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IODINE AND ENDEMIC GOITER

Iodine Nutrition in Weaning Infants in the United States

Roja Fallah,1 Lin Du,2 Lewis E. Braverman,3 Xuemei He,3 Miriam Segura-Harrison,4 Michael W. Yeh,5

Elizabeth N. Pearce,6 Harvey K. Chiu,1 Steven D. Mittelman,1 and Angela M. Leung6

Background: As iodine is a requisite micronutrient for infant brain development, infants are at risk for iodine
deficiency during the weaning period when their diet transitions from milk (breast-milk, infant formula, or
follow-on formula) to solid food. Dietary iodine intake during this weaning period is likely minimal, as the
iodine content of commercial baby food is not regulated, and the addition of salt to baby food is not re-
commended. This study reports the current status of iodine nutrition among weaning infants in the United
States.
Methods: Subjects (n = 60; 50% Caucasian, 30% black) were infants <12 months of age who were fed any
combination of formula and/or baby food. Samples of all formula and food consumed in the previous 24 hours
and a spot urine sample from each infant were obtained for the measurement of iodine. The estimated quantities
of ingested formula and baby food were summed from a food diary recorded by the infants’ parents.
Results: The mean age of the infants was 6.3 – 3.5 months. The median urinary iodine concentration (UIC) was
117 lg/L (range 26.9–1302.8 lg/L). Estimated daily iodine intake obtained from the measured iodine content in
infant formula/foods was 89 lg (range 0–288 lg). There was a positive correlation between the infants’ UIC and
the iodine content in the consumed foods (r = 0.4, p < 0.001).
Conclusions: Although the median UIC of infants fed a combination of infant formula and baby food would
meet the criteria for iodine sufficiency in a larger sample, those consuming the lowest quartile of iodine-
containing nutritional sources had a median UIC <100 lg/L.
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Introduction

Iodine, required for thyroid hormone synthesis, is a
critical micronutrient for brain development (1), and io-

dine deficiency is the most common cause of preventable
mental impairment worldwide (2). A low iodine supply in
newborns is associated with an increased frequency of tran-
sient thyroid dysfunction in this population (3). By body
weight, nutritional iodine requirements in infants are higher
than at any other time in the life-span (4,5). A median urinary
iodine concentration (UIC) of >100 lg/L in a population of at
least 125 individuals (6) indicates population-level adequate
iodine nutrition (7). Although the United States is regarded
overall as iodine sufficient (2), there has been a downtrend of
median UICs, including among pregnant women (8,9), in
recent decades.

Dietary iodine intake is the primary contributor to iodine
status. The U.S. Institute of Medicine and the World Health
Organization recommend iodine intake of 110 lg/day for in-
fants 0–6 months old and 130 lg/day for infants 7–12 months
old (2,10). In breast-feeding infants, the only source of nutri-
tional iodine is breast milk, which is dependent on the mother’s
intake of foods naturally containing or fortified with iodine. In
one study, direct iodine supplementation in infants was less
effective in improving infant iodine status compared to iodine
dosing of their mothers (11). For infants who are not breast-
fed, the iodine content of commercial infant formulas is reg-
ulated by the U.S. Food and Drug Administration (12).
However, similar regulations for commercial baby food in the
United States are lacking. Thus, the risk of iodine deficiency
increases as infants transition from milk (breast milk, infant
formula, or follow-on formula) to baby food (homemade or
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commercially prepared table foods) (13). In one European
study, approximately half of the complementary baby-food
products (defined as those fed to infants as they transition
from exclusive breast-feeding to table food) studied contain
sufficient iodine, and partially breast-fed infants receiving
table food achieved <50% of the recommended iodine in-
take goals (14). Additionally, salt is not customarily added
to homemade weaning foods, and thus infants do not benefit
from iodized salt.

The purpose of this study is to report the current status of
and factors affecting iodine nutrition of weaning infants in
the United States.

Methods

Study approval was obtained from the Boston University
Medical Campus and UCLA Institutional Review Boards.
Inclusion criteria were full-term infants (i) £14 months of
age, (ii) with no known history of a thyroid disorder, (iii) and
who were exclusively formula-fed or fed a combination of
formula (either infant or follow-on) and baby food. Infants
who were exclusively breast-fed were excluded. Enrollment
was completed within the greater Boston and Los Angeles
metropolitan areas from 2012 to 2016 through online and
paper advertisements.

Data regarding mothers’ age, ethnicity, birthplace, marital
status, education, smoking status, and exposure to second-
hand smoking were ascertained from subject questionnaires.
Smoking status was included, as thiocyanate is a metabolite
of cigarettes and competitive inhibitor of the sodium/iodide
symporter in lactating mammary tissue, thereby resulting in
potentially decreased breast-milk iodine content among
smokers (15). The quantity and frequency of all infant for-
mula and food ingested by the infant within the previous
24 hours of the visit was recorded by each infant’s parents in a
food diary. Parents were asked to bring a tablespoon-sized
aliquot of all recorded infant formula and food items con-
sumed by the infant in the past 24 hours in separate sealed
bags or containers. If the parent had reported that the infant
had ingested formula, sampling was performed of only the
prepared and ready-to-consume formulation submitted by the
parent. A spot urine sample was obtained from each infant
using a urine diaper bag at the time of the study visit.

Samples of urine, infant formula, and food were stored at
-20�C until they were batched shipped to the Boston Uni-
versity Iodine Research Laboratory for the measurement of
iodine content spectrophotometrically using a Technicon
Autoanalyzer (Technicon Instrument, Inc., Tarrytown, NY)
by a modification of the method of Benotti et al. (16). Food
iodine content was measured by the iodide catalysis of the
redox reaction (catalytic activity) between ceric (Ce4+) and
arsenic (As3+). Food samples, controls, and iodate standards
were first digested with chloric acid (HClO3) then measured
colorimetrically at 420 lm; calculations are based on a
standard calibration curve. Samples were measured in du-
plicate, and the average levels are reported. In cases where
the initial two measurements were not within 15% of each
other, a third or a fourth measurement was obtained, and the
average of all measurements was reported. Due to high and
variable levels of urinary creatinine concentration in this age
group (17), a urine iodine-to-creatinine ratio was not used for
standardization.

The daily iodine intake for each infant was calculated from
the measured iodine content of ingested food and formula and
the ingested quantities recorded in the diary. For data col-
lection and statistical analyses, Microsoft Excel v16.0 (Mi-
crosoft, Redmond, WA) and SAS v9.4 (SAS Institute, Inc.,
Cary, NC) were used. Group differences for continuous
variables were tested by using Wilcoxon or Mann–Whitney
U-tests with Bonferroni correction when indicated. Spearman
or Pearson correlations were applied in univariate analyses.
Multiple linear regression analyses were done assessing in-
fant UIC to include sex and current breast-milk and formula
consumption as covariates. p-Values of <0.05 were consid-
ered significant.

Results

Sixty infant–mother pairs (infants: Mage –SD = 6.3 – 3.5
months; median = 6 months (range 1–14 months); mothers:
Mage –SD = 31 – 6.6 years) were studied. Mothers were pri-
marily American born (87%), had less than a college-degree
education (58%), and were nonsmokers (80%). The subject
demographics are described in Table 1.

Examples of the most commonly ingested foods were for-
mula (e.g., Enfamil, Earth’s Best), commercially jarred baby
food, steamed vegetables, steamed beans, baked potatoes,
chicken, fish, eggs, and fruits. Sixty percent of infants were
exclusively formula fed. The estimated daily iodine intake ob-
tained from the measured iodine content in infant formula/foods
was 89 lg/day (interquartile range [IQR] = 65–118lg/day;
range 0–288 lg/day; Fig. 1). Infants’ median UIC was 117 lg/L
(IQR = 76–182lg/L; range 26.9–1302.8 lg/L), with 43% of

Table 1. Subject Demographics for the Recruited

Infant–Mother Pairs (n = 60)

Variable Frequency (%)

Infant’s ethnicity
White 30 (50%)
Black 18 (30%)
Hispanic 7 (11.7%)
Asian 1 (1.7%)
Other 4 (6.7%)

Infant’s birthplace
United States 52 (86.7%)
Other 8 (13.3%)

Mother’s marital status
Single 28 (46.7%)
Married 28 (46.7%)
Other 4 (6.7%)

Mother’s educational status
Less than high school 9 (15%)
High-school graduate 18 (30%)
Some college 8 (13.3%)
College degree 12 (20%)
Postgraduate 13 (21.7%)

Mother’s smoking status
Nonsmoker 48 (80%)
Smoker 12 (20%)

Secondhand smoke exposure
No 32 (53.3%)
Yes 4 (6.7%)
Unknown 24 (40%)

574 FALLAH ET AL.



infants having a UIC <100 lg/L (Fig. 2). There was a significant
positive correlation between infants’ UIC and total daily iodine
consumed (r = 0.4, p < 0.001). However, infants’ UIC was not
significantly correlated with the amount of formula they con-
sumed (categorized in quartiles; range 8–55 ounces/day;
p = 0.26). In a multivariate analysis, infant age, ethnicity, place
of birth, mothers’ educational level, and mothers’ cigarette
smoking status were not predictive of infants’ UIC.

Discussion

Iodine is a crucial component of thyroid hormones, which
are important for normal brain development and overall
growth (18). Iodine deficiency during pregnancy is associated
with adverse neurocognitive outcomes in children (19) and is
the most common preventable cause of intellectual dis-
abilities worldwide. Recommendations for micronutrient
intake are based on the needs of most healthy individuals in
specific age groups (10). The current study adds further un-
derstanding to the limited data regarding infant iodine nu-
trition in the United States.

Although the present study demonstrates that infants who
were fed a combination of infant formula, follow-on formula,
and baby food would be overall iodine sufficient in a larger
cohort, the median UIC in those infants who consumed the
lowest quartile amount of iodine-containing foods was
<100 lg/L, suggesting that a subset of infants with low die-
tary iodine intake may be at risk for iodine insufficiency.

These findings support the concern that among countries
regarded as generally iodine sufficient, such as the United
States (2), weaning infants may be at risk for iodine defi-
ciency during this transitional period (14). The American
Academy of Pediatrics recommends exclusive breast-feeding
until at least four to six months of life (20), although com-
mercial infant formulas are alternatively used by caregivers if
breast-feeding is not an option. Some studies have shown that
exclusively breast-fed infants receive sufficient iodine in
breast milk when their mothers ingest at least 250 lg/day of
iodine from the diet (21,22). It has been suggested that breast-
milk iodine concentrations of 150–180 lg/L would confer
sufficient iodine to the lactating infant (23), although breast-
milk iodine concentrations may fluctuate substantially rela-
tive to the timing of iodine ingestion by the mother (24). A
recent study showed that iodine content (2.5th–97.5th per-
centiles) of breast milk in exclusively breast-feeding women
living in iodine-sufficient regions ranges between 60 and
465 lg/kg (25). Another report showed that UICs among
breast- and formula-fed infants in the greater Boston area are
similar (26).

Strengths of this study include the measurement of the
iodine content in ingested infant formula and baby foods,
since iodine nutrition based on food package labeling may be
misleading (27). Limitations of this pilot study include a
relatively small sample size that is inadequate to determine
overall iodine sufficiency in this population based on
median UIC, as well as the relative different proportions of
infant formulae and food consumed by infants at any given
age within this sample. Additionally, infants’ iodine intake
resulted from a combination of infant formula (mandated
to contain iodine) and baby food (unregulated for iodine
content), therefore supporting the need for further studies
examining the nutritional iodine contributions of each
separately. It is also acknowledged that 24-hour UICs may
be more accurate than those measured from spot urine
samples (28).

Early life represents an important foundational period
critical for later health outcomes, thus representing a time-
sensitive opportunity to ensure healthy growth and devel-
opment (29). These results indicate that although U.S. infants
fed a combination of baby formula and food would be overall
iodine sufficient in a larger sample, those consuming sources
containing low nutritional iodine content had median UICs
<100 lg/L. Iodine-containing infant formula and baby foods
are important sources of iodine nutrition during infancy, and
further research is needed to determine the specific iodine
contributions of each during this important developmental
period, identify at-risk subgroups, and take preventive mea-
sures to achieve iodine sufficiency for all infants.
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FIG. 1. Urinary iodine concentration (UIC; lg/L) strati-
fied by quartiles of total dietary iodine intake over the
previous 24 hours. The error bars indicate the 25th/75th
percentile. The dotted line indicates iodine sufficiency in a
population of >125 individuals.

FIG. 2. UIC (lg/L) stratified by quartiles of the quantities
of ingested infant formula (in ounces) over the previous
24 hours. The error bars indicate the 25th/75th percentile.
The dotted line indicates iodine sufficiency in a population
of >125 individuals.
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