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The analysis documented that most salt is
currently imported from Ghana. Salt found
at local markets was generally in the form of
coarse crystals, wet, and unwashed. Based on
the situational analysis, it was concluded that
investments have to be made to strengthen
the quality control of salt at importing,
wholesale, and retail levels. Concurrently, it
was decided that the national salt iodization
standards should be updated in line with
international and regional recommendations.
As a follow up, the Ministry of Health
organized a workshop in Kpalimé from 23
to 25 April 2013, with the participation
Figure 1 Trends in household coverage
of iodized salt in Togo
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Before the introduction of USI, many Togolese
children had decreased IQ and goiter due to
iodine deficiency

Current situation
In early 2013, the National Nutrition
Service with support from UNICEF conducted a situation analysis in the country
to understand the factors underlying the
potential decreases in household salt iodization coverage in Togo. This analysis
revealed a limited control of salt iodization
at some important border points due to
high turnover of custom officers as well as
inappropriate technical guidance and tools
for quality control of edible salt at all levels.
Moreover, the roles and responsibilities of
relevant parties were insufficiently defined
in the previous legislation resulting in weak
coordination between involved sectors.
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The Republic of Togo is a country in West
Africa with a population of approximately
6.7 million. The first systematic assessment
of iodine deficiency disorders (IDD), conducted in 1986, showed a mean total goiter
rate (TGR) of 18.4% at the national level,
with severe endemic goiter zones (≥ 30%
TGR) in three of the four regions not bordering the Atlantic Ocean.
In 1995, the first national data on
salt iodization indicated that only 1% of
households benefitted from iodized salt. In
response, the government adopted a USI
strategy in 1996 through an inter-ministerial
decree, which rendered mandatory the
iodization of salt for human and animal
consumption at 80-100 parts per million
(ppm) of iodine at production, 50-80 ppm
at importation and 30-50 ppm at market
levels. Togo does not produce salt locally
and therefore meets its salt needs through
importation. Until recently, almost all edible
salt in Togo was imported from Senegal, but
recent trends indicate that the majority of
imported salt now comes from Ghana.
A 2005 survey showed a median urinary iodine concentration (UIC) among
schoolchildren of 174 µg/L. Titration of
household salt samples showed that 93%
contained at least 15 ppm of iodine. The
goiter prevalence was only 2%. The most
recent 2010 coverage data indicate that 84%
of Togolese households have iodized salt,
but that only 31% may have adequately
iodized salt. In comparison to 2005, this
represents a coverage decrease and may indicate that Togo has regressed in its USI goal
(Figure 1).
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of national representatives from the trade,
customs, agriculture, academic, standards,
and health and nutrition sectors. The workshop was able to develop a new guide for
quality control of salt. This guide clearly
defines the roles of all actors and the control
procedures to follow at importation, production, wholesale, and household levels.
Secondly, the workshop achieved a
revision of the national decree on iodization
of salt. As part of this revision, Togo aligned
itself with the recommended sub-regional
salt iodization levels of 30-60 ppm of iodine
at importation and 20-60 ppm at market
levels.
USI contributes to better pregnancy outcomes in Togolese women

Salt improperly stored at a market in Lomé

Togolese children observing salt testing in house-holds

Action Plan
The workshop also defined a national action
plan to strengthen the program. This plan
covers the following areas:
• Quality assurance needs to be strengthened
at all levels of the salt chain, especially at
importation, wholesale, and market levels.

This will be done by empowering
public hygiene officials to take
on the regulatory control of salt,
equipping major border entry
points with iodine testing equipment, and reinforcing national
research institutions to control a
range of quality factors of salt.
• Togo depends entirely on imported salt and cannot win the fight
against IDD without partnering
with neighboring countries, especially Ghana, its main salt supplier.
Inter-country discussions and meetings will be encouraged between
public and private stakeholders to
join forces in the fight against IDD
• Increasing knowledge and understanding of the importance of consumption of adequately iodized salt
is crucial to the success for the elimination of IDD in Togo. To this
end, the National Program will
engage with consumer associations
and media outlets.
Conclusion
The program history shows that
eliminating IDD through USI is a feasible
goal in Togo and should be a permanent
concern of the authorities. The shift in the
origin of imported salt has eroded progress
made in the past. However, the Togolese
government is committed to taking on the
required leadership to successfully coor-

dinate the national program, nurture the
required partnerships, enforce mandatory
legislation, and better anticipate changes
in trade. These efforts to optimize iodine
nutrition are likely going to be a major
contribution to unlocking the potential of
Togolese children.
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