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Access to iodized salt in 11 low- and lower-middle-income countries:
2000 and 2010

Thach Duc Tran,? Basil Hetzel> & Jane Fisher?

Objective To describe changes in household access to iodized salt in relation to socioeconomic factors.

Methods We extracted data on iodized household salt from Multiple Indicator Cluster Surveys conducted in 2000 and 2010. As part of the
surveys, household salt samples were tested for iodization by standardized rapid-test kits that yield results to indicate whether salt is not
iodized, inadequately iodized, (less than 15 parts per million, ppm), or adequately iodized (more than 15 ppm). We calculated indices of
household salt iodization in 2000 and 2010, taking into account survey sampling weights. We explored associations between these indices
and socioeconomic variables, both within and between countries.

Findings We analysed data from 105 162 households in 2000 and 144 018 households in 2010. Between 2000 and 2010, household coverage
of adequately iodized salt increased by 6.1% (from 46.3% to 52.4%) on average, but with regional differences: coverage fell by 13.0% (from
77.5% to 64.5%) in the Central African Republic but improved by 40.4% (from 22.2% to 62.6%) in Sierra Leone. Improvements in coverage
were higher in rural areas and among the poorest households, but within-country socioeconomic disparities remained. There were weak
associations between changes in salt iodization and national level socioeconomic indicators.

Conclusion Overall, the coverage of adequately iodized household salt increased over the last decade. However, the changes varied widely
among countries. The goal of universal salt iodization is still distant for many countries and requires renewed efforts by governments, bilateral
and multilateral agencies and civil society.

Abstracts in G H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

The International Council for Control of Iodine Deficiency
Disorders (ICCIDD) estimated recently that 28.5% of the
world’s population have insufficient dietary iodine intake as in-
dicated by a urinary iodine concentration less than 100 pg/L.’
Proportions of the population with iodine deficiency are
higher in countries in Africa, South-east Asia, the Eastern
Mediterranean regions and eastern Europe than in other
parts of the world. Among adults, iodine deficiency leads to
an enlarged thyroid gland (goitre). Maternal iodine deficiency
during pregnancy can cause stillbirth or mental and physical
growth deficits among children.>’

Since 1994, universal salt iodization has been recom-
mended by the World Health Organization (WHO) and the
United Nations Children’s Fund (UNICEF) as a safe and cost-
effective strategy to ensure sufficient dietary iodine intake.*
The advantages of using salt as a vehicle of the delivery of
iodine to people are as follows: (i) salt is one of the few com-
modities consumed daily by everyone regardless of geography
and culture; (ii) the numbers of salt producers are usually
limited in each country, allowing effective monitoring of the
quality of salt iodization; (iii) iodization is a well-established
method that is relatively easy to transfer and implement at a
reasonable cost; and (iv) consumer acceptance is high because
iodization does not affect the colour, taste or odour of salt.
A recent meta-analysis of 87 studies worldwide showed that
iodized salt reduces goitre with a pooled relative risk of 0.30
(95% confidence interval, CI: 0.23-0.41) and cretinism with
a pooled odds ratio 0.13 (95% CI: 0.08-0.20).° Intelligence
quotient (IQ) scores increased by an average of 8.18 points,

(95% CI: 6.71-9.65) and urinary iodine concentration by an
average 0f59.22 pg/L, (95% CI: 50.40-68.04) among children.®

Most countries passed salt iodization legislation and intro-
duced salt iodization and iodine deficiency disorders’ control
programmes to ensure that more than 90% of households have
access to adequately iodized salt, containing 15-40 parts per
million (ppm) of iodine.® However, not all salt iodization laws
comply fully with the universal salt iodization strategy.’ In
2013, for example, only 22 of 25 countries in south and east
Asia and the Pacific had salt iodization legislation and only 11
had compulsory iodization of salt for use in food processing
industries and households.” Many countries, including Brunei
Darussalam, Indonesia, Myanmar, Ukraine and Viet Nam still
permit production and sale of non-iodized salt.

Global household coverage of iodized salt increased
dramatically during the 1990s from less than 10% to 66%.° In
2011, approximately 70% of all households globally had ac-
cess to adequately iodized salt.”"” Among 128 countries with
available data on iodized salt, household coverage is greater
than 90% in 37 countries, 50-90% in 52 countries and less
than 50% in 39 countries."" Countries with the least access
to iodized salt are in Africa, the eastern Mediterranean and
south-east Asia regions."

Household coverage with iodized salt is a key indicator
in Multiple Indicator Cluster Surveys (MICS), which are in-
ternational household surveys initiated by UNICEE Here we
use MICS data to describe changes in household coverage with
iodized salt between 2000 and 2010. We also describe patterns
of coverage in relation to socioeconomic factors, within and
between countries.
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Methods

These surveys involve a nationally rep-
resentative sample of between 5000 and
40000 households using a multistage,
cluster sampling technique. Data are
collected through home visits and struc-
tured face-to-face interviews by national
data collection teams; household salt
samples are tested for iodine content by
the interviewer using standardized test
kits. The kits contain a starch-based so-
lution that turns blue if iodine is present.
The intensity of the colour varies with
the amount of iodine and by match-
ing it with the colour chart the iodine
concentration can be ascertained. Salt
containing 15 ppm or more of iodine
is considered to be adequately iodized
in MICS. Results are categorized as
follows: (i) not iodized; (ii) iodized at
more than 0 ppm and less than 15 ppm;
(iii) iodized at 15 ppm or more; (iv) no
salt in the household; and (v) not tested.

An index of household wealth is
constructed on the basis of household
characteristics, including the main
materials of the dwelling’s floor, roof
and exterior walls; main type(s) of fuel
used for cooking; source of drinking
water; type of sanitation facility; and
household assets.

National indicators

The country-level socioeconomic in-
dicators used in this study are gross
domestic product per capita (GDP)
and the Human Development Index
(HDI) - a composite index reflecting
life expectancy, education and the pro-
portion of the population living above
the international poverty line income. "
HDI ranges from 0 (the worst) to 1 (the
best). Country HDIs are reported an-
nually in Human Development Reports
from the United Nations Development
Programme. Estimates of GDP per
capita are provided annually by the
World Bank."” MICS data from rounds
two (in 2000), three (in 2005) and four
(in 2010) were downloaded from the
MICS website."* We analysed data for
the 11 countries with data on household
coverage with iodized salt in rounds two
and four.

Analysis

Indices of household salt iodization in
2000 and 2010 were calculated, taking
into account the sampling weights in
each survey. We calculated two indices
of the proportion of households with
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Table 1. Number of households included in the study on access to iodized saltin 11 low-
and lower-middle-income countries, 2000 and 2010

WHO region, country No. of households

Year 2000 Year 2010
African
Central African Republic 13555 11429
Chad 5277 15458
Democratic Republic of the Congo 8436 11317
Kenya 8883 7736
Sierra Leone 3812 11192
Swaziland 3801 4717
European
Republic of Moldova 10375 10719
Eastern Mediterranean
Iraq 12990 35635
Sudan 24448 14644
Western Pacific
Mongolia 5972 9615
Viet Nam 7613 11556
Total 105162 144018

adequately iodized salt: (i) the number
ofhouseholds with salt iodized to at least
15 ppm divided by the total number of
households surveyed; and (ii) the pro-
portion of households with adequately
iodized salt among households with
any iodized salt. These indices were also
calculated for urban and rural house-
holds and by quintiles of the household
wealth index.

We calculated the median propor-
tion of households with adequately
iodized salt for the year 2000 and 2010
by national HDI and GDP. Kendall’s tau
correlation coefficients were calculated to
measure the associations among indices.

Results

The total number of households includ-
ed in the analyses ranged from 3801 to
24448 in 2000 and from 7736 to 35635
in 2010 (Table 1). The exclusion rates
(missing data or salt not tested) ranged
from 0.05% in the Republic of Moldova
to 9.28% in Swaziland in 2000 (overall
2.15%), and from 0.18% in Iraq to 5.66%
in Chad in 2010 (overall 2.13%).

Indicators
All households

The proportion of households with
adequately iodized salt varied widely
among the 11 countries (Fig. 1). Be-
tween 2000 and 2010, household cover-
age of adequately iodized salt increased
by 6.1% on average, but with regional
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differences: coverage fell by 13.0% in the
Central African Republic but improved
by 40.4% in Sierra Leone (Table 2).

Coverage was generally higher in
urban than in rural areas. Overall, there
were greater improvements, but from a
lower base, in rural than in urban areas.
Coverage was higher in wealthier house-
holds; however, the largest improvement
in coverage over the 10 years was among
the poorest groups (Table 2).

There was a negative correlation
between the proportion of households
with adequately iodized salt in the year
and the change in coverage over 10 years
(correlation coefficient=-0.58). There
were weak correlations between the
changes in coverage from 2000 to 2010
and HDI (correlation coefficient=0.11)
or GDP (correlation coeflicient=0.05).
The improvements were slightly higher
in the countries with higher HDI and
GDP (Table 3). However, coverage was
lower in countries where HDI and GDP
were high.

Households with adequately iodized salt

Among households with iodized salt,
coverage with adequately iodized salt
increased by 5.1% on average between
2000 and 2010. Coverage improved
slightly more in urban (2.6%) than in
rural (1.6%) areas (Table 4). The poorest
households had the smallest changes.
The countries with higher HDI and
higher GDP had greater improvements
from lower initial levels (Table 5).
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Fig. 1. Proportion of households with adequately iodized salt by country, 2000 and

2010
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Discussion

We examined the household coverage of
adequately iodized salt in 11 countries
that have relevant Multiple Indicator
Cluster Survey data from both 2000 and
2010. Overall, there has been a remark-
able improvement in the proportions of
households with adequately iodized salt,
but there are substantial inter-country
differences. Four countries (Mongolia,
the Republic of Moldova, Sierra Leone
and Sudan) made improvements, five
countries (Chad, the Democratic Re-
public of the Congo, Kenya, Swaziland
and Viet Nam) were relatively stable
and two countries (the Central African
Republic and Iraq) had reductions in
coverage.

The four countries with improve-
ments in coverage all had low initial
coverage. In these countries, efforts by
national governments, international
agencies and the mass media to promote
the production and consumption of
iodized salt were implemented during
this period (Table 6). The Republic of
Moldova relies entirely on imports of
household salt; in the late 1990s the
government released a decree banning
the importation of non-iodized salt."
UNICEF supported the National Ma-
ternal and Child Health Programme
during 2000 to 2004 in advocacy, com-
munication, monitoring, evaluation and
legislation for salt iodization. Iodization
equipment for one main salt importer
was supplied to enable the initiation
of domestic iodization in the Repub-
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lic of Moldova.” In 2002, a situation
analysis was conducted in the Republic
of Moldova, followed by a 3-month
mass media campaign. Two national
multi-sector workshops developed a
collaborative plan of action to eliminate
iodine deficiency. As a result, a National
Programme to Eliminate Iodine Defi-
ciency Disorder, promoting the supply
of iodized salt, was started in 2004."
In Mongolia, the first National
Programme on Elimination of Iodine
Deficiency Disorder, from 1996 to 2001,
introduced iodized salt for food con-
sumption.”’ The second and third stages
of this programme were implemented
from 2002 to 2010, and included multiple
activities to improve use of iodized salt
including legislation and public aware-
ness campaigns. The government released
national standards for iodized salt (in
2001), legislation (Prevention of Iodine
Deficiency Disorder by Salt Iodization,
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in 2003) and regulations that mandated
salt iodization (in 2006).%

The two African countries in this
group (Sierra Leone and Sudan) all
experienced civil wars during the
1990s, which are likely to have affected
implementation of programmes and
could account for the low prevalence
of households consuming iodized salt
in 2000. Government commitments
combined with financial and technical
support from international agencies
including WHO, UNICEF, and ICCIDD
contributed to significant changes, in
particular in Sierra Leone.

Chad, the Democratic Republic of
the Congo and Swaziland had approxi-
mately 50% coverage in 2000 and this
remained unchanged in 2010. In these
countries, no significant changes in the
policy and government efforts concern-
ing salt iodization were implemented
during this period.

Kenya scaled up its universal salt
iodization programme and was suc-
cessful in sustaining coverage for the
decade. In Viet Nam, the National
Iodine Deficiency Disorder Control
Programme, supported by UNICEF and
ICCIDD, was implemented between
1995 and 2005 and led to an increase
in the coverage of iodized household
salt from 25% in 1993 to 94% in 2005.”
In 2005, the government declared that
iodine deficiency had been eliminated
in Viet Nam, changed the policy about
salt iodization from mandatory to vol-
untary, and significantly reduced the
budget allocated for iodine deficiency
disorder control activities.”* As a result,
the coverage of iodized household salt in
2010 reversed to almost the same level
it had been in 2000.

In the Central African Republic and
Iraq, coverage decreased significantly
from 2000 to 2010. It is likely that mili-

Table 3. Median proportion of households with adequately iodized salt by
socioeconomic factors, 11 countries, 2000 and 2010

Factor Median proportion Difference
2000 2010

All 11 countries 424 527 10.3

2010 HDI

Low (4 countries, HDI < 0.46) 55.8 56.1 03

Medium (7 countries) 40.0 451 5.1

2010 GDP

Low-income (5 countries, GDP< USS 1000) 59.8 62.6 2.8

Lower middle-income (6 countries) 38.1 45.1 7.0

GDP: gross domestic product; HDI: human development index; US$: United States dollars.
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tary conflict prevented implementation
of public policies and services for the
civilian population, since both countries
were seriously affected by wars during
this period.

There were disparities in access to
adequately iodized salt, both between
rural and urban areas and the poor-
est and the richest in 2000 and 2010.
In 2000, the coverage in urban areas
was 20.9% higher than in rural areas,
but the gap reduced to 8.7% in 2010.
Similarly, the proportion of households
in the richest quintile with adequately
iodized salt was 25.0% higher than that
of the poorest quintile households in
2000, but this reduced to 19.3% in 2010.
Even though the inequalities have been
reduced in the past decade, the differ-
ences between the poor and the rich
and between urban and rural remain
substantial in many countries.

We acknowledge that the pooled
statistics used in this study are sum-
maries of national data and are not rep-
resentative of specific populations or
resource-constrained countries in gen-
eral. However, these findings can in-
form strategies for achieving the global

Thach Duc Tran et al.

Table 5. Median proportion of households with adequately iodized salt among
households with any iodized salt by socioeconomic factors, 2000 and 2010

Factor Median proportion Difference
2000 2010

All 11 countries 70.8 759 5.1

2010 HDI

Lowest (4 countries, HDI < 0.46) 786 80.5 19

Better-off (7 countries) 65.0 74.1 9.1

2010 GDP

Lowest (5 countries, GDP< USS 1000) 80.1 81.1 1.0

Better-off (6 countries) 64.0 74.1 10.1

GDP: gross domestic product; HDI: human development index; USS: United States dollars.

goal of more than 90% of households
with adequately iodized salt. First, the
largest improvement in the coverage of
adequately iodized household salt in
the decade 2000-2010 was in the coun-
tries that started at very low levels and
had buy-in from national governments
and support from international donors
and other agencies. This group of
countries appears to be implementing
scaling-up salt iodization programmes
effectively. Countries with coverage of
50% or higher, in which salt iodization

had been scaled up, appeared to face
challenges to make further improve-
ments. Some countries are experienc-
ing significant difficulties, including
military conflicts which undermine
progress. Second, socioeconomic dis-
parities in access to adequately iodized
salt are substantial in many countries,
suggesting that equity should be ad-
dressed explicitly in salt iodization
policies. Finally, countries affected by
war require explicit additional support
from international agencies to achieve

Table 6. Characteristics of 11 countries included in the study on salt iodization, 2000-2010

Country

Salt iodization
legislation®

Saltiodization national
programme®

Human
development®

Economic status*

Conflict/war

Central African

Mandatory since 1994

Republic
Chad Voluntary
Democratic Mandatory since 1994

republic of the
Congo

Iraq Mandatory in 1993

Kenya Mandatory

Mongolia Non-iodized salt
banned since 2003

Republic of Voluntary

Moldova

Sierra Leone Voluntary

Sudan Voluntary

Swaziland Mandatory since 1997

Viet Nam Mandatory since 1999,

changed to voluntary
in 2005

Started in 1995 Low Low income The Central African
Republic Bush War
(2004-2008)
Started before 2000 Low Low income Chadian Civil War
(2005-2010)
Started in 1993 Low Low income The Second Congo War
(1998-2003)
A lack of national Medium Lower-middle- Iraq war (2003-2011)
commitment, no income
national programme
Started in the 1970s Low Low income Kenyan crisis (2007-2008)
Started in 1996 Medium Lower-middle- No
income
Started in 2004 Medium Lower-middle- No
income
Started before 2000 Low Low income The Sierra Leone Civil
War (1991-2002)
Started in 1989 Low Lower-middle- Sudanese civil war
income (1983-2005)
Started before 2000 Low Lower-middle- No
income
Implemented from Medium Lower-middle- No
1995-2005 income

¢ Sources: Begin & Codling,” van der Haar et al,”” Mahfouz et al,,® Azizi.'
® Based on the human development index obtained from the Human Development Report 2011.'¢
¢ Data from World Bank World Development Report 2010."
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universal salt iodization during and
following military conflict.

A combination of sustained com-
mitments from governments, the salt
industry, international donors and
civil society has resulted in remarkable
advances in household salt iodiza-
tion in the past 20 years.”” Countries
with significant achievements had an
operational, political and regulatory
environment including passing leg-
islation mandating iodization of salt,
effective monitoring systems, strong
partnerships with the salt industry, and
strategic advocacy and communication
efforts.””® Countries which maintained
low coverage or experienced reduced
coverage appeared to lack a political
will to advance iodization programmes,

had poorly developed salt industries
reliant mostly on small-scale producers
or little local salt production, had weak
government inspection and enforce-
ment systems, and/or were involved in
military conflict which severely limited
the country’s capacity to implement
health programmes.

In conclusion, changes in iodized
household salt coverage from 2000 to
2010 vary widely among countries. The
achievement and maintenance of uni-
versal salt iodization appears a remote
goal for many resource-constrained
countries and requires explicit renewed
efforts by governments, bilateral and
multilateral agencies and civil society
to avoid the burden of iodine deficiency
disorders in the population. M
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Résumé

Accés a du sel iodé dans 11 pays a revenu faible et a revenu moyen inférieur: 2000 et 2010

Objectif Décrire les changements survenus dans 'acces des ménages a
du seliodé (2000-2010) par rapport a divers facteurs socioéconomiques.
Méthodes Nous avons extrait des données sur le sel de cuisine iodé
d'enquétes par grappes a indicateurs multiples menées en 2000 et 2010.
Dans le cadre de ces enquétes, liodation d‘échantillons de sel de cuisine
a été évaluée al'aide de kits de tests rapides standardisés qui ont permis
dobtenir des résultats indiquant que le sel nest pas iodé, insuffisamment
iodé (moinsde 15 parties par million, ppm) ou suffisamment iodé (plus
de 15 ppm). Nous avons calculé les indices d'iodation du sel de cuisine
en 2000 et 2010 en tenant compte des poids déchantillonnage des
enquétes. Nous avons examiné les liens entre ces indices et plusieurs
variables socioéconomiques dans et entre les pays.

Résultats Nous avons analysé des données provenant de
105 162 ménages en 2000 et 144 018 ménages en 2010. Entre 2000 et
2010, le nombre de ménages consommant du sel suffisamment iodé a

augmenté de 6,1% (de 46,3% a 52,4%) en moyenne, mais des différences
régionales ont été constatées: ce taux a baissé de 13,0% (de 77,5% a
64,5%) en République centrafricaine, mais a augmenté de 40,4% (de
22,2% a 62,6%) en Sierra Leone. Il a été noté que les améliorations étaient
plusimportantes dans les zones rurales et au sein des ménages les plus
pauvres, mais que des disparités socioéconomiques subsistaient au sein
des pays. Les liens entre les changements dans l'iodation du sel et les
indicateurs socioéconomiques au niveau national se sont révélés faibles.
Conclusion Dans lensemble, 'acces a du sel de cuisine suffisamment
iodé sest amélioré au cours de la derniere décennie. Il a cependant été
observé que les changements variaient considérablement d'un pays a
l'autre. Dans de nombreux pays, lobjectif de liodation universelle du
sel est loin d'étre atteint et exige des gouvernements, des organismes
bilatéraux et multilatéraux et de la société civile quils renouvellent
leurs efforts.

Peslome

JocTyn K nognpoBaHHoM conv B 11 cTpaHax € HU3KUM U CPeHEHU3KMM YPOBHEM JJOXOAO0B MO AAHHbIM

Ha 2000 n 2010 roabl

Llenb Onvicatb M3MeHeHWa, Npoun3oLLene B CEMbAX B OTHOLIEH M
[OCTyNa K MOAMPOBaHHOM conn 3a nepuof ¢ 2000 no 2010 rog B
CBA3M C COLMANbHO-3KOHOMNYECKNMU HAKTOPAMM.

MeTogbl [laHHble MO NOTPebneHuio MOAMPOBAHHOW COMM
cemencTBamm ObiNM B3ATbl U3 MHOTOMHAMKATOPHbIX KNacTepHbIX
obcnenoBaHuin, NnpoeedeHHbIx B 2000 1 2010 rogax. B pamkax
3TUX 0bcnefoBaHUiA obpa3Lbl conu, ynotpebnaemor B AOMaLlHeM
X03ANCTBE, NPOBEPANNCL Ha COAEPXaHMe noaa C NOMOLbIO
CTaHAAPTHbLIX HAOOPOB ANA IKCMPEeCC-TeCTUPOBAHWSA, KOTOpble
MOKa3bIBatOT, ABNAETCA N COMb HEMOANPOBAHHOW, HEAOCTATOUHO
MOAMPOBAHHOW (MeHee 15 uyacTtelt Ha MUIINOH) AN AOCTAaTOYHO
MoanpoBaHHoM (bonee 15 yacTeit Ha MUIVOH). C y4eTOM BECOBBIX
KO3GOULIIEHTOB NPOObI OB PACCUMTAHbI MOKa3aTeNy MoAMPOBaHMA
nomaluHer conv B 2000 1 2010 rogax. beinm n3yyeHbl CBA3N mexay
3TUMM NOKa3aTeNAMM 1 COLMANbHO-IKOHOMUYECKMMI NMepemMeHHbIM
KaK BHYTPM CTPaH, Tak 1 Mexay CTPaHaMM.

PesynbTathl Hamu 6binM NpoaHanM3nMpoBaHbl AaHHble AnA
105 162 cemencts B 2000 rogy v ana 144 018 cemencts 8 2010 roay. B

nepvioamexay 2000 1 2010 rogamm LONA CEMENCTB, NOMb30BaBLLMXCA
[OCTATOYHO VIOAMPOBAHHOM COMbIO, BLIPOCA B CpeaHeM Ha 6,1% (c
46,3 10 52,4%), HO NPV TOM ObIfIN BbISIBNEHbI PEMOHANbHbIE OTINUMS:
Jona Takvx cemeicTs ynana Ha 13% B LleHTpanbHoadprkaHcKom
Pecnybnuke (c 77,5 0o 64,5%), Ho Bbipocna Ha 40,4% (c 22,2 1o 62,6%)
8 Cbeppa-/leoHe. YnyuleHve 6bi10 3aMeTHee B CeflbCKON MECTHOCTU
1 cpeav camblx OeAHbIX CEMENCTB, HO MPK 3TOM COXPaHANoCh
HEPaBEHCTBO COLMANBHO-3KOHOMMWYECKIX NOKa3atenen BHyTpn
CTpaHbl. Mexay couranbHO-3KOHOMUYECKMMY NMOKa3aTenamum
Ha HaUMOHaNbHOM YPOBHE U M3MEHEeHUAMK B NoTpebneHum
oAMPOBaHHON Conu Bbina BhifABEHa Clabas B3anMMOCBSA3b.
BbiBoA B Lenom gona cemencTs, MCNONb3YWNX AOCTAaTOUHO
MOAVPOBAHHYIO COMb, 33 NOCNeAHee fecATneTne Bblpocia. OgHako
OT CTPaHbl K CTpaHe M3MEeHeHMA 3HauMTeNbHO BapbUPOBANNCh.
MHorme cTpaHbl BCe ellie aanekn oT AOCTUXKEHWS Lien BCeoOLLIEro
obecneuyeHns NOAMPOBAHHOW COMbIO, 1 ANA 3TOro TpebyeTca
BO300OHOBMEHEe PaboTbl CO CTOPOHbI MPABUTENbCTB, ABYCTOPOHHMX
1 MHOFOCTOPOHHIX YUPEXAEHWI 1 rpaxaaHCKoro obLuecTsa.

Resumen

Acceso a sal yodada en 11 paises con ingresos bajos y medio bajos: 2000y 2010

Objetivo Describir los cambios del acceso doméstico a sal yodada
(2000-2010) en relacion con factores socioecondmicos.

Métodos Se extrajeron datos sobre la sal doméstica yodada de
encuestas de indicadores multiples a nivel de grupos realizadas en
2000y 2010. Como parte de las encuestas, se analizaron las muestras
de sal doméstica para comprobar su yodacion mediante kits de
pruebas rapidas estandarizadas, cuyos resultados indicaron si la sal
no estaba yodada, estaba insuficientemente yodada, menos de 15
partes por millén (ppm) o suficientemente yodada (mas de 15 ppm).
Se calcularon los indices de yodacién de la sal doméstica en el 2000
y el 2010, teniendo en cuenta las ponderaciones de muestreo de las

encuestas. Se exploraron las relaciones entre dichos indices y las variables
socioecondmicas, tanto a nivel nacional como entre pafses.

Resultados Se analizaron los datos de 105 162 hogares en el afio 2000
y 144 018 en el afio 2010. Entre el 2000y 2010, la cobertura doméstica
de sal suficientemente yodada aumenté un 6,1% (de un 46,3% a un
52,4%) de media, pero con diferencias regionales: la cobertura cayd
un 13,0% (de un 77,5% a un 64,5%) en la Republica Centroafricana,
pero mejord un 40,4% (de un 22,2% a un 62,6%) en Sierra Leona. Las
mejoras de la cobertura fueron mayores en zonas rurales y entre los
hogares més pobres, pero las disparidades socioeconémicas nacionales
se mantuvieron. Habia una pequenia relacién entre los cambios de la
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yodacién de la sal y los indicadores socioeconémicos nacionales.

Conclusion En general, la cobertura de sal doméstica suficientemente
yodada ha aumentado durante la Ultima década. No obstante, los
cambios son muy diferentes entre paises. El objetivo de la yodacién
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universal de Ia sal sigue siendo lejano en muchos pafses y requiere de
nuevos esfuerzos por parte de los gobiernos, los organismos bilaterales
y multilaterales y la sociedad civil.
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