
 



1  

Executive Summary 

A healthy society relies fundamentally on the nutritional well-being of its population, as food 

intake directly shapes physical resilience, cognitive ability, and overall economic productivity. 

India currently faces a complex dual burden of disease, where persistent child undernutrition 

and micronutrient deficiencies coexist with a rapid rise in adult overweight, obesity, and non-

communicable lifestyle conditions. While statutory welfare programs like the Public 

Distribution System, POSHAN 2.0, and Anaemia Mukt Bharat have expanded basic calorie 

access and maternal care, structural barriers such as low dietary diversity, price volatility of 

nutrient-dense foods, and frontline administrative friction continue to impede progress. Moving 

forward, achieving national nutrition targets requires transitioning from basic grain delivery 

toward dietary enrichment, harmonizing digital monitoring tools with demographic survey 

findings, and tailoring interventions to high-burden sub-national geographies and urban 

informal settlements. 
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Introduction and Conceptual Framework 

A healthy society starts with people, and foundational wellness begins with optimal dietary 

intake. The nourishment consumed by individuals does not merely supply daily energy; it 

actively regulates physiological systems, mental faculties, and emotional balance. In modern 

public health, nutrition represents the cornerstone of human capital development. Consuming 

a balanced dietary spectrum comprising carbohydrates, high-quality proteins, essential fatty 

acids, vitamins, minerals, dietary fiber, and adequate hydration supports cellular function 

across every life stage. Proper nutrition fortifies the immune system against infectious 

pathogens, sustains daily physical endurance, enhances cognitive clarity, and significantly 

mitigates the long-term incidence of chronic lifestyle disorders such as diabetes, cardiovascular 

disease, and metabolic obesity. 

The developmental benefits of nutrition are profound throughout the human life cycle. For 

infants, children, and adolescents, nutrient-rich diets are critical for robust skeletal growth and 

cognitive maturation. For working-age adults, proper dietary intake optimizes workplace 

productivity, mental well-being, and operational stamina. For older populations, tailored 

nutrition preserves functional independence and supports healthy aging. Beyond individual 

physiological outcomes, dietary health produces direct socio-economic spillover effects across 

broader communities. Well-nourished populations generate higher learning outcomes, foster 

stronger workforce efficiency, and reduce collective healthcare costs. Conversely, widespread 

nutritional deprivation elevates healthcare spending, weakens economic productivity, and 

perpetuates generational poverty. 

Modern Nutritional Challenges and Empirical Landscape 

The nutritional landscape of India exhibits a double challenge of entrenched chronic deficits 

alongside widespread micronutrient deficiencies. Data from the fifth round of the National 

Family Health Survey (NFHS-5) demonstrated that despite marginal improvements over earlier 

cycles, aggregate malnutrition burdens remained elevated. Nationally, child stunting stood at 

thirty-five and a half percent among children under five years of age, indicating prolonged 

nutritional deprivation that causes permanent cognitive and structural growth impairments. 

Concurrently, child wasting, reflecting acute nutritional deficiency from recent weight loss, 

affected nineteen and three-tenths percent of young children, while composite underweight 

status encompassed thirty-two and one-tenth percent of the under-five population. Sub-national 

data masked severe spatial variations, with heavily populated northern and central states such 

as Bihar, Madhya Pradesh, and Uttar Pradesh reporting stunting rates above forty percent, 

whereas coastal states like Kerala and Goa recorded substantially better outcomes. 

Demographic vulnerability deepens when evaluating anemia across national survey cycles. 

NFHS-5 data revealed an alarming upward trajectory, with anemia affecting sixty-seven and 

one-tenth percent of children under five, fifty-nine and one-tenth percent of adolescent girls, 

and fifty-two and two-tenths percent of pregnant women. This severe burden among adolescent 

girls and pregnant or lactating mothers creates a vicious intergenerational cycle, wherein iron-

deficient mothers give birth to low-birth-weight infants predisposed to growth faltering. The 

geographical spread of anemia shows it is not confined to impoverished areas, but constitutes 



3  

a widespread emergency impacting both rural hinterlands and industrialized states like 

Maharashtra and Punjab. Despite improved monitoring, children under five receive the most 

systematic surveillance, leaving adolescent girls, pregnant or lactating women, and older adults 

underrepresented in longitudinal datasets. 

The release of the sixth National Family Health Survey (NFHS-6) in May 2026 provided an 

updated national baseline. National child stunting dropped significantly from thirty-five and a 

half percent in NFHS-5 to twenty-nine and three-tenths percent in NFHS-6, marking a six point 

two percentage point reduction. However, acute undernutrition proved far more persistent, as 

national child wasting shifted marginally from nineteen and three-tenths percent to nineteen 

percent, even as severe acute wasting dropped from seven and seven-tenths percent down to 

five and two-tenths percent. National child underweight status similarly stagnated at thirty-one 

and eight-tenths percent. A major structural change in NFHS-6 involved omitting capillary 

finger-prick blood testing for anemia due to laboratory technical concerns, excluding initial 

national anemia factsheets. Simultaneously, NFHS-6 highlighted a surge in adult obesity, with 

overweight or obese adult women rising nationally from twenty-four percent to thirty and 

seven-tenths percent, and adult men increasing from twenty-two and nine-tenths percent to 

twenty-seven and three-tenths percent. 

International comparative indices reinforce these domestic empirical findings. The Global 

Hunger Index 2025, titled "20 Years of Tracking Progress: Time to Recommit to Zero Hunger," 

ranked India 102nd out of 123 evaluated countries with a composite score of 25.8, placing the 

nation within the serious hunger category. While this reflects a gradual improvement from its 

2024 rank of 105th (score 27.3) and a significant drop from its 2000 score of 38.1, deep 

structural gaps persist. The GHI 2025 framework notes that India's population 

undernourishment rate stands at 12.0 percent, while child mortality under five has successfully 

dropped to 2.8 percent due to expanded pediatric care. Nevertheless, India’s GHI score remains 

depressed by an 18.7 percent child wasting rate, the second highest globally and a 32.9 percent 

child stunting rate. While policy institutions periodically debate GHI indicator weightings, 

combining GHI metrics with domestic NFHS and POSHAN Tracker data demonstrates that 

while basic caloric volume has been largely secured, diet quality, dietary diversity, and 

micronutrient density remain severely inadequate. 

Government Delivery Architecture and Public Policy 

To systematically counter these baseline deficits, the Ministry of Women and Child 

Development restructured its interventions into Mission Saksham Anganwadi and POSHAN 

2.0. This overarching framework converges the Supplementary Nutrition Programme, Early 

Childhood Care and Education, and maternal health delivery. POSHAN 2.0 pivots from 

traditional bulk dietary inputs toward micronutrient quality enhancement, mandating the use of 

fortified rice and millets in hot cooked meals and take-home rations. While the scheme 

prioritizes behavioral modification through community mobilization events and maternal 

counseling, actual reduction in child stunting and wasting remains slow, demonstrating that 

statutory food distribution alone cannot overcome poor household sanitation, inadequate 

dietary diversity, and deep gender inequities in intra-household food allocation. 
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In parallel, the Ministry of Health and Family Welfare operates the Anaemia Mukt Bharat 

Abhiyaan. Evolving from an initial matrix of six target groups, six interventions, and six 

institutional mechanisms, the expanded strategy incorporates clinical management of low-

birth-weight infants, community promotion of iron-rich diets, and digital tracking platforms. 

The strategic core shifts prophylactic care toward a therapeutic continuum, deploying advanced 

clinical measures like intravenous iron therapy for severe cases. However, program delivery 

encounters persistent procurement bottlenecks and supply chain disruptions in Iron and Folic 

Acid tablets at the village level, leading to low ingestion compliance among adolescent girls 

and pregnant women. 

The broader food security net relies heavily on the Public Distribution System (PDS) 

established under national statutory mandates. The PDS has succeeded in preventing famine 

and mitigating acute food shortages by delivering heavily subsidized rice and wheat to low-

income households. However, its historic hyper-focus on cereal procurement creates dietary 

imbalances. Indian diets rely excessively on cereals, while pulses, fruits, vegetables, dairy, 

eggs, fish, and meat are consumed at rates far below recommended dietary allowances. High 

price volatility makes protein-rich and micronutrient-dense foods unaffordable for poorer 

families. Although the National Food Security Act emphasizes food basket diversification, 

most state-level distribution networks continue to provide cereals almost exclusively. 

Frontline Workforce Readiness and Operational Capacity 

The execution of multi-sectoral nutrition schemes relies directly on three primary frontline 

cadres: Anganwadi Workers under the social welfare department, along with Accredited Social 

Health Activists (ASHAs) and Auxiliary Nurse Midwives (ANMs) under the health 

department. These functionaries serve as the primary link bridging national public policy with 

community acceptance. The Anganwadi Worker manages the village center, distributing 

supplementary meals and tracking early child growth metrics. The ASHA worker performs 

targeted home visits to mobilize families for immunizations and prenatal checkups, while the 

ANM provides skilled clinical supervision, manages severe health referrals, and administers 

vaccines. 

Despite their critical responsibilities, the operational capacity of this frontline workforce is 

severely constrained by low institutional infrastructure, administrative overload, and 

fragmented operational coordination. Frontline workers are overburdened with extensive 

manual register maintenance, non-health administrative duties, and low financial honorariums. 

Institutional friction arises because these three cadres report to entirely different government 

ministries with separate administrative hierarchies and incompatible reporting formats. 

Consequently, field-level information sharing remains highly fragmented. For example, an 

Anganwadi Worker tracking an underweight child rarely has immediate access to the clinical 

screening data captured by an Auxiliary Nurse Midwife or the home-visit logs maintained by 

an ASHA worker. Successful inter-cadre convergence during Village Health, Sanitation, and 

Nutrition Days usually depends on localized field relationships rather than institutionalized 

systemic workflows. This absence of automated communication channels delays early 
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identification of severe acute malnutrition, allowing vulnerable children to slip through 

institutional safety nets. 

Digital Infrastructure and Real-Time Data Governance 

To replace manual record-keeping and resolve reporting delays, the government launched the 

POSHAN Tracker application as the technological centerpiece of modern nutrition 

governance. Developed by the Ministry of Women and Child Development alongside the 

National e-Governance Division, the digital platform maintains a live monthly database 

monitoring over eighty-nine million children and over one hundred million total beneficiaries 

across all states and Union Territories. A major structural feature of the application is its 

integration of Aadhaar-based beneficiary verification, which has seeded over ninety-seven 

percent of registered records to remove duplicate entries, eliminate ghost beneficiaries, and 

streamline welfare distribution. 

In terms of real-time monitoring, the POSHAN Tracker tracks growth parameters for over 

sixty-three million children under five years of age monthly, achieving an estimated national 

coverage rate of ninety-four percent among registered beneficiaries using World Health 

Organization anthropometric benchmarks. Regarding supplementary nutrition, national 

dashboard data shows over fifty-five million beneficiaries receive food support for at least 

fifteen days per month, supported by the large-scale supply of over twelve hundred thousand 

metric tonnes of fortified rice and millets. However, last-mile usability problems persist due to 

unstable internet connectivity in remote areas, hardware glitches, and variable digital literacy 

among field staff, leading to retrospective batch data entries that undermine real-time 

monitoring goals. 

Furthermore, significant data divergences exist between the real-time figures displayed on the 

POSHAN Tracker and periodic demographic surveys like the National Family Health Survey. 

Administrative dashboards consistently report lower rates of severe wasting and child 

underweight status than independent household surveys, raising concerns regarding field 

measurement techniques, equipment calibration, or data inflation. Strengthening data 

governance requires transforming the platform from a passive compliance portal into an active 

analytical tool by implementing independent third-party validation protocols, upgrading field 

hardware, and establishing open-access regional dashboards for localized administrative 

response. 

Sub-National Dynamics and Regional Vulnerabilities 

Structural inequities in national health outcomes are most visible across under-served 

geographies and high-burden regional clusters. High-burden undernutrition remains 

concentrated within the contiguous tribal belts of Jharkhand, Odisha, Chhattisgarh, and 

Madhya Pradesh, along with specific districts in western Rajasthan and northern Bihar. These 

regional hotspots face overlapping structural deprivations, including deep socio-economic 

poverty, low female literacy, poor transport connectivity, and under-resourced primary health 

infrastructure. Accelerating progress in these areas requires departing from uniform nationwide 

blueprints in favor of localized, block-level strategy design. 
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Concurrently, rapid urbanization has created severe intra-urban nutritional divides. In urban 

informal settlements and migrant worker clusters, formal Anganwadi delivery infrastructure is 

often missing or inadequate due to informal land tenure and extreme population mobility. Inter-

state migrant families frequently lose access to localized ration cards and maternal benefit 

schemes when relocating across administrative borders. Consequently, slum-dwelling children 

experience elevated rates of severe acute malnutrition, compounded by urban overcrowding, 

contaminated drinking water, and recurrent enteric infections that prevent gastrointestinal 

nutrient absorption. Conversely, affluent metropolitan neighborhoods witness surging adult 

and childhood obesity driven by sedentary routines, high stress, and heavy consumption of 

ultra-processed, energy-dense foods. 

The National Capital Territory of Delhi serves as a compelling case study of rapid urban health 

transitions and sub-national divergence across consecutive NFHS survey rounds. 

Methodologically, NFHS-5 and NFHS-6 incorporated Computer Assisted Personal 

Interviewing, expanded biochemical testing, and enhanced screening for non-communicable 

diseases, allowing fine-grained tracking across Delhi's diverse urban slums, middle-class 

colonies, and commercial zones. Demographically, Delhi's Total Fertility Rate dropped well 

below replacement level to 1.6 children per woman, while its sex ratio at birth showed steady 

improvement due to strict legal enforcement against sex-selective practices alongside targeted 

social awareness campaigns. Modern contraceptive prevalence remained high, with urban 

couples showing a clear preference for space-limiting reversible methods like condoms, oral 

pills, and intrauterine devices over surgical sterilization. 

Maternal and child health services in Delhi display high structural coverage alongside 

emerging operational complexities. Institutional deliveries in Delhi consistently exceed ninety 

percent, supported by dense public and private healthcare networks, while full childhood 

immunization coverage recorded steady post-pandemic gains. However, surgical caesarean 

section rates in both public and private sectors remain well above national averages, sparking 

debate regarding elective procedures versus medical necessity. Anthropometrically, Delhi 

exhibits a severe double burden: while child stunting and wasting showed modest 

improvements overall, children in informal migrant settlements remain highly vulnerable to 

chronic undernutrition and anemia, even as childhood obesity and adult metabolic disorders 

rise steadily in high-income urban households. 

Operationally, Delhi manages Integrated Child Development Services across eleven 

administrative districts using localized procurement and branding strategies. POSHAN Tracker 

performance in Delhi displays over ninety-seven percent Aadhaar verification and growth 

monitoring compliance, alongside high frontline worker completion of scheduled community 

events like Annaprasan Diwas. To ensure supplementary nutrition for three hundred days 

annually, Delhi leverages Wheat Based Nutrition Programme allocations to supply fortified 

wheat, rice, and millet meals through vetted non-governmental partners. Delhi also pioneered 

color-coded packaging for Take-Home Rations under the localized brand identity "Women 

Empowerment in Action," delivering standard rations for young children in blue packaging and 

high-protein therapeutic formulations for severely malnourished children in distinct red 

containers. Nevertheless, high residential mobility in unauthorized colonies continues to cause 
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coverage drop-offs, necessitating expanded Anganwadi infrastructure and proactive data-

driven targeting. 

Strategic Policy Imperatives and Conclusion 

Addressing India's complex nutritional landscape requires a multi-pronged reform agenda 

spanning dietary diversification, administrative integration, and data reconciliation. First, food 

security policy must transition beyond basic cereal distribution by restructuring the Public 

Distribution System and school meal programs to include subsidized pulses, millets, edible 

oils, and fortified food products. Second, operational friction among Anganwadi Workers, 

ASHAs, and ANMs must be eliminated by establishing unified digital workflows, harmonizing 

administrative reporting formats across social welfare and health departments, and providing 

adequate financial incentives to frontline staff. Third, urban health governance must expand 

primary Anganwadi coverage into informal settlements, slum clusters, and unauthorized 

colonies, ensuring portable welfare access for floating migrant populations. Finally, digital 

monitoring frameworks like the POSHAN Tracker must incorporate third-party validation 

mechanisms to reconcile real-time administrative metrics with demographic survey findings. 

In conclusion, India has demonstrated strong commitment to improving national nutritional 

outcomes through expanded food security legislation, enhanced maternal health initiatives, and 

comprehensive digital tracking architectures. However, the concurrent prevalence of lingering 

undernutrition, widespread micronutrient deficiencies, and escalating urban obesity confirms 

that food volume alone cannot guarantee public health. Achieving true nutrition security 

requires inter-sectoral coordination across health, agriculture, sanitation, education, and social 

protection systems. Investing strategically in dietary quality, frontline capacity, and targeted 

sub-national interventions remains vital for building human capital, closing health equities, and 

driving India toward its Sustainable Development Goals. 
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