
169THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 18, NO. 4, 2005

Editorial

Ban on Sale of Non-iodized Salt for Human
Consumption: A step in the right direction

The announcement by the Government of India on 27 May 2005 that it intends to
reimpose the ban on the sale of non-iodized salt for human consumption is a
welcome public health measure and a step in the right direction to combat iodine
deficiency disorders (IDD) which are the most important cause of preventable brain
damage.1,2

India was a pioneer in both recognizing iodine deficiency as a national public
health problem and providing iodized salt to its population. Iodized salt was first
made available in 1956 during a seminal study on goitre prevention and control led
by Professor Ramalingaswami in the Kangra district of Himachal Pradesh.3 While
only a few countries in the 1980s had recognized iodine deficiency as a public health
problem or established a national IDD control programme, India by 1962 had
launched a National Goitre Control Programme (NGCP).4 Initially, the NGCP was
a targeted programme that aimed to identify districts of goitre endemicity and
subsequently make available iodized salt in these identified endemic districts.4 By the
early 1980s, data collected from different regions of India revealed that iodine
deficiency was a public health problem in all the states and union territories.3,5

Around this time, convincing evidence was accumulating on the need for optimal
iodine intake for normal physical and mental development. In the light of increasing
evidence of the existence of iodine deficiency in most parts of India, the scope of the
NGCP was expanded to cover the entire country and it was decided to iodize all salt
for human consumption by 1990 (Universal Salt Iodization [USI]), in a phased
manner. The goal to eliminate iodine deficiency was first adopted at the World
Summit for Children in 1990, where Heads of States from more than 70 countries
established a number of goals to improve and protect children’s lives. India is a
signatory to this declaration. The NGCP was renamed as the National IDD Control
Programme (NIDDCP) in 1992. Elimination of iodine deficiency has consistently
been one of the goals of India’s Five-Year Plans.

The scientific evidence
Iodine is required for the synthesis of thyroid hormones. Thyroid hormones play a
determining role in the process of early growth and development of most organs,
especially that of the brain.6,7 Iodine deficiency at critical stages during foetal and
early postnatal life results in impaired development of the brain and consequently in
impaired mental function. Studies have shown that part of the foetal thyroxine is of
maternal origin, disproving the concept that maternal thyroid hormones do not cross
the placenta.8,9 Maternal thyroxine is crucial for brain development in early foetal
life, including the first trimester, before the onset of foetal thyroid function.10–12

Several publications have drawn attention to the relation between the thyroid
hormone status of the mother and the future neuropsychological development of the
child.13–16 Recent studies also support the possibility of improving the intelligence
quotient (IQ) of children from areas with mild iodine deficiency by ensuring an
iodine intake sufficient to achieve a urinary iodine concentration >100 µg/L.17 It has
also been reported that the risk of attention deficit and hyperactivity disorder is
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greater in children born to mothers with mild iodine deficiency and hypo-
thyroxinaemia.18

The Indian scenario
Why iodize salt? Everyone needs and consumes salt, usually in fairly constant daily
amounts. The average daily salt intake per person in India is 10 g. The sources of salt
are usually limited and thus it is feasible to add iodine to salt. The techniques for
iodization are simple and well established and iodization does not affect the
appearance or taste of salt; iodized salt is well accepted by the consumer. Therefore,
salt iodization is the preferred strategy for elimination of iodine deficiency and is
currently practised in more than 130 countries. In India, over the past few years,
considerable progress has been made in improving the availability and accessibility
of quality iodized salt to the population. Iodized salt production increased from 0.2
million tons in 1983 to more than 4 million tons in 2000.19 This is an increase of 20
times in a short span of 17 years. The infrastructure to produce the required quantity
of iodized salt has been established and the proportion of the population consuming
iodized salt has the potential to reach or exceed 90%. For this to happen, we need to
accelerate our efforts.

The ban on the sale of non-iodized salt was lifted in September 2000. In April
2001, the freight for transporting salt by rail was hiked. These measures resulted in
a major drop in the household coverage of iodized salt. The National Family Health
Survey-2 (NFHS-2) in 1998–9920 showed that 49.3% of households in India were
consuming adequately iodized salt. The Reproductive and Child Health (RCH)
survey in 2001–0221 showed that this had dropped to 37%, and that in several
northern states, the household coverage was abysmally low.

Why is there a need for legislation and compulsory salt iodization? Can people
have a choice? There are situations in which, in the absence of proper education, ‘the
freedom to choose’ may not offer the right choice—and salt iodization is one of them.
Individuals often need to be convinced to make good choices when the benefits are
preventive in nature. There are ideological debates on individual freedom and choice
which are used to argue against compulsory iodization. Public health experts who see
iodine deficiency as a critical problem should lead the fight against the ideological
arguments tilted in the direction of doing nothing. Every government has a
responsibility to protect the health of its population. It is helpful to remember that the
history of government interventions on behalf of public health, including the
campaign against smoking, is one of consistent life-enhancing success. We need to
strive to make iodized salt available, accessible and affordable to every Indian citizen
for all time to come.

Legislation is one essential step; but in itself is not sufficient to achieve USI.
Despite well meaning legislation, practice often lags behind policy. Legislation
presupposes effective monitoring and enforcement based on the partnership of the
salt industry and governmental agencies. In such a partnership, the government
seeks improved public health, and the industry seeks protection against competition
with non-iodized salt.

The government also needs to introduce a series of programmatic interventions.
The NFHS-2 showed that people in the low socioeconomic stratum have the least
coverage of iodized salt. These people consume salt produced by small-scale
manufacturers who often do not iodize salt adequately. The government needs to
focus on the small-scale salt manufacturer to ensure that the poorest of the poor
benefit from consuming iodized salt. There is also a need to reduce freight on iodized
salt, and to increase the availability of wagons for transport of iodized salt throughout
the country. There are cost concerns regarding iodized salt, because iodine is
imported from other countries. The government should exempt iodine for iodized salt
from import duty and sales tax, as iodized salt is like a ‘vaccine for optimum brain
development’. The NFHS-2 showed a lack of awareness among people with regard
to the benefits of iodized salt. This requires an appropriate, sustained and intensive
information, education and communication campaign. There is also a need for an
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external independent quality assurance programme to make sure that all iodized salt
produced is of good quality.

Eliminating IDD once and for all depends on building and maintaining a network
of partnerships. We need to build a partnership and use it to create a full circle of
communication that helps sustain political will, stimulate demand for quality iodized
salt, deliver the salt efficiently, and create a health standard that can be sustained from
generation to generation.
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