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Context: Iodine deficiency in utero impairs fetal growth, but the
relationship between iodine deficiency and postnatal growth is less
clear.

Objective: The objective of the study was to determine whether
iodine repletion improves somatic growth in iodine-deficient children
and investigate the role of IGF-I and IGF binding protein (IGFBP)-3
in this effect.

Design, Participants, and Interventions: Three prospective, dou-
ble-blind intervention studies were done: 1) in a 10-month study,
severely iodine-deficient, 7- to 10-yr-old Moroccan children (n � 71)
were provided iodized salt and compared with children not using
iodized salt; 2) in a 6-month study, moderately iodine-deficient, 10- to
12-yr-old Albanian children (n � 310) were given 400 mg iodine as
oral iodized oil or placebo; 3) in a 6-month study, mildly iodine-
deficient 5- to 14-yr-old South African children (n � 188) were given

two doses of 200 mg iodine as oral iodized oil or placebo. At baseline
and follow-up, height, weight, urinary iodine (UI), total T4 (TT4),
TSH, and IGF-I were measured; in Albania and South Africa,
IGFBP-3 was also measured.

Results: In all three studies, iodine treatment increased median UI
to more than 100 �g/liter, whereas median UI in the controls re-
mained unchanged. In South Africa, iodine repletion modestly in-
creased IGF-I but did not have a significant effect on IGFBP-3, TT4,
or growth. In Albania and Morocco, iodine repletion significantly
increased TT4, IGF-I, IGFBP-3, weight-for-age z scores, and height-
for-age z scores.

Conclusion: This is the first controlled study to clearly demonstrate
that iodine repletion in school-age children increases IGF-I and
IGFBP-3 concentrations and improves somatic growth. (J Clin En-
docrinol Metab 92: 437–442, 2007)

SEVERE IODINE DEFICIENCY in utero causes cretinism
and dwarfism (1). Iodized oil given during pregnancy

in areas of moderate iodine deficiency increases birth weight
by 100–200 g (2, 3). Less clear is the relationship between
iodine deficiency and postnatal growth. Data from cross-
sectional studies on iodine intake and child growth are mixed
(4–11), with most studies finding modest positive correla-
tions. In five Asian countries, household access to iodized
salt was correlated with increased weight for age and mid-
upper arm circumference in infancy (10). However, con-
trolled intervention studies of iodized oil alone (12, 13) and
iodine given with other micronutrients (14–16) have gener-
ally not found effects on child growth.

Iodine status may influence growth through its effects on
the thyroid axis. Administration of T4 to hypothyroid chil-
dren increases their growth (17). Thyroid hormone promotes
GH secretion and modulates the effects of GH at its receptor

(18–20). IGF-I and IGF binding protein (IGFBP)-3 are also
dependent on thyroid status (21–25). In humans, hypothy-
roidism decreases circulating IGF-I and IGFBP-3 levels, and
thyroid hormone replacement increases them (26, 27).

In iodine-deficient children, impaired thyroid function
and goiter are inversely correlated with IGF-I and IGFBP-3
concentrations (28–30). However, in an uncontrolled trial,
oral iodized oil decreased IGF-I and IGFBP-3 concentrations
in Turkish children (31). Thus, our study aim was to deter-
mine whether iodine repletion improves growth in school-
age children and investigate the potential role of IGF-I and
IGFBP-3 in this effect.

Subjects and Methods
Intervention study of iodized salt

The study was done in the Brikcha Rural Commune, an area of
endemic goiter in the Rif Mountains of northern Morocco (32). A small
cooperative supplies local salt produced in drying ponds using water
from a salty spring. The salt is not washed or ground, and it contains less
than 2 ppm iodine. For the intervention trial, salt was iodized at a level
of 25 �g iodine per gram salt with reagent-grade potassium iodate
(Sigma & Aldrich, Buchs, Switzerland) mixed into the local salt using a
rotating drum mixer (ELTE 650; Engelsmann, Ludwigshafen, Germany).
The subjects were 7- to 10-yr-old children from primary schools. In-
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formed oral consent was obtained from parents, and oral assent from the
children. The Ethical Committee of the Swiss Federal Institute of Tech-
nology in Zürich and the Ministry of Health in Rabat gave ethical
approval for the study. All children from the schools were invited to
participate in the 10-month study. At baseline, height and weight of the
children were measured in duplicate using standard anthropometric
technique (33). For the measurements, children removed their shoes,
emptied their pockets, and wore light indoor clothing. Body weight was
measured to the nearest 0.1 kg using a TANITA digital scale HD-313 (Itin
scale, Brooklyn, NY) calibrated with standard weights. Height was mea-
sured to the nearest 0.1 cm using a pull-down metal measuring tape
(person-check REF 44 444; Medizintechnik KaWe, Kirchner & Wilhelm,
Germany) held perpendicular to the ground. A spot morning urine
sample and a venous blood sample were collected. For 10 months, each
participating family was given 2 kg salt monthly for use in the house-
hold. The salt was dispensed directly to the head of the household from
a central supply at the local health center. Salt was offered to all house-
holds, but use of the salt was not compulsory, and of 45 households
enrolled in the study, 34 used the iodized salt over the 10-month study
and 11 did not, based on both monitoring of urinary iodine concentra-
tions in the participating children and a household interview; the main
reason given for not using the salt was that it changed food flavor.
Examined retrospectively, children from households using the iodized
salt (n � 47) were compared with those from households not using it (n �
24). At 5 and 10 months, a spot urine sample and a venous blood sample
were collected, and weight and height were measured.

Intervention studies of oral iodized oil

The first study was done in rural schools in the Korçe/Pogradeç
district of southeastern Albania. The primary outcome of this study was
cognitive function; these data have been previously reported (34). Most
household salt is not iodized, and the region is severely iodine deficient.
All 10- to 12-yr-old children at the schools were invited to join the study
(n � 310). Ethical approval for the study was given by the Swiss Federal
Institute of Technology Zürich and the Ministry of Health of Albania.
Informed written consent was obtained from their parents, and oral
assent from the children.

The second study was done in rural schools in Limpopo Province in
South Africa, where many households use noniodized agricultural salt,
and children are mildly iodine deficient. All children at the schools (n �
188) were invited to participate in the study. Ethical approval for the
study was given by the Swiss Federal Institute of Technology in Zürich
and, in South Africa, by the University of Venda in Thohoyandou and
the Provincial Department of Education. Informed written consent was
obtained from the parents and oral assent from the children.

At both sites, height and weight of the children were measured in
duplicate using standard anthropometric technique (33). For the mea-
surements, children removed their shoes, emptied their pockets, and
wore light indoor clothing. In Albania, body weight was measured to the
nearest 0.1 kg using a TANITA digital scale HD-313 (Itin scale) calibrated
using fixed weights; in South Africa, it was measured using a TANITA
digital scale 1631 (Itin scale). In Albania, height was measured to the
nearest 0.1 cm using a pull-down metal measuring tape (person-check
REF 44 444; Medizintechnik KaWe, Kirchner & Wilhelm, Germany) held
perpendicular to the ground; in South Africa, it was measured using a
rigid stadiometer. Pubertal staging was not done. A spot morning urine
sample and a venous blood sample were collected.

In Albania, the children were randomly assigned to receive at baseline
a single oral dose of 400 mg iodine as iodized poppyseed oil (Lipiodol,
Guerbet; Roissy CdG Cedex, France) or a sunflower oil-containing pla-
cebo. In South Africa, the children were randomly assigned to receive
at baseline and 3 months an oral dose of 200 mg iodine as iodized oil
(Lipiodol; Guerbet) or a sunflower oil-containing placebo. At both sites,
the capsules were swallowed with water under direct supervision. In
Albania, all baseline measures were repeated after 6 months. In South
Africa, all baseline measures were repeated after 3 and 6 months. Both
studies were double blind.

Laboratory analysis

Serum and urine samples were aliquoted and frozen at �20 C until
analysis in Zürich. Urinary iodine concentration (UI) was measured

using the Pino modification of the Sandell-Kolthoff reaction (35). Whole-
blood TSH and serum total T4 (TT4) were measured using immunoas-
says (36); normal reference values are: TSH, less than 3.7 mU/liter; and
TT4, 65–165 nmol/liter. IGF-I and IGFBP-3 were measured using en-
zyme-labeled chemiluminescent immunometric assays (Immulite IGF-I,
IGFBP-3; Diagnostics Products Corp., Los Angeles, CA).

Statistical analysis

Data were analyzed using Prism (version 3; GraphPad, San Diego,
CA) and Excel (XP 2002; Microsoft, Seattle, WA). Epinfo (version 3.3.2,
CDC, Boston, MA) was used to calculate height-for-age z (HAZ) scores
and weight-for-age z (WAZ) scores using World Health Organization
references (37). The z-scores are derived by subtracting the population
mean from an individual (raw) score and then dividing the difference
by the population sd (37). Nonnormally distributed data (HAZ and
WAZ scores, concentrations of UI, TSH, IGF-I, and IGFBP-3) were log
transformed for comparisons. Baseline data from children who did not
complete the biochemical retesting were not included in the analysis. A
two-way ANOVA was used to determine the interaction between time
and treatment on HAZ and WAZ scores, UI, TSH, TT4, IGF-I, and
IGFBP-3. Post hoc comparisons were done using paired Wilcoxon tests
within groups and unpaired Wilcoxon tests between groups. Signifi-
cance was set at P � 0.05.

Results

In Morocco, 71 children were enrolled, and all children
completed the study. Table 1 shows the age, sex ratio, HAZ
and WAZ scores, and concentrations of UI, TSH, TT4, and
IGF-I in the groups at baseline and 5 and 10 months. At
baseline, the children were severely iodine deficient as in-
dicated by a median UI concentration of 14–18 �g/liter (1).
Mean TT4 concentration was in the low-normal range, and
21% of children were hypothyroxinemic. In the group re-
ceiving the iodized salt, there was a significant increase in
median UI concentration (P � 0.001), and at 10 months, the
median UI indicated iodine sufficiency (�100 �g/liter) (1).
There was a significant increase in mean TT4 concentration
in the treatment group (P � 0.01). In the treated group, there
were significant increases in median HAZ and WAZ scores
(P � 0.01), and median IGF-I concentration (P � 0.01), com-
pared with baseline, median IGF-I in the treated group in-
creased greater than 100% at 10 months.

In Albania, 310 children began the study, and at 6 months,
six children had moved away; 4 in the iodine group and 2 in the
placebo group. Twelve percent of children refused to repeat the
blood sampling at 6 months. Table 2 shows the age, sex ratio,
HAZ and WAZ scores, and concentrations of UI, TSH, TT4,
IGF-I, and IGFBP-3 in the groups at baseline and 6 months. At
baseline, the children were moderately iodine deficient as in-
dicated by a median UI concentration of 42–44 �g/liter (1).
Mean TT4 concentration was in the low-normal range, and 30%
of children were hypothyroxinemic. In the group receiving the
iodized oil, there was a significant increase in median UI con-
centration (P � 0.001), and at 6 months, the median UI indicated
iodine sufficiency (�100 �g/liter) (1). There was a significant
increase in mean TT4 concentration in the treatment group (P �
0.01). In the treated group, there were significant increases in
median HAZ and WAZ scores (P � 0.05) and median IGF-I and
IGFBP-3 concentrations (P � 0.05).

In South Africa, 188 children began the study, and at 6
months, 17 children were absent on the testing day; seven in
the iodine group and 10 in the placebo group. Table 3 shows
the age, sex ratio, HAZ and WAZ scores, and concentrations
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of UI, TSH, TT4, IGF-I, and IGFBP-3 in the groups at baseline
and 3 and 6 months. At baseline, the children were mildly
iodine deficient as indicated by a median UI concentration of
70–78 �g/liter (1). Mean TT4 concentration was near the
midpoint of the normal range. In the group receiving the
iodized oil, there was a significant increase in median UI
concentration (P � 0.001), and at 3 and 6 months, the median
UI indicated iodine sufficiency (�100 �g/liter) (1). There was
no significant change in mean TT4 concentration in the treat-

ment group. In the treated group, there were no significant
changes in median HAZ and WAZ scores, or median
IGFBP-3 concentration. However, median IGF-I concentra-
tion increased significantly (P � 0.05) with treatment.

Discussion

Cross-sectional studies on iodine deficiency and child
growth have reported mixed results. In Greece (4), school-

TABLE 2. Age, sex ratio, HAZ and WAZ scores, and concentrations of UI, whole-blood TSH, serum TT4, IGF-I, and IGFBP-3 in 10- to
12-yr-old Albanian children at baseline and 6 months after receiving either 400 mg iodine as oral iodized oil or placebo

Variable Time (months) Iodine Control

n 159 151
Age (yr)a 11.3 � 0.8 11.5 � 0.8
Sex ratio (M/F) 89/70 77/74
HAZ scoreb,c 0 �1.17 (�4.33 to 1.22) �1.08 (�3.69 to 2.23)

6 �0.82 (�3.94 to 1.48)d,g �1.03 (�3.61 to 1.83)
WAZ scoreb,c 0 �0.77 (�2.77 to 0.91) �0.83 (�2.68 to 1.92)

6 �0.53 (�2.74 to 1.36)d,g �0.70 (�2.58 to 2.22)
UI (�g/liter)b,c 0 42 (0 to 186) 44 (0 to 215)

6 172 (18 to 724)e,h 49 (3 to 221)
TSH (mU/liter)b 0 1.6 (0.6 to 5.0) 1.8 (0.8 to 5.2)

6 1.4 (0.4 to 5.2) 1.6 (0.4 to 15.4)
TT4 (pmol/liter)a,c 0 76 � 17 75 � 17

6 106 � 18f,i 81 � 19
IGF-I (ng/ml)b,c 0 147 (25 to 587) 139 (25 to 540)

6 229 (71 to 627)f,g 178 (73 to 497)d

IGFBP-3 (�g/ml)b,c 0 3.1 (1.8 to 5.5) 3.3 (1.9 to 5.4)
6 4.5 (1.0 to 7.2)d,g 3.7 (1.9 to 5.7)

M, Male; F, female.
a Mean � SD.
b Median (range).
c Significant interaction (time � treatment) (ANOVA) (P � 0.0001).
Different from baseline (paired Wilcoxon test); d P � 0.05; e P � 0.001; f P � 0.01.
Different from control (unpaired Wilcoxon test); g P � 0.05; h P � 0.001; i P � 0.01.

TABLE 1. Age, sex ratio, HAZ and WAZ scores, and concentrations of UI, whole-blood TSH, serum TT4, and IGF-I in 7- to 10-yr-old
Moroccan children given iodized salt (25 ppm iodine) or noniodized salt at baseline and 5 and 10 months

Variable Time (months) Iodine Control

n 47 24
Age (yr)a 8.4 � 1.1 8.5 � 1.1
Sex ratio (M/F) 24/23 13/11
HAZ scoreb,c 0 �0.98 (�2.68 to 0.75) �0.93 (�2.74 to 1.00)

5 �0.81 (�2.66 to 0.96) �0.85 (�2.66 to 0.75
10 �0.69 (�2.45 to 1.15)d,g �1.04 (�2.63 to 0.83)

WAZ scoreb,c 0 �0.81 (�2.47 to 0.95) �0.82 (�1.93 to 0.88)
5 �0.60 (�2.30 to 1.01) �0.65 (�1.79 to 0.94)

10 �0.24 (�1.93 to 1.10)e,h �0.76 (�1.62 to 1.01)
UI (�g/liter)b,c 0 14 (4 to 64)d 18 (2 to 61)

5 74 (39 to 221)i 19 (4 to 79)
10 104 (31 to 781)f,i 26 (4 to 71)

TSH (mU/liter)b 0 1.9 (0.6 to 5.4) 1.8 (0.7 to 5.3)
5 1.4 (0.3 to 5.1) 1.6 (0.8 to 5.5)

10 1.3 (0.4 to 5.0) 1.6 (0.7 to 4.9)
TT4 (pmol/liter)a,c 0 81 � 19 74 � 22

5 114 � 21e,g 81 � 24
10 118 � 24e,g 87 � 23

IGF-I (ng/ml)b,c 0 90 (29 to 368) 104 (25 to 217)
5 184 (54 to 507)e 120 (34 to 220)

10 202 (81 to 666)e,g 134 (60 to 196)d

M, Male; F, female.
a Mean � SD.
b Median (ranges).
c Significant interaction (time � treatment) (ANOVA) (P � 0.0001).
Different from baseline (paired Wilcoxon test); d P � 0.05; e P � 0.01; f P � 0.001.
Different from control (unpaired Wilcoxon test); g P � 0.05; h P � 0.01; i P � 0.0001.
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age children in areas of endemic goiter had decreased height
and weight and delayed bone maturation, compared with
children in nonendemic areas, but there was no correlation
of goiter with somatic growth. Goiter was also not associated
with growth in children in Bolivia (5) and Malaysia (6).
Children in iodine-deficient areas in Iran (7) and India (9)
showed retarded height and bone maturation; in Iran, im-
paired growth was inversely correlated with TSH (7). Mason
et al. (10), reviewing studies from Sri Lanka, Nepal, Bang-
ladesh, India, and the Philippines, found use of iodized salt
was correlated with increased weight-for-age and mid-upper
arm circumference in children less than 3 yr of age. Similarly,
household use of iodized salt was directly correlated with
height in preschool children in Kenya (8). In contrast, a study
in 6- to 12-yr-old Thai children found an inverse correlation
between UI concentration and HAZ score (11). However,
these cross-sectional data have limitations. They compare
current anthropometry with current iodine status, but be-
cause body size reflects earlier conditions, they assume io-
dine status at the time of survey reflects earlier iodine status.
Also, households with access to iodized salt may have better
socioeconomic and environmental conditions that would fa-
vor better child growth.

There are few intervention studies examining the effect of
iodine repletion on growth of school-age children. In 5-yr-old
Chinese children, median UI increased from less than 10 to
176 �g/liter after iodine addition to irrigation water, and this
reduced childhood stunting (38). As part of a selenium sup-
plementation trial in Tibet, 5- to 15-yr-old children with

Kashin-Beck disease received intramuscular iodized oil be-
fore being randomly assigned to receive selenium or placebo,
and a control group did not receive iodine. Iodine treatment
increased median UI from 10 to 50 to 250 �g/liter and in-
creased HAZ score, whereas weight-for-height and WAZ
scores decreased, suggesting that linear growth was not ac-
companied by appropriate weight gain (16). In a 1-yr, pla-
cebo-controlled Mexican study of a daily multiple-micronu-
trient food supplement containing 90 �g iodine, there was no
increase in length gain in treated children older than 1 yr of
age (15). In a controlled trial in South Africa, a daily multiple-
micronutrient-fortified biscuit containing 60 �g iodine was
given to iodine-deficient children aged 6–11 yr for 43 wk (14).
Median UI increased to greater than 100 �g/liter in both
treated and control groups, and the intervention had no
significant effect on growth. In moderately iodine-deficient
Bangladeshi schoolchildren, a 4-month controlled trial of 400
mg of iodine as oral iodized oil did not affect weight gain, but
the treated children remained iodine deficient (13). In 22-
month, placebo-controlled trial in iodine-deficient Bolivian
schoolchildren, 475 mg iodine as oral iodized oil had no
significant effect on growth; however, iodine status signifi-
cantly improved in the placebo group (12). Compared with
previous studies, strengths of the present study were: 1) no
confounding by adventitious sources of iodine; 2) random-
ized, double-blind, placebo-controlled designs (in Albania
and South Africa); and 3) reasonably large samples of chil-
dren with poor thyroid function (in Morocco and Albania).

Improved growth in iodine-deficient children receiving

TABLE 3. Age, sex ratio, HAZ and WAZ scores, and concentrations of UI, whole-blood TSH, serum TT4, IGF-I, and IGFBP-3 in 5- to 14-
yr-old South African children at baseline and 3 and 6 months after receiving either 200 mg of iodine as oral iodized oil at baseline and 3
months or placebo

Variable Time (months) Iodine Control

n 100 88
Age (yr)a 9.1 � 2.3 9.2 � 2.5
Sex ratio (M/F) 52/48 49/39
HAZ scoreb 0 �0.62 (�3.18 to 3.96) �0.46 (�2.61 to 2.26)

3 �0.43 (�2.71 to 3.07) �0.41 (�2.73 to 6.20)
6 �0.59 (�3.08 to 3.02) �0.44 (�2.78 to 1.82)

WAZ scoreb 0 �0.65 (�2.54 to 2.53) �0.52 (�2.48 to 1.29)
3 �0.63 (�2.65 to 2.61) �0.46 (�2.33 to 5.33)
6 �0.57 (�2.16 to 2.56) �0.49 (�2.33 to 1.51)

UI (�g/liter)b,c 0 70 (17 to 609) 78 (21 to 299)
3 727 (140 to 12,288) d,g 93 (4 to 265)
6 149 (1 to 1044)e,h 88 (13 to 455)

TSH (mU/liter)b 0 0.9 (0.5 to 2.8) 1.0 (0.6 to 3.0)
3 0.7 (0.4 to 2.2) 1.1 (0.4 to 3.2)
6 0.7 (0.4 to 2.1) 1.0 (0.4 to 3.9)

TT4 (pmol/liter)a 0 101 � 22 99 � 22
3 106 � 20 104 � 20
6 105 � 24 97 � 24

IGF-Ib,c 0 130.0 (25.0 to 591.0) 128.0 (25.0 to 566.0)
3 148.0 (25.3 to 533.0) 139.5 (49.6 to 449.0)
6 169.0 (47.9 to 636.0)f,i 148.5 (45.3 to 466.0)

IGFBP-3b 0 3.3 (1.6 to 5.6) 3.2 (1.6 to 5.9)
3 3.8 (1.4 to 6.7) 3.5 (2.0 to 7.0)
6 3.9 (1.8 to 7.0) 3.6 (1.0 to 6.5)

M, Male; F, female.
a Mean � SD.
b Median (range).
c Significant interaction (time � treatment) (ANOVA) (P � 0.0001).
Different from baseline (paired Wilcoxon test); d P � 0.0001; e P � 0.01; f P � 0.05.
Different from control (unpaired Wilcoxon test); g P � 0.001; h P � 0.01; i P � 0.05.
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iodine is likely due to improved thyroid function; both thy-
roid hormone and GH are essential for normal growth and
development (39, 40). Thyroid hormone is required for nor-
mal GH expression in vitro (41, 42) and in vivo (19), and, in
animal studies, promotes GH secretion and modulates the
effects of GH at its receptor (18–20). Thyroid hormone also
directly affects epiphyseal growth, bone maturation, and
stature (40, 43). Hypothyroidism is a well-recognized cause
of short stature in children, and in hypothyroid Colombian
children with minimal thyroid dysfunction, T4 administra-
tion increased growth (17). In the present study, in the chil-
dren who were moderate to severely iodine deficient, iodine
repletion increased mean TT4 concentrations by 40–50% and
somatic growth improved. In contrast, in the children who
were only mildly iodine deficient, there was no significant
change in TT4 with iodine repletion and no measurable effect
on growth.

IGF-I is a growth factor that mediates many of the effects
of GH (44, 45). Approximately 95% of circulating IGF-I is
bound to IGFBP-3; binding prolongs the half-life of circu-
lating IGF-I and may target IGF-I toward growth stimulation
and away from glucose metabolism (44–46). IGFBP-3 can
promote or inhibit growth, and its effects can be either IGF-
mediated or IGF-independent (46). Circulating IGF-I and
IGFBP-3 are dependent on thyroid status (21–24), both in-
directly through effects on pituitary GH secretion and by a
direct effect (25). In adults, hypothyroidism decreases serum
levels of IGF-I and IGFBP-3, and thyroid hormone replace-
ment increases them (26, 27). In malnourished, iodine-defi-
cient Malaysian children, there was a positive correlation
between T4 concentrations and IGF-I and IGFBP-3 concen-
trations (28), and Turkish children from areas of endemic
goiter had low IGF-I and IGFBP-3 concentrations (29, 30). In
a previous study examining the effect of iodine supplemen-
tation on IGF-I and IGFBP-3 concentrations, 5- to 15-yr-old
Turkish children who received 400 mg iodine showed de-
creased free T4, IGF-I, and IGFBP-3 concentrations after 6
months (31). However, the study was not controlled, and
many of the children remained iodine deficient after treat-
ment (31). Use of a control group is important because IGF
concentrations increase with age (44); an age effect was likely
responsible for the significant increase in IGF-I in the control
groups in the Moroccan and Albanian studies (Tables 1 and
2). In the present study, there was a significant increase in
IGF-I and IGFBP-3 concentrations with iodine repletion over
6–10 months, particularly in the moderate to severely iodine
deficient children, in which IGF-I concentrations increased
50–100%.

Our findings suggest impaired thyroid function adversely
affects growth in iodine-deficient children, and this effect
may be mediated, directly and/or indirectly, through effects
on IGF-I and IGFBP-3 status. The World Health Organization
estimates 285 million school-age children worldwide are io-
dine deficient (47). Our findings of a beneficial effect on
growth underscore the importance of global efforts to erad-
icate iodine deficiency in this age group.
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