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Context and Background: Brief Country Description
Location

The Philippines is an archipelago located in Southeast Asia (Fig. 1), with a total land area of almost 300,000 sq km. It is located north of Indonesia, east of Vietnam, and southeast of China.
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Figure 1   Map of Southeast Asia showing the location of the 

  Philippines

Demography

The total population as of July 2000 is 81,159,644, with an annual growth rate between 2.0 to 2.5 percent. The age structure shows 37percent of the population in the 0-14 years age bracket, with the majority of the population (59 percent) within the 15-64 years age bracket, which partly explains the high population growth rate. Only 4 percent of the population is within the 65 years and over age bracket. 

Health

Selected health indicators are shown in Table 1. The top ten causes of infant deaths (5 year average from 1991-1995 and in 1996) were: respiratory conditions of the fetus and newborn, pneumonias, congenital anomalies, diarrheal diseases, birth injury and difficult labor, septicemia, measles, meningitis, other diseases of the respiratory system, and avitaminosis and other nutritional deficiencies. Infant deaths were higher in mothers who received no antenatal care or medical assistance at the time of delivery (DOH 1999). 

The leading causes of morbidity (all ages) were largely due to communicable diseases. From the years 1989 to 1997, these included diarrhea, pneumonia, bronchitis, influenza, pulmonary tuberculosis, hypertension, malaria, chicken pox, diseases of the heart, and measles, according to the Philippine Health Survey data in 1997. The ten leading causes of mortality (all ages) during the same period were mainly non-communicable diseases, namely: diseases of the heart and vascular system, pneumonia, malignant neoplasms, tuberculosis (all forms), accidents, chronic obstructive pulmonary disease, diabetes mellitus, and diarrheal diseases.

Table 1   Health indicators: Philippines

	Life Expectancy at Birth, 2001
	

	
Male
	66.63

	
Female
	71.88

	Crude Birth Rate, 2001 (per 1000 popn)
	26.24

	Crude Death Rate, 2001 (per 1000 popn)
	5.83

	Infant Mortality Rate, 1997
	

	
Number
	28,061

	
Rate (per 1000 livebirths)
	17.0

	Maternal Mortality Rate, 1997
	

	
Number
	1,521

	
Rate (per 1000 livebirths)
	0.9


Source: 1995 Census-based National & Regional population Projections, as presented in http://www.doh.gov.ph/healthsit/
Economy

The Philippine economy is described as a mixture of agriculture, light industry, and supporting services. The GDP growth rate declined from 5.1 percent in 1997 to –0.5 in 1998, with much of the decline in growth seen in the agriculture and forestry sectors and also from decreased investments. Some economic recovery was noted in 2000, where the country experienced 3.3 percent growth rate in GDP (NEDA, 2001). Recent economic thrusts include major changes in the taxation system to increase government revenues, deregulation and privatization of the economy, and improvement of infrastructure. 

Minimum basic needs (MBN) indicator

In October 1999, the National Statistics Office conducted the 2nd nationwide Annual Poverty Indicators Survey (APIS), covering 41,000 sample households all over the country. MBN indicators were classified as those on survival, security, and enabling. Some examples of data collected are also given (Table 2).

Table 2   Minimum Basic Needs (MBN) Indicators, Philippines (1999)

	
	

	1. Survival Indicators
	

	
FOOD AND NUTRITION
	

	
Recipients of Iron Supplements
	· A total of 1.6 million or 10.7percent of the total families had married female family members 15-49 years old who were pregnant and/or lactating from April 1 to September 30, 1999. Of these, about 1 million or 64.8 percent were recipients of the iron supplements. 

· Three out of five of these families belonging to the lowest 40 percent income stratum received iron to supplement the needed vitamins during pregnancy. 

	
Recipients of Iodine Supplements
	· Approximately 910.0 thousand (or 57.5 percent) of families with married pregnant/lactating women received iodine supplement during the period April 1 to September 30, 1999.

	
HEALTH
	· Three out of five families with pregnant and/or lactating married members who were 15-49 years old in 1999 were given at least two shots of tetanus toxoid.
· 91.7 percent of families with married women 15-49 years old had access to family planning in 1999 but only 35.8 percent were practicing any family planning method.

	
ELECTRICITY, WATER AND 
SANITATION
	· 73.3 percent of families had access to electricity at home.

· The number of families with access to safe drinking water was 79.2 percent in 1999. 

· The number of families with sanitary toilets rose was 12.142 million in 1999. 

	2. Security Indicators
	

	
SHELTER
	· A total of 7.750 million families (52.6 percent) had housing units made of strong materials. 

· The percentage of families owning the house and/or lot they occupy was 68.6 percent. Of the 10.1 million families that owned their house and/or lot in 1999, only 5.9 percent were able to get the assistance of the government housing or financing program. 

· One in every five families owned land for purposes other than residence. Of these families, 288.0 thousand (0.9 percent) acquired their land through the Comprehensive Agrarian Reform Program (CARP) for 1999.

	
EMPLOYMENT 
	· The labor force was estimated to be 32 million in 1999. These were classified as agriculture 39.8 percent, government and social services 19.4 percent, services 17.7 percent, manufacturing 9.8 percent, construction 5.8 percent, and others 7.5 percent.

	3. Enabling Indicators
	

	
EDUCATION
	· The percentage of families with children 6-12 years old was 52.7percent in 1999. Of this number, the percentage of families with children 6-12 years old who were enrolled in elementary schools was 83.9 percent in 1999.

	INVOLVEMENT IN PEOPLE’S ORGANIZATION, NON-GOVERNMENT ORGANIZATION AND/OR COOPERATIVE 


	· Some 4.097 million families or 27.8 percent of the total number of families have at least one family member involved in any people’s organization/non-government organization involved in community development in 1999. 

· The number of families with members in cooperatives was 16.2 percent. 

	AVAILMENT OF LOANS FOR ENTERPRENEURIAL ACTIVITIES/ BUSINESS 


	· Three in every five families in the country were engaged in entrepreneurial activities.

· In terms of availing loans, the number of families availing of loans for business was 2.173 million (25 percent) in 1999. 

· High interest rates, having no collateral, and no knowledge where to get loans were among the reasons given by families in the bottom 40 percent income group who could not avail of credit for their entrepreneurial activities. 

	
PRESENCE OF WORKING CHILDREN
	· The number of families with working children 5-17 years old was about 1.511 million (14.7percent of the total families with children 5-17 years old) in 1999 who allowed their children to be employed. 


Source: Annual Poverty Indicators Survey, October 1999, National Statistics Office
The Philippine Health Sector

The Department of Health (DOH) is the country’s lead agency in health. It is responsible for the administration of regional hospitals and medical centers, as well as specialty hospitals. Each region in the country has a DOH regional field office.

Some important developments have occurred in the country’s public health care system and health care delivery over the past 25 years. In 1979, the Primary Health Care approach was adopted; in 1983, Executive Order 851 mandated the integration of public health and hospital services; in 1987, the Department of Health was further reorganized to streamline health care delivery; in 1992, a major change occurred in the devolution of health services to the local government units (LGUs). At present, the DOH is undergoing further streamlining of its organization and functions as mandated by Executive Order 102 (NOH, 1999).

After the devolution of health services to the LGUs in 1992, the provincial and district hospitals have been administered by the provincial governments, while the rural health units  (RHUs) and Barangay Health Stations (BHSs) located in different municipalities have been placed under the municipal governments.

Health Expenditures

In recent years, health care expenditures have remained at levels below the health spending as prescribed by the World Health Organization for a developing country. In 1998, only 3.5 percent of GNP (equivalent to about P 88.4 billion) was spent on health, still below the WHO-prescribed 5 percent of the GNP. The biggest portion of the total health budget was spent for personal health care services (72 percent), public healthcare services amounted to about 13 percent, while overhead services amounted to about 15 percent of the total health budget. The average out-of-pocket expenditures for health for each family remained high, representing approximately 46 percent of the total health spending, while the National Health Insurance Program covered only 7 percent of total health spending. Another 8 percent of the total health spending was borne by private health insurance and community-based health financing schemes.

National Objectives for Health

The DOH has set national objectives for health for the years 1999 to 2004. These include:

1.   Improvement of the general health status of the population

2.   Reduction of morbidity, mortality, disability and complications from leading causes such as diarrheas, pneumonias, tuberculosis, cancer, diabetes, protein-energy malnutrition, iron deficiency anemia, to name a few

3.   Elimination of the following disease as public health problems: schistosomiasis, malaria, filariasis, leprosy, rabies, measles, tetanus, dipththeria, pertussis, Vitamin A deficiency, and Iodine Deficiency Disorders

4.   Eradication of poliomyelitis

5.   Promotion of a healthy lifestyle

6.   Promotion of the health and nutrition of families and special populations

7.   Promotion of environmental health and sustainable development

To achieve the national health objectives, the Philippine government has identified general strategies to improve the health care delivery system at different levels (DOH, June 1999). These strategies include:

1.   Increased investments for primary health care

2.   Development of national standards and objectives for health

3.   Assurance of quality health care

4.   Support for local health system development

5.   Support for frontline health workers.

Nutrition in the Philippines

Historical Perspectives

Some significant national government policies and activities on nutrition have been undertaken over the past decades. These include:

1.   The creation of the Nutrition Service of the Department of Health in 1968

2.   The creation of the National Food and Agriculture Council through EO 183 in 1969

3.   The creation of the National Nutrition Council in 1974

4.   Acceleration of the supplementary school feeding program of the national government, with particular emphasis on Mindanao in 1977

5.   The reorganization of the Food and Nutrition Research Center/Institute in several stages starting in 1982

6.   The implementation of the Milk Code rules and regulations covering the advertising, promotion, and marketing of breastmilk substitutes

7.   The reorganization of the National Nutrition Council in 1987, and transfer of administrative responsibility of the National Nutrition Council from the Department of Social Welfare and Development to the Department of Agriculture in 1988

8.   The enactment of the Salt Iodization law nationwide (ASIN law)

9.   The implementation of the Sangkap Pinoy Seal Program (food fortification) and the Arawng Sangkap Pinoy (ASAP), a supplementation program incorporated with National Immunization Day in 1993-1995

10. The issuance of an executive order making the national nutrition surveys into critical statistical data in 1996

Key Players in Nutrition in the Philippines

The Philippines has a Medium Term Philippine Food and Nutrition Plan (MTPFNP). This has also been referred to as the Philippine Plan of Action for Nutrition (PPAN), which serves as the country’s blueprint for nutrition improvement. The current PPAN covers the period of 1999-2004. The PPAN is an integral component of the Medium-Term Development Plan (MTDP) for the Philippines.

The National Nutrition Council (NNC) is the main policy-making body for nutrition, and is responsible for formulating the MTPFNP/PPAN. A distinct feature of the PPAN is the systematic collaboration of national government agencies (NGAs), local government units (LGUs), non-governmental organizations (NGOs) and the business sector. The PPAN uses existing organizational structures at the national and sub-national levels for the implementation, monitoring and evaluation of nutrition interventions.

The National Nutrition Council (NNC) is the main coordinator for all nutrition-related activities of both government and private sectors. At the national level, the NNC is composed of a Governing Board that includes ten department secretaries (Agriculture; Health; Education, Culture and Sports; Science and Technology; Trade and Industry; Economic Planning; Social Welfare and Development; Interior and Local Government; Budget and Management; Labor and Employment) and three representatives from NGOs as members. The NNC Governing Board (NNC-GB) is chaired by the secretary of the Department of Agriculture. The main functions of the NNC-GB are the formulation of national food and nutrition policies and strategies for nutrition improvement, and the coordination of planning, funds release, monitoring, implementation, monitoring and evaluation of nutrition programs. Technical assistance is provided to the NNC Governing Board by the Technical Committee, which also facilitates interagency communication and coordination. The NNC Technical Committee is composed of representatives from government departments and agencies, the academe (University of the Philippines at Los Baños), and NGOs. The NNC also has a Council Secretariat that advises the Governing Board on matters related to food and nutrition policies, programs and projects, as well as provides technical, financial, and logistical support to local governments and agencies for the development and implementation of nutrition programs and projects, among a number of other functions. At the local level, local nutrition committees, chaired by local chief executives (LCEs), serves as the planning and coordinating body at the local level. A designated Nutrition Action Officer (NAO) assists the LCEs on matters and activities related to nutrition and food. At the barangay level are the frontline community-based or volunteer workers who provide basic nutrition-related services that include growth monitoring and promotion, promotion of home and community food production, and the conduct of nutrition education activities, among others.

Nutrition Policy Directions

The Philippine Nutrition Program is premised on a nutrition-in development perspective. As such, it adheres to the guiding principle that a healthy well-nourished population is a prerequisite to the attainment of national development goals. Health and nutritional well-being is considered an integral part of national socio-economic development, and is guided by the following policy directions (PPAN, 1993-1998):

•
Focus public resources toward the implementation of community-based nutrition interventions and poverty-alleviation measures in identified nutritionally depressed areas targeting nutritionally at-risk families and individuals;

•
Promote a policy environment across development sectors that will ensure nutritional improvement;

•   
Integrate nutrition considerations in multilevel and sectoral development plans and programs that pursue reduction of poverty and address its causes, increased food availability, improved environment, better health, and increased productivity and economic growth; 

•   
Strengthening LGU and community capability for planning, implementing, monitoring, and evaluating sustainable and integrated nutrition programs;

•   
Improve and strengthen existing mechanisms for nutrition planning, policy formulation, implementation, monitoring, evaluation, surveillance, and advocacy at all levels;

•   
Conduct basic, applied, and operations research on nutrition; strengthen research utilization and technology transfer; and regularly assess plan implementation;

•   
Increase emphasis on the vital role of information and development communication in promoting good nutrition; and

•   
Involve NGOs including peoples’ organizations and the business sector more systematically in plan implementation

Five nutrition interventions have been identified as the primary impact programs of the PPAN  (1993 – 1998). These are:

•   
Home and community food production

•   
Micronutrient supplementation and food fortification

•   
Nutrition information, education and communication

•   
Food assistance programs – includes supplementary feeding and weaning, production and distribution of weaning food, and targeted food discounts. Food assistance is undertaken using three approaches: through nutriwards or malwards in hospitals or space in rural health units, center-based feeding or on-site feeding, or the dry ration (take-home) scheme.

•   
Credit assistance for livelihood – provides for income generating projects like meat processing, fruit processing and preservation, and aquaculture and livestock production

Five key enabling mechanisms have been identified to support the implementation of PPAN’s impact programs. These include 1) human resource development, 2) nutrition advocacy, 3) resource generation, 4) research, and 5) overall planning, management, coordination and surveillance. Human resource development focuses on the training of program implementers and managers on program or project management, and is done primarily through nutrition planning workshops. Community-based volunteers and representatives of other community-based organizations will also be trained to develop the skills of implementers and beneficiaries on the nutrition intervention programs. The targets of advocacy efforts will be national and local policy makers, local chief executives (LCEs), decision makers in international organizations and the business sector. Resource generation will be undertaken throughout the regular allocation of the national government as well as through fund-raising activities in cooperation with NGOs. Efforts to access funds for PPAN programs from international funding organizations will also be pursued. At the local level, LGUs will be encouraged to allocate funds for the local nutrition plans from the local government budget. Research activities will be focused on issues related to emerging nutritional problems as well as operations research on issues regarding effective implementation of nutrition programs. Research findings are also intended for immediate dissemination to serve as basis for decision-making by policy-makers and program managers. Lastly, overall planning, management, coordination and surveillance efforts will be established to ensure that needed policy and program adjustments are made towards the achievement of PPAN goals and objectives.

The Magnitude of the Malnutrition Problem
The nutrition situation in the Philippines has been described to be in the transition phase of development (Acuin and Javellana, 1998), where undernutrition remains a major health problem on one hand, while nutrition problems related to overweight and obesity such as cardiovascular disease, diabetes, and cancer have been emerging. This has been attributed to the disparity in rate of development, particularly between urban and rural areas, as well as the unequal distribution of wealth in the country. The nutrition problems prevailing in the country are protein-energy malnutrition, vitamin A deficiency, iron deficiency anemia, and iodine deficiency disorders. Nationwide Nutrition Surveys (NNS) conducted by the Food and Nutrition research Institute (FNRI), the latest of which was in 1998, have revealed that malnutrition remains as a public health concern in the Philippines.

Some salient findings of the most recent 1998 National Nutrition Survey by the Food and Nutrition Research Institute include the following:

•
8.4 percent or 8 out of 100 preschool children (0-5 years old) are underweight (weight less than normal for age)

•
7.4 percent or 7 out of 100 school children (6-10 years old) are underweight

•
4.6 percent or 4-5 out of 100 preschool children are wasted (with acute malnutrition)

•
6.6 percent or 6-7 out of 100 school children (0-5 years old) are wasted

•
5.1 percent or 5 out of 100 preschool children are stunted (with chronic long-standing malnutrition)

•
5.5 percent or 5-6 out of 100 school children are stunted

A total of 1.5 million Filipino children (0-10 years old) are underweight and about 988,000 are underheight. In terms of regional distribution of malnutrition, Regions V (Bicol), VI (Western Visayas), and VIII (Eastern Visayas) appear to be more nutritionally at risk than other regions of the country. Based on the 1997 Family Income and Expenditures Study (National Statistics Office, 1999) these three regions have the lowest average family income in the country, thus poverty appears to be a major factor involved. In addition, remote and rural communities and urban poor areas are more likely to be affected by the malnutrition problem.

Causes of Malnutrition

Two immediate causes of malnutrition have been identified as having a major negative influence on the nutritional status of Filipinos.

•
Inadequate food intake: The average Filipino diet consists mainly of boiled rice complemented with boiled fish and vegetables. The main bulk of the diet is provided by rice, containing mainly energy, niacin, thiamin, protein, and a small amount of iron. Based on the dietary survey conducted by the FNRI in 1993, only protein intake was above 100 percent RDA adequacy, while the intakes of energy, Vitamin A, niacin, Vitamin C, calcium, iron, and riboflavin were below the 100 percent of RDA level. Moreover, the trend for total food consumption decreased from 869 grams per capita in 1987 to 803 grams per capita in 1993. This was attributed to food insecurity due to low income, insufficient food production, poor purchasing power of the local currency coupled with the price increases of many food commodities.

•
Illness/Infectious Diseases: the incidence of infectious diseases in the Philippines continues to be a primary cause of morbidity, particularly in children.

Three underlying causes of inadequate dietary intake and infectious disease are considered as exerting significant influence. These are:

•
Inadequate access to food in a household: in many situations abundant food may be available in the market but many families cannot afford to purchase an adequate amount of food due to poverty.

•
Insufficient health services are often not available to some poor sectors of the population. In many urban poor and remote rural communities, access to safe water supply, poor sanitation and unhygienic conditions are present, favoring the spread of infectious disease.

•
Inadequate care for children and women: excessive dependence on bottle feeding of breastmilk substitutes and poor complementary feeding practices have been identified as contributory to poor protection from infection. Other problems identified include families and communities not being given sound health information (e.g. growth monitoring), and lack of timely and essential health care for children. In addition, unequal division of labor and resources among certain communities and families may adversely affect pregnant and lactating women.

Some basic causes of malnutrition are considered to contribute to the persistence of the malnutrition problem in the Philippines, including micronutrient malnutrition (Institute of Health Policy and Development Studies Briefing Paper, 2001). Some of these factors include:

•
A political and economic system that determines the distribution of income and assets

•
The presence of incongruent ideologies and policies that govern the social sectors

•
Problems in collaboration and coordination in nutrition among different agencies involved

•
There is a lack of evaluation on the effectiveness of nutrition intervention programs, thus little or no improvements can be made on nutrition program management

•
A top-down program planning approach does not involve the community as equal partners and key actors in nutrition planning, management, and evaluation.

•
Timely nutrition data are unavailable for effective use in planning programs for the nutritionally affected population groups

Micronutrient Malnutrition with Special Focus on Iodine Deficiency Disorders (IDD)

Iodine deficiency disorders remains a public health problem in the Philippines. It has been estimated that about 3.6 million Filipinos are afflicted with IDD. Since iodine deficiency is known to adversely affect neurological and mental development, intellectual impairments in the population due to IDD is likely to have a negative effect on national development. Other irreversible effects such as stillbirths, spontaneous abortions, physical and mental defects among infants (e.g. cretinism), poor performance in children, and low productivity in adults makes this a malnutrition problem a genuine concern for the country. Identified causes of iodine deficiency are the low consumption of foods rich in iodine, impaired utilization of iodine by the body due to ingestion of goitrogens, and low iodine content of soil due to erosion.

Clinical Data: Goiter Prevalence

Clinical examination for the presence of goiter was undertaken during the 1987 and 1993 National Nutrition Surveys conducted by FNRI. Enlargement of the thyroid gland was interpreted using the ICCIDD/WHO classification (FNRI, 2001).

Table 3   ICCIDD/WHO Classification of Goiter

	Grade
	Description

	0
	No goiter

	1A
	Thyroid lobes larger than the ends of the thumbs

	1B
	Thyroid enlarged, visible only with the head tilted back

	2
	Thyroid enlarged, visible with head in normal position

	3
	Thyroid enlarged, easily visible from a distance of 10 meters


National prevalence of goiter (1993)

•
Goiter of all grades was observed in 6.7 percent of the subjects examined with ages 7 years and above. The highest prevalence was found among pregnant females between the ages of 13 to 20 years.

•
The prevalence of goiter in females in all age groups was higher in females than in males. (Table 4)

Trends in Goiter Prevalence (1987 and 1993)

•
The prevalence of goiter among Filipinos 7 years old and over was significantly higher in 1993 than in 1987. Table 4 shows a comparison of goiter prevalence in 1987 and 1993. Goiter prevalence showed an increase in age groups above the age of 14 years in males and in non-pregnant, pregnant and lactating women from 1987 to 1993. There was a slight decrease in prevalence only for males and females between 7 to 14 years old.

Table 4.Comparison in goiter prevalence and severity among Filipinos by age, gender and physiological state for the years 1987 and 1993.

	Age, Gender & Physiological State
	Total with No Goiter
	Total with Goiter (%)
	Prevalence of Goiter (%)

	
	
	
	Grade 1A
	Grade 1B
	Grade 2
	Grade 3

	
	1987
	1993
	1987
	1993
	1987
	1993
	1987
	1993
	1987
	1993
	1987
	1993

	Male
	
	
	
	
	
	
	
	
	
	
	
	

	   7-14 yrs
	99.2
	99.4
	0.8
	0.6
	0.4
	0.4
	0.4
	0.2
	-
	-
	-
	-

	   15-20 yrs
	99.7
	96.9
	0.2
	3.1
	0.3
	1.7
	-
	1.2
	-
	0.1
	-
	0.1

	   20 yrs & over
	99.3
	98.6
	0.7
	1.5
	0.1
	0.8
	0.2
	0.4
	0.1
	0.3
	0.3
	-

	
	
	
	
	
	
	
	
	
	
	
	
	

	Female
	
	
	
	
	
	
	
	
	
	
	
	

	   7-14 yrs
	93.6
	95.2
	6.4
	4.8
	1.8
	2.7
	1.8
	1.1
	1.4
	0.9
	1.4
	0.1

	   15-20 yrs
	93.8
	83.5
	6.2
	16.5
	2.2
	8.6
	2.4
	5.8
	0.4
	2.0
	2.0
	0.1

	   21 & over
	92.9
	86.7
	7.1
	13.3
	2.2
	5.6
	2.1
	4.6
	1.0
	2.5
	2.1
	0.6

	
	
	
	
	
	
	
	
	
	
	
	
	

	Pregnant Women
	
	
	
	
	
	
	
	
	
	
	
	

	   13-20 yrs
	82.4
	72.6
	17.6
	27.4
	-
	20.2
	7.8
	4.8
	3.9
	2.4
	5.9
	-

	   21-49 yrs
	87.6
	77.1
	12.4
	22.8
	4.4
	9.3
	3.6
	8.4
	1.8
	4.5
	2.7
	0.6

	
	
	
	
	
	
	
	
	
	
	
	
	

	Lactating Women
	
	
	
	
	
	
	
	
	
	
	
	

	   13-20 yrs
	94.4
	77.6
	5.6
	22.3
	-
	10.4
	5.6
	11.9
	-
	0.0
	-
	-

	   21-49 yrs
	89.3
	82.8
	10.7
	17.2
	2.7
	6.7
	2.7
	7.0
	1.7
	3.1
	3.6
	0.4

	
	
	
	
	
	
	
	
	
	
	
	
	

	All
	96.4
	93.2
	3.5
	6.7
	1.1
	3.1
	1.1
	2.2
	0.5
	1.2
	0.9
	0.2


Source: Facts and Figures , Results of the 1998 NNS, FNRI
Biochemical Data: Urinary Iodine Excretion

In the 1998 NNS, the prevalence of iodine deficiency in the Philippines was assessed based on urinary iodine excretion levels among 6-12 year old children. The survey was designed to provide provincial level estimates of urinary iodine excretion for schoolchildren and followed a two-stage sampling design, with the barangays as the primary stage units, and the children as secondary stage units. All provinces in the country (except Basilan and Lanao del Sur) were covered of the 15 regions of the country. Casual urine samples were collected in polyethylene vials and analyzed at FNRI using the method of Dunn et al., ICCIDD/ UNICEF/WHO, 1993 (Madriaga et al., 1998).

Table 5   Epidemiological Criteria Used in Assessing Severity of IDD in the Population, as Prescribed by the Joint WHO/UNICEF/ICCND Consultation.

	Median Urinary Iodine Excretion Level Indicator (ug/L)
	Severity of Public Health Problem (IDD Prevalence)

	< 20
	Severe

	20-49
	Moderate

	50-99
	Mild

	> 100
	No Deficiency


Source: Food and Nutrition Research Institute, 2001.  Philippine Nutrition Facts and Figures.  Department of Science and Technology, Manila, Philippines.
The percentage distribution of IDD, based on median UIE levels are shown in Fig 2. The regional and provincial distribution of IDD, based on median UIE are shown in Figs 3 and 4. In summary, 1998 National Nutrition Survey shows that:

•
The national prevalence of iodine deficiency in the Philippines is mild, based on a median UIE excretion level  of 71.0 µg/L; is lower than the desirable reference value of 100 (g/L;

•
34.7 percent of the children 6 to 12 years of age have UIE values equal to or greater than 100 µg/L; 35.8 of the children have values below 50 µg/L.

•
About 36 out of every 100 children (35.8 percent) have moderate to severe IDD;

•
Only 2 regions (Central Luzon and ARMM) have median UIE values greater than 100 (g/L. However, IDD was not completely absent in these regions because the proportion of children whose value was less than 50 (g/L was greater than 20 percent;

•
16 out of 87 provinces/cities have median UIE  greater than 100 (g/L. However, IDD remains a public health problem in 4 out of 16 of these areas, having median UIE values less than 50 (g/L greater than 20 percent;

•
15 provinces are high-risk areas, having median UIE less than 50 (g/L (Fig 3)
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•
All 4 provinces of Northern Mindanao (Region X) are high risk areas. About 6 to 7 out of every 10 children have moderate to severe IDD.

Figure 2   Percentage Distribution of Urinary Iodine Excretion (UIE) Levels among Children 6 to 12 years old: Philippines. (from 1998 FNRI National Nutrition Survey)
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Figure 3  Distribution of Median UIE Levels and Severity of IDD in 6-12 year old Children by Region (FNRI NNS,1998)
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Figure 4   Distribution of Median UIE Levels and Severity of IDD in 6-12 year old Children by Province (FNRI NNS, 1998)

The National Salt Iodization Program of the Philippines: Initiation and Implementation

As a signatory to World Declaration on Nutrition and Global Plan of Action for Nutrition during the International Conference on Nutrition in Rome, Italy (December, 1992) the Government of the Philippines has committed to address the problem of malnutrition, including iodine deficiency disorders. The Philippine Plan of Action for Nutrition (PPAN) for 1993- 1998 (as well as the succeeding PPAN for 1999-2004), as the country's blueprint for action for nutritional improvement, has included an explicitly stated objective for the virtual elimination of iodine deficiency disorders in the country.

Toward this objective, the Philippine Congress passed a law on 20 December 1995 Republic Act (RA) 8172, II entitled “An Act Promoting Salt Iodization Nationwide and for Other Purposes". RA 8172, also referred to as the ASIN Law, requires all food grade salt, i.e. salt for human and animal consumption, to be iodized. It also mandates all salt producers and traders to make iodized salt available to all Filipinos. The law also specifies the creation of Salt Iodization Advisory Board (SIAB), consisting of the NNC Governing Board and a representative each from the Department of Environment and Natural Resources (DENR), the medical profession, and salt manufacturers. The SIAB functions as the program’s advisory board and are also involved in policy formulation as well as coordination of programs and activities related to the NSIP. The SIAB is required to provide an annual report to the Philippine Congress on the progress of the country’s salt iodization program.

Components of the National Salt Iodization Program in the Philippines

As the lead agency mandated by RA 8172, the Department of Health is responsible for the nationwide implementation of the NSIP. The program has four main components, namely: 1) production, 2) marketing and distribution, 3) promotions and advocacy, and 4) management and coordination. A brief description of the features/activities, the agencies involved, and the status for each component are presented in the following section. Where applicable, problems encountered in the implementation of each component will also be mentioned.

Production

The production component includes two activities: the fabrication and distribution of salt iodization machines (SIMs) and the production of iodized salt. The main agencies involved in this component are the Departments of Health, Trade and Industry (DTI), and Science and Technology (DOST) in partnership with UNICEF. A prototype design for a SIM with a production capacity of 1-3 tons iodized salt per hour was achieved as a result of the partnership between DOH, DOST and UNICEF. 

The prototype design of the SIM has been patented and fabricated locally under the supervision of the Industrial Technology Development Institute of the DOST. Subsequent accomplishments include:

•
The distribution of 47 SIMs (on a soft loan basis) to an equal number of salt producers nationwide from 1996 to 1999 

•
The distribution of two years supply of the fortificant potassium iodate, plastic scales, and other supplies

•
The production of 25,487.8 metric tons of iodized salt from 1996 to 1999. This amount however only represents approximately 18.7 percent of the national annual requirement of iodized salt. The national annual requirement was calculated using the assumption: 1.8 kg iodized salt per person x the total population (NNC, 2000).

Table 6   Iodized Salt Production of UNICEF-Assisted SIMs, 1996-1999

	Year
	Iodized Salt Production (MT)
	Percent of Expected Production

	1996
	6,658.6
	4.7

	1997
	605.0
	0.42

	1998
	494.4
	0.34

	1999
	17,729.8
	12.4

	Total
	25,487.8
	17.9

	Expected Prodn/Yr
	142,460.0
	-

	Average Prodn/Yr
	6,372.0
	4.5


Source: 
NNC Regional Reports, 1996-1999.


DOH List of SIM Beneficiaries and Production Report, 2000


As presented in “Progress report to Congress on ASIN Law Implementation, 1996-2000” by NNC
Problems     As seen from the iodized salt production data given above, a drastic increase in production is needed to provide greater iodized salt coverage. However, the reported data on salt production may be an underestimate of the actual amount produced during this period, as it is possible that all beneficiaries of SIMs in different parts of the country were unable to submit complete production data. Salt producers/manufacturers also identified a number of factors that contributed to the low production of iodized salt. Poor quality of raw salt, stringent quality standards for raw salt, and adverse weather conditions brought about by the La Niña phenomenon in 1998 were cited by producers as problems. In addition, the higher price of locally-produced iodized salt that resulted in low demand by consumers, high transportation costs for iodized salt, and the influx of imported iodized salt were cited as disincentives to production.

According to the results of a survey conducted by the DOH - Field Epidemiology Training Program in May 1998, awareness regarding iodized salt consumption was 81 percent while consumption was much lower at 21 percent. The major causes of low consumption were unavailability and high price of iodized salt. The price of iodized salt was cited to be 2-3 times higher than that of uniodized salt. The low rates of production (only about 1-2 percent of capacity) were in turn, attributed to the low demand for iodized salt. Despite the enactment of the ASIN Law, non-iodized salt remains widely available.

Marketing and Distribution

The creation of an effective distribution network for iodized salt is as essential activity of the NSIP. This was undertaken by establishing partnerships between government agencies, UNICEF, and the local salt industry to maximize access and availability of iodized salt.

UNICEF organized a seminar on effective marketing of iodized salt for salt producers. Two large salt manufacturers (Pacific Farms and Jarvin International) actively participated and supported government efforts through the promotion of iodized salt use, production of information, education, and communication (IEC) materials, repacking and distribution strategies, extensive marketing, and good manufacturing practices. The participation of at least six small and medium salt producers also contributed to government efforts for increased salt iodization, in addition to the involvement of the Federation of Barangay Health Workers, cooperatives, and foundations located in different provinces.

A successful case of salt iodization program implementation at the local level was achieved in 1998 in Amadeo, Cavite through a pilot project on “Local Government Unit Strengthening of Salt Iodization Program Implementation.” Salt was sold using the takal (open heap) retail system. A stability study on iodized salt in Amadeo showed that iodine is retained in salt sold through the takal system.

In 1999, the focus of the NSIP shifted to making iodized salt available and affordable through intensified monitoring and targeting of large salt producers and traders.

Promotion and Advocacy

An increase in the level of knowledge and awareness of the population on the benefits of iodized salt is considered a vital activity in increasing its utilization. The combined efforts of various sectors of society were a feature in this component of the NSIP, with the DOH as the lead agency. The active involvement of the LGUs, the Department of Education, Culture and Sports (DECS), the Philippine Information Agency (PIA) and other sectors contributed to an organized, systematic and nationwide information and advocacy campaign for salt iodization. Various activities were conducted towards achieving this objective:

1.
Fourteen regional and three provincial information fora organized and conducted by regional nutrition committees which were funded by UNICEF. These for a were conducted between October 1996 to October 1997. A pool of resource persons composed of representatives from the DOH (Nutrition Service, Bureau of Food and Drug), Opportunities for Micronutrient Initiatives (OMNI) and the NNC Secretariat was organized. In each forum, detailed discussions on the ASIN law were conducted, with subsequent recommendations to conduct similar fora at provincial and city levels and advocacy campaigns directed at local legislative councils towards the passage of local ordinances on the sale and use of iodized salt.

2.
A series of national-level dialogues were conducted with salt manufacturers to enable salt manufacturers and local chief executives to share experiences in the implementation of the ASIN Law, identify issues and problems, and to discuss actions to address issues related to availability and affordability of iodized salt. In addition, individual discussions were conducted with big salt producers in Manila, and in the provinces of Pangasinan and Occidental Mindoro.

3.
LGUs were enjoined to enact local ordinances on the use of iodized salt to encourage iodized salt utilization at the local level. However, only 161 LGUs out of a total of 78 provinces, 84 cities, 1,525 municipalities, and 41,940 barangays have so far passed local resolutions enjoining local compliance to the ASIN Law.

4.
Government agencies involved in the implementation of the ASIN Law (DOH, DECS, DTI, DILG, DENR, DA) issued memorandum circulars and administrative orders in support of activities of the NSIP. Examples of activities undertaken were the monitoring of iodine levels, salt testing, and the inclusion of relevant messages in selected elementary school subjects and Parent Effectiveness Sessions in Day Care centers.

5.
Printing and dissemination of information and education materials were done by various agencies and organizations (DTI, DOH, NNC, Nutrition Center of the Philippines, UNICEF). Nationwide distribution of primers, posters, stickers, and fans with messages on iodized salt usage was undertaken, with some materials printed in the local dialect.

6.
Broadcast materials were developed, produced and disseminated by the DOH, PIA in partnership with UNICEF. A number of celebrities and known political personalities appeared in these broadcast materials and an iodized salt mascot was used to enhance media mileage in the promotion of iodized salt.

7.
Documentation of the Amadeo, Cavite experience on the pilot testing of the takal system for iodized salt was used as an advocacy, promotion, and monitoring package for LGUs. Pilot testing of the takal system was done in Amadeo, for replication in other LGUs.

Management and Coordination

Management and coordination of the NSIP involve activities that include enabling mechanisms such as training, research, monitoring and evaluation, and management support.

Training

1.
Program implementors at different levels as well as the salt producers on the salt iodization technology and quality assurance were the primary targets of trainings on salt iodization technology and quality assurance. Training of regional personnel was completed in May, 1996. Trainers consisted of nutritionist-dietitians from the DOH-NS and DOH-Regional Field Health Offices, Sanitary Engineers, and Food and Drug Regulations Officers. Trainings were also conducted at the provincial level. Small salt producers, traders, and cooperatives were also trained on manual salt iodization.

2.
Trainings were also conducted on monitoring salt production and distribution, with Regional Food and Drug Regulations Officers, Nutritionist-dietitians, and Hospital Licensing and Regulations Officers as participants. Three batches of trainings were completed.

3.
Training on the monitoring of imported salt was conducted for one batch of Customs and Quarantine personnel from the Bureau of Customs.

4.
At the community level, representatives from 61 provinces have been trained on the conduct of community-based salt monitoring using the lot quality assurance sampling (LQAS) technique. This approach involved the collection of information about salt iodization from schoolchildren to reflect availability and consumption of iodized salt in households in different communities.

5.
The Philippine Information Agency and the DOH conducted sales conferences and other related activities that aimed to strengthen capabilities on advocacy for iodized salt consumption.

Research     A number of researches were undertaken to investigate issues related to the improvement of the technology on iodized salt production and on the physical and financial accessibility of iodized salt. DTI, NCP and DOH-BFAD were the agencies that conducted these studies.

•
A study was conducted in 1999 by the DTI on the price of iodized salt to determine a reasonable range of sale price in relation to production and distribution costs. Results showed the price range of one kilogram of iodized salt to range from PhP 16.18 to PhP 21.48, as compared to one kilogram of uniodized salt that cost between PhP 5.00 to PhP 11.25.

•
The studies conducted by NCP and DOH-BFAD in Amadeo, Cavite showed that minimal losses of iodine in iodized salt sold through the takal retail system. 

•
A study on the profile of salt retailers is public markets and small convenience stores, including opinions and practices of these retailers on the purchase, storage, transport, and marketing of iodized salt was conducted. Results showed 14 percent of the retailers interviewed sold iodized salt, and 57 percent were willing to sell iodized salt. In general, the study revealed a lack of awareness about the benefits of iodized salt among retailers.

•
Another study compared the stability of iodine under simulated conditions as sold through the takal system versus that of iodized salt repacked in polyethylene bags. Results revealed 6-8 percent iodine losses in repacked samples and 15-19 percent losses in open heap samples. Moreover, iodine losses in salt samples were attributed to moisture content, relative humidity, temperature, and the presence of impurities.

Monitoring and Evaluation     The monitoring and evaluation component of the NSIP is the responsibility of the DOH, specifically the BFAD, and the LGUs. Different agencies such as the DA, DTI, DECS, DENR, and DILG also assist monitoring and evaluation efforts, especially on the monitoring of iodized salt prices and the testing of the iodine content of salt sold in the markets. However, monitoring and evaluation of the NSIP to date has focused only on quality assurance, and no data are currently available on the impact of salt iodization efforts.

•
DECS personnel are involved in monitoring iodine content of salt samples through the LQAS technique, as described above. This approach is limited however in that the technique used is qualitative and schools are not expected to submit reports of their findings.

•
DOH has developed guidelines on monitoring the compliance of salt manufacturers to the ASIN Law. These guidelines have been made available to the Regional Field Offices in 1999.

•
The DOH has made available iodized salt test kits which are used mainly for community-based and market monitoring and during national events such as Araw ng Sangkap Pinoy and Garantisadong Pambata.

•
DOH through BFAD is developing an integrated information management information system to track data about iodized salt production to distribution at the household level, including data on iodized salt imports.

Lessons for Strengthening Sustainable and Effective Programs
Strengths

•
Strong political commitment of the national leadership. This was exemplified by the passage of the ASIN Law in 1993.

•
Availability of local technology. Locally fabricated SIMs have been distributed to different beneficiaries.

•
Responsive participation of private industry, NGOs, and other organizations

•
Existence of government resources for promotional and monitoring activities; further strengthening of these resources however are needed.

•
Regular consultations and dialogues with stakeholders as an important means of resolving issues and forging partnerships.

Weaknesses

•
Availability of iodized salt remains a problem, as producers often experience difficulties in delivering stocks on time for a number of reasons.

•
Nationwide compliance and enforcement of the ASIN Law needs to be strengthened. Adequate implementation of regulation and monitoring mechanisms are lacking. For example, non-iodized salt still may enter Philippine ports. A system for regulating iodized salt needs to be established and sanctions on violators have to be uniformly enforced. It is recommended that a levy on imported non-iodized salt be increased and enforced.

•
BFAD as the primary agency responsible for monitoring compliance does not have adequate personnel in terms of number and technical expertise. Other infrastructure such as laboratories and testing facilities need to be upgraded.

•
There is a need to intensify advocacy and information dissemination efforts, as seen by the gaps in awareness and utilization of iodized salt (Table 6). Since low utilization and demand for iodized salt has been identified as a major disincentive to local production, efforts toward increasing awareness, acceptability, and demand by the population can help break the vicious circle of low iodized salt production/high price and low utilization.

•
Complementary technology to purify and dry iodized salt needs to be developed, since this is vital to iodine stability under the conditions in which salt is distributed in the country. An inexpensive salt purification machine or method must be developed to ensure the quality of the salt produced.

Table 7   Level of Awareness and Utilization of Iodized Salt, 1995-1997

	Category
	1995
	1996
	1997
	1998

	
	A
	B
	A
	B
	A
	B
	A
	B

	Awareness (%)
	62
	66
	81
	79
	84
	-
	78
	-

	Utilization (%)
	22
	15
	14
	16
	18
	
	10
	


A=Post-ASAP Survey (DOH)

B=Quick response Survey (PIA)

Source: Nutrition service-DOH, 1999

from Progress Report to congress on ASIN Law Implementation, 2001
Since the availability of iodized salt is still a problem, government importation and distribution of iodized salt through the NFA is recommended, while mechanisms for enhancing local capability for production of iodized salt should be developed and supported.

The takal system of selling iodized salt appears to be a locally acceptable and appropriate approach towards achieving the objectives of universal salt iodization. As such, it is recommended that LGUs promote and adapt the takal system in the marketing of iodized salt.

A purely government effort on salt iodization that involves donation of products to affected groups is not sustainable and may not have any lasting impact, as learned from experiences in the 1970s. Moreover, lessons learned from past experiences in food fortification indicate a greater chance for successful implementation if strong partnerships are established between government, the private sector, and non-government organizations with sharing of expertise and resources towards a common agenda.
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