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Malnutrition in Indian Women due to changing food habits: 
An Anthropological Perspective

Malnutrition remains a persistent global health issue, hindering human development. 
The World Health Organization defines it as an imbalance and lack of essential nutrients, 
leading to deficiencies in the human body. It broadly encompasses nutritional crises and 
obstacles to a nation’s food security. Malnutrition’s impact is complex, yet recent dietary 
shifts have altered the nutritional status of populations worldwide, signaling a grave and 
enduring crisis. The shift from traditional to modern diets rich in fats, sugars, and salts, but 
low in calories and nutrients, is a primary concern. Anthropologists have long stressed the 
need for comprehensive analysis of food and nutrition across communities and its adverse 
effects, such as malnutrition. Their contributions are crucial in supplying data that informs 
government policies and programs aimed at preventing non-communicable diseases (NCDs) 
and malnutrition, particularly in low and middle-income countries. Current research 
highlights the various micronutrient deficiencies among Indian women, the interventions by 
government agencies, and anthropological insights to combat this global challenge.
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Introduction
Food is a vital component of human existence. It is a bio-cultural fuel that fulfills the biological 

needs of a person, reflecting his eating habits, dietary pattern, and cultural dimensions (beliefs, 
practices, and preferences). (Pimentel et al., 2009; Stajcic, 2013). Food is essential for obtaining energy 
for proper functioning of vital organs, growth and development, a healthy lifestyle, and protection 
against diseases. Food can be consumed in two forms: eating or drinking. These forms balance the 
forces responsible for an individual’s survival. The process of ingestion of food, digestion, absorption, 
assimilation, and utilization of various nutrients by an organism/human being for growth, development, 
and maintenance of bodily functions is termed nutrition. Nutrition is the foundation of human life. 
Food intake is the cornerstone of nutrition. Without food, there is no nutrition. Without nutrition, 
there is no life. The relationship between food, nutrition, and health is crucial for an individual’s life. 
When this relationship is imbalanced, it leads to deteriorating health conditions, malnourishment, or 
the formation of diseases. Malnutrition is an imbalance or deficiency in a person’s dietary intake. This 
can take the form of undernutrition or excess nutrient intake, which causes overweight or obesity based 
on fat accumulation on a person. Malnutrition is sometimes considered a condition when a person 
does not have enough amount of nutrients or a state when there is a deficiency of proteins, energy, and 
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nutrients, which causes adverse effects on body function. Malnutrition is a state of nutrition in which 
a deficiency or excess (or imbalance) of energy, protein, and other nutrients causes measurable adverse 
effects on tissue/body form, body function, and clinical outcome (Soeters et al., 2017).

The global dietary transition from traditional and ethnic food to processed and fast food has led to a 
nutritional conversion in every individual’s diet. There is no doubt that changing food habits, low intake 
of calories, and insufficient diets or diets lacking in nutrients have led to a deteriorating nutritional 
transition (Popkin, 2009). The loss of nutritive substances during this transition is reflected in many 
forms of malnutrition affecting different strata of the population. Malnutrition takes many forms, 
including stunting, wasting, and underweight; micro-nutrient malnutrition; and overweight or obesity. 
The impact of these forms varies from individual to individual. Infants, children, adolescents (girls), and 
women (especially pregnant and lactating) are particularly vulnerable to non-communicable diseases 
and severe health conditions. Malnutrition has a profound impact on health from the earliest stages of 
life. The environment and conditions in the womb have a significant influence on an individual’s health. 
To combat this burden of malnutrition, it is essential to provide women with adequate nutrients to 
eradicate this hurdle to growth and development. (WHO, 2017)

India has an alarming rate of malnutrition in all segments, with women and girls being the most 
affected. This is due to a number of factors, including demographic (age and marital status), socio-
economic (education, occupation and income), cultural (caste and religion) and environmental (lack 
of sanitary conditions, the health care system and insufficient food). (Dewan, 2008). Women require 
energy and nutrition throughout their lives to combat the terrible mal-nutritious deficiencies that 
affect them and to withstand these factors. This energy is always derived from food, so it’s crucial to 
ensure you’re getting the right type and amount of food. The Indian Council of Medical Research 
has published a report on the nutritional dietary intake of the Indian population, called “Nutrient 
Requirements and Recommended Dietary Allowances for Indians.” It’s based on the recommendations 
and guidelines of the International Joint Consultative Group of FAO/WHO/UNU. This includes the 
dietary standard of the average daily consumption of an individual to meet physiological needs in the 
form of “Recommended Dietary Allowances” (RDA) (Allowances, 2009).

The Recommended Dietary Allowances (RDA) are the level of intake of essential nutrients that 
are sufficient to meet the nutrient requirements of nearly all healthy individuals in a particular life 
stage and gender group. These allowances are specific dietary measures based upon age group, body 
weight, sex, metabolic and physiological status. It includes the estimated nutritional requirements of the 
population based upon genetic variation, socio-demographic characteristics, environment, diverse food 
patterns, regional reference body weight and growth pattern, etc. (Nair, 2018). The Recommended 
Dietary Allowance (RDA) for women allows us to trace, access and examine the gap between the 
essential physiological requirements at various stages of life: child, adolescent, adult, elder, and dietary 
intake. It provides measures to ensure adequate consumption of diet containing minerals and vitamins. 
The following tables (1&2) present the established standards of nutritional requirements of vitamins 
(fat soluble and water soluble) and minerals for Indian women, which are majorly responsible for 
micronutrient deficiency and non-communicable diseases.

Table 1 provides the net amount of energy (kcal) required by an Indian woman on a daily basis. This varies 
based on an individual’s physiological condition and work status. While the amount of essential minerals 
required remains consistent in different work conditions (sedentary, moderate, and heavy), pregnant women 
and lactating mothers have increased physiological needs for calcium, iron, zinc, and iodine.  

Table 2 delineates the standard amount of vitamins required for a woman’s body for proper 
physiological functioning along with energy in Kcal. All women, regardless of their activity level, require 
the same amount of vitamins on a daily basis. However, the physiological need of these vitamins increases 
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in pregnant and lactating women. The RDA for vitamins and minerals together form micronutrients 
crucial for life cycle. An imbalance or variation between the bioavailability of nutrients in the diet and 
the physiological requirement of nutrients will lead to malnutrition or deficiency. The following studies 
clearly delineate the different aspects of malnutrition (micronutrient deficiency), its interventions by 
different agencies, and the anthropological perception towards this global burden.

Material and Methods
We have gathered data from a variety of sources, with a particular focus on malnutrition and its 

various aspects. Our search included databases such as Google Scholar, Scopus, and PubMed, where we 
identified articles related to “malnutrition,” “micro-nutrient deficiencies,” “food literacy,” “nutritional 
anthropology,” “biological anthropology,” and “ethno-nutrition.” In addition, data was gathered 
from various websites created by national and international agencies, including NFSC, FSSAI, WHO, 
UNESCO, and FAO.

Results 
Micronutrient Deficiencies: Micronutrients are essential minerals and vitamins required in small 

amounts to perform various functions for normal growth and development. Examples include 
calcium, zinc, and magnesium (WHO). The lack and insufficiency of these minerals can cause severe 
and deteriorating health consequences. The World Health Organization has identified iron, iodine, 
and vitamin A as the most common micronutrient deficiencies found in women around the globe. 
However, in the Indian context, the most prevalent deficiencies are vitamin D deficiency (61%), iron 
(54%), vitamin B12 deficiency (53%), folic acid (37%), vitamin A (19%), and iodine deficiency (17%) 
(Venkatesh et al., 2021).

Vitamin D Deficiency (VDD)

Vitamin D is an essential fat-soluble component synthesized in the skin and stored in fat cells for 
constant use in calcium metabolism and bone remodeling (Webb, 2006). There are only a few foods that 
are enriched with this component, as 90% or more of this vitamin is obtained from direct exposure to 
the sun (Holick, 2003). The lack of vitamin D results in weak muscles, osteomalacia, and osteoporosis. 
Deficiency of this vitamin is also linked to an increased risk of hypertension, obesity, upper respiratory 
tract infections, influenza, and diabetes (Garg et al., 2018).  The serum 1,25-dihydroxyvitamin D 
[1,25(OH)2D] is the gold standard for detecting vitamin D deficiency. A serum level of 25(OH)D 
below 20 ng/ml is a clear indication of deficiency. A serum level of 20 ng/ml or below is considered a 
deficiency, 21-29 ng/ml is considered insufficiency, and a serum level of 30 ng/ml or above is considered 
sufficiency (Aparna et al., 2018). In India, numerous studies have been conducted on the prevalence 
of vitamin D deficiency among women from different age groups. For instance, a study conducted on 
1,052 Indian women (15-60 years old) attending a gynecological clinic revealed that the prevalence of 
vitamin D deficiency was significant. The prevalence of low vitamin D was higher among illiterate, 
housewives, and younger women, especially those residing in rural areas (Garg et al., 2018). 

The amount of vitamin D in the body is regulated by the melanin product in the skin, age, exposure 
to the sun, season, clothing, and region. Dark-skinned people are more prone to vitamin D deficiency 
because melanin reduces the amount of D3 synthesized in the skin. Aging is another reason for decreasing 
vitamin D in the body because elders require more 25(OH)D than the younger population. Clothing 
and sunscreen also block the synthesis of vitamin D in the skin. For instance, sunscreen with an SPF of 
15 reduces the synthesis by 99.9%. The weather and exposure to the sun also control the production, as 
the time of day, latitude, and season control the availability of UV-B (Webb, 2006; Mithal et al., 2009). 
In India, other factors control the magnitude of deficiency, including cultural practices, socio-religious 
factors, vegetarian diet, and food taboos that lower a person’s exposure to the sun (Aparna et al., 2018).
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Iron Deficiency Anemia (IDA)

Iron is an essential micronutrient present in hemoglobin and myoglobin. It is required for proper 
functioning of numerous cells, hormones, and the circulatory system. The deficiency of iron causes a severe 
medical disorder known as iron deficiency anemia (IDA). IDA is the most prevalent form of malnutrition 
worldwide, especially among young children, menstruating girls and women, pregnant women, and 
lactating women (Camaschella, 2015; Natekar et al., 2022). India has ranked 170th out of 180 countries 
for having a high percentage of anemic women (Kapur, 2002). The National Family Health Survey has also 
revealed the alarming prevalence of anemia among Indian women in recent surveys (tab. 3).

Causes: Anemia is a multifactorial micronutrient deficiency that is more prevalent in women with 
low body mass index (BMI ≤ 18.5 kg/m²) than in women with normal weight. There are various factors 
responsible for anemia, but an iron-deficient diet is the most prevalent factor. (Natekar et al., 2022). 
There are three main causes of anemia: physiological, pathological, and environmental. Physiological 
causes include increased demand for blood due to menstrual blood loss, pregnancy, blood donation, 
and rapid growth during adolescence. Pathological causes include chronic blood loss due to benign 
tumors, intestinal cancer, inflammatory bowel disease, and hookworm infestation. Environmental 
causes include unavailability of nutritional food or insufficient food intake, poverty, and food habits. 
Other factors that contribute to this deficiency include unavailability of nutritional food or insufficient 
food intake, poverty, food habits, and so on. These factors depend on the prevailing condition (Anand 
et al., 2014; Camaschella, 2015).

Vitamin B12 deficiency

Vitamin B12 is one of the essential vitamins that plays an important role in cell metabolism, synthesis 
of DNA, and other neurological functions. It is also known as cobalamin and is mostly found in animal-
sourced foods, including dairy, fish, and meat (Green et al., 2017). The level of deficiency defines the 
associated diseases. A mild deficiency indicates fatigue and anemia, a moderate level of deficiency 
manifests macrocytic anemia, and a severe level indicates bone marrow suppression and neurological 
disorders (Robert & Brown, 2003).

Causes: There are several causes associated with this deficiency, but the most common is inadequate 
intake of essential B12-rich food. Malabsorption syndromes (food-bound B12 malabsorption and 
pernicious anemia), gastrointestinal causes (bacterial overgrowth and tapeworm infestation, etc.), and 
increased vitamin requirements due to hemolysis or HIV are also associated factors contributing to this 
deficiency (Hunt et al., 2014; Robert & Brown, 2003).

Folic Acid Deficiency

Folic acid (also known as folate) is a water-soluble vitamin that is essential for women, especially 
during pregnancy. This vitamin is obtained through a folate-rich diet and supplements because it is not 
synthesized in the body. This essential vitamin can be obtained naturally through a plant-based diet, 
including yeast, fruits, legumes, and leafy green vegetables, or an animal-based diet, including kidney 
and liver (Sijilmassi, 2019). A red cell level less than 100 mg/dL of folic acid and a serum level of folic acid 
below 3 ng/ml is a clear indication of folate deficiency. A deficiency of this vitamin will undoubtedly 
result in severe birth defects and abnormalities in a child during pregnancy (Seshadri, 2001).

Causes: Inadequate dietary intake, congenital deficiencies of enzymes, inadequate absorption or 
destruction of folic acid during cooking (due to access to heat), chronic alcohol consumption, diseases 
like short bowel syndrome, celiac disease, gastric bypass, etc. all decrease the absorption of folic acid in 
the body, leading to severe consequences (Donnelly, 2001).

Vitamin A deficiency (VAD)



Kaur, S., Sinha, A. K. / Antrocom Online Journal of Anthropology, vol. 20, n. 1 (2024) 401-413 405

Vitamin A is an essential fat-soluble vitamin that is crucial for the production of red blood cells, the 
maintenance of the visual system, epithelial integrity, normal cellular differentiation, and the body’s 
defensive mechanism against infections (Akhtar et al., 2013). A lack of vitamin A leads to several 
deficiencies, which are more prevalent in children, lactating mothers, and pregnant women. Retinal and 
retinol forms of vitamin A are responsible for reproductive functions and proper vision. Retinoic acid 
(RA) is important for growth, and the concentration of plasma retinol is an indicator of vitamin A. A 
concentration below 0.7 µmol/L is considered vitamin A deficiency (VAD), and a concentration below 
0.35 µmol/L is an indicator of severe deficiency. Pregnant and lactating mothers require more plasma 
retinol, so a minimum concentration of 1.05 µmol/L is required. Anything below this is considered a 
deficiency. (Wiseman, Dabon & Reifen, 2017).

The major cause of VAD is insufficient nutrition in the diet, gastrointestinal infections, inflammatory 
bowel disease (IBD), pancreatic insufficiency, chronic liver disease, etc. (Hodge & Taylor, 2023).

Iodine Deficiency

Iodine is an essential trace mineral produced by the thyroid gland in the form of a vital component 
of thyroid hormones. It is required for proper functioning of the thyroid gland and several other organs. 
It also plays an important role in the functioning and architecture of breast tissue. Iodine is mostly 
found in marine plants and animals, and insufficient amounts of iodine are present in earth layers due to 
depletion, glaciation, erosion, and flooding. Iodine can be consumed through seafood, dairy products, 
and fortified foods (Prakash et al., 2023; Patrick, 2008). Iodine deficiency causes a range of disorders 
known as iodine deficiency disorders (IDD). These include mental retardation, stillbirths, psychomotor 
defects, goiter, and learning disabilities (Yadav & Pandav, 2018).

Causes: Iodine deficiency is caused by a number of factors, including geographical conditions 
(consuming certain kinds of food items grown in iodine-deficient soil), an unusual diet containing 
goitrogens, contaminated drinking water, a high residue diet, and thyroid dysfunction. (Kapil, 2007).

Preventions and policies to eradicate malnutrition
The global burden is a significant obstacle to the growth of countries, particularly developing 

countries. It has a profound impact on the medical, economic, developmental, and social conditions of 
a nation. To address this challenge, various policies and programs have been implemented globally to 
prevent and combat this situation. 

International policies

The United Nations has established seventeen Sustainable Development Goals (SDGs) to combat 
poverty and hunger, diminish inequalities, enhance health, and bolster peace and prosperity. Goals 
such as zero hunger (#2), good health and well-being (#3), gender equality (#5), and clean water and 
sanitation (#6) encompass various metrics to improve individual nutrition, empower women towards 
gender parity, and secure food availability by eliminating hunger. In 2012, the World Health Assembly 
launched the ‘Comprehensive Implementation Plan on Maternal, Infant, and Young Child Nutrition’ 
to curb non-communicable diseases through 2020 by addressing malnutrition and advancing the ‘Global 
Strategy for Women’s, Children’s, and Adolescents’ Health’ for 2016-2030. The UN General Assembly 
designated 2016-2025 as the ‘United Nations Decade of Action on Nutrition’, aiming to meet diet-
related non-communicable disease benchmarks and global nutrition objectives by 2025. UNICEF is 
actively combating all forms of malnutrition, including stunting, wasting, underweight, and overweight, 
in children and women across 130 countries, ensuring access to safe, affordable, and nutritious food 
through their nutrition programs. Worldwide, organizations like the Food and Agriculture Organization 
(FAO), the International Fund for Agricultural Development (IFAD), UNICEF, and the World Health 
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Organization (WHO) collaborate at various levels—international, national, and regional—to develop 
policies and initiatives that address these issues, as reported by the United Nations in 2022.

National Policies

 The Indian government has allocated a budget for the fiscal year 2023-2024 to implement various 
schemes, policies, and programs aimed at providing food and nutrition to the undernourished and 
impoverished through the Public Distribution System (PDS), as well as through national agencies 
and ministries such as the Ministry of Health and Family Welfare and the Ministry of Women and 
Child Development. To enhance the nutritional status of children, adolescents, and women, schemes 
like Kishori Shakti Yojana, National Rural Health Mission (NRHM), and Rajiv Gandhi Scheme for 
Empowerment of Adolescent Girls (RGSEAG) offer supplementation to adolescent girls aged 11-18 
years. Schemes for pregnant and lactating mothers include Janani Suraksha Yojana (JSY), Integrated 
Child Development Scheme (ICDS), and Reproductive Child Health (RCH-II). The Pradhan Mantri 
Matru Vandana Yojana (PMMVY) provides cash incentives to improve the nutrition of pregnant 
women and lactating mothers. Other initiatives like the Mid-Day Meal Scheme, schemes for the supply 
of food grains to SC/ST/OBC hostels, welfare institutions, Annapurna Scheme, Anaemia Mukt Bharat, 
and Special Nutrition Programmes (SNP) offer nutritional supplements or food grains. Additionally, 
the National Food Security Act (2013) aims to bolster the nation’s food and nutrition security and 
improve nutritional status by ensuring access to food commodities across different demographics. The 
act mandates that elder women or women over 18 must be the head of the family to access ration services 
with a ration card, highlighting the multifaceted approach to addressing nutritional needs.

Anthropological Perspective
Anthropologists define malnutrition as a disruption in an individual’s nutritional status, caused by 

inadequate food intake (Choudhary & Parthasarathy, 2007). It is also seen as an imbalance in the bio-
cultural framework of nutrition due to factors like intergenerational disease transmission, poor diet 
absorption, inadequate dietary intake, food preferences or restrictions, and domestic food habits and 
culture. Therefore, anthropologists study both biological and sociocultural factors to assess the trends 
and patterns of malnutrition within a population (Hadley and Stevenson, 2018). A holistic approach is 
employed to explore the interplay between the etic, that is, the perspective of nutritionists or policymakers, 
and the emic, or the individual’s perspective, to comprehend the complex cycle of malnutrition.

Biological anthropologists are concerned with the biological aspects of diet. They define and compare 
evolutionary analyses of nutritional transitions of populations. These transitions occur due to adaptive 
dietary patterns and morphological changes in diet. They study the compositions of food intake, its 
impact on female bodies, and reproductive ecology. They do this because the female womb is the 
supreme space of a newborn child. Biological anthropologists examine the impact of a nutritious diet on 
women’s growth and development (Dufour and Piperata, 2017). In contrast, nutritional anthropologists 
study the interrelationship between social and biological forces in forming the nutritional status of 
women. The discipline evaluates the relationship between diet and nutrition based on the socio-cultural 
classification and preferences of an individual. The individual’s food habits are examined through bio-
cultural and social aspects because these factors are inscribed on the diet. A lack of sufficient diet or an 
uneven pattern of consumption will result in problems of malnourishment in individuals. The food 
consumption pattern of women is scrutinized by framing socio-cultural, demographic, and ecological 
factors to evaluate the underlying problems of undernourishment. Nutritional anthropologists place a 
special emphasis on food and its association with women’s health (Ulijaszek, 2018).

Food as nutrition and culture

Man is a product of his environment. This is evident in the nutritional behavior of individuals, which 
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is influenced by psychological, physiological, and socio-cultural factors (De Garine, 1972). These factors 
shape an individual’s food habits. Food habits are learned, repetitive behaviors of choosing and consuming 
food in response to socio-cultural influences. These habits become biological and cultural stimuli for a 
person. For instance, a girl raised in a Brahmin family will avoid consuming meat due to religious and 
cultural values. Food acceptance and avoidance is a complex reaction due to taste, preferences, and emotional 
attachment linked to it. Food is valued as cultural as well as nutritional. Different groups classify food based 
on its cultural adaptability. The edible and inedible aspect of food reflects the beliefs, traditions, customs, 
and taboos of preparing and consuming food. One food item considered edible in one group may not be 
accepted in another group because “one man’s meat is another man’s poison.” The classification of food 
is based on the staple diet, medicinal properties, cultural values, innate properties, gender (masculine and 
feminine food), and traditional knowledge, among other things. Food provides more than just nutrition. It 
also offers insight into cultural patterns of consumption (Reddy & Anitha, 2015).

Women’s role in the household

South Asian societies are patrilocal and patrilineal. Women are primarily responsible for acquiring food 
for the household. This is because they are the ones who spend their time and energy on food allocation 
and acquisition. They always make supreme efforts to provide essential food for their family, and their 
contribution in providing food is immeasurable (Khare, 1984). Under domestic environments, women 
have authority to participate in decision-making power of preparing and distributing food among the 
members of the family. The control over distribution and consumption patterns does not necessarily mean 
she has access to all nutritious food. The household size, income, budget, education status, occupation, 
and availability of resources all affect the purchasing power of food. Many socio-demographic and cultural 
factors influence the accessibility of food. The accessibility and utilization of food in a household define 
the health condition of women. The nutrition status of a household is also influenced by socio-economic 
conditions. High income increases the chances of buying fine quality food, but the chances of being obese 
in upper-class women are also high. Women in lower income groups are overburdened by both aspects of 
malnutrition—obesity/overweight and undernutrition. This is why economically backward groups have a 
high percentage of double burden of malnutrition (Kulkarni et al., 2017). 

In many households, women are treated differently based on their rank, age, and position within 
the family hierarchy. Often, they receive leftover food, while male members, children, and elders are 
prioritized for the best portions. A woman’s marital status and age also influence her standing in the 
food distribution hierarchy. Pregnant women, lactating mothers, and older women are provided with 
specific types of food tailored to their needs and the occasion. However, misconceptions, taboos, and 
fallacies surrounding food can limit the consumption of certain items (Mukhopadhyay, 2011). Food-
related taboos and totemic beliefs vary across different life stages, most notably during menstruation, 
pregnancy, and weaning. Common misconceptions include beliefs that girls require less nutrition 
than boys, papaya can induce miscarriage, black grapes can harm the fetus, and foods with aphrodisiac 
qualities can lead to infidelity (Iradukunda, 2020). The factors contributing to nutritionally poor diets 
are diverse and impactful, shaping the nutritional deficiencies experienced by individuals.

Food Literacy and Ethno-nutrition

The rapid demographic and economic transitions due to globalization have undeniably transformed 
the Indian diet. The diet transition has become an unavoidable process at the global level and has 
also profoundly influenced the consumption patterns of Indian households. The middle class has 
undergone a notable shift in its consumption habits, moving away from inferior food to superior food. 
However, high intake of fat, sugar, and proteins persists due to the diversification of the Indian diet 
caused by Western food, processed food, and canned food. The diet transition has undeniably affected 
the nutrition and epidemiological transition in Indian households (Pangali & Khwaja, 2004). 
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It is indisputable that the participation of women in the workforce has increased in recent years. 
However, the dual role of becoming a homemaker and food creator has not changed. It is therefore crucial to 
understand the complex dynamics of the food environment in order to appreciate the proficiency of women 
in selecting, acquiring, purchasing, utilizing and preserving food items. It is challenging to understand 
all aspects of the food system. However, basic skills and knowledge can help us to acquire a healthy and 
nutritious diet from the resources available in our surroundings. We can gain the ability to acquire critical 
and functional knowledge of food and nutrition consumed by individuals through food literacy. Food 
literacy is a term used to define food/health choices, skills and behaviour, knowledge, emotions, culture 
related to food and food system. It is the ability or understanding of an individual related to nutritional 
information of food, food choices, culinary practices, and dietary behavior, etc. It plays a crucial role in 
determining the factors associated with the strengthening of women’s health (Truman et al., 2017). 

Food literacy has a profound impact on women’s ability to consume nutritious food and provide it 
to their families. The World Health Organization (WHO) has found that individuals with higher food 
literacy have better well-being than those with low food literacy (WHO, 2018). Furthermore, high food 
literacy leads to food security in developing countries. The dimensions of food literacy are multifactorial. 
Education, nutritional awareness programs, high income, economic and physical resources, and other 
factors affect the literacy rate (Begley et al., 2019). Ethno-nutrition is also an important factor. It is the 
study of diets of different cultures by a socio-ecological approach. Ethno-nutrition helps us analyze 
the cultural variables influencing the nutritional status of women in households. It is the discipline 
that identifies the relationship between food consumption, nutritional status, and human behavior 
based on the classification of food within a culture. The classification of food varies based on the innate 
properties, curative properties, preferences, socio-ecological factors, and cultural (traditional and ethnic 
food) factors of that particular culture. Ethno-nutrition is the study of local knowledge and traditions 
of dietary patterns and their effect on the human body. It focuses on socio-cultural processes, social 
epidemiology, cultural belief systems, gene-culture coevolution, and food diversity. Ethno-nutrition 
helps us understand the factors associated with the formation of dietary patterns of women and food 
literacy helps us utilize the information for better consumption of nutritious food. (Jacob et al., 2021).

Discussion
In India, the dual burden of malnutrition, comprising undernutrition and overnutrition/obesity, 

stems from various factors such as low economic development, inequality, political instability, and 
inadequate healthcare. However, the primary food-related factors driving this issue include aspects of 
globalization, like the availability of canned and processed foods, and poor dietary habits. The shift 
towards processed foods over micronutrient-rich options has been exacerbated by rapid urbanization, 
time constraints among women, and their easy accessibility. Consequently, obesity rates are reported to 
be between 80 to 85% in the Indian population, particularly among women. Additionally, adolescent 
girls face a high risk of malnutrition as early eating habits often set lifelong dietary patterns. Other 
contributing factors include the fast food culture, consumption of high-fat, sugar, and salt (HFSS) 
foods due to sedentary lifestyles, irregular staple food consumption patterns, relative food prices, and 
various eating habits influenced by religion, cultural preferences, and food avoidance (Bharti et al.,2019; 
Kulkarni et al., 2017; Pingali et al.,2017; Konjengbam et al.,2022).

Malnutrition is a complex issue, but healthy diets are a key factor in reducing disease and improving 
population health. Healthy diets are the result of a combination of factors, including dietary practices, 
skills, knowledge, environmental context, resources, psychological factors, and socio-cultural factors. 
Anthropological and ethno-nutrition research studies these factors in conjunction with local concepts 
of dietary diversity and local nutrition knowledge systems (Powell et al., 2017; Jacob et al., 2021). It 
is therefore essential to analyse the gap between scientific and local nutrition knowledge in order to 
provide accurate nutritional information for interpretations and recommendations. 



Kaur, S., Sinha, A. K. / Antrocom Online Journal of Anthropology, vol. 20, n. 1 (2024) 401-413 409

Ethno-nutrition is a useful tool for understanding socio-cultural processes and their significant 
correlation with diet. For instance, the Rendille community of northern Kenya classifies their food into 
soft (rice, porridge, tea, and rice) food, which is especially for girls, and hard (beans, blood, and meat) 
food, which is specially for boys. This classification has led to 2.4 times more iron deficiency in girls 
than boys, even in families with stable economic conditions (Shell-Duncan & McDade, 2005). Ethno-
nutrition data is essential for understanding and interpreting the dimensions of diet and malnutrition in 
particular communities, which is crucial for dietary assessment and interventions. The collected ethno-
nutritional data is essential for contextualizing local food classification, culinary techniques, biodiversity, 
and cultural perceptions of diet (Jacob et al., 2021a; Kuhnlein, 20 This information can be collected 
through the rapid ethnographic nutritional assessment (REA) method before implementing healthcare 
nutritional programs to analyze the accuracy and reliability of information (Jacob et al., 2021a). “REA 
is an invaluable technique for calibrating nutritional interventions and dietary intake research from a 
cultural perspective. It helps to diagnose presumptions related to diets by natives and their perceptions 
about the diet and nutrition (Jacob et al., 2021b).

Ethno-nutritional data can and should be used to improve dietary surveys, nutritional assessments, 
and to bridge the gap between implemented policies and their outcomes. The data can also be used to 
enhance the traditional literature on food along with its modern uses. The knowledge of ethno-national 
data, when linked to modern information about food and nutrition, will help to strengthen nutrition 
education and food literacy. Nutritional awareness, enhanced knowledge, and the use of information 
will empower women to make better choices about food selection and consumption. The integration 
of traditional and modern knowledge will enhance nutritional dietary intake, food preferences, and 
dietary habits. Women with high food literacy will pay closer attention to the food items consumed 
by her and her family. Research conducted in Ethiopia demonstrated a strong correlation between 
women’s nutritional status and low malnutrition in their children. 

Conclusion
In India, each household’s food habits are distinctive due to region, religion, income, resources, 

culture, and other factors. However, the role and responsibility of women in providing food in each 
household is the same. This gives women the power to replace raw materials with low nutritious value 
with high nutritious value during culinary practices. It is crucial for women to have full knowledge of 
the food items consumed on a daily basis. Acquiring information related to these essential foods can 
make drastic changes in the health status of the household. The acquisition of knowledge, replacement 
of processed food with natural edible food, change in dietary patterns, low consumption of junk and 
fast food, etc. are a few measures that can be taken on a daily basis to raise health standards. The process 
of diet transformation is inevitable and malnutrition, non-communicable diseases, and chronic diseases 
are inevitable consequences of it. There are several factors responsible for it, varying from developed 
countries to non-developing nations. 

It is not the role of government agencies or women suffering from malnutrition to control all 
factors responsible for it. However, small changes during the selection, preparation, and consumption 
of essential food items on a daily basis can help to prevent repercussions. Therefore, it is crucial for 
women to be aware, skilled, and knowledgeable about selecting the best edibles in the rapidly changing 
diet landscape. This can be achieved by developing food literacy about the food items present in their 
surroundings. There is a wealth of information about the importance of food in each community, but its 
usage is on the decline in an ever-changing world. Various policymakers, nutritionists, and government 
agencies (UNESCO, WHO, FAO, etc.) are working hard to combat this global burden of malnutrition. 
Women must also take the initiative to make efforts to prevent this obstacle by taking care of their health.
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Tables
Table 1. Recommended Dietary Allowance(RDA) for energy and essential minerals for Indian women (RDA,2020).

Group Category/Age Body Weight
(Kg)

Net Energy
(Kcal/d)

Calcium
(mg/d)

Iron
(mg/d)

Zinc
(mg/d)

Magnesium
(mg/d)

Iodine
(μg /d)

Women

Sedentary work

  55

1900 600 21 10 310
 150

Moderate work 2230 600 21 10 310 150

Heavy work 2850 600 21 10 310 150

Pregnant +350 1200 35 12 310 250

Lactating (0-6m) +600 1200 21 12 310 250

Lactating (6-12m) +520 1200 21 12 310 250

Table 2- Recommended Dietary Allowance(RDA) for energy and vitamins (water soluble and fat soluble) for Indian women 
(RDA,2020). 

Group Category/Age
Body 

Weight 
(Kg)

Net 
Energy 

(Kcal/d)

Vitamin A 
(Retinol) 

(μg /d)

Vitamin A 
(β-carotene) 

(μg /d)

Vitamin 
B6 

(mg/d)

Ascorbic 
Acid 

(mg/d) 

Dietary 
folate 

(μg /d)

Vitamin 
B12 (μg /d)

Women

Sedentary work

55

1900 600 4800 2.0 40 200 1.0

Moderate work 2230 600 4800 2.0 40 200 1.0

Heavy work 2850 600 4800 2.0 40 200 1.0

Pregnant +350 800 6400 2.5 60 500 1.2

Lactating (0-
6m) +600 950 7600 2.5 80 300 1.5

Lactating (6-
12m) +520 950 7600 2.5 80 300 1.5

Tab. 3 - Anemia among Women

Anemia among Women NFHS-5 (2019-2021) Total NFHS-4 (2015-2016) Total

All Women aged 15-49 years who are anemic 57.0 53.1

Pregnant women aged 15-49 years who are anemic 52.2 50.4

Non-pregnant women aged 15-49 years who are anemic 57.2 53.2


