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Problem In India, adequately iodized salt needs to be made accessible to the most marginalized.

Approach In an effort to provide adequately iodized salt to the most vulnerable, in 2009 Madhya Pradesh launched a state-wide initiative
through two national flagship nutrition programmes: the Supplementary Nutrition Programme of the Integrated Child Development
Services and the Midday Meal Scheme. Programme staff members were taught how to correctly store salt and monitor its iodine content.
Field monitors assessed the iodine content of the salt in the common kitchens of participating schools and anganwadi centres monthly.
Local setting Madhya Pradesh, a state in central India, is home to a substantial proportion of India’s poor. In 2009, household coverage of
adequately iodized salt in the state was nearly 90% among the richest but only about 50% among the poorest.

Relevant changes Two hot meals prepared with adequately iodized salt were served daily for more than 21 days per month to approximately
89% of the 12 113 584 children aged 3 to 6 years enrolled in anganwadi centres (June 2011 to March 2012). One meal on school days was
served to 78% of 5751979 primary-school children and to 79% of 2704692 secondary-school children (April 2011 to March 2012). Most
of the kitchens visited in 2010 (79%) and 2011 (83%) were consistently using adequately iodized salt to prepare hot meals.

Lessons learnt India has large-scale social safety net programmes for the poorest. Both national and state policies should mainstream the
use of adequately iodized salt in these programmes.

Abstractsin ( ,<, H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Problem

India’s salt iodization programme has a 50 year history and
has made remarkable progress towards the achievement of
universal salt iodization. A national policy of universal salt
iodization was adopted in 1986 and subsequent legislation,
both at the national and the state level, prohibits the sale of
non-iodized salt for human consumption.' Sustained efforts
to ensure an adequate supply of iodized salt helped India to
reach self-sufficiency in its production.” As a result, in 2009,
approximately 71% of households were consuming salt with
adequate levels of iodine (i.e. 15 parts per million).” How-
ever, an average of 249 million Indians, including 8 million
children born annually, remain susceptible to iodine deficiency
disorders (IDDs). Moreover, the use of adequately iodized salt
varies widely by state, from roughly 30% in Chhattisgarh to
98% in Manipur.’ Notably, coverage steadily improves as the
household wealth index increases. Hence, the most disadvan-
taged population groups are the most susceptible to IDDs.’ For
this reason, adequately iodized salt needs to be made available
and accessible to the poor and most marginalized if the goal
of universal salt iodization is to be met in India.

Local setting

Madhya Pradesh, located in central India, is territorially the
second largest state in India and has more than 72 million
inhabitants.* The state is home to a substantial proportion
of India’s socially and economically deprived population.
Approximately 18% and 21% of the population belong to
scheduled castes and scheduled tribes, respectively, and 37%

fall in India’s lowest wealth quintile.*” Malnutrition is preva-
lent. Half of the children less than 5 years of age are stunted
(height-for-age z-score < —2) and 35% are wasted (weight-for-
height z-score <—2) by WHO Child Growth Standards;® 74%
of children aged 6 to 9 months are anaemic (haemoglobin
concentration <110 g/1).” Currently, no data are available on
the iodine status of the state population based on urinary
iodine concentration or the prevalence of goitre, but in 2009
only 63% of households were consuming adequately iodized
salt, whereas 18% were using non-iodized salt.” Remarkably,
the proportion of households using adequately iodized salt
was about 50% in the lowest wealth quintile and around 86%
in the highest wealth quintile.’

Since Madhya Pradesh is not a salt-producing state, it im-
ports all edible salt from the neighbouring states of Rajasthan
and Gujarat. About 35% of the edible salt enters the state by
rail and the remainder by road.” This poses major difficulties
because salt is monitored for adequate iodine content before
shipment by rail but not before shipment by road.” Only salt
that has been adequately iodized is authorized for rail trans-
portation, but virtually any type of edible salt can enter the
state by road. In addition, inadequately iodized salt is often
sold at a lower price than adequately iodized salt and is hence
more attractive to many consumers, especially the poorest and
the uninformed.

Poor access to adequately iodized salt, particularly among
the lower wealth quintiles of the population, has prompted
sustained pressure from advocacy groups demanding that
the state government accelerate efforts towards attaining
universal salt iodization. As a result, in 2009 the government
decided to take steps towards ensuring the use of adequately
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iodized salt through two national flag-
ship nutrition programmes that target
the most vulnerable population groups
in Madhya Pradesh: the Supplementary
Nutrition Programme of the Integrated
Child Development Services and the
Midday Meal Scheme.

Approach

The Integrated Child Development Servic-
es, launched in 1975, provide supplemen-
tary feeding, immunization, health check-
ups and nutrition education to all children
younger than 6 years and pregnant and
lactating mothers to promote healthy child
growth and development.® All services are
delivered by community-based anganwadi
workers through a network of anganwadi
centres (literally “courtyard shelters”),
which are government-sponsored centres
offering care to children and mothers. The
Supplementary Nutrition Programme
provides food in the form of dry take-
home rations for pregnant and lactating
women and for children 6 to 35 months
old, as well as hot cooked meals for chil-
dren between the ages of 3 and 6 years.*
The primary aim of the Supplementary
Nutrition Programme is to enhance the
calorific intake of children and women in
low-income communities. The Midday
Meal Scheme is a school meal programme
providing lunch free of charge to children
aged 6 to 14 years to improve children’s
nutritional status and enhance school
enrolment and attendance.’

In general, the Supplementary
Nutrition Programme and the Midday
Meal Scheme operate independently.
However, in 2009 the government of
Madhya Pradesh launched Sanjha Chul-
ha (community kitchen), a state-wide
joint feeding programme that converged
the two earlier programmes. All hot
meals served at anganwadi centres and
schools are now prepared in a common
kitchen. Two hot meals are served daily
at anganwadi centres to children aged
3 to 6 years, and one cooked meal is
served to schoolchildren every school
day. In addition, every Tuesday children
6 to 36 months of age, pregnant and
lactating women and adolescent girls
enrolled at anganwadi centres receive a
hot meal. Sanjha Chulha was initiated so
that instead of spending time preparing
hot meals, anganwadi workers could
devote more time to nutrition and health
education, home visits and counselling.

In 2009, Sanjha Chulha was iden-
tified as an appropriate platform for

ensuring access to adequately iodized
salt for economically deprived popula-
tions. Two directives were subsequently
issued — one in 2009 by the Department
of Women and Child Development and
another in 2011, by the Department
of Panchayat and Rural Development.
Both made it a requirement that only ad-
equately iodized salt be used for prepar-
ing hot meals for anganwadi centres and
schools and that only adequately iodized
salt be used to prepare the dry take-
home rations (mix of rice with lentils
or wheat and of soya flour with Bengal
gram or wheat flour) for pregnant and
lactating women and young children.

District authorities began to imple-
ment Sanjha Chulha as prescribed. Pro-
gramme staff were trained on the health
and nutrition benefits of using iodized
salt and were taught how to correctly
store salt in the common kitchen and
to monitor the iodine level of the salt
using salt testing kits. Sanjha Chulha
is supervised regularly by government
officials who assess the overall imple-
mentation of the programme and test
the iodine content of the salt used. In
addition, field monitors sponsored by
the United Nations Children’s Fund test
the iodine content of the salt in the com-
mon kitchen monthly. Each field moni-
tor covers about three districts over a
three-month period. A fixed number of
common kitchens in each district is ran-
domly selected for a visit during which
field monitors take a random sample
of salt to test its iodine content using a
salt testing kit. They also monitor how
the salt is stored, the type of salt packet
used (preferably thick polyethylene) and
kitchen hygiene.

Findings

The latest reports indicate that Sanjha
Chulha has been successfully im-
plemented in all anganwadi centres
(n=78929) across Madhya Pradesh.
Between June 2011 and March 2012,
28507 407 (83%) children 6 to 35
months old who were enrolled in
the anganwadi centres received one
weekly take-home ration prepared us-
ing adequately iodized salt; addition-
ally, 12113584 (89%) children aged 3
to 6 years enrolled in the anganwadi
centres received two hot meals a day
that had been prepared with adequately
iodized salt for more than 21 days per
month. Sanjha Chulha has also been
successfully implemented in all pri-
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mary (n=_85054) and secondary schools
(n=28652) participating in the Midday
Meal Scheme. Between April 2011 and
March 2012, a total of 5751979 (78%)
primary-school children and 2704 692
(79%) secondary-school children re-
ceived one hot cooked meal prepared
using adequately iodized salt on every
school day.

The monthly monitoring data col-
lected by the field monitors indicate
that 79% and 83% of the common
kitchens visited in 2010 (n=1154) and
2011 (n=1096), respectively, were con-
sistently using adequately iodized salt
to prepare hot meals. The remaining
kitchens were also using iodized salt
that showed adequate iodine levels in
the packaging and labelling but sub-
optimal levels when tested because of
inappropriate salt storage methods. In
such cases, programme staff members
were retrained in the correct way to store
iodized salt.

Discussion and lessons
learnt

India’s national flagship feeding pro-
grammes provide an effective delivery
platform for increasing access to and
use of adequately iodized salt among
the most vulnerable and disadvantaged
communities. The two state govern-
ment directives described herein led to
a change in salt procurement practices,
with only iodized salt bearing a “smiling
sun” logo on the package recommended
for procurement. The smiling sun logo
is a voluntary certification used by salt
producers registered with the govern-
ment to indicate that the salt has been
adequately iodized. Thus, the use of
adequately iodized salt in the feeding
programme improved substantially
after the directives were issued. A large
number of preschool and school-aged
children from low-income families
received hot meals and women and
young children received dry take-home
rations prepared with salt that had been
adequately iodized. Without the joint
feeding programme, this segment of
the population would have had little
access to adequately iodized salt and
would have remained at risk of IDDs.
Programme sustainability is ensured
because funding for the programme is
budgeted under the Integrated Child
Development Services project imple-
mentation plan.
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The planning and implementation
of the feeding programme was fraught
with challenges. Although some could be
overcome, others remain. Sanjha Chulha
is a feeding programme involving three
different government departments in
Madhya Pradesh: the Department of
Women and Child Development, the
Department of Panchayat and Rural De-
velopment and the Department of Edu-
cation. Thus, one of the most important
challenges at the outset was to convince
the three different departments in the
state government to issue a joint direc-
tive. This required intensive advocacy
efforts based on the scientific evidence
of the prevalence of iodine deficiency
disorders in India and the importance of
using adequately iodized salt to prevent
iodine deficiency. In addition, it was not
easy to achieve convergence among the
three key departments, particularly in
terms of fund transfers, staff training
and programme monitoring. A series
of joint planning and review meetings
were organized in an effort to enhance
collaboration and coordination among
the three departments.

Given the massive scale of the feed-
ing programme, proper monitoring and
evaluation remains a major challenge.
It currently focuses on monitoring
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Box 1.Summary of main lessons learnt

lodized salt has to be properly stored to maintain the optimal level of iodine, and staff

should be trained accordingly.

Efforts to create awareness in the community of the health and nutrition benefits of iodized
salt should be undertaken alongside the feeding programmes.

Programme monitoring needs to be strengthened and evaluations undertaken to generate
evidence of the programme’s impact on the iodine status of the target population.

coverage, iodine content, salt storage
conditions and kitchen hygiene. How-
ever, the feeding programme lacks a
standard monitoring mechanism for
determining the actual consumption of
adequately iodized salt. In addition, the
limited, irregular supply of salt testing
kits has hampered monitoring of the
iodine content of the salt used in the
common kitchens. Efforts are currently
being made to improve management of
the supply of salt testing kits.

Clearly, the provision of adequately
iodized salt in the feeding programme
needs to be accompanied by intensive
community education and communi-
cation activities to generate awareness
of the health and nutrition benefits of
iodized salt. However, this aspect has
received little attention and the educa-
tional and informational materials being
used at present at the community level
need to be improved.

Three important lessons have
been learnt (Box 1). Over the past
few decades, India has made impres-
sive progress towards the achieve-
ment of universal salt iodization.
However, reaching the last 30% of
households will be difficult, since
these represent the more inaccessible,
socioeconomically disadvantaged
households. However, effective and
innovative strategies are the key to
addressing the remaining challenges.
India has successful large-scale social
safety net programmes aimed at the
most economically deprived popula-
tions. Both national and state-level
policies should mainstream the use
of adequately iodized salt in feeding
programmes for the benefit of all,
especially the most vulnerable women
and children. H
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Résumé

Fournir un sel suffisamment iodé aux plus démunis a travers le programme de nutrition complémentaire et le systeme de

distribution de repas scolaires au Madhya Pradesh, en Inde
Probléme En Inde, il est nécessaire d'assurer aux populations les plus
marginalisées I'acces a un sel suffisamment iodé.

Approche Dans un effort visant a fournir du sel suffisamment iodé aux
populations les plus vulnérables, une initiative a été lancée dans tout le
Madhya Pradesh, en 2009, au travers de deux programmes nutritionnels
nationaux phares: le programme de nutrition complémentaire des
services intégrés pour le développement de l'enfant et le systeme de
distribution de repas scolaires. Les membres du personnel impliqué dans
ces programmes ont appris a stocker correctement le sel et a controler
sa teneur eniode. Tous les mois, des inspecteurs sur le terrain ont évalué
la teneur en iode du sel utilisé dans les cuisines communes des écoles
et des centres anganwadi participants.

Environnement local Le Madhya Pradesh, un état de I'Inde centrale,
abrite une part considérable de la population démunie de I'lnde. En
2009, le pourcentage de ménages ayant accés a un sel suffisamment

iodé dans cet état était de 90% parmi les plus riches, mais a peine de
50% parmi les plus démunis.

Changements significatifs Deux repas chauds préparés avec du sel
suffisamment iodé ont été servis tous les jours pendant plus de 21 jours
par mois a pres de 89% des 12 113 584 enfants agés de 3 a 6 ans inscrits
dansdes centres anganwadi (de juin 2011 amars 2012). Les jours décole,
un repas a été servi a 78% des 5 751 979 enfants de l'enseignement
primaire et a 79% des 2 704 692 enfants de I'enseignement secondaire
(d'avril 2011 & mars 2012). La plupart des cuisines controlées en 2010
(79%) et en 2011 (83%) utilisaient régulierement du sel suffisamment
iodé pour préparer les repas chauds.

Legons tirées L'Inde dispose de programmes de protection sociale
a grande échelle pour les plus démunis. Les politiques nationales et
locales doivent intégrer I'utilisation de sel suffisamment iodé dans ces
programmes.

Pesiome

OxBaT 6efiHbIX C/I0EB HaceNeHNs B JOCTaTOYHON CTeneHy NOAMPOBaHHOI COMblo B pamKax lNporpammbl
LononHuUTeNbHOro NuTaHusa 1 Cxembl NpepocTaBneHns o6enos B wrate Magxba-MNpagew, UHgua

Mpo6nema B VHann Heobxoanmo obecneynTb 4OCTYMHOCTb
B [JOCTAaTOYHOW CTeMNeHn MoAMPOBaHHOM Conv Ana Hanbonee
MaprHaNM3nPOBaHHbBIX CIOEB HaceneHus.

Mopxop C Lenbio obecneynTb NOCTaBKM B JOCTATOUYHOM CTEMeHM
MOAMPOBAHHON CoNM Hamnbonee yA3BMMbIM CNIOAM HaceneHus,
B 2009 rogy wrat Magxba-lNpagew Hayan peanvsaumio Ha BCen
CBOEV TepPUTOPUM MHULMATVIBLI B PaMKax ABYX HaLMOHaNbHbIX
bnarmaHcKnx NporpaMm ACMOMHUTENBHOTO MUTaHKA: [porpammbl
[ONONHUTENBHOTO MUTAHMA B PaMKax KOMMIEKCHbBIX YCayr no
pa3BuTHio feTeit 1 CxeMbl NpeaocTasnenna ob6enos. COTPYAHMKM
NpOrpammbl MPOLLNY 0byUeHe OTHOCKUTENBbHO TOrO, KaK MPaBUibHO
XPaHWUTb COMb M KaK CliefinTb 3a COfepaHneM B Helt Mopa. [Nonesble
HabnoaaTenn exxemMecayHo OLIeHVIBaNV CoflepKaHyie 1oaa B CONMM Ha
OOLIMX KYXHAX YUACTBYIOLLMX LUKON U LIEHTPOB «aGH2aHBAou».
MecTHble ycnoBua B Maaxoa-lpagew, lwrate B LEHTPanbHOM YacTu
MHOMW, NPOXMBAET 3HaUMTENbHAA YaCTb GeAHOro HaceneHNs JaHHOM
cTpaHbl. B 2009 rogy oxBaT AOMOXO3ANCTB B AOCTAaTOUHON CTeMNeHN
MOAMPOBAHHOW COMbto B WTaTe Hbin nouTi 90% cpeamn camblx boratbix,
Ho BCero okono 50% cpeaun cambix 6eHbIX.

OcyLuecTBeHHbIe NepemeHbl EXXeaHEBHO Ha NPOTAXeHWK Gonee
yem 21 gHA B MecAL ABa ropaumnx 6mtoaa, NpUroToBAEHHbIX C
MCNOMb30BaHKEM B AOCTAaTOYHOW CTeneHu MoAMPOBAHHOW CONK,
noaaBanucb okono 89% m3 12 113 584 peteir B BO3pacTe oT 3 A0
6 neT, 0byualoLLVIXCA B LleHTPax «aHeaHsaou» (C mioHa 2011 roga no
MapT 2012 roaa). OgHo 61100 B AHN 3aHATUI B LWKOJE NOAaBaoch
78% 13 5751 979 petei, 0byyatoLmxca B HauanbHOW WwKone, 1 79%
u3 2 704 692 petel, obyvatolmxca B cpefHen Wwkone (C anpena
2011 ropganomapt 2012 roaa). Ha 6onbMHCTBE KyXOHb, MOCELLIEHHBIX
8 2010 roay (79%) v 2011 roay (83%), B 4OCTaTOYHON CTeneHu
MOAMPOBAHHAA COMb Ha PerynapHO OCHOBE MCMOSb30Banach A
NPUrOTOBNEHNS rOPAYMX O[],

BbiBoabl B VIHavn peanu3yioTca KpynHoMacluTabHble mporpammbi
M0 COLMaNbHOV 3aLmTe begHenLLInX CNoeB HaceneHus. B nogobHbie
nporpammbl Ha 0OLLIEroCyJapCTBEHHOM YPOBHE 1 YPOBHE LUTATOB
HeoOXOANMO BKMIOUMTL MCMOMb30BaHVE B JOCTATOYHOWM CTeneHu
MNOAMPOBAHHOW CONK.
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Resumen

o o

El acceso de los pobres a sal correctamente yodada por medio del Programa de Nutricion Complementaria y el Programa de

Almuerzos en Madhya Pradesh, India

Situacion En laIndia, la sal correctamente yodada debe estar disponible
para los mas marginados.

Enfoque En suafdn por suministrar sal correctamente yodada a los méas
vulnerables, Madhya Pradesh lanzé en 2009 una iniciativa en todo el
estado a través de dos programas nacionales de nutricion principales:
el Programa de Nutricion Complementaria de los Servicios Integrados
de Desarrollo Infantil y el Programa de Almuerzos. Los miembros
del personal que participaron en los programas aprendieron cémo
almacenar correctamente la sal y controlar su contenido en yodo. Los
monitores de campo evaluaron mensualmente el contenido en yodo
de la sal en las cocinas comunes de las escuelas participantes y los
centros anganwadi.

Marco regional En Madhya Pradesh, estado situado en el centro de la
India, vive una gran parte de los pobres de la India. En 2009, la cobertura
doméstica de sal correctamente yodada en el estado era de cerca del
90% entre los mas ricos, pero solo de un 50%, aproximadamente, entre
los mas pobres.

Cambios importantes Se sirvieron dos comidas calientes preparadas
con sal correctamente yodada al dia durante mds de 21 dias al mes
a aproximadamente un 89% de los 12 113 584 nifios de edades
comprendidas entre os 3y los 6 aflos matriculados en centros anganwadi
(desde juniode 2011 hasta marzo de 2012). En los dias lectivos, se sirvio
una comida a un 78% de los 5 751 979 nifios de la escuela primaria y
aun 79% de los 2 704 692 nifios de la escuela secundaria (desde abril
de 2011 hasta marzo de 2012). La mayorfa de las cocinas visitadas en
2010(79%)y 2011 (83%) utilizaban sistematicamente sal correctamente
yodada para preparar comidas calientes.

Lecciones aprendidas India tiene en marcha programas de
proteccién social a gran escala para los mas necesitados. Las politicas
tanto nacionales como estatales deberfan incorporar el uso de sal
correctamente yodada a estos programas.
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