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Background. )ere are laws to enforce the universal iodization of salt to check the consequences of iodine deficiency in Ghana.
)ese laws are to ensure that there are production and sales of iodized salt in the country. Yet, the availability of iodized salt in the
county’s households is still not encouraging, with data indicating that 93.8% of children have urine iodine <100 μg/dl. Hence, the
study investigated the iodine content of salt in retail shops and knowledge of iodized salt among retailers in the Wa East District.
)e study will help the informed decision on strengthening and enforcing laws to achieve the universal salt iodization and the
consumption of adequate iodized salt. Method. )e study was a descriptive cross-sectional survey. We used a questionnaire to
collect quantitative data from participants and a rapid field test kits to determine the iodine content of salt. STATA version 14.2
was used to analyse data. Chi-squared and logistic regression models were used to examine the association between the dependent
and independent variables and considered p value <0.05 as statistically significant. Findings. )e retailers’ primary source of
information about iodized salt was health workers (46.2%), with the majority (52.8%) of them having low knowledge of iodized
salt. Notwithstanding the high knowledge of iodized salt, as high as 53.8% of the salts do not have adequate iodine (<15 ppm).
Retailer’s sex (p � 0.014), educational level (p � 0.006), primary source of information about iodized salt (p � 0.012), texture of
salt being sold (p � 0.023), and mode of displaying salt in the shop (p � 0.003) were associated with knowledge of iodised salt.
Again, retailer’s educational level (p � 0.036), knowledge of iodized salt (p � 0.034), texture of salt being sold (p � 0.021), and
method of displaying the salt being sold (p � 0.004) were associated with an iodine content of the salt in the shop. Conclusions.
)ough policies have been implemented to promote production and consumption of iodized salt, the iodine content of salt in
retail shops in the Wa East are not encouraging. We recommend the establishment of checkpoints along the production and
distribution chain to ensure salt with adequate iodine reaches the consumer. Again, traders of iodized salt should have regular
training on ways to preserve salt to maintain its iodine content.

1. Background

Iodized Salt has been credited with preventing about 750
million cases of goitre over the past years, with Iodine Global
Network and UNICEF estimating that globally about 6.1
billion people are currently consuming iodised salt repre-
senting a significant achievement of large-scale food forti-
fication [1]. However, studies in Tunisia and Tanzania
showed that salt in wholesale and retail shops are inade-
quately iodised [2, 3].

Ghana has, since 1996, passed laws, including the Food
and Drugs (Amendment) Act 523, the Provisional National
Defence Council Law (PNDCL) 3058, and the Public Health
Act 851 aimed at promoting universal salt iodization to
check the consequences of iodine deficiency. Despite this,
studies in the country indicate that 93.8% of children have
low urine iodine (<100 μg/dl) levels [4] and 36.6% of women
are living in households with no iodized salt [5]. Again, a
study conducted in the Volta Region of Ghana revealed that
only 30.9% and 24.5% of salt in the retail shops and
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households, respectively, have adequate iodine (>15 ppm)
[6]. Also, iodine concentration levels in salt in retail shops in
Accra do not meet the standards of the Ghana Standard
Authority [7]. )ough Volta Region and Accra are closer to
the iodized salt production sites, transporting iodized salts to
these areas might have less effect on iodine content than to
the Wa East District.

Aware of the consequences of iodine deficiency on the
general population, especially women and children in-
cluding abortion, miscarriage, brain damage, congenital
abnormalities, and perinatal deaths [5], we investigated the
iodine content of salt in retail shops and knowledge of io-
dized salt among retailers in the Wa East District to help
inform the decision on strengthening and enforcing laws to
achieve the universal salt iodization and the consumption of
adequate iodized salt.

2. Materials and Methods

2.1. Study Site. )e total land size of Wa East District is
about 4,279.1 km2, forming approximately 17.3% of the total
landmass of the Upper West Region. It is located in the
South-Eastern part of the region and has one-hundred and
forty-five (145) communities that are completely rural with
no urban settlements. )e district had an estimated pop-
ulation of eighty-nine thousand one-hundred and eighty-
two (89,182) with an annual fertility rate of 3.9 and crude
birth rate (CBR) of 25 per 1,000 populations. Males con-
stitute 50.5%, while females represent 49.5%. )e distance
between the study area and salt production sites on the coast
of Ghana is about 713.1.3 km. About 68.6% of the people
who are 11 years or older are uneducated, with the pro-
portion of females (53.4%) higher than that of males (46.6%).
About 76.0% of the people who are 15 years or older are
economically active, while 24.0% are not active. Of the
economically active ones, 97.8% of them are employed while
2.2% are unemployed [8]. )ere are nine health centres, a
clinic, and twenty-eight Community-Based Health Planning
and Services (CHPS) compounds providing healthcare
services to the people in the district. )e area also has some
secondary and elementary schools providing formal edu-
cation to people in the area including two senior high
secondary schools, fifty-four junior high secondary schools,
eighty-one primary schools, and seventy-seven nursery
schools [9].

2.2. Study Population. )e study involves retailers of salt
who had stayed in the district for three or more months.
However, only those who signed informed consent forms
were allowed to participate in the study. Foreign nationals
and severely ill people were excluded from the study.

2.3. Study Design. We used a descriptive cross-sectional
study and a qualitative and quantitative data collection
procedure to collect data on iodine concentration levels in
salt in retail shops and knowledge of iodized salt among
retailers in the district from October to November 2019.

2.4. Sample Size and Sampling Procedure. A total of 197 salt
retail shops and retailers were involved in the study. A total
population purposive sampling method was used to include
all the 197 registered salt retail shops and retailers in the
study area.

2.5. Data Collection Tools and Procedure. Semistructured
questionnaires and the Rapid Field Iodine Test kits manu-
factured by MBI KITS INTERNATIONAL supplied to
Ghana Health Service by UNICEF were the tools used to
collect data on iodine concentration levels of salts in retail
shops, knowledge on iodized salt, and demographic char-
acteristics of the retailers. Face-to-face interview technique
and collection of a sample of salt for the iodine test were the
methods used to collect study data. )e Rapid Field Iodine
Test kits used were part of kits tested and approved for
Ghana Health Service to use for routine services by the
Ghana Standard Board and Food and Drugs Authority.

Iodine concentration levels of salt in each retail shop
were tested by adding two drops of the test solution to each
sample using the Rapid Field Test kits and the testing
procedure was followed as specified by the manufacturer of
the kits. After sixty seconds, the colour of the salt was cross-
checked with the colour chart of the kits to determine the
iodine content.

A verification test was performed on salts that did not
show colour change after sixty-seconds by adding five drops
of the recheck solution and two drops of the test solution to a
fresh sample as specified in the user instructions. When no
colour change appeared after the retest, it was assumed and
concluded that the salt does not contain iodine. Due to
differences in an individual’s eyesight and to reduce errors,
two individuals were recruited to perform double iodine
tests on each sample separately and independently.

Ages of the retailers were assessed using their Baptismal
Certificates, Birth Certificates, Health Insurance Cards,
Marriage Certificates, and events calendars for participants
who do not possess any certificate or document.

2.6. Data Analysis. )e statistical software STATA 14.2
version was used to analyse data and display them in tables
and charts as frequencies and proportions to delineate the
characteristics of the study population. Chi-squared and
logistic regression analytical tests were used to investigate
the associations between the predictor and outcome vari-
ables, and the p value <0.05 was recognized as exhibiting
significant association. )e retailers’ knowledge on iodized
salt was appraised on 11 points, and those who scored 0 to 5
points were described as having low (poor) knowledge, while
those who scored 6 to 11 points were described as having
high (good) knowledge on iodized salt.

3. Results

3.1. Background Characteristics of Retailers. A total of one-
hundred and ninety-seven (197) salt retailers in Wa East
District were involved in the study. )e mean age of the
retailers was 39.5 years (±2.6 sd), with a comparative
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majority (47.2%) of them being 40 years or older. )e
majority (63.5%) of them was females, and a comparative
majority (45.2%) of the salt retailers had no formal edu-
cation. Again, the majority (73.1%) of them was married,
and 78.2% were Moslems. Also, a comparative majority
(48.2%) of them were Waalas. About 1% of the retailers’
tested the salt for iodine content before purchasing from the
wholesale shops and distributors. Fine-texture salt (38.1%)
was the comparative majority found in the shops in the
district, while 44.2% of the retailers had placed salt directly
under the Sun. About 37.6% of salts were in the original
package from the producer (Table 1).

3.2. Retailers’ Primary Source of Information of Iodized Salt
and Knowledge on Iodized Salt. )e primary source of in-
formation about iodized salt among the salt retailers was
health workers (46.2%), followed by a friend (16.7%), school
(14.2%), radio (10.2%), family member (8.6%), and television
(4.1%) (Figure 1(a)). About 49.7% and 56.9% of the retailers
have low knowledge of the benefits of iodized salt use and the
effects of iodine deficiency in humans, respectively. Gen-
erally, 47.2% of the retailers have high/good knowledge of
iodized salt (Figure 1(b)).

3.3. Iodine Concentration Levels of Salts in Retail Shops.
Less than half (46.2%) of salts in retail shops in the district
have satisfactory (≥15 ppm) iodine, 41.6% have inadequate
iodine (<15 ppm), and 12.2% do not have iodine (0 ppm)
(Figure 2).

3.4. Texture of Salt Type, How It Is Displayed for Sale, and
Retailers’ Knowledge on Iodine and Iodine Content. All the
textures of salt type had different categories of iodine
content. Fine-texture (4.0%), coarse-texture (9.8%), and
granular-texture (27.4%) have no iodine (0 ppm), while
granular-texture (35.3%), coarse-texture (43.7%), and fine-
texture (56.0%) have adequate iodine (≥15 ppm). Also,
granular-texture (37.3%), fine-texture (40.0%), and coarse-
texture (46.5%) had some iodine but inadequate (<15 ppm)
to meet the recommended levels of ≥15 ppm.

Salt kept in the original package from the producer
(4.0%), in a handy polythene bag (12.2%), in a large poly-
thene bag (14.3%), in an open container (27.3%), placed
under a shade (6.3%), and placed directly in the sun (19.5%)
do not have iodine (0 ppm). Also, salt kept in the original
package from the producer (56.8%), in a handy polythene
bag (39.0%), in a large polythene bag (46.9%), in an open
container (30.3%), placed under a shade (67.3%), and placed
directly in the sun (19.5%) have adequate iodine (≥15 ppm).

Retailers who have low knowledge on iodized salt were
trading 19.2% of salt with no iodine (0 ppm), 46.2% of salt
with inadequate iodine (<15 ppm), and 34.6% of salt with
adequate iodine (≥15 ppm). Also, retailers who have high
knowledge on iodized salt were selling 4.3% of salt with no
iodine (0 ppm), 36.6% of salt with inadequate iodine
(<15 ppm), and 59.1% of salt with adequate iodine
(≥15 ppm) (Table 2).

3.5. Factors Associated with Knowledge on Iodized Salt among
Salt Retailers. )e study showed significant associations
between knowledge on iodized salt and retailer’s sex
(p � 0.014), educational level (p � 0.006), primary source of
information on iodized salt (p � 0.012), salt texture
(p � 0.023), and where salt was displayed in the shop
(p � 0.003). Furthermore, when variables that were having
associations with high knowledge on iodized salt from the
bivariate analysis were tested for confounding effects using
multiple logistic regression analysis, it showed that retailers
who were females (AOR: 0.59, 95% CI: 10.81–33.09,
p � 0.011) were less likely to have high knowledge of iodized
salt than the retailers who were males. Again, retailers who
attained basic education (AOR: 2.64, 95% CI: 3.43–27.33,
p � 0.005), secondary education (AOR: 4.31, 95% CI:
6.64–35.41, p � 0.005), and tertiary education (AOR: 9.24,

Table 1: Background characteristics of retailers.

Variable Frequency (n� 197) Percentage
Sex

Male 72 36.5
Female 125 63.5

Age group (years)
<20 41 20.8
20–39 63 32.0
≥40 93 47.2

Educational level
None 89 45.2
Basic 47 23.9
Secondary 43 21.8
Tertiary 18 9.1

Marital status
Single 53 26.9
Married 144 73.1

Type of marriage (n� 144)
Monogamous 81 56.3
Polygamous 63 43.7

Ethnicity
Waala 95 48.2
Sissala 57 28.9
Dagaaba 45 22.9

Religion
Christianity 43 21.8
Islam 154 78.2

Salt from wholesale shop tested for iodine
No 195 99.0
Yes 2 1.0

Texture of salt in shop
Fine 75 38.1
Coarse 71 36.0
Granular 51 25.9

How salt was displayed for sale
In handy polythene bag 41 20.8
In large polythene bag 49 24.9
In original package 74 37.6
Open/uncovered bowl 33 16.7

Where salt was displayed for sale
Placed directly in sun 87 44.2
Placed under shade 110 55.8

Journal of Food Quality 3



95% CI: 9.16–51.02, p � 0.006) were more likely to have high
knowledge of iodized salt than retailers who did not go to
school. Also, retailers who got information about iodized salt
from the media (AOR: 0.59, 95% CI: 1.03–8.43, p � 0.019)
and friend/family member (AOR: 0.44, 95% CI: 2.05–8.99,
p � 0.010 were less likely to have high knowledge of iodized
salt than those who got information about iodized salt from a
health worker, while those who got information about io-
dized salt from the schools attended (AOR: 0.69, 95% CI:
1.98–15.73, p � 0.011) were more likely to have high
knowledge of iodized salt than those who got information

about iodized salt from a health worker. Again, retailers
trading coarse-texture salt (AOR: 0.73, 95% CI: 3.33–81.02,
p � 0.014 and granular-texture salt (AOR: 0.68, 95% CI:
5.67–58.99, p � 0.028) were less likely to have high
knowledge of iodized salt than retailers who are trading fine-
texture salt, while retailers who placed salt under a shade
(AOR: 6.24, 95% CI: 10.03–79.65, p � 0.002) were more
likely to have high knowledge of iodized salt than retailers
who placed salt directly in the sun (Table 3).

3.6. Factors Associated with Having Iodized Salt in the Retail
Shop. )e analysis showed significant associations between
salt having iodine and educational level (p � 0.036),
knowledge on iodized salt (p � 0.034), texture of salt
(p � 0.021), and where salt was displayed for sale
(p � 0.004). Additionally, when variables that had associa-
tions with adequate iodized salt from bivariate analysis were
tested for confounding effects using multiple logistic re-
gression analysis, it showed that retailers who attained basic
education (AOR: 2.65, 95% CI: 2.98–18.16, p � 0.038),
secondary education (AOR: 4.31, 95% CI: 3.93–41.15,
p � 0.029), and tertiary education (AOR: 9.13, 95% CI:
4.23–33.37, p � 0.026) were more likely to have adequate
iodized salt in their shops than retailers who did not go to
school. Also, retailers who have low knowledge of iodized
salt (AOR: 0.41, 95% CI: 0.05–29.56, p � 0.032) were less
likely to have adequate iodized salt in their shops than those
who have high knowledge of iodized salt. Again, coarse-
texture salt (AOR: 0.49, 95% CI: 3.89–31.27, p � 0.015) and
granular-texture salt (AOR: 0.42, 95% CI: 7.78–48.13,
p � 0.017) found in the shops were less likely to have ad-
equate iodine than fine-texture salt found in the shops; salt
placed under a shade (AOR: 7.24, 95% CI: 11.03–68.42, p �

0.002 was more likely to have adequate iodine than salt
placed directly in the sun (Table 4).
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Figure 1: (a) Retailers’ primary source of information on iodized salt. (b) Retailers’ knowledge on iodized salt.
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Figure 2: Iodine concentration levels of salts in retail shops.
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Table 2: Texture of salt type, how it is displayed for sale, and retailers’ knowledge on iodine and iodine content.

Variable
Levels of iodine in salt (N� 197)

No iodine (0 ppm) Inadequate iodine (<15 ppm) Adequate iodine (≥15 ppm) Total
Texture n (%) n (%) n (%) n
Fine 3 (4.0) 30 (40.0) 42 (56.0) 75
Coarse 7 (9.8) 33 (46.5) 31 (43.7) 71
Granular 14 (27.4) 19 (37.3) 18 (35.3) 51

How salt was displayed in the shop
In handy polythene bag 5 (12.2) 20 (48.8) 16 (39.0) 41
In large polythene bag 7 (14.3) 19 (38.8) 23 (46.9) 49
In original package 3 (4.0) 29 (39.2) 42 (56.8) 74
Open/uncovered bowl 9 (27.3) 14 (42.4) 10 (30.3) 33

Where salt was displayed in the shop
Placed directly in sun 17 (19.5) 53 (61.0) 17 (19.5) 87
Placed under shade 7 (6.3) 29 (26.4) 74 (67.3) 110

Knowledge level on iodine
High (good) 4 (4.3) 34 (36.6) 55 (59.1) 93
Low (poor) 20 (19.2) 48 (46.2) 36 (34.6) 104

Table 3: Factors associated with retailers’ knowledge of iodized salt.

Attributes
Knowledge level

COR (95% CI); p value AOR (95% CI); p value
Low (poor) 104 (52.8%) High (good) 93 (47.2%)

Sex
Male 13 (18.1) 59 (81.9) 1 0.014 1
Female 91 (72.8) 34 (27.2) 0.68 (7.79–30.27) 0.59 (10.81–33.09) 0.011

Age (years)
<20 12 (29.3) 29 (70.7) 1

0.45420–39 22 (34.9) 41 (65.1) 0.76 (0.18–9.38)
≥40 70 (75.3) 23 (24.7) 0.49 (0.22–15.63)

Educational level
None 60 (67.4) 29 (32.6) 1

0.006

1
Basic 27 (57.4) 20 (42.6) 2.76 (11.48–45.23) 2.64 (3.43–27.33) 0.005
Secondary 11 (25.6) 32 (74.4) 3.65 (12.63–43.67) 9.31 (6.64–35.41) 0.005
Tertiary 6 (33.3) 12 (66.7) 7.87 (9.77–51.59) 4.24 (9.16–51.02) 0.006

Marital status
Single 32 (60.4) 21 (39.6) 1 0.083Married 72 (50.0) 72 (50.0) 0.67 (0.37–1.20)

Religion
Christianity 10 (23.3) 33 (76.7) 1 0.310Islam 94 (61.0) 60 (39.0) 0.53 (0.01–3.71)

Ethnicity
Waale 74 (77.9) 21 (22.1) 1

0.069Sissala 19 (33.3) 38 (66.7) 2.71 (0.29–4.53)
Dagaaba 11 (24.4) 34 (75.6) 3.12 (0.54–4.12)

Primary source of information on iodized salt
Health worker 44 (48.4) 47 (51.6) 1

0.012

1
Media 16 (57.1) 12 (42.9) 0.62 (1.01–7.11) 0.59 (1.03–8.43) 0.019
Friend/family 31 (62.0) 19 (38.0) 0.49 (1.64–9.07) 0.44 (2.05–8.99) 0.010
School attended 13 (46.4) 15 (53.6) 0.78 (2.12–13.92) 1.69 (1.98–15.73) 0.011

Texture of salt in the shop
Fine 34 (45.3) 41 (54.7) 1

0.023
1

Coarse 43 (60.6) 28 (39.4) 0.79 (4.01–67.73) 0.73 (3.33–81.02) 0.014
Granular 27 (52.9) 24 (47.1) 0.63 (2.43–49.14) 0.68 (5.67–58.99) 0.028

How salt was displayed in the shop
In original package 33 (44.6) 41 (55.4) 1

0.231In a handy poly bag 22 (53.7) 19 (46.3) 0.47 (0.25–5.76)
In a large poly bag 27 (55.1) 22 (44.9) 0.49 (0.09–4.83)
In an open container 22 (66.7) 11 (33.3) 0.38 (0.03–6.11)

Where salt was displayed in the shop
Directly in the sun 69 (79.3) 18 (20.7) 1 0.003 1
Under shade 35 (31.8) 75 (68.2) 5.76 (10.74–82.76) 6.24 (14.03–79.65) 0.002
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4. Discussion

One of the most common and effective public health ap-
proaches for the eradication of IDD globally is Universal Salt
Iodization [10]. Currently, merely 47.2% of the salt retailers
in Wa East District have excellent knowledge of iodized salt
in contrary to comparable surveys carried out in the
Gushegu District in the northern region and the Hohoe
Municipality in the Volta Region [11, 12]. Although the
present study involved salt retailers and not households, the
exposures, including the Gushegu and Hohoe studies, were

far beneath the results of recent Ghana’s Demographic and
Health Survey [5].

)e primary source of information on iodized salt could
affect an individual’s knowledge of iodized salt and utili-
zation of iodized salt [13, 14]. )is study showed that just
46.2% of salt retailers got information about iodized from a
health professional; this agrees with Mahar et al.’s study in
Pakistan which revealed that quantity and quality of in-
formation, education, and communication affect healthcare
services utilization [15]. )e lack of information about io-
dized salt from a health worker probably translated into

Table 4: Factors associated with having iodized salt in the retail shop.

Attribute
Iodine content of salt

COR (95% CI); p value AOR (95% CI); p value
Inadequate 106 (53.8%) Adequate 91 (46.2%)

Sex
Male 34 (47.2) 38 (52.8) 1 0.322Female 72 (57.6) 53 (42.4) 0.52 (0.47–13.18)

Age (years)
<20 20 (48.8) 21 (51.2) 1

0.36320–39 32 (50.8) 31 (49.2) 0.62 (0.06–11.05)
≥40 54 (58.1) 39 (41.9) 0.53 (0.14–9.72)

Educational level
None 61 (68.5) 28 (31.5) 1

0.036

1
Basic 24 (51.1) 23 (48.9) 2.29 (2.84–9.17) 2.65 (2.98–18.16) 0.038
Secondary 16 (37.2) 27 (62.8) 5.37 (9.14–29.97) 4.31 (3.93–41.15) 0.029
Tertiary 5 (27.8) 13 (72.2) 8.54 (7.27–38.81) 9.13 (4.23–33.37) 0.026

Marital status
Single 28 (52.8) 25 (47.2) 1 0.179Married 78 (54.2) 66 (45.8) 0.67 (0.07–12.39)

Religion
Christianity 14 (32.6) 29 (67.4) 1 0.398Islam 92 (59.7) 62 (40.3) 0.61 (0.38–9.22)

Ethnicity
Waale 66 (69.5) 29 (30.5) 1

0.077Sissala 24 (42.1) 33 (57.9) 3.18 (0.09–7.85)
Dagaaba 16 (35.6) 29 (64.4) 3.79 (0.13–6.24)

Primary source of information on iodized salt
Health worker 45 (49.5) 46 (50.5) 1

0.068Media 15 (53.6) 13 (46.4) 0.74 (0.43–6.93)
Friend/family 35 (70.0) 15 (30.0) 0.43 (0.16–7.02)
School attended 11 (39.3) 17 (60.7) 0.76 (0.27–5.99)

Knowledge level
High (good) 32 (34.4) 61 (65.6) 1 0.034 1
Low (poor) 74 (71.2) 30 (28.8) 0.46 (0.09–23.42) 0.41 (0.05–29.56) 0.032

Texture of salt
Fine 34 (45.3) 41 (54.7) 1

0.021
1

Coarse 42 (59.2) 29 (40.8) 0.52 (2.45–33.18) 0.49 (3.89–31.27) 0.015
Granular 30 (58.8) 21 (412) 0.51 (3.27–39.37) 0.42 (7.78–48.13) 0.017

How salt was displayed in the shop
In the original package 24 (33.8) 49 (66.2) 1

0.059In a handy poly bag 26 (63.4) 15 (36.6) 0.69 (0.34–8.27)
In a large poly bag 31 (63.3) 18 (36.7) 0.63 (0.21–7.93)
In an open container 24 (72.7) 9 (27.3) 0.49 (0.16–9.02)

Where salt was displayed in the shop
Directly in the sun 73 (83.9) 14 (16.1) 1 0.004 1
Under shade 33 (30.0) 77 (70.0) 6.58 (8.65–56.23) 7.24 (11.03–68.42) 0.002

6 Journal of Food Quality



44.2% of the retailers displaying salt directly under the sun.
However, this finding disagrees with the study in Ethiopia
[16].

)e number of retail shops trading adequate iodized salt
(≥15 ppm) in the district was not inspiring. Nevertheless, the
result is above what was reported in the Volta region and
Ghana’s Multiple Indicator Cluster Surveys [6, 17] and
below the finding of the Indian study [18]. Although the
iodine concentration level of salt in retail shops in the district
may be above other parts in Ghana, it is still scantily above
half of the 90% target suggested by the WHO/UNICEF [19].
)ese differences might be due to challenges in the distri-
bution chain and require policies and laws to promote
production and sale of iodized salt to be revisited at and
strengthened.

)e district has more educated males than females [8].
)erefore, it is not unusual that females were less likely to
have high knowledge of iodized salt than males. )e finding
agrees with studies in the northern parts of Ghana that
indicated gender inequalities in education [20–23].

)is study showed that retailers who placed salt under
shade were more likely to have high knowledge of iodized
salt than retailers who placed salt directly in the sun.
However, direct exposure of iodized salt to the sun is known
to reduce its iodine content [6]. )e practices of placing salt
directly in the sun could be avoided if the individual knows
the effects of exposing iodized salt to the sun rays. Again, this
study showed that retailers who attained basic, secondary,
and tertiary education were more likely to have high
knowledge of iodized salt than retailers who never went to
school. Also, retailers who got information about iodized salt
from a health worker were more likely to have good
knowledge of iodized salt than retailers who got information
about iodized salt from other sources. What these findings
mean is that the quality of the information received and an
improvement in an individual’s education can influence his/
her knowledge of iodized salt. )ese findings agree with
other studies elsewhere [13, 22–24].

Furthermore, this study exposed significant associations
between iodine content of salt in retail shops and where
retailers have displayed salt in their shops and indicated that
salt placed directly in the sun was less likely to have adequate
iodine than salt placed under shade. Meanwhile, salt is
known to lose its iodine content when exposed to the sun
rays [6], meaning salt with less iodine is being sold to
households in the district. Also, retailers who attained some
level school have a higher chance of selling iodized salt in
conformity with the findings from the study conducted in
the Laelay Maychew District in Northern Ethiopia [25].
Again, the texture of salt was shown to be associated with
iodine content and agrees with the Volta region andMthatha
studies [6, 26], meaning iodized salt producers should factor
salt texture in their production plans to ensure they produce
salt texture that can hold iodine.

5. Conclusion

Although there are policies and programmes aimed at in-
creasing iodized salt utilization in the country, the iodine

content of salt in retail shops in theWa East District is not up
to the standards required in the country. Besides, salt re-
tailers have low knowledge of iodized salt.)e findings of the
study indicate that salt with less iodine is being sold to
households in the district and will also affect the outcome of
any study to assess iodine concentrations of households’ salt.
Again, the outcome of the study shows that policies and
programmes to promote production and utilization of io-
dized salt are not serving the intended goal. Hence, a review
is required for strengthening these policies and programmes,
if >90% of households with adequate iodized salt is to be
achieved. A holistic approach is needed to monitor the
iodine content of salt along the supply chain.

5.1. Recommendations

(1) Iodized salt producers and distributors should es-
tablish steps to guarantee that the iodine content of
salt produced is maintained throughout the supply
chain

(2) Regulatory bodies, including the security agencies,
food and drugs authority, and Ghana Standard
Authority, should institute and implement iodine
checkpoints along the distribution chain to ensure
adequate iodized salt reaches the final consumer

(3) Ghana Health Service, in collaboration with other
key stakeholders, should organize training for
traders/retailers on proper ways to store and display
salt for sale to avoid the loss of iodine
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