
Preventing Hunger and
Malnutrition in India

Good health benefits not only the individual, but 
the nation as well. In many countries across the 
globe, the path to quality health for large 
proportions of their population is fraught with 
difficulties. In poor economies, people suffer 
from various health-related ailments, irrespec-
tive of their income level. Though efforts are 
being made by State and non-State actors to 
address these health problems, many countries 
continue to lag in meeting their goals and 
targets. 

 The health condition of an individual is 
determined by a variety of factors � among them, 
social, economic, dietary, lifestyle, environmen-
tal, locational, institutional, and awareness. It is 
because health is a confluence of these variables 
that the people who are the worst off are those 
with low incomes, living in environmentally 
degraded or remote areas, in developing 
countries. 
 Perhaps the most critical for an individual's 
health is the foundation built in their early years. 
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ABSTRACT  The prevalence of malnutrition�encompassing both undernutrition and 
overnutrition�is an important indicator of a country's health. Those who are either 
undernourished or are obese underperform in various aspects of life, missing out on 
opportunities to become productive members of society. India is among those countries in the 
world with the highest recorded numbers of undernourished. As the country aspires to fulfil its 
economic and social development goals, malnutrition is one area which requires greater 
attention. This brief offers an overview of the state of malnutrition in India and documents 
efforts being made to overcome the problem. It examines India's performance in key 
malnutrition indicators, as well as the success, or lack thereof, of various policy measures and 
programmes initiated over the last few decades. The brief argues that India's malnutrition 
challenge can be addressed only when the State governments adopt a comprehensive and 
coordinated approach and demonstrate better governance; civil society must also respond.
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If, for instance, a pregnant woman is 
undernourished, the infant in her womb is 
similarly not fed properly. Newborns who do not 
get the desired amount of nutrition may likely 
not survive. Most recent available estimates 
show that in some developing countries, 
including India, nearly half of children under five 

1years of age die each year due to poor nutrition.  
Those who survive under the same conditions 
experience serious health disorders at various 
stages of their life. For the poor, it is highly 
difficult, if not impossible, to bear the healthcare 
costs. The middle class and affluent population, 

2meanwhile, show a different trend.  A 
considerable proportion of them lead sedentary 
lifestyles and consume processed food in 
excessive quantities. Such unhealthy habits 
often result in weight gain and an increase in risk 

3 of contracting certain diseases. Thus, they get 
trapped in what health experts refer to as �an 
abnormal physiological condition called 
'malnutr it ion' ,  caused by inadequate,  
unbalanced or excessive consumption of macro 

4nutrients and/or micronutrients�.
 This paper begins with a description of the 
adverse impacts of malnutrition on different 
population groups in India�newborns, 
adolescents, and adults. The description is based 
on a review of all-India and State-level data on 
stunting, wasting, obesity, and anaemia. The 
next section examines the policy measures and 
programmes launched beginning the dawn of an 
independent India to combat malnutrition. 
Reference is made to progress achieved with 
respect to key health and nutrition indicators as 
well as the concerns expressed by the 
international community through the UN's 
Millennium Development Goals, particularly 
Goal 1 on eradicating extreme hunger and 
poverty. This is followed by an explanation of the 
multiple factors that are responsible for the 
occurrence of malnutrition, including economic 
and employment situation, awareness, access to 
food and safe sanitation, social practices, 
institutional functioning, experiences in 
implementation of programmes, and data 

availability. This section also discusses novel 
practices underway and offers ideas on 
interventions needed to overcome the 
challenges. The concluding section summarises 
the main points presented in the paper.

MALNUTRITION IN INDIA: A SNAPSHOT

The state of hunger and malnutrition in India is 
worrying. Statistics compiled by the Food and 
Agricultural Organisation (FAO)show that while 
the Sub-Saharan countries of Africa have the 
highest prevalence of hunger, in absolute terms, 
India has the highest number (one quarter) of 

5undernourished  (hungry) people in the world 
(194.6 million or 15 percent of India's total 

6population during 2014-16).
 Hunger and undernourishment lead to 
severe problems. Children and youth in this state 
suffer from numerous nutritional deficiencies 
which adversely impact their health. In India, 

 7data for 2015-16 show the following: 

�  38 percent of children below five years 
(urban: 31%, rural: 41%) are stunted (low 
height for age); 

�  21 percent (urban: 20%, rural: 22%) are 
wasted (low weight for height); 

�  36 percent (urban: 29%, rural: 38%) are 
underweight (low weight for age); 

8�  2 percent were overweight in 2006  (above 
normal weight for height); and 

�  58 percent of children aged between 6 and 
59 months (urban: 56%, rural: 59%) are 

9anaemic.

 Malnutrition in children under-five also 
results in nearly half of the 1.3 million deaths 
occurring in the country each year. Among 
India's adolescents, the proportion of 
overweight and obese was estimated at 11 
percent and two percent, respectively, in 

102007.  Data on anaemia show that 56 percent 
of young girls and 30 percent of young boys in 

11the age group of 15-19 years are anaemic.
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Table 1: Nutrition Status of Indian Population, by State/UT, 2015-16
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 The undesirable impacts of malnutrition are 
significant in adults, too. For example, the Body 
Mass Index (BMI or the ratio of weight-for-
height) of a sizeable proportion of women (23 
percent) and men (20 percent) in the age group 

1215-49 is found to be falling below the norm.  
Evidence exist that people with low BMI are more 
susceptible to tuberculosis than those who have 
normal BMI; thus there is an immediate need to 

13address the problem of undernutrition.  Further, 
anaemia is prevalent in women (53 percent) and 

14men (23 percent) in the 15-49 age group,  
indicating lack of iron, which is among the most 
prevalent manifestations of lack of proper 
nutrition. Meanwhile, about 21 percent of women 
and 19 percent of men in the same age group are 

15either overweight or obese.  Siddiqui and Donato 
refer to a dramatic increase in the prevalence of 
obesity and its consequent impact on the burden 
of non-communicable diseases (NCD) such as 

16diabetes and cardiovascular disease.
 Nutrition data generated from the fourth 
National Family Health Survey (NFHS-4) 
conducted in 2015-16 are now available for all 
Indian States/Union Territories. The following 
inferences may be drawn from the data on 
nutritional status presented in Table 1:

�  The nutritional status of children under five 
years is critical in the States/UTs of Bihar, 
Jharkhand, Uttar Pradesh, and Dadra and 
Nagar Haveli; Kerala and Mizoram are 
faring better.

�  BMI below normal is most evident in Bihar, 
Jharkhand, Madhya Pradesh, and Uttar 
Pradesh; status is better in Sikkim.

�  The incidence of overweight or obesity is 
highest in Chandigarh, Lakshadweep, 
Andaman and Nicobar Islands, and 
Puducherry; the situation is better in Bihar 
and Meghalaya.

�  Anaemia is most prevalent in Chandigarh, 
Dadra  &  Na gar  Have l i ,  B ihar  and 
Meghalaya; it is lowest in Manipur and 
Mizoram.

 The nutrition profile of Indian States/UTs 
thus presents wide variations among the different 
regions. Generally, data and literature reveal that 
the condition of poor families (children, women 
and men), with respect to the intake of calories, 
proteins, and micro-nutrients, is inferior in rural 
areas, poorer States, and in city slums. On the 
other hand, the middle- and high-income 
populations, concentrated in Indian cities, are 
becoming more susceptible to so-called 'lifestyle 
diseases' and 'binge-eating disorders' caused by 
increased availability of processed and sugary 

17foods and drinks.

POLICY AND PROGRAMME 
INTERVENTIONS 

India's Nutrition Policy of 1993 was shaped on 
the basis of a detailed understanding of the 
factors responsible for the occurrence of 

18malnutrition.  The policy called for the adoption 
o f  a  m u l t i - s e c to ra l  a p p ro a c h  a n d  t h e 
implementation of a wide range of measures to 
achieve the goal of optimum nutrition for all. 
Subsequently, numerous plans, programmes and 
missions were launched on various occasions (Box 
1).
 The policy and programme measures initiated 
in the health sector address various aspects of 
nutrition and are helping to mitigate the problem. 
This is evident in the following patterns of decline 
in some of the country's key health variables: (i) 
proportion of under-nourished persons in the 
total population from 24 percent in 1990-92 to 15 

19percent in 2014-16;  (ii) maternal mortality ratio 
from 398 in 1997-98 to 167 per 100,000 live 

20births in 2011-13;  (iii) infant mortality rate from 
2180 in 1991 to 41 per 1,000 live births in 2015-16;  

(iv) under-five mortality rate from 115 in 1991 to 
2250 per 1,000 live births in 2015-16;  (v) 

percentage of children underweight, stunted, and 
23anaemic  (Figures 1 and 2). 

 The UN has established international 
development goals to monitor the progress of 
numerous social, economic and environmental 
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Direct Policy Measures

• Expand the safety net through ICDS to cover all 
vulnerable groups (children, adolescent girls, 
mothers, expectant women)

• Fortify essential foods with appropriate nutrients 
(eg., salt with iodine and/or iron)

• Popularise low cost nutritious food

• Control micro-nutrient deficiencies amongst 
vulnerable groups

Indirect Policy Measures

• Ensure food security through increased production 
of food grains

• Improve dietary pattern by promoting production 
and increasing per capita availability of 
nutritionally rich food

• Effecting income transfers (improve purchasing 
power of landless, rural and urban poor; expand 
and improve public distribution system)

• Other: Implement land reforms (tenure, ceiling 
laws) to reduce vulnerability of poor; increase 
health and immunisation facilities, and nutrition 
knowledge; prevent food adulteration; monitor 
nutrition programmes and strengthen nutrition 
surveillance; community participation

Plans, Programmes and Missions

• Mid-day Meal Programme, 1962-63

• Goitre Control Programme, 1962 (now known as 
National Iodine Deficiency Disorders Control 
Programme)

• Special Nutrition Programme, 1970-71

• Balwadi Nutrition Programme, 1970-71

• Nutritional Anaemia Prophylaxis Programme, 1970

• Prophylaxis Programme against Blindness due to 
Vitamin A Deficiency, 1970

• Integrated Child Development Services (ICDS), 
1975

• National Diarrhoeal Diseases Control Programme, 
1981

• Wheat-based Supplementary Nutrition 
Programme, 1986

• National Plan of Action on Nutrition, 1995

• Public Distribution System, 1997

• National Nutrition Mission, 2003

• National Health Mission, 2013 (subsumes former 
Rural & Urban Health Missions)

• National Iron+ Initiative, 2013

• Promotion of Infant & Young Child Feeding 
Practices Guidelines, 2013

• Weekly Iron & Folic Acid Supplementation, 2015

• National Deworming Day, 2015

• Establishment of: Nutritional Rehabilitation 
Centres; Village Health Sanitation & Nutrition 
Committee

• Bi-annual Vitamin-A Supplementation

• Village Health & Nutrition Days (at Anganwadi 
centers)

Box 1: Government Policy Interventions and Programmes to Combat Malnutrition

Source: National Nutrition Policy, 1993; Ministry of Health and Family Welfare. Annual Report 2015-16. Chapter 3 � Maternal and Adolescent Healthcare 
p. 27-31; Chapter 4 � Child Health Programme, p. 39. New Delhi: Department of Health and Family Welfare; �e Indian Express, 30 December 2015, Op.cit.

Note: Year mentioned against the name of a programme denotes the year in which the programme was launched in the country for the �rst time.
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inequalities. With respect to MDG 1 (i.e., 
eradicate extreme poverty and hunger), the UN 
had observed that India was still far behind (slow 
or almost off-track) the 2015 target (No. 1. C) of 
halving, between 1990 and 2015, the proportion 
of people who suffer from hunger, and the 
government must take immediate actions �to 

24 ensure India accelerates progress on hunger�.
When the goal was formulated in 1990, 53.5 
percent of all Indian children were malnourished. 
By 2015, malnutrition declined to 40 percent. 
This change was noted from NFHS estimates 
particularly in the proportion of underweight 
children below three years. Thus, the target of 
halving the proportion of malnourished children 

to 26 percent (which is one-half of the proportion 
25, 26recorded in 1990) was not achieved.  Following 

the end of the MDG period in 2015, 17 
Sustainable Development Goals (SDG) were 
announced by the UN in 2016 for the period 
ending 2030. SDG 2 calls to �end hunger, achieve 
food security and improved nutrition, and 
promote sustainable agriculture�. 
 The current Union Health Minister, JP 
Nadda, has also urged for finding �solutions for 

27accelerating action at the State level�.  There is 
also a discussion on formulating a National 
Nutrition Strategy by the present government 
for the benefit of poorly performing States and 

28districts in the country.
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A WEB OF FACTORS CAUSING 
MALNUTRITION

As there are a multiplicity of factors that ensure 
that every single human being receives sufficient 
nutrition, similarly, there are manifold variables 
t h a t  c o n t r i b u t e  t o  t h e  o c c u r r e n c e  o f 

29malnutrition in India (Figure 3).
 It is clear from Figure 3 that economics plays 
a crucial role in healthcare. After all, families 

need money to be able to look after their daily 
needs, including a healthy diet, safe water, and 
sanitary living conditions. In India, there is a 
highly significant problem of uncertainty of 

30 income among the rural population (especially 
agricultural labourers), marginalised groups, 
and the informal sector. Poverty data for 2013 
compiled by the World Bank reveal that as much 
as 30 percent (224 million) of the country's 
population live below the international poverty 
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Source: Author's own.

Figure 3: Common Reasons for Prevalence of Malnutrition
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31line of less than $ 1.90-a-day.  India's own 
poverty estimates lack accuracy due to 
methodological deficiencies, and more studies 
are needed to examine the relationship between 
the people's economic condition and the 
incidence of malnutrition in villages and towns. 
The country's Labour Bureau also recorded a 
high unemployment rate in India of five percent 
in 2015-16 (8.7 percent for women, 4.3 percent 
for men, 5.1 percent for rural sector, and 4.9 

32percent for urban sector).
 Besides income, also absent are sufficient 
health and nutrition awareness among the 
people (about wholesome, balanced and natural 

33diets; child feeding and caring practices).  It is an 
imperative therefore to run an effective 
nutrition communication campaign (in schools, 
public places, print and social media) that would 
help children and communities, regardless of 
the ir  income and e ducat ion  leve ls ,  in 
understanding how they should respond to their 
nutritional needs.
 People's access to sufficient and nutritious 
food is equally important. India's situation in 
this regard has been noted as �serious� by the 
International Food Policy Research Institute 
(IFPRI). IFPRI's Global Hunger Index (GHI) 
shows India ranked 97 among 118 countries on 
hunger in 2016. 

 One effort to address the hunger (and 
nutrition) challenge is the enactment of the 
National Food Security Act. Put into effect in 
2013, the law aims to ensure greater access to 
adequate quantity of quality food at affordable 
prices. Up to 75 percent of eligible rural and 50 
percent of eligible urban population as identified 
by States/UTs are entitled to receive food grains 
(five kg per person per month of rice, wheat, 
coarse grains at subsidised prices of INR 3/2/1 
per kg, respectively) under the Targeted Public 
Distribution System (PDS) launched in June 
1997. Besides ensuring access to food grains, the 
Act also provides for monetary maternity 
benefits, and the establishment of a grievance 
redressal mechanism to ensure compliance by 
State/District government functionaries.
 A 2015 survey by Swaraj Abhiyan, a political 
organisation, reveals unsatisfactory progress in 

34the implementation of the Act.  Data samples 
collected from Uttar Pradesh show that at places 
experiencing famine-like conditions, barely half 
of the poor families had eaten any pulses in the 
30 days preceding the survey. According to 
Drèze, such problems will continue unless 
greater efforts are made to strengthen the 
existing initiatives (such as the Public 
Distribution System, Mid-day Meal Scheme, 

35ICDS, Village and Child Development Centres).  
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Loss of food grains in FCI warehouses (due to 
rotting and theft) is an equally important reason 

36for the lack of adequate access.
 T h e re  i s  a l s o  t h e  I n te g ra te d  C h i l d 
Development Services (ICDS) Scheme that has 
benefitted India's over 100 million persons 
including children, pregnant women and 

37lactating mothers.  However, problems are 
being observed in ensuring supply of quality 

38, 39 food, and its uniform distribution. Anganwadi 
40centres  were established under ICDS to provide 

basic healthcare education and services across 
the country. Many workers are unable to play an 
effective role in attending to the problem of 
malnutrition because of low wages and 

41inadequate training.  Organisation of regular 
orientation programmes, exposing workers to 
new techniques available for tracking the growth 
of every child, and supporting them in the 
implementation of schemes would be useful in 
improving the country's nutrition situation.
 Other examples exist to illustrate the failure 
o f  s er v ice  de l iver y.  T he  V i l l a ge  C hi ld 
Development Centres (VCDC), for instance, 
were set up in 36 districts of Maharashtra in 
2016 with  the  suppor t  of  the  Centra l 
government to provide malnourished children 
with medical care and nutritious meals for one 
month. However, most of the centres have been 
found to be non-functional due to the absence of 
funds. In view of the risk to about 78,925 
severely malnourished children in the State, local 
non-government organisations want the State 
government to step in and take responsibility for 

42funding the VCDCs.
 Compounding the economic and political 
factors that abet malnutrition are social and 
cultural challenges that tend to defeat the very 
purpose of a nutrition programme. To begin with, 
India's massive population comprises such 
diverse community groups, of whom over 200 
million (16.6 percent) are classified as 'scheduled 
castes'. A plan, for instance (named Hausla Poshan 
Yojana) to provide nutritious food to pregnant 
women and malnourished children in Uttar 
Pradesh failed to even take off because there were 

supposed women beneficiaries who refused to 
consume the food prepared by Anganwadi 
workers belonging to the scheduled caste 

4 3community,  who have been historically 
regarded as untouchables by the upper castes. 
Further, Census data for 2011 show high 
incidence of child marriage in India (30 percent of 
all marriages). According to research published in 
the British Medical Journal, �infants born to child 
brides in India (married before the age of 18) have 

44a higher risk of malnutrition�.  As the mothers of 
these children are themselves children, and 
themselves undernourished, these infants are 
simply born into the cycle of undernourishment.
 To improve nutritional content in food 
products, steps are being taken towards universal 

45food fortification.  A proposed policy would 
provide for adding essential vitamins and 
minerals (iron, folic acid, vitamin, iodine) to food 
items (rice, wheat flour, salt, edible oil, milk) sold 
in markets. The Food Safety and Standards 
Authority of India (FSSAI) has set nutritional 
benchmarks to ensure that manufacturers 
responsible for fortifying food add desirable 
levels of micronutrients to the food items. 
Valuable lessons in this regard have been learnt 
from practices followed in the Gajapati district of 
Odisha where training was given to school staff 
engaged in preparing mid-day meals for 
schoolchildren so that they are able to fortify the 
rice with iron for increasing its nutritional value. 
About 1,449 schools in the district have been 
covered under the programme, and the Central 
government is interested in extending this 

46 initiative to other parts of the country as well.
According to the Department of Biotechnology 
(DBT), �clinical studies have substantiated that 
regular feeding for one year increases iron store 
and decreases anaemia in school going children�. 
Care is however needed in ensuring that people 
do not consume iron beyond the required 
amounts, as some studies suggest a direct link 

47between iron and diabetes.
 Needless to say, adequate funds are needed 
for the successful implementation of any 
nutrition scheme. In the case of India, with 
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2013-14

2014-15

2015-16

2016-17

2017-18

163.12

165.61

83.36

148.50

167.45

-

1.53

- 49.66

78.14

12.76

Financial Year Budgetary Allocations
(in INR billions)

Annual Change
(percent)

Table 2: Central Budgetary Allocations for Integrated Child Development Services Scheme

Source: Ministry of Women and Child Development. Press Information Bureau releases, 19 March 2015 and 1 February 2017.
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respect to centrally supported schemes such as 
ICDS, data show that the budgetary allocations 
have decreased over time. Between 2014-15 and 
2015-16, financial allocations were halved from 
INR 166 billion to INR 83 billion. More recently, 
while the allocations have increased in absolute 
terms, the annual rate of change is down to 12.76 
percent (See Table 2). The national government 
maintains that the State governments must play 
a more pro-active role in combating malnutrition 
and themselves generate funds for this purpose.
 Article 47 of the Indian Constitution provides 
that it is the �duty of the State to raise the level of 
nutrition and the standard of living and to 
improve public health�. Compliance with this 
provision is seen in the form with nutrition 
missions launched by some State governments. 
 Maharashtra's nutrition mission (2005), for 
instance, aims to reduce malnutrition in all its 
forms. The mission strategy includes the 
following aspects: deliver evidence-based 
interventions; focus on adolescent girls' 
nutrition, education and empowerment; 
combine facility, outreach and community-based 
interventions to bring services and support 
closer to the people; and monitor pregnancy 
weight gain at every ante-natal care visit. For this 

48 purpose, a multi-sectoral action plan is in use.
Today, the mission is seen as a model because it 
has contributed to encouraging improvements in 

49the people's nutritional status.
 In Madhya Pradesh (2010), meanwhile, INR 
500 million were allocated under the mission, 
and the following steps were taken: preparation 
of district-level action plans; initiation of pilot 

projects; monitoring and evaluation of progress 
indices; and provision of meals to pregnant 

50women at Anganwadi centres.
 Similar initiatives have been undertaken in 
Karnataka (2010), Gujarat (2012), and Uttar 
Pradesh (2014). In 2015 a mission was also 
launched, with technical support from UNICEF, 
i n  J h a r k h a n d  w h e r e  t h e  s i t u a t i o n  o f 

51malnutrition is critical (see Table 1).  Some of 
the mission's goals and features are the 
following: 

�  Make the State malnutrition-free within 
10 years;

�  Create a database of pregnant mothers;
�  Modernise Anganwadis through the use of 

corporate social responsibility funds;
�  I m p r o v e  n u t r i t i o n  a w a r e n e s s  o f 

communities;
�  Foster inter-sectoral collaboration for 

nutrition action among departments.

 Further, nutrition inter ventions and 
tracking progress cannot be done without 
sufficient information and reliable, updated 
data, and the operationalisation of a national 
nutrition surveillance system. Thus, there exists 
the need to collect and maintain real-time data 
on various nutrition indicators using ICT and 
GIS.
 Lack of sanitation is also an important 
determinant of malnutrition. In India, open 
defecation remains a severe problem as a 
significant proportion of the population either 
do not give importance to the use of clean toilets 
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CONCLUSION
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schemes.
 Many of the reasons for the occurrence of 
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