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Abstract 

 

Intimate partner violence (IPV) is a major public health concern with well-documented 

effects on women’s health, yet its relationship with nutritional status remains 

underexplored in low- and middle-income countries. This study examines the association 

between IPV and women’s nutritional status in India using data from the National Family 

Health Survey (NFHS-5, 2019-21). The analysis includes 62,381 currently married 

women aged 18-49 years who were included in the domestic violence module. Nutritional 

status was assessed using body mass index (BMI), categorised as chronic energy 

deficiency (BMI < 18.5 kg/m²) and overweight/obesity (BMI ≥ 25.0 kg/m²). Logistic 

regression models were used to estimate the associations between physical, sexual, and 

emotional IPV and nutritional outcomes, adjusting for socio-demographic and 

behavioural factors. Overall, 19.5 percent of women were overweight or obese, while 7.7 

percent were undernourished. Women exposed to physical IPV had higher odds of chronic 

energy deficiency in adjusted models (AOR: 1.11, 95% CI: 1.03-1.20), whereas no 

significant association was observed with overweight/obesity. Associations for sexual and 

emotional IPV were not statistically significant after adjustment. Socioeconomic factors, 

particularly education, wealth, and residence, were strong determinants of nutritional 

status. These findings suggest that IPV, especially physical violence, contributes to 

undernutrition among women in India through pathways of material deprivation and 

psychosocial stress. Integrating IPV prevention with nutrition and social protection 

interventions is essential for improving women’s health outcomes. 
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I. Background 

 

Women’s nutritional status, commonly assessed using body mass index (BMI), is shaped by a 

complex interplay of biological, psychological, and socio-economic factors. Intimate partner 

violence (IPV), a pervasive violation of human rights and a major public health concern, affects 

nearly one in three women globally and has profound consequences for women’s physical, mental, 

and reproductive health (Devries et al., 2013; Ellsberg et al., 2008). IPV has been widely associated 

with adverse outcomes such as injury, sexually transmitted infections, unintended pregnancies, 

depression, and post-traumatic stress disorder (PTSD) (Campbell, 2002; Coker et al., 2002). More 

recently, attention has shifted toward understanding how IPV influences women’s nutritional status, 

although the pathways linking IPV to BMI remain complex and insufficiently theorised, particularly 

in low- and middle-income country (LMIC) contexts (Chisholm et al., 2017; Mukamana et al., 2022). 

 

The relationship between IPV and BMI can be understood through interconnected biological, 

behavioural, and structural pathways. From a biological perspective, exposure to chronic stress 

resulting from violence activates the hypothalamic–pituitary–adrenal (HPA) axis, leading to 

prolonged cortisol secretion, metabolic dysregulation, and alterations in appetite and fat distribution 

(Tomiyama, 2019). These physiological responses may contribute to both weight gain and weight 
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loss depending on individual stress responses and environmental conditions. Additionally, trauma-

related neuroendocrine changes can impair gastrointestinal functioning and nutrient absorption, 

further influencing nutritional outcomes. 

 

Psychosocial mechanisms also play a critical role. IPV is strongly associated with mental 

health conditions such as depression, anxiety, and PTSD, which are well-established determinants of 

eating behaviour and energy balance (Ellsberg et al., 2008; Ludermir et al., 2010). Women 

experiencing IPV may engage in emotional or stress-induced eating as a coping strategy, leading to 

increased caloric intake and higher BMI (Mason et al., 2018). Conversely, psychological distress 

may suppress appetite, contribute to disordered eating behaviours, and reduce motivation for self-

care, thereby increasing the risk of undernutrition. Social isolation, stigma, and reduced autonomy 

further exacerbate these effects by limiting access to social support and health-promoting resources. 

 

Importantly, structural and socioeconomic pathways mediate the IPV-BMI relationship, 

particularly in LMIC settings. IPV often co-occurs with economic deprivation, food insecurity, and 

restricted decision-making power, all of which directly affect women’s access to adequate nutrition. 

Women subjected to controlling behaviours may be prevented from working, accessing healthcare, 

or procuring food, thereby increasing vulnerability to chronic energy deficiency (Ackerson & 

Subramanian, 2008; Koenig et al., 2003). In such contexts, undernutrition may be a more immediate 

and visible consequence of IPV than obesity. 

 

At the same time, evidence from high-income settings suggests that exposure to violence, 

including childhood and sexual abuse, is associated with obesity through pathways such as emotional 

eating, sedentary behaviour, and long-term metabolic dysregulation (Boynton-Jarrett et al., 2012; 

Bentley et al., 2009). However, these patterns may not fully translate to LMIC contexts, where 

limited access to excess calories and gendered intra-household food allocation can constrain the 

manifestation of obesity, even in the presence of similar psychological stressors. 

 

The type and severity of IPV further shape nutritional outcomes. Physical violence may have 

more direct effects through injury, restricted mobility, and deprivation of basic needs, while sexual 

violence is often linked to reproductive health complications and heightened psychological trauma 

that can disrupt nutritional status. Emotional violence, although less visible, may exert sustained 

effects through chronic stress, diminished self-worth, and long-term behavioural changes affecting 

diet and lifestyle. These differential pathways highlight the need to examine IPV not as a uniform 

exposure but as a multidimensional phenomenon with distinct health implications. 

 

The broader socio-cultural context is particularly important in shaping these relationships in 

countries such as India. Gender norms that prioritise men’s needs, combined with limited autonomy 

among women, often result in unequal food distribution within households, where women may eat 

last and least. In such settings, IPV can exacerbate existing inequalities, further compromising 

women’s nutritional status (IIPS & ICF, 2021). Additionally, intersecting factors such as caste, 

education, and rural residence influence both exposure to IPV and access to nutritional resources, 

reinforcing structural vulnerabilities. 

 

Despite growing recognition of these pathways, empirical evidence on the IPV-BMI 

relationship remains mixed, with studies reporting both positive and negative associations depending 

on context, population, and methodological approaches. This inconsistency underscores the need for 

context-specific analyses that simultaneously consider different forms of IPV and their interaction 

with socio-economic determinants. 

 

Against this backdrop, the present study aims to examine the association between different 

forms of intimate partner violence and women’s nutritional status in India using nationally 

representative data from NFHS-5. By distinguishing between chronic energy deficiency and 

overweight/obesity, this study seeks to provide a nuanced understanding of how IPV contributes to 

the dual burden of malnutrition and to inform targeted public health interventions. 
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II. Methods 

 

Data source and study design 

 

This study utilised data from the fifth round of the National Family Health Survey (NFHS-5), 

conducted in India during 2019-2021. NFHS-5 is a nationally representative, cross-sectional 

household survey implemented as part of the Demographic and Health Survey (DHS) programme, 

designed to provide reliable estimates of population, health, and nutrition indicators across all states 

and union territories of India. The survey followed a two-stage stratified sampling design and 

achieved a high response rate of approximately 97%, ensuring robust national and subnational 

representation. 

 

A total of 724,115 women aged 15-49 years were interviewed. For this analysis, the sample 

was restricted to currently married or cohabiting women aged 18-49 years who were selected for and 

successfully completed the domestic violence module. Women who were pregnant at the time of the 

survey or had delivered within two months prior to the interview were excluded to minimise bias in 

anthropometric measurements. Only women with valid height and weight measurements were 

included. After applying these inclusion and exclusion criteria, the final analytic sample comprised 

62,381 women. 

 

Outcome variable 

 

The primary outcome variable was women’s nutritional status, measured using body mass 

index (BMI), calculated as weight in kilograms divided by height in meters squared (kg/m²). BMI 

was used to classify women into nutritional categories based on standard World Health Organization 

(WHO) cut-offs. For the purpose of this study, two binary outcome variables were constructed. 

Chronic energy deficiency (CED) was defined as a BMI of less than 18.5 kg/m², while overweight 

and obesity were defined as a BMI of 25.0 kg/m² or higher. Women with BMI values within the 

normal range (18.5-24.9 kg/m²) served as the reference category in the regression analysis. 

 

Exposure variables 

 

The key exposure variables in this study were different forms of intimate partner violence 

(IPV), measured using the domestic violence module of NFHS-5. Women were asked a series of 

standardised questions about their experiences of violence perpetrated by their current or most recent 

partner. Based on these responses, IPV was categorised into physical, sexual, and emotional forms. 

Physical violence included acts such as slapping, pushing, punching, kicking, strangling, or threats 

with a weapon. Sexual violence referred to forced sexual intercourse or other sexual acts against the 

woman’s will. Emotional violence encompassed humiliation, threats, and verbal abuse that 

undermined a woman’s dignity. Each form of violence was coded as a binary variable indicating 

whether the respondent had experienced that type of violence in the past 12 months.  

 

A composite binary variable for “any IPV” was constructed by combining the indicators of 

physical, sexual, and emotional violence. Women were coded as experiencing IPV (1) if they reported 

at least one form of violence in the past 12 months, and as not experiencing IPV (0) if they reported 

none. 

 

Covariates 

 

The analysis controlled for a range of socio-demographic and behavioural variables identified 

from previous literature as important determinants of nutritional status. These included age, 

education, occupation, reproductive status, lifestyle behaviours, and household characteristics. Age 

was categorised into three groups (18-24, 25-34, and 35-49 years), while education was classified as 

no education, primary, secondary, and higher. Occupational status distinguished between women who 

were not working, those engaged in agricultural labour, manual work, and non-manual occupations. 
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Reproductive variables included whether the respondent had given birth in the past year and whether 

she was currently breastfeeding. Lifestyle factors included alcohol consumption and tobacco use. 

Household characteristics comprised place of residence (urban or rural), caste (Scheduled Caste, 

Scheduled Tribe, Other Backward Class, and others), and wealth quintile, ranging from poorest to 

richest. 

Statistical analysis 

 

Descriptive statistics were used to summarise the socio-demographic profile of the study 

population and to estimate the prevalence of overweight/obesity and chronic energy deficiency. 

Bivariate analyses were conducted to examine differences in nutritional outcomes across categories 

of IPV and other covariates. To assess the association between IPV and nutritional status, binary 

logistic regression models were fitted separately for each outcome variable. Both unadjusted and 

adjusted odds ratios with 95% confidence intervals were reported. The adjusted models controlled 

for all selected covariates to account for potential confounding. All analyses were performed using 

Stata version 16, and appropriate sampling weights were applied to account for the complex survey 

design and to ensure nationally representative estimates. 

 

III. Results 

 

Prevalence of overweight/obesity and chronic energy deficiency 

 

The study sample comprised 62,381 currently married women aged 18-49 years. Overall, 19.5 

percent of women were classified as overweight or obese (BMI ≥ 25.0 kg/m²), while 7.7 percent were 

found to have chronic energy deficiency (CED) (BMI < 18.5 kg/m²). The distribution of nutritional 

status varied considerably across different forms of intimate partner violence (IPV) and socio-

demographic characteristics (Table 1). 

 

Women who reported experiencing physical violence in the past 12 months had a slightly 

lower prevalence of overweight/obesity (18.1%) compared to those who did not report such violence 

(19.9%). In contrast, the prevalence of chronic energy deficiency was higher among women exposed 

to physical violence (8.7%) than among those not exposed (7.3%). A similar pattern was observed 

for sexual violence, where women who experienced sexual violence had a lower prevalence of 

overweight/obesity (15.0%) but a higher prevalence of CED (9.5%) compared to their counterparts 

(19.7% and 7.6%, respectively). Women exposed to emotional violence also showed a higher 

prevalence of CED (8.5%) and a lower prevalence of overweight/obesity (17.9%) compared to those 

not exposed. 

 

Consistent with these findings, women who experienced any IPV in the last 12 months had a 

lower prevalence of overweight/obesity (18.0%) and a higher prevalence of CED (8.5%) compared 

to those who did not experience any IPV (20.0% and 7.3%, respectively). 

 

Clear socio-demographic gradients were observed in nutritional outcomes. The prevalence of 

overweight/obesity increased with age, rising from 7.6% among women aged 18-24 years to 24.3% 

among those aged 35-49 years. Similarly, overweight/obesity was more prevalent among women 

with higher levels of education (23.2%) and those belonging to the richest wealth quintile (28.4%). 

In contrast, chronic energy deficiency was more common among younger women (12.0% in the 18-

24 age group), those with no formal education (9.5%), and women residing in rural areas (9.2%). 

Women from the poorest wealth quintile exhibited the highest prevalence of CED (13.1%), while 

those engaged in agricultural work also showed elevated levels (10.5%). 

 

Association between IPV and nutritional status 

 

The results of the logistic regression analysis revealed significant associations between different 

forms of IPV and women’s nutritional status (Table 2). In unadjusted models, women who 

experienced physical violence had significantly lower odds of being overweight or obese (OR: 0.82,  



December 2025                                                                                                                                  Social Science Spectrum 

156 

Table 1: Prevalence of obesity and chronic energy deficiency among women aged 18-49 by their 

background characteristics. 

 

Characteristics of women 
Overweight or 

Obese (BMI>25.0 

Chronic Energy 

Deficiency (BMI<18.5) 

Number of 

women 

Physical violence in the last 12 months    

   No 19.9 7.3 48,053 

   Yes 18.1 8.7 14,328 

Sexual violence in the last 12 months    

   No 19.7 7.6 59,137 

   Yes 15.0 9.5 3,244 

Emotional violence in last 12 months    

   No 19.7 7.5 54,795 

   Yes 17.9 8.5 7,568 

Any IPV in last 12 months    

   No 20.0 7.3 45,675 

   Yes 18.0 8.5 16,706 

Age    

   18-24 7.6 12.0 9,398 

   25-34 17.7 8.3 21,735 

   35-49 24.3 5.9 31,249 

Education    

   No education 15.8 9.5 17,812 

   Primary 19.2 8.0 8,699 

   Secondary 20.9 7.3 28,877 

   Higher 23.2 4.0 6,993 

Occupation    

   Not working 19.7 7.2 40,206 

   Agricultural 16.6 10.5 10,963 

   Manual 20.6 8.2 4,218 

   Non-manual 22.3 5.4 6,994 

Birth in the past year    

   No  20.3 7.3 57,194 

   Yes 10.0 11.1 5,187 

Currently breastfeeding    

   No  21.3 6.7 51,487 

   Yes 10.8 12.2 10,894 

Consume alcohol    

   No  19.6 7.6 61,684 

   Yes 12.1 11.7 697 

Smokes tobacco    

   No  19.8 7.5 58,890 

   Yes 13.9 10.8 3,491 

Place of residence    

   Urban 24.5 4.2 19,173 

   Rural 17.2 9.2 43,208 

Caste    

   Scheduled caste 17.8 8.5 13,148 

   Scheduled tribe 12.2 10.4 5,520 

   Other Backwards Class 20.4 7.9 26,168 

   Others 21.6 5.8 17,546 

Wealth quintile    

   Poorest 9.9 13.1 12,113 

   Poorer 15.3 9.3 13,231 

   Middle 20.6 7.8 13,260 

   Richer 24.0 4.8 12,886 

   Richest 28.4 2.8 10,892 

Total 19.5 7.7 62,382 
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Table 2: Adjusted and unadjusted odds ratios of obesity and chronic energy deficiency among women 

 

Characteristics of 

women 

              Obesity (BMI>25) Chronic Energy Deficiency (BMI<18.5) 

Unadjusted OR 

[95% CI] 

Adjusted OR [95% 

CI] 

Unadjusted OR 

[95% CI] 

Adjusted OR [95% 

CI] 

Physical violence in the last 12 months    

   No     

   Yes 0.82 [0.78-0.87]*** 0.98 [0.92-1.04] 1.32 [1.23-1.41]*** 1.11 [1.03-1.20]** 

Sexual violence in the last 12 months    

   No     

   Yes 0.76 [0.69-0.85]*** 0.90 [0.81-1.01] 1.27 [1.12-1.44]*** 1.05 [0.92-1.21] 

Emotional violence in 12 months    

   No     

   Yes 0.84 [0.78-0.89]*** 0.95 [0.88-1.03] 1.16 [1.06-1.26]*** 0.92 [0.83-1.03] 

Any IPV in last 12 months    

   No     

   Yes 0.82 [0.78-0.86]***  1.26 [1.18-1.34]***  

Age     

   18-24     

   25-34  2.27 [2.07-2.48]***  0.73 [0.67-0.80]*** 

   35-49  3.40 [3.10-3.73]***  0.53 [0.48-0.58]*** 

Education     

   No education     

   Primary  1.22 [1.14-1.31]***  0.87 [0.79-0.95]*** 

   Secondary  1.28 [1.21-1.35]***  0.82 [0.76-0.88]*** 

   Higher  1.26 [1.16-1.37]***  0.69 [0.60-0.80]*** 

Occupation     

   Not working     

   Agricultural  0.85 [0.80-0.91]***  1.27 [1.18-1.37]*** 

   Manual  1.03 [0.95-1.12]  1.23 [1.09-1.38]*** 

   Non-manual  0.99 [0.92-1.05]  0.95 [0.85-1.07]*** 

Birth in the past year    

   No      

   Yes  0.78 [0.70-0.87]***  0.89 [0.80-1.00] 

Currently breastfeeding    

   No      

   Yes  0.85 [0.79-0.92]***  1.39 [1.28-1.51]*** 

Consumes alcohol     

   No      

   Yes  1.05 [0.90-1.21]  0.90 [0.75-1.07] 

Smokes tobacco     

   No      

   Yes  0.94 [0.86-1.02]  1.30 [1.18-1.43]*** 

Place of residence     

   Urban     

   Rural  0.92 [0.88-0.97]**  1.24 [1.12-1.36]*** 

Caste     

   Scheduled caste     

   Scheduled tribe  0.83 [0.77-0.90]***  0.83 [0.76-0.91]*** 

   Other Backwards Class 0.95 [0.90-1.01]  1.04 [0.96-1.13] 

   Others  1.04 [0.98-1.11]  0.77 [0.70-0.85]*** 

Wealth quintile     

   Poorest     

   Poorer  1.66 [1.54-1.80]***  0.70 [0.65-0.76]*** 

   Middle  2.27 [2.10-2.45]***  0.59 [0.54-0.65]*** 

   Richer  2.69 [2.48-2.94]***  0.43 [0.39-0.48]*** 

   Richest  2.91 [2.66-3.19]  0.30 [0.26-0.35]*** 
Note: ***p < 0.01, **p < 0.05, *p < 0.10; CI = Confidence Interval; AOR = Adjusted Odds ratios. 
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95% CI: 0.78-0.87) and higher odds of having chronic energy deficiency (OR: 1.32, 95% CI: 1.23-

1.41). However, after adjusting for socio-demographic and behavioural factors, the association 

between physical violence and overweight/obesity was no longer statistically significant (AOR: 0.98, 

95% CI: 0.92-1.04). In contrast, the association with chronic energy deficiency remained significant, 

with women exposed to physical violence having 11% higher odds of CED (AOR: 1.11, 95% CI: 

1.03-1.20).  Sexual violence was also associated with lower odds of overweight/obesity in the 

unadjusted model (OR: 0.76, 95% CI: 0.69-0.85) and higher odds of CED (OR: 1.27, 95% CI: 1.12-

1.44).  

 

However, these associations were attenuated and became statistically non-significant after 

adjustment (AOR: 0.90, 95% CI: 0.81-1.01 for overweight/obesity; AOR: 1.05, 95% CI: 0.92-1.21 

for CED). Similarly, emotional violence was associated with lower odds of overweight/obesity (OR: 

0.84, 95% CI: 0.78-0.89) and higher odds of CED (OR: 1.16, 95% CI: 1.06-1.26) in unadjusted 

analyses, but these relationships were not statistically significant in adjusted models. 

 

Additionally, the composite measure of IPV showed a similar pattern, with women who 

experienced any IPV in the last 12 months having significantly lower odds of overweight/obesity 

(OR: 0.82, 95% CI: 0.78-0.86) and higher odds of chronic energy deficiency (OR: 1.26, 95% CI: 

1.18-1.34) in the unadjusted model. The composite variable of IPV was removed from the adjusted 

model to show the disaggregated effect of the other three IPV variables and to eliminate the 

multicollinearity. 

 

Socio-demographic determinants of nutritional status 

 

Age emerged as a strong predictor of nutritional status. Compared to women aged 18-24 years, 

those aged 25-34 years and 35-49 years had significantly higher odds of being overweight or obese 

(AOR: 2.27, 95% CI: 2.07-2.48 and AOR: 3.40, 95% CI: 3.10-3.73, respectively), while their odds 

of chronic energy deficiency were significantly lower. Educational attainment was positively 

associated with overweight/obesity, with women having secondary and higher education showing 

increased odds relative to those with no education. Conversely, higher education was associated with 

reduced odds of chronic energy deficiency. 

 

Occupational status also influenced nutritional outcomes. Women engaged in agricultural and 

manual labour had higher odds of chronic energy deficiency compared to those not working, while 

non-manual occupations were associated with lower levels of undernutrition. Reproductive factors 

played an important role, as women who had given birth in the past year or were currently 

breastfeeding exhibited lower odds of overweight/obesity but higher odds of chronic energy 

deficiency. 

 

Lifestyle factors showed mixed associations. Tobacco use was significantly associated with 

higher odds of chronic energy deficiency (AOR: 1.30, 95% CI: 1.18-1.43), while alcohol 

consumption was not significantly associated with either outcome. Place of residence also mattered, 

with rural women having higher odds of CED (AOR: 1.24, 95% CI: 1.12-1.36) and lower odds of 

overweight/obesity compared to urban women. 

 

Socioeconomic status exhibited a clear gradient. Women in higher wealth quintiles had 

significantly greater odds of being overweight or obese, with those in the richest quintile having 

nearly three times higher odds (AOR: 2.91, 95% CI: 2.66-3.19) compared to women in the poorest 

quintile. In contrast, higher wealth was associated with substantially lower odds of chronic energy 

deficiency, highlighting persistent inequalities in nutritional outcomes. Differences were also 

observed across caste groups, with women from Scheduled Tribes showing lower odds of 

overweight/obesity but higher vulnerability to undernutrition compared to Scheduled Castes. 
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IV. Discussion 

 

This study advances understanding of the relationship between intimate partner violence (IPV) 

and women’s nutritional status by demonstrating that different forms of IPV are associated with 

distinct and context-dependent nutritional outcomes in India. The findings indicate that recent 

physical IPV is independently associated with chronic energy deficiency (CED), even after 

adjustment for socio-demographic and behavioural factors, whereas associations with overweight 

and obesity are attenuated in adjusted models. These results support the proposition that IPV operates 

as a structural determinant of health, influencing nutritional outcomes through intertwined material, 

psychosocial, and biological pathways (Heise, 2011; Ackerson & Subramanian, 2008; Black et al., 

2013). Evidence from India also suggests that IPV is closely linked to adverse maternal and 

reproductive health outcomes, reinforcing its broader impact on women’s health and well-being 

(Jejeebhoy, 1998; Stephenson et al., 2006). 

 

The robust association between physical IPV and CED suggests that mechanisms of material 

deprivation and constrained resource access are central to this relationship. Physical violence is often 

embedded within patterns of coercive control that restrict women’s mobility, labour force 

participation, and access to food and healthcare (Koenig et al., 2003; Jejeebhoy & Cook, 1997). In 

the Indian context, where women’s access to household resources is frequently mediated by 

patriarchal norms, such restrictions can have direct nutritional consequences. Studies using NFHS 

data have shown that women experiencing IPV are more likely to face food insecurity, poor health 

service utilisation, and limited autonomy, all of which contribute to undernutrition (Ackerson & 

Subramanian, 2008; Rahman et al., 2016). Additionally, the physiological and psychological 

consequences of violence including chronic stress and mental health disorders-may further impair 

appetite and nutrient absorption, compounding the risk of CED (Devries et al., 2013; Tsai et al., 

2015). 

 

In contrast, the absence of a significant association between IPV and overweight/obesity in 

adjusted models suggests that pathways linking violence to excess adiposity are highly context-

specific. While studies from high-income countries have documented links between violence 

exposure and obesity through stress-induced eating and sedentary behaviour (Danese & Tan, 2014; 

Mason et al., 2018), these mechanisms may operate differently in India. The coexistence of food 

insecurity and gendered food allocation patterns often limits women’s caloric intake, even in the 

presence of psychological distress (IIPS & ICF, 2021; Haddad et al., 2015). Indian studies have 

highlighted that intra-household inequalities frequently disadvantage women nutritionally, 

particularly in rural and low-income settings (Palriwala, 2013; Rao, 2020). This structural context 

may explain why IPV is more strongly associated with undernutrition than obesity. 

 

The findings for sexual and emotional IPV further illustrate the complexity of these 

relationships. Although sexual IPV was associated with higher odds of CED in unadjusted models, 

this relationship was attenuated after adjustment, suggesting mediation through socioeconomic 

factors. However, the mental health consequences of sexual violence such as depression, anxiety, and 

post-traumatic stress disorder remain important pathways affecting nutritional status (Ludermir et 

al., 2010; Silverman et al., 2009). In India, sexual violence is also linked to reproductive coercion 

and unintended pregnancies, which may increase nutritional demands and exacerbate vulnerability 

among already disadvantaged women (Jejeebhoy, 1998; Stephenson et al., 2006). Emotional IPV, 

though less visible, may exert sustained effects through chronic psychological stress and reduced 

self-efficacy, influencing dietary behaviour and health-seeking practices (Ellsberg et al., 2008). 

 

Importantly, the composite measure of IPV reinforces these patterns by demonstrating that 

exposure to any form of IPV is associated with lower odds of overweight/obesity and higher odds of 

CED in unadjusted analyses. This finding underscores the cumulative burden of violence and 

suggests that multiple, overlapping mechanisms particularly those related to chronic stress, economic 

deprivation, and restricted autonomy may operate simultaneously to shape adverse nutritional 

outcomes among women (Ackerson & Subramanian, 2008; Ellsberg et al., 2008; Weiser et al., 2007). 
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The broader socio-cultural and economic environment plays a critical role in shaping these 

associations. In India, gender norms that prioritise men’s needs, combined with limited female 

autonomy, often result in unequal distribution of food and healthcare resources within households 

(IIPS & ICF, 2021). Women may eat last and consume less nutritious food, particularly in resource-

constrained households, increasing their vulnerability to undernutrition (Palriwala, 2013). Caste and 

socioeconomic inequalities further compound these disparities, as marginalised groups often face 

both higher exposure to IPV and poorer nutritional outcomes (Desai & Dubey, 2012; Subramanian 

et al., 2006). These findings highlight the intersectional nature of IPV and nutrition, where gender, 

class, and caste interact to shape health outcomes. 

 

Consistent with previous research, socio-demographic factors such as age, education, 

occupation, and wealth were strong determinants of nutritional status. Increasing age and higher 

socioeconomic status were associated with elevated odds of overweight and obesity, reflecting 

ongoing nutrition transitions in India (Dinsa et al., 2012; Luhar et al., 2018). Conversely, lower 

socioeconomic status, rural residence, and engagement in manual labour were associated with higher 

risks of CED, indicating persistent structural deprivation (FAO, 2019; Headey & Hoddinott, 2015). 

Tobacco use was also associated with undernutrition, consistent with evidence suggesting that 

nicotine suppresses appetite and alters metabolic processes (Chiolero et al., 2008). 

 

Taken together, these findings demonstrate that the relationship between IPV and women’s 

nutritional status is shaped by the interaction of biological stress responses, behavioural adaptations, 

and structural inequalities. The persistence of the association between physical IPV and CED 

highlights the need for integrated public health interventions that address both violence prevention 

and nutritional vulnerability. Policies aimed at improving women’s autonomy, access to resources, 

and social protection mechanisms may play a critical role in mitigating the health impacts of IPV. A 

multisectoral approach that integrates gender-based violence prevention with nutrition-sensitive 

programmes is essential for improving women’s health outcomes in India. 

 

V. Limitations 

 

This study has several limitations that should be considered when interpreting the findings. 

First, the cross-sectional design of NFHS-5 precludes causal inference, limiting the ability to 

establish temporal relationships between exposure to intimate partner violence (IPV) and nutritional 

outcomes. It is possible that reverse causality or unobserved confounding may influence the observed 

associations. Second, IPV was measured using self-reported data, which may be subject to recall bias 

and social desirability bias, particularly given the sensitive nature of violence-related questions. 

Underreporting of IPV is therefore likely, which may lead to conservative estimates of its association 

with nutritional status. 

 

Third, the measurement of IPV was restricted to experiences within the past 12 months and 

did not capture the cumulative or lifetime exposure to violence. Given that the health consequences 

of IPV often accumulate over time, this may underestimate its long-term impact on nutritional status. 

Fourth, although a wide range of socio-demographic and behavioural covariates were included, 

residual confounding cannot be ruled out, particularly with respect to unmeasured factors such as 

dietary intake, physical activity, mental health status, and intra-household food allocation dynamics. 

Fifth, BMI, while widely used, is a limited indicator of nutritional status and does not capture body 

composition, micronutrient deficiencies, or fat distribution, which may also be influenced by IPV. 

 

Finally, the domestic violence module of NFHS-5 is administered to only one eligible woman 

per household, which may introduce selection bias and limit the generalisability of findings. Despite 

these limitations, the use of nationally representative data and rigorous analytical methods enhances 

the robustness and policy relevance of the study. 
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VI. Policy Implications 

 

The findings of this study have important implications for public health policy and programme 

design in India. The robust association between physical IPV and chronic energy deficiency 

highlights the need to integrate violence prevention strategies within broader nutrition and health 

interventions. Addressing IPV should not be viewed solely as a social or legal issue but as a critical 

determinant of women’s health and nutritional well-being. 

 

Policy efforts should focus on strengthening multisectoral approaches that link health systems, 

social protection programmes, and gender empowerment initiatives. For instance, incorporating IPV 

screening and counselling services within maternal and reproductive healthcare programmes can 

facilitate early identification and support for affected women. Nutrition programmes, such as the 

Integrated Child Development Services (ICDS) and Poshan Abhiyaan, should explicitly recognise 

IPV as a risk factor for undernutrition and incorporate targeted support mechanisms for vulnerable 

women. 

 

Enhancing women’s economic empowerment and autonomy is also essential for mitigating 

the adverse effects of IPV on nutritional outcomes. Interventions that promote women’s access to 

income-generating opportunities, education, and decision-making power within households may 

reduce both exposure to violence and vulnerability to undernutrition. Additionally, strengthening 

food security through social protection schemes, including the Public Distribution System (PDS), 

can help buffer the nutritional consequences of IPV, particularly among low-income and rural 

populations. 

 

At a broader level, addressing deeply rooted gender norms and inequalities is critical for both 

violence prevention and improved nutritional outcomes. Community-based interventions that 

challenge patriarchal norms, promote gender equity, and engage men and boys in behaviour change 

have shown promise in reducing IPV and improving women’s health outcomes. Finally, future 

policies should emphasise the need for integrated data systems and longitudinal research to better 

understand the long-term pathways linking IPV and nutrition, thereby informing more effective and 

targeted interventions. 
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