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ABSTRACT

Background: The COVID-19 pandemic and associated lockdowns disrupted economic activities and supply chains,
leading to rising prices, widespread unemployment, and increased food insecurity. Migrant households, particularly
those residing in overcrowded, unplanned urban settlements and working in the unorganized sector, were among the
most vulnerable. Assessing food insecurity in this population is essential to guide targeted interventions and policy
responses.

Methods: A cross-sectional study was conducted in December 2020, between two lockdowns, among migrant
households in Aliganj, an urban village in Delhi. Households that had migrated to the area within the past 365 days
were eligible. A total of 96 households were selected using systematic random sampling. Data were collected using a
pre-designed, pre-tested, semi-structured, interviewer-administered questionnaire in Hindi, which included the
household food insecurity access scale (HFIAS). Data analysis was performed using SPSS version 26 and R software.
Results: More than half (55.2%) of the migrant households experienced some level of food insecurity, with 14.6%
classified as severely food insecure. Lower household income was significantly associated with higher odds of food
insecurity. Other contributing factors included irregular employment and larger household size.

Conclusions: Food insecurity was highly prevalent among migrant households in the urban village of Aliganj during
the COVID-19 pandemic. These findings highlight the urgent need for social safety nets, food assistance, and targeted
policy measures to protect vulnerable migrant populations during crises.
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INTRODUCTION

To contain the spread of the COVID-19 virus, India had
announced a countrywide lockdown on 24" March 2020,
where all the activities except the essential services were
prohibited throughout the country.! This was further
extended till 31% May, and thereafter eased in a phased
manner.>?

Further, in 2021 due to a sudden rise in COVID-19 cases
and shortage of healthcare resources, national capital
region of Delhi went into graded lockdown and curfews
between April to June, 2021. Both of these lockdowns

were marked by a large-scale migration of poor
households and families who had been working in cities
and towns. Due to the sudden shutting down of all non-
essential  activities,  disappearance of  financial
opportunities and fear of infection and survival in cities
amidst suspected long term economic shut down, the
hordes of migrants chose to walk down to their towns and
villages. The migrants who stayed put had to withstand
loss of jobs, financial and food insecurity, hunger,
evictions from rented accommodations, including and not
limited to COVID-19 infection and its outcomes, and
catastrophic health expenditure.* Pandemic disrupted
food supply chains, destabilized food prices and
negatively affected food security 3
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Due to the disrupted food supply chains, rise in food
prices of staple items likely to have reduced access to
staple food. Further, sudden global negative impact of the
pandemic and the lockdown resulted in a loss of jobs
across the country, which further limited households’
ability to purchase food.°

The reduced access to food not only affects the
availability of food to the households, but also drastically
limits the variety of food items they can purchase, forcing
them to shift their preferences and reduce portion sizes,
and in extreme cases, go without food if they cannot
afford it at the prevailing prices. Which in long term
negatively affects the nutrition and health outcomes of the
households’ members.

The segments of the workforce most likely to be impacted
are the wvulnerable groups, less educated low—wage
workers, and those self-employed or working in
unorganized sectors.”?

The effects of food insecurity tend to be worse especially
for women who while being the primary food-related
decision makers, are at a risk of eating less and budgeting
her own needs before anyone else in the family during a
crisis. As observed in rural India, pandemic not only
reduced women’s food availability but also their food
diversity at household.’

India with around 246.5 million undernourished people,
already shares a quarter of the global hunger burden.'® It
is also represented poorly on indicators of child wasting,
stunting and mortality, as per the Global Hunger Index,
which ranked India 107 out of 121 countries in 2022.!!

Also, Global Food Security Index, has ranked India 68™
out of 113 countries in the world. This index provides a
common framework for understanding the root causes of
food insecurity by looking at the dynamics of food
systems around the world, including affordability,
availability, quality and safety, and sustainability and
adaptation.'?

The government of India in an attempt to mitigate these
disastrous effect of lockdown on economy and food
security, had implemented an urgent relief package
valued at rupees 1.7 lakh crore (US$22.6billion),
including both direct to bank transfer of money, and food
support of 5 kg cereals and 1 kg pulses through public
distribution system (PDS) to the eligible households.'
Impact of these interventions though observed in few
states and rural area, remains to be seen amongst migrants
living in urban unorganized settings.!!>

That is why it is important attempt to identify those most
at risk of food insecurity and severe hunger in a
vulnerable population so that households which need
immediate assistance can be quickly identified, effective
policies to prevent such scenarios can be designed, and
resources can be allocated at the earliest before hunger

and malnutrition in its worst forms manifest in the time of
such a crisis.

With that background, the current study was envisaged
and conducted with the objective to find out the
prevalence of food insecurity during COVID-19
pandemic amongst migrant households of an urban
village in Delhi, along with the associated factors of food
insecurity in the population.

METHODS

The study was conducted in Aliganj, an urban health
training centre (UHTC) wunder the department of
community medicine at Safdarjung Hospital. This area
primarily serves a population of around six thousand
inhabitants, most of whom are migrants from other states
and villages. The research was a cross-sectional study
carried out over one month in December 2020, between
two national lockdowns. The study population consisted
of migrant households in Aliganj village, Delhi. The
sample size was determined based on a previous study by
Saxena et al conducted in tribal high-migration
communities in Rajasthan, which reported a 64%
prevalence of inadequate food availability during the
COVID-19 lockdown.!'® Using this prevalence rate, along
with a z-value of 1.96 and a 10% margin of error, the
initial sample size was calculated. Additionally, a 10%
non-response rate was factored in, resulting in a final
sample size of 96 households.

The study included women above 18 years of age who
were responsible for purchasing and managing food for
their migrant households. In cases where the household
consisted solely of male members, men above 18 years
who were primarily involved in buying and cooking food
were also included. This criterion ensured that the study
captured the perspectives of individuals directly handling
food security and dietary challenges within migrant
families.

Systematic random sampling was done to select the study
participants, based on an existing sampling frame having
1,668 households in Aliganj.

Definitions
Food insecurity

Food security exists when all people, at all times, have
physical and economic access to sufficient, safe and
nutrition food to meet their dietary needs and food
preferences for an active and healthy life.!”

Migrant household

If the entire household, as now being enumerated has
moved to the place of enumeration during the last 365
days preceding the date of survey, it will be considered as
a migrant household. If one member of the household has
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moved ahead of other members to the present household
and others have joined later (but all of them during the
reference year) such households will also be considered
as migrant households. Where some members of the
household were born or married into households which
have moved, during the last 365 days, the entire
household is to be treated as migrated to the place of
enumeration. '

Study tool

The household food insecurity access scale (HFIAS)
developed by FAO was used to measure household food
insecurity."”

The scale consists of nine questions concerning
participants experiences with food scarcity, the associated
inconvenience, and their behavioural responses to it. Each
question inquires if a particular condition of food
insecurity is experienced in a household (yes/no), and
when affirmative, what is its frequency of occurrence
(rarely/sometimes/often.) Response scores range from a
minimum of 0 to a maximum of 27, with no being scored
0, rarely 1, sometimes 2 and often as 3. Based on their
affirmative responses and scores the HFIAS categorizes
households as food secure, mildly food insecure,
moderately food insecure and severely food insecure,
viz.:

Food-secure

A household was labelled ‘food-secure’ when the
members ‘rarely’, in the past four weeks, worried about
not having enough food and had replied ‘no’ to question
number 2 to 9.

Mildly food-insecure

The members of the household worried about not having
enough food sometimes or often, and/or were unable to
eat preferred foods, and/or ate a more monotonous diet
than desired, and/or ate some foods considered
undesirable but only rarely.

Moderately food-insecure

The household members sacrificed quality more
frequently by eating a monotonous diet or undesirable
foods sometimes or often, and/or had started to cut back
on quantity by reducing the size of meals or number of
meals, rarely or sometimes.

Severely food-insecure

The individuals in the household had to cut back on meal-
size or number of meals often, and/or experienced any of
the three most severe conditions (running out of food,
going to bed hungry, or going a whole day and night
without eating).

The scale also provides food insecurity (access) status for
three domains viz., anxiety and uncertainty about the
household food supply, insufficient quality (includes
variety and preferences of the type of food) and
insufficient food intake and its physical consequences.

A recall period of four weeks was taken to assess food
insecurity. A questionnaire containing questions
regarding socio-demographic data and questions related
to food insecurity including the HFIAS Scale was
administered in Hindi via an interviewer.  Socio-
economic status was calculated as per revised
Kuppuswamy Scale, 2019.

Statistical methods

Data entry was done in Microsoft Excel spreadsheets
using variable coding. Data were verified by double entry
and proofreading. Data cleaning and analysis were done
using licensed SPSS software (version 21). All the
variables were analysed using descriptive statistics to
calculate frequency, mean, range, etc. Bivariate analysis
was done for determining an association between the
presence of food insecurity, and other associated factors.
Statistical tests of significance for the difference between
proportions, i.e. Chi-square test and Fisher’s exact test
were applied and the calculated results were considered
significant at a p value <0.05. For the variable found
significant on bivariate analysis were considered for
Binary logistic regression.

Ethical issues

Each eligible subject was explicitly explained about the
purpose of the study by the investigator and informed
consent was obtained before inclusion. Approval from the
institutional ethical committee of VMMC and Safdarjung
Hospital was taken before the start of the study. Privacy
of subjects and confidentiality of information was
maintained, and this was also explained to the subjects
before inclusion.

RESULTS

The study included a total of 96 migrants households
living in an urban village of Delhi, who were interviewed
and accessed regarding their food security.

The mean age of respondents interviewed for the study
was 36.1£11.2 years, with a median =33 years, majority
of which were females (84, 87.5%). The mean BMI of
respondents was 23.8+4.4 kg/m?, which was above
normal for Indians (BMI>22.9 kg/m?). A total of 85
(88.5%) of respondents were married, almost all 89
(92.7%) had a nuclear family and 79 (82.3%) were Hindu
by religion. A total of 23% were SC or ST, and 32.3%
were OBC by caste.

Majority of heads of households (60, 62.5%) and
respondents (51, 53.1%) had high school or Iless
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education. For every earning member in the households,
31.3% had one or lesser number of non-earning
dependents, for 19.8% houscholds there were 1 to 2
dependents, for 31.3% 2 to 3 dependents, and for rest
17.7% households there were more than 4 non-earning
dependents for each earning member. The mean income
of a household in the study was INR 15,610.4£11,575.4.

Almost half (52, 54.1%) were middle class and rest
belong to lower class as per modified Kuppuswamy scale.
Only 2 (2.1%) participants had BPL card, and 25 (26%)
had a ration card. Majority of the households 81 (84.4%)
had come from one of the 8§ empowered action group
(EAG) states (Table 1).

Table 1: Distribution of study households as per socio-demographic characteristics (n=96).

Characteristics ~ Number (%)

Age of respondent (in completed years)
18 to 24 10 (10.4)
25 to 34 41 (42.7)
35to0 44 26 (27.1)
45 to 59 11 (11.5)
60 and above 8 (8.3)
Mean =36.1+11.2 years, Median =33 years, Range =47 years
Sex of respondent
Female 84 (87.5)
Male 12 (12.5)
BMI of respondent (kg/m?)
Under weight 9(9.4)
Normal weight 36 (37.5)
Overweight 51 (53.1)
Mean BMI =23.8+4.4 kg/m?, median BMI =23.0 kg/m?
Marital status of respondent
Married 85 (88.5)
Single or widowed or separated 11 (11.5)
Type of family
Nuclear 89 (92.7)
Joint 7 (7.3)
Religion
Hindu 79 (82.3)
Other religion 17 (17.7)
Caste
General 43 (44.8)
Other backward class 31 (32.3)
Scheduled class and scheduled tribe 22 (22.9)
Education of head of the household
Illiterate 8 (8.3)
High school or less 60 (62.5)
Intermediate or more 28 (29.2)
Education of respondent
Illiterate 31 (32.3)
High school or less 51 (53.1)
Intermediate or more 14 (14.6)
Number of non-earning household members per earning member
<1 30 (31.3)
1to2 19 (19.8)
2to3 30 (31.3)
>4 17 (17.7)
Income category (INR)
<5,000 8 (8.3)
5,000-10,000 23 (24.0)
11,000-20,000 49 (51.0)
>20,000 16 (16.7)
Continued.
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Characteristics Number (%)

Mean income =INR 15,610.4 + 11,575.4, median income =INR 15,000

Socio-economic class as per Modified Kuppuswamy Scale 2019

Middle 52 (54.1)
Lower 44 (45.9)
Below poverty line card holder

No 94 (97.9)
Yes 2 (2.1)
Ration card holder

No 71 (74.0)
Yes 25 (26.0)
Native state

Empowered action group (EAG) states 81 (84.4)
Others 15 (15.6)

Table 2: Distribution of study households as per their response of HFIAS scale (n=96).

No Rarely Sometimes Often Total

Number (%) Number (%) Number (%) Number (%) Number (%)

In the past four weeks, did you worry

that your household would not have 63 (65.6) 6 (6.3) 9(9.4) 18 (18.8) 96 (100.0)
enough food?

In the past four weeks, were you or
any household member not able to
eat the kinds of foods you preferred
because of a lack of resources?

In the past four weeks, did you or
any household member have to eat a
limited variety of foods due to a lack
of resources?

In the past four weeks, did you or
any household member have to eat
some foods that you really did not
want to eat because of a lack of
resources to obtain other types of
food?

In the past four weeks, did you or
any household member have to eat a
smaller meal than you felt you 69 (71.9) 4(4.2) 14 (14.6) 9(9.4) 96 (100.0)
needed because there was not enough
food?

In the past four weeks, did you or
any other household member have to
eat fewer meals in a day because
there was not enough food?

In the past four weeks, was there
ever no food to eat of any kind in
your household because of lack of
resources to get food?

In the past four weeks, did you or
any household member go to sleep at
night hungry because there was not
enough food?

In the past four weeks, did you or
any household member go a whole
day and night without eating 91 (94.8) 2(2.1) 3@3.1) 0 (0.0) 96 (100.0)
anything because there was not

enough food?

51(53.1) 5(5.2) 10 (10.4) 30 (31.3) 96 (100.0)

48 (50.0) 2(2.1) 14 (14.6) 32(33.3) 96 (100.0)

58 (60.4) 3(3.1) 11 (11.5) 24 (25.0) 96 (100.0)

65 (67.7) 4(4.2) 10 (10.4) 17 (17.7) 96 (100.0)

84 (87.5) 3(3.1) 7(7.3) 2(2.1) 96 (100.0)

89 (92.7) 3(3.1) 3(3.1) 1 (1.0) 96 (100.0)
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Table 3: Distribution of study households as per domain of food insecurity (n=96).

. . . Absent Present
‘ . Domains of food insecurity (access)  Number (%)  Number (%)
Domain 1 Anxiety and uncertainty about the household food supply 79 (82.3) 17 (17.7)
Domain 2 Insufficient quality (includes variety and preferences of the 84 (87.5) 12 (12.5)
type of food)
Domain 3 Insufficient food intake and its physical consequences 80 (83.3) 16 (16.7)

The study found that 18 (18.8%) of the households often
worried during the last 4 weeks that they would not be
having enough food, 30 (31.3%) of the households often
had to limit their food preferences because of lack of
resources, and 32 (33.3%) households often had to limit
their variety of food. A quarter (24, 25%) of the
households had to often eat some food that they did not
want to because of limited resources, and 9 (9.4%)
households had to often eat smaller food portions during
the last four weeks in the pandemic.

A total of 27 (28.1%) households sometimes or often had
fewer meals, 9 (9.4%) households sometimes or often did
not have any food to eat, 4 (4.2%) household had to sleep
hungry sometimes or often, and there were 3 (3.1%)
households where during the last 4 weeks the members

went a whole day and night without food sometimes
(Table 2).

When the households food security was accessed on
domains, we found that 17 (17.7%) households bore
anxiety and uncertainty about the household food supply,
12 (12.5%) households had insufficient quality of food,
including variety and preferences of the type of food, and
16 (16.7%) households had insufficient food intake and
its physical consequences (Table 3).

We found the mean HFIAS score of the student
population was 6.2+7.0, with median HFIAS score of 3.

A total of 43 (55.2%) households had no food security,
while rest 43 (44.8%) were food secure. Amongst those
who did not have food security, 14 (14.8%) had severe
food insecurity, 28 (29.2%) had moderate food insecurity,
and 11 (11.5%) had mild food insecurity (Figure 1).

During episodes of food insecurity due to the COVID-19
pandemic, 22% of the households borrowed money to
deal with it and 10.4% used their savings or restricted
their non-food expenses. Many households received some
kind of assistance, either in the form of food or cash, from
their employers, family, friends, community, NGOs
working in the area or religious institutions. A total of
7.3% households were helped by the ration received
through government public distribution system (PDS)
where they got grains, pulses, sugar, etc. Few residents
(3.1%) also had to delay paying their rent to deal with the
crisis. Other mechanisms included getting a second job or
asking help from others (Figure 2).

Severe Food Insecurity - 14.6%

<
N
wy
o
o
g Moderate Food Insecurity _ 29.2%
9
3
= Mild Food Insecurity 11.4%
A
g3%® Food Secure 44.8%
=3 §/

0 10 20 30 40 50
Number of Households

Coping strategies against food insecurity of households during
COVID-19 Pandemic (N=96)*

0 5 10 15 20 25 30 35 40 45

Borrowed money [N 21.9%
Utilised savings and restricted expenses NN 10.4%
Assistance from employer [N 8.3%
Ration from Public Distribution System [l 7.3%

Assistance from family and friends [l 7.3%

Assistance from NGOs, Community and s
places of worship . a2%

COPING STRATEGIES

Delayed rent payments [l 3.1%

Others M 2.1%

Not Applicable N 7%,

PERECENTAGE OF HOUSEHOLDS

Figure 1: Distribution of households as per prevalence
of food insecurity (n=96).

Figure 2: Distribution of households as per their
coping strategies against food insecurity during
COVID-19 pandemic (n=96)*.

* Not mutually exclusive.
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Food items received by households as ration or assistance
(N=96)*

0 10 20 30 40 50 60 70
Cereals NN 46.9%
Pulses NN 39.6%
Oil or Ghee NGNS  36.5%
Spices NG 27.1%

Sugar | 20.8%

FOOD ITEMS

Milk or milk products Bl 6.3%
Fruits and vegetables 1 1%
Did not receive any assistance  INEEEEEEEGGG—G—_———————  59.4%

PERECENTAGE OF HOUSEHOLDS

Figure 3: Distribution of households as per food items
received by them as ration or assistance during
COVID-19 pandemic (n=96)*.

* Not mutually exclusive.

When asked what all food items they received in ration
through PDS or other sources, majority of the households
received cereals like wheat or rice, pulses, oil or ghee,
sugar and spices. Households also received milk or milk
products, and fruits and vegetables but only a few of them
(Figure 3).

Those migrant households which did not receive any kind
of food assistance cited main reasons of lack of ration
card (25%) and not getting it despite submitting their
documents for the same (13.5%). Other reasons included
lack of local identity document or card, not being present
at home as they had gone to their native state, lack of
awareness about such assistance, or inability to come
from work to get it. A few households also said their
house was excluded when it was distributed or the PDS
supervisor informed them the ration was over when they
reached (Figure 4).

Table 4: Distribution of study households as per association of food security with
socio-demographic characteristics (n=96).

Characteristics Food secure Food insecure _Total P value
_Age of head of household (in completed years)

18 to 24 6 (60.0) 4 (40.0) 10 (100) 0.19%

25 to 34 22 (53.7) 19 (46.3) 41 (100)

35 to 44 7 (26.9) 19 (73.1) 26 (100)

45 to 59 4 (36.4) 7 (63.6) 11 (100)

60 and above 4 (50.0) 4 (50.0) 8 (100)

Sex of head of the household

Female 35 (41.7) 49 (58.3) 84 (100) 0.10*

Male 8 (66.7) 4 (33.3) 12 (100)

BMI of respondent

Under weight 6 (66.7) 3 (33.3) 9 (100) 0.08"

Normal weight 18 (50.0) 18 (50.0) 36 (100)

Overweight 19 (37.3) 32 (62.7) 51 (100)

Marital status of head of household

Married 42 (49.4) 43 (50.6) 85 (100) 0.02"

Single or widowed or separated 1(9.1) 10 (90.9) 11 (100)

Type of family

Nuclear 43 (48.3) 46 (51.7) 89 (100) 0.02#

Joint 0 (0.0) 7 (100) 7 (100)

Religion

Hindu 38 (48.1) 41 (51.9) 79 (100) 0.16*

Other religion 5(29.4) 12 (70.6) 17 (100)

Caste

General 17 (39.5) 26 (60.5) 43 (100) 0.39*

Other backward class 17 (54.8) 14 (45.2) 31 (100)

Scheduled class and scheduled tribe 9 (40.9) 13 (59.1) 22 (100)

Education of head of the household

Illiterate 2 (25.0) 6 (75.0) 8 (100) 0.57*

High school or less 28 (46.7) 32 (53.3) 60 (100)

Intermediate or more 13 (46.4) 15 (53.6) 28 (100)

Education of respondent

Illiterate 12 (38.7) 19 (61.3) 31 (100) 0.51*

Continued.
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Characteristics Food secure Food insecure Total P value
High school or less 23 (45.1) 28 (54.9) 51 (100)
Intermediate or more 8 (57.1) 6 (42.9) 14 (100)

Number of non-earning household members per earning member

<l 16 (53.3) 14 (46.7) 30 (100) 0.10*
1to2 4 (21.1) 15 (78.9) 19 (100)

2to3 16 (53.3) 14 (46.7) 30 (100)

>4 7 (41.2) 10 (58.8) 17 (100)

Income category

<5000 2 (25.0) 6 (75.0) 8 (100) 0.01%
5000-10000 5217 18 (78.3) 23 (100)
11000-20000 25 (51.0) 24 (49.0) 49 (100)

>20000 11 (68.8) 5(31.3) 16 (100)
Socio-economic class as per Modified Kuppuswamy Scale 2019

Middle 28 (53.8) 24 (46.2) 52 (100) 0.05*
Lower 15 (34.1) 29 (65.9) 44 (100)

Below poverty line card holder

No 42 (44.7) 52 (55.3) 94 (100) 1.00*
Yes 1 (50.0) 1 (50.0) 2 (100)

Ration card holder

No 29 (40.8) 42 (59.2) 71 (100) 0.19*
Yes 14 (56.0) 11 (44.0) 25 (100)

State of origin

Empowered action group (EAG) states 36 (44.4) 45 (55.6) 81 (100) 0.87*
Others 7 (46.7) 8 (53.3) 15 (100)

Total 43 (48.8) 53 (55.2) 96 (100)

*Chi-square test #Fisher-exact test

Reasons for not receiving any food items as ration or
assistance (N=96)*

0 5 10 15 20 25 30 35 40 45

Lack of Ration card G  25.0%

Documents submiited for ration but did not

. I 13.5%
get ration

Lack of local identity document ~ HEEE 5.2%

Was visiting native state Ml 5.2%

REASONS

House excluded during distribution Wl 4.2%
Lack of awareness about PDS in thearca Wl 3.1%
Ration was finished as per PDS workers M 2.1%
Could not come from work B 1.0%
Not Applicable I | 7%,

PERCENTAGE OF HOUSEHOLDS

Figure 4: Distribution of households as per their
reasons for not receiving any food item as ration or
assistance during COVID-19 pandemic (n=96)*.
* Not mutually exclusive.

When the households were enquired about security of
various food items for the coming weeks, maximum food
security was observed for cereals fruits and vegetables,
pulses and spices. There were 7.3% households where
none of the food items was present in required amount to
last coming weeks (Figure 5).

The study found marital status of respondent had a
statistically significant association with food security,
with single, widowed or separated households more likely
to be food insecure (p<0.05). Similarly, statistically
significant association of food security was found with
type of family, household income and socio-economic
status (Table 4).

Household security of food items for the coming weeks

(N=96)*

0 20 40 60 80 100

[ B3.3% [16.7% Cereals

80.2% 19.8% Fruits and vegetables

78.1% 21.9%  Pulses

oSecure [ T71% 1 229%  Spices

oNot Secure

[ 729% I 27 1% Oil or ghee

FOOD ITEMS

[ 715% [ 281%  Sugar or jaggery

[ 8% [ 302% Egg or meat

27% 73% All of the above

PERCENTAGE OF HOUSEHOLDS

Figure 5: Distribution of households as per security of
food items for the coming weeks (n=96)*.
* Not mutually exclusive.
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Table 5: Binary logistic regression output (odds ratio scale) for associated factors of food insecurity (n=96).

Variable Number (%)
Marital status of head of household

Married 85 (88.5)
Single or widowed or separated 11 (11.5)
Income category

<5000 8 (8.3)
5000-10000 23 (24.0)
11000-20000 49 (51.0)
>20000 16 (16.7)
Socio-economic class

Lower 44 (45.9)
Middle 52 (54.1)

*Statistically significant

Out of the factors which had a statistically significant
association with food security, only household income
category was found to have significant odds for being
food insecure (p<0.05), with households earning less than
INR 5000 per month having 5.73 times Odds of being
food insecure when compared to households earning
more than INR 20,000 per month. Married households
had 0.26 Odds in comparison to single, widowed, or
separated head of households; and households belonging
to lower socio-economic class had 1.08 times odds when
compared to middle class, though both were statistically
insignificant (p>0.05) (Table 5).

As there were no food secure households having a joint
family, which led to a falsely high OR they were omitted
from the regression analysis.

DISCUSSION

The study had aimed to find out the prevalence of food
insecurity during COVID-19 pandemic amongst migrant
households of an urban village in Delhi, along with its
associated factors.

The study found that 55.2% of the migrant households
were food-insecure, of which, 29.2% were moderately
insecure, 11.4% were mildly insecure and rest had severe
food insecurity. There have not been many studies
assessing food insecurity in Delhi or inmigrant
population, a few studies have come from other parts of
India and world; most of which reported a higher food
insecurity in their population when compared to Delhi.

Nguyen et al (Uttar Pradesh) in their longitudinal study
amongst mothers of children less than 2 years of age, had
found that food insecurity reached 80% during COVID-
19 pandemic.?’ The proportion of mild, moderate and
severe food insecurity was 20%, 30% and 30%
respectively; with the proportions of mild and severe food
insecurity being considerably more in compared to
Delhi.?® The higher proportion of food insecurity reported

Odd’s ratio SE P value
0.26 0.869 0.13
Reference
5.73 0.82 0.03*
2.36 0.66 0.20
5.74 1.12 0.12
Reference
1.08 0.52 0.88
Reference

amongst mothers in the study by Nguyen et al., is
reflective of high pre-existing food insecurity in their
population which got further exacerbated during the
pandemic. In contrast, Padmaja et al (Hyderabad) in a
study amongst urban and peri-urban population reported
43% deterioration of food security status during pandemic
using a different scale, namely food insecurity experience
scale. They further found that 25% of the houscholds
experienced mild food insecurity and 17% households
moderate food insecurity.?! There is more in resonance
with findings of the current study.

Anxiety and uncertainty about food supply was reported
in 45% of households by Nguyen et al (Uttar Pradesh),
while insufficient quality and quantity were reported in
78% and 42% households respectively.?’ With the study
population of Nguyen et al being already disposed
towards food insecurity, while having less avenues for
assistance for food in comparison to a migrant population
of Delhi, their number are significantly higher. This could
also likely be the reason for the higher number reported in
the study by Jeyakumar et al (Chhattisgarh) during the
pandemic, who found that 42% of non-tribal population
worried about not having enough food, 43% had to limit
the preference, 39.5% had to limit the variety of food, and
around 14% participants had to go to bed hungry and
same remained hungry during day and night.?? In contrast
the current study found anxiety and uncertainty about
food in 17.7% population, insufficient quality in 12.5%
and insufficient food intake in 16.7% of migrant
population of Delhi. Even when compared to other
middle-income countries, the food security experienced
by migrants of Delhi though significant, alarming and
requiring intervention, is lesser in prevelance.?

There were multiple ways the migrant dealt with the
household food insecurity, from borrowing money,
liquidating savings, budgeting non-food expenses,
delaying rent payments, to taking help from family,
friends, employers, and even taking refuge in religious
institutions like Gurudwara or a Church. A significant
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succour to their sufferings was provided by government
ration supply through PDS system and even NGOs or
local good Samaritans, underscoring the need for building
resilient communities that can face such crisis together,
than waiting for vertical supply of good to alleviate
sufferings during such a crisis. The current population
majorly received cereals, pulses, oil or ghee, spices and
sugar. Those who did not receive any such assistance
cited mainly absence of a ration card as the reason for not
getting it. Other reasons such as lack of response from
PDS workers or complete ration supply being exhausted,
highlights the needs for strengthening the PDS system
and food grains supply, especially in the wake of any
such future crisis. Especially since the households still at
the time of study were not confident about their future
food security, with at least 16.7% not having enough
cereals for the coming weeks and 7.3% not having food
security for any food group for the coming weeks. The
maximum insecurity of cereals, vegetables and milk in
the current study also reflects the general finding amongst
poor urban migrant population even before pandemic as
reported by Chinnakali et al (Delhi) where they found that
the maximum expense out of household earning was
incurred on cereals (21.4%), vegetables (19.3%) and milk
(16.2%) as proportion of household earning.?*

We found the coping strategies against food insecurity
were similar everywhere. The coping mechanisms used
by mothers in the study by Nguyen et al (Uttar Pradesh)
were reducing their non-food expenses, borrowing money
or selling jewellery to obtain food.?” Which was similar to
what Padmaja et al. (Hyderabad) found in urban and peri-
urban population, and as reported in the current study.?!

We found statistically significant association of food
insecurity with marital status of head of household,
income and socio-economic class. Association of food
insecurity with financial security and income has been
reported in multiple studies, before and during the
pandemic, with income being the most important
contributor towards the risk as well as protection against
food insecurity.?>?°2® This shows that policy decisions
which strengthen social security schemes, and job and
pay security, can together act a safety net against food
insecurity for the poor households.

The study strength included its robust scientific
methodology and the opportunity to assess food
insecurity between two consequent lockdowns in Delhi,
capturing population snapshot during a unique time and
settings not seen in a recent past.

Its limitation being that as the study was done in Aliganj
area only, the results cannot be extrapolated to other
areas.

CONCLUSION

More than half (55.2%) of migrant households of Aliganj,
Delhi were not food secure, with 14.6% households

having severe food insecurity. Households earning was
inversely associated with odds of being food insecure.

Recommendations

Public distribution system of India needs to be
strengthened with adequate supply of food grains and
enhanced umbrella to cover both vulnerable households
and the households which are at risk of being food
insecure during a crisis.

Further, there were only two households having a BPL
card in the urbanized village covered under the study.
Poor communities need to be sensitized to obtain a BPL
card so that food insecurity can be addressed in a better
way in future.
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