control of these disorders;
and to formulate recommendations so that through concerted

action by health workers, salt traders, legislators, politicians and
educators, the elimination of iodine deficiency as a public health

problem becomes a reality by the year 2000.

The report of the Conference summarizes the progress status of invited
countries with regard to the control of iodine deficiency disorders

and the results of group deliberations, especially on constraints

that programmes for elimination of iodine deficiency must face.

. The Conference’s recommendations are addressed to governments,

communities and international cooperation agencies.



