
GHANA COALITION OF CIVIL SOCIETY ORGANIZATIONS FOR SCALING UP  

NUTRITION (GHACCSSUN) MEMBERSô AND STAKEHOLDER CONSULTATION 

ON THE NATIONAL NUTRITION POLICY  

AT ERATA HOTEL, ACCRA  

ON THURSDAY 22
ND

 AUGUST, 2013 
 

PROGRAMME 

 
TIME  EVENT RESPONSIBILITY  

9:30am-10:10am Registration of Participants HAG 

10:10am-10:15am Introduction of Chairperson Audrey Baffuor 

10:15am-10:20am Chairpersonôs acceptance speech and opening 

remarks 

Chairperson  

10:20am-10:30am Welcome Address Coordinator, GHACCSSUN 

10:30am-10:40am Statement by the UN Participation Organization 

(PO) 

World Food Program (WFP) 

10:40am-11:00am Presentation on the current nutrition situation in 

Ghana with facts and figures 

Mrs. Wilhelmina Okwabi, 

Director, Nutrition Department, 

Ghana Health Services 

11:00am-11:30am Status report on Ghanaôs CSOs platform in the 

context of SUN implementation process in 

Ghana 

Nana Ayim, Coordinator, 

GHACCSSUN 

11:30am-11:50am Presentation on multi-sectoral approach for 

tackling nutrition problems globally and in 

Ghana 

MRS. Victoria Wise,  

UN REACH Facilitator 

11:50am-12:10pm Tea Break  

12:10pm-12:30pm Overview of the National Nutrition Policy Dr. Frank McAvor 

12:30pm-1:00pm Membersó contribution to the policy (plenary) All Members 

1:00pm-1:30m Lunch  

1:30pm-3:00pm Syndicate group discussions on the four (4) 

topics for discussion focusing on four thematic 

areas of the nutrition policy: 

1. Nutrition sensitive sectors such as care, 

hygiene, environment, social protection 

and education 

2. Food security and food safety 

3. Coordination, enabling environment, 

roles and responsibilities 

4. Monitoring and Evaluation 

 

3:00pm-3:10pm Tea Break  

3:10pm-4:20pm Report from the syndicate group discussion on 

the National Nutrition Policy 

Group Leaders 

4:20pm-4:50pm Highlights of CSOs nutrition policy dialogue 

report (draft) 

Rapporteurôs draft report 

4:50pm-4:55pm Chairpersonôs Closing Remarks  

 

 

The consultation meeting was well attended by all stakeholders involved (see Appendix A 

attached) as well as those concerned in scaling up of nutrition in Ghana.   

 

 



Opening Prayer 
 

The MC/Facilitator of the consultative meeting in the person of Dr. John Azu, invited Ms. Esther 

Tawiah who delivered the opening prayer at 10:21am. 

 

Background  

 

Ghana has made great strides in health and economic gains, and there are ongoing efforts to 

sustain this growth.  Available data, however, show persistently high rates of undernutrition.  

Three in 10 women and 8 in 10 under-five years of age in Ghana suffer some form of 

undernutrition including stunting, wasting, anaemia and deficiencies in iron, iodine and Vitamin 

A.  for the current and future generations, further gains in economic growth, agriculture, 

education and health will depend on nutrition. 

 

Objectives 
 

1) Reduce child malnutrition 

2) Prevent and control Vitamin A, iron and iodine deficiencies 

3) Ensure household food security 

4) Reduce infant, child and maternal mortality 

 

Ms. Audrey Baffour was called upon to introduce the chairman for the occasion in the person of 

Hon. Kwabena Appiah Pinkrah, Co-Chair of Parliamentarians Against Hunger and Malnutrition 

Caucus. 

 

Chairmanôs Opening Address 

 

The chairman thanked the organizers for giving him the opportunity to chair this august 

occasion.  He also indicated that it is the prior responsibility of Civil Society Organizations 

(CSOs) to ensure that the policy document is put in place to the letter and again, ensure that the 

process of scaling up nutrition is adequately resourced.  The CSOs are to seriously involve 

development partners and other donors in the implementation of their programmes. 

 

He reiterated that it was very necessary that Civil Society Organizations would critically look at 

the national nutrition policy and come up with fruitful suggestions and recommendations that 

would enable government to implement the policy with all the seriousness it deserves. 

 

 

Welcome Address 

  

The welcome address was given by Nana Ayim Poakwah, Coordinator of GHACCSSUN.  He 

informed participants that as members of Civil Society Organizations, they have opportunity to 

deliberate on a very sensitive document, the National Nutrition Policy and to provide alternative 

views where appropriate to guide its implementation.  He averred that the policy reveals that 

Ghana can no longer afford to have high prevalence rates of undernutrition and gives the 

justification for increasing investment in scaling up nutrition interventions in Ghana.  ñThe 



policy seeks to address some of the strategic challenges at hand and spells out the strategies for 

increased financial and human resource investment in all sectors of nutrition however it has not 

given much priority for an enabling legal framework to strengthen its implementationò. Nana 

Ayim indicated in his welcome address.  

 

To this end, he went on to inform members that investing in nutrition can improve several key 

development outcomes in Ghana including child survival, educational achievements and 

ultimately more economic productivity. 

 

 

Presentation on the current nutrition situation in Ghana with facts and figures 

 

The above presentation was delivered by Mrs. Wilhelmina Okwabi, Director, Nutrition 

Department, Ghana Health Service.  The presentation mainly focused on the following areas:- 

 

Goal and Areas of focus 
 

Vision: To ensure that all persons living in Ghana are well nourished. 

Goal: To contribute to the reduction in morbidity and mortality through the promotion of healthy 

diet and lifestyle and  the prevention and control of protein-energy malnutrition (PEM), over-

nutrition and its attendant diet related problems, and micronutrient deficiencies. 

 

Objectives 

 

Å To improve awareness and knowledge on nutrition issues  

Å To improve infant and young child nutrition  

Å To promote improved management of malnourished children/persons  

Å To prevent/control micronutrient deficiencies (due to iodine, iron and Vitamin A)  

 

Priorities/Planned Activities 

 

Å Improve knowledge and skills of service providers in nutrition behaviour change 

communication.  

Å Improve utilization of selected community based health and nutrition services for 

children  U2 and PG women in selected districts  

Å Strengthen Management of Severe Acute Malnutrition (SAM) by integrating Community 

based Management of Severe Acute Malnutrition (CMAM) and NACS into the health 

delivery system and ensure quality services for the management of SAM and PLHIV/TB 

clients. 

Å Strengthen efforts in the promotion of universal salt iodization (USI).  

Å Accelerate institutionalization of routine VAS to children and review policy on maternal 

VAS.  

Å Intensify efforts in anaemia control in Pregnant women, adolescents, Pre School children 

and Children of School Going Age  

Å Sustain efforts on the fortification of wheat flour and vegetable oil  



Å Strengthen communication on healthy diet and lifestyle for various developmental stages 

incl. IYC 

Å Participate in National Codex Committee/Technical Committee meetings.  

 

Achievements ï Infant And Young Child Nutrition  
 

Å The child nutrition campaign launched in May 2012 with the theme óEating Healthy for 
Goodlifeô   

ï The priority audience of this intervention is mothers and caregivers of children 

under five. 

ï Media campaign focuses mainly on the 6-9 months   

ï Basic concept introduces five local Ghanaian animated ñSuperherosò that 
represent the three food groups, breast milk and a grandmotherly character -Super 

Nana  

Å Season 4 of the Goodlife Game show ï a TV quiz series on health, including nutrition.  

 

Child Nutrition Campaign -2012 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Achievements: 

 

Trial for the Reduction of Infant Undernutrition through Modified Feeding 

 

Å TRIUMF study in Mfantseman and AAK districts in the CR-Plan Ghana to test the 

efficacy of a food supplement for infants and young children, to improve child nutrition.    

Å The GHS will provide the following:   

ï Provide access to growth monitoring and promotion clinics/sites in selected 

regions for efficacy study and baseline data collection  

ï Work with study team on health volunteer recruitment and training (at site), for 

data collection, nutrition counselling and monitoring  



ï Develop/identify behaviour change communication materials Participate and 

interact with study team as required through a technical advisory committee.  

 

Achievements ï Scaling Up Nutrition (SUN) 
 

Å Inauguration of Cross Sectoral Planning Group (CSPG) on nutrition 

Å PROFILES communication materials have been developed for nutrition  advocacy  

Å Nutrition policy being formatted by technical working group for validation by 

stakeholders.  

Å Inventory on IYCF documents and review in progress.  

Å Advocacy: Nutrition PROFILES communication materials for various targets developed  

ï Briefs on: nutrition and health; nutrition and education; nutrition and agriculture; 

Frequently Asked Questions (FAQs). Overview of Nutrition PROFILES  

 

Achievements ï Micronutrient Deficiency Control  

 

Å Achievements of high-dose supplements remains the principal strategy for controlling 

vitamin A deficiency through all contacts with health facilities including EPI/Child 

Welfare Clinics(CWC), Sick Child visits , Post natal clinics and Child Health Promotion 

Week  

Å Strategy for strengthening routine Vitamin A Supplementation being developed 

Å High Yielding Orange Fleshed Sweet Potatoes.  

Å Fortification: On-going monitoring and Post Market Surveillance in collaboration with 

Food and Drugs Authority 

 

NMCCSP Implementing Regions 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Coverage by regions (38) in the North @ March, 2012 
 

 
 

Coverage by regions (38) in the North @ March, 2012 
 

 
 

Challenges 
 

Å Non-functioning   DACôs and CICôs 

Å Volunteer Motivation 

Å Delayed/Non- Reporting  

Å Challenges with data: 

Data quality continues to improve in terms of completeness, accuracy and consistency-though needs to be 

improved more.  

Å Need to strengthen system that ensures the twice-a-year dosing   

Å Inadequate funding to procure logistics such as scissors and Zip-lock bags for capsules re-

bagging 
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Å Inadequate funding for demand creation and strengthening the routine system and channel for 

VAS distribution 

Å Inadequate dietary intervention efforts 

Å Poor monitoring 

 

SOME INFORMING INTERVENTIONS 

 

 
 

Height-for-age is defined as children who fall 2 standard deviations below the median of the 

reference population. 

 

Breastfeeding Trends 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Exclusive Breastfeeding Target is 70% by 2012 
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Some reduction in malnutrition rates, but still more than 1 in 5 children in Ghana are stuntedé.  

 

 
 

Malnutrition still remains a severe issue for children under 5 years  

× Malnutrition - the main underlying contributor to high child mortality in Ghana.   

× 40% of childhood deaths are due to malnutrition. 

× Factors: 

o Insufficient access to food 

o Inadequate maternal and child caring practices (particularly poor breastfeeding practices) 

o Insufficient access to safe water and sanitation 

o Poor health care.  

 

Wide disparities in malnutrition across regions and poverty quintiles - Stunting  
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Nutritional Status of Children under -5 yrs  
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Background: contributory factors  

 

Å Inadequate public education on determinants of malnutrition such as:  

Á not breastfeeding/poor breastfeeding/difficulties with breastfeeding techniques 

Á early supplementation/replacement of breast milk with poor quality supplements or 

inadequate replacement feeding.  

Á suboptimal complementary feeding practices 

Å Poor capacity and skills of technical staff  

Å Low coverage of proven interventions 

 

Draft  SUN Framework 
 

Å Scale up of evidence-based, cost effective interventions  

Å Strengthen mainstreaming of nutrition into planning processes at national, sector and 

district levels 

Å Strengthen operational capacities ï dialogue, , planning, programming ï esp. Budgeting, 

monitoring and evaluation  

Å Capacity building/human resource 

Å Multi -sectoral Coordination  using the CSPG 

Å Research, especially impact evaluations and consumption surveys 

Å Communication/Advocacy 
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Overview of LI 1667 

 

Breastfeeding Promotion Regulations 2000 

Advantages of breastfeeding 

 

 
 

 

 

Differences in the quality of proteins in different milks 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Breast milk in the second year of life 

 



 
 

 

Disadvantages of artificial feeding 

 

Å Interferes with bonding 

Å More diarrhoea and persistent diarrhoea  

Å More frequent respiratory infections 

Å Malnutrition; Vitamin A deficiency 

Å More allergy and milk intolerance 

Å Increased risk of some chronic diseases 

Å Obesity 

Å Lower scores on intelligence tests 

Å Mother may become pregnant sooner 

Å Increased risk of anaemia, ovarian cancer, and breast cancer in mother  

Å Artificially fed infants consume 30,000 more calories than breastfed infants by 8 months 

of ageò (equivalent to 120 Mars bars - 4 a week). Student Study Guide KG Auerbach, J 

Riordan 1993 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Breastfeeding and prevalence of obesity in childhood 

 

 
 

 

 

 

 

Brief History: 1988 - 2000 

 

Å 1988 ï Meeting of interested individuals, GINAN, Minister for Health and other key 

officials of MOH 

Å 1989 - Formation of Code drafting committee 

Å 1989 ï Presentation of first draft at a national workshop 

 

 

1989 - 2000 

 

Å Review and redrafting 

Å Advocacy 

Å Consensus building 

Å Contributions from national and international stakeholders 

Å Presentation to parliament 

Å 9
th
 May 2000 ï Adoption 

 

Basis 

 

Å International Code of Marketing of Breast milk Substitutes (May 1981) 

Å Relevant World Health Assembly Resolutions 

Å Country specific provisions included 

Å It is a subsidiary legislation under the Food and Drugs Law, 1992 
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Aim of the Code 

 

Å To contribute to the provision of safe and adequate nutrition for infants by 
 - protecting and promoting breastfeeding 

- ensuring proper use of Breast-milk substitutes when necessary on the basis of adequate 

information & through appropriate marketing and distribution 

 

Scope 

 

Å ñDesignated productò 
 - infant formula 

 - other products presented as suitable for feeding infants up to 6 months 

 - follow-up formula 

 - feeding bottles 

 - teats and pacifiers 

 - ña product so designated by the Ministerò 

 

Promotion, Information and Educational Materials ï 1, 9 

 

Å General prohibition of promotion in health care facilities and in public places 
- Promotional practices include adverts, special sale devices, direct or indirect contact  

- Distribution of free samples and informational materials* 

- Prohibits sale in health facilities but not in public places 

 

Donations ï 3, 5, 6 

 

Å Prohibits donations of 
 - designated products to health personnel and facilities 

 - equipment or material by manufacturers to facilities without Ministerôs approval 

 - gifts (cash/kind), sponsorships, grants to health personnel  

 

Sponsorship - 6 

 

Å Prohibits fellowship and sponsorship 
 - to health personnel 

 - for a meeting 

 - for research 

 - it is an offence to offer or receive 

 

Labeling ï 2, 10, 11, 12 

 

Å Packaging and expiry dates 

Å Messages promoting breastfeeding 

Å Messages on dangers of not breastfeeding 

Å Appropriate information on preparation  

Å Feeding bottles and teats 



Å Labels on condensed milk 

 

Roles and Responsibilities 

 

Å FDA ï to ensure compliance to the LI 

Å Health personnel ï to support, protect and encourage breastfeeding 

 

Offences and Penalties 

 

Å Violation is criminal 

Å Fine: Not exceeding 5million cedis  

 or  

 imprisonment for not more than 12months 

 or  

 both 

 

The LI and HIV/AIDS  

 

Å The LI is still relevant  

Å Ensures provision of safe replacement feeding 

Å Prevents spill over to infants of HIV negative mothers  

 

CONFLICT OF INTERESTS  

 

Why We Talk About It?  

 

Å Industry is entering into national policy and 

Å planning, program implementations 

Å New methods of ñgetting in bedò is this 

Å philanthrocapitalism venture PPPs 
Å PPP: the new hybrid that is being presented as a panacea for development and poverty 

reduction 

Å Might result in loss of independence in holding industry accountable 

 

How Does All This Affect Breastfeeding/IYCN 

 

Å Painting a positive image of the industry makes it easier to push their products and 

increase the profits 

Å Deregulations are increasingly called upon in the area of child nutrition 

Å Increased influence on health workers in the use substitutes 

 

Actions 

 

Å Mobilize action at country level 

Å Get information on conflicts of interests  

Å Examine PPPs 



Å Come together to Monitor what international organizations are doing on PPPs 

Å Demand transparency in public interests 

Å Feedback for global solidarity 

 

What we can do? 

 

Å Same type of pressure or even more needed now 

Å Indicators falling: 

ï Exclusive breastfeeding rate 

ï Early initiation of breastfeeding (23% reduction in infant mortality) 

 

Presentation on the current nutrition situation in Ghana with facts and figures (contôd) 

 

Á gives an introduction to the policy document 

Á launches into a short background which gives the justification for investing in nutrition 

 

It also gave specific situational report on the following issues:- 

Á Situation Analysis 

Á Prevailing nutrition problems, their magnitude distribution and trends 

Á Nutritional Status Trends 

Á Micronutrient Deficiency among Women and Children 

Á Sub-optimal Infant feeding practices 

Á Overweight 

Á Food Security 

Á Food Safety 

Á Water Sanitation and Hygiene 

Á Some proven effective interventions 

Á Specific gaps and challenges to be addressed 

Á Policy Framework 

Á Policy Objectives 

Á Guiding Principles 

Á Policy Measures 

Á Institutional Arrangements 

 

Presentation on multi-sectoral approach for tackling nutrition problems globally and in 

Ghana 

 

Mrs. Victoria Wise, UN REACH Facilitator, made her presentation on multi-sectoral approach 

for tackling nutrition problems globally and in Ghana.  She highlighted on the following issues in 

her graphic presentation: 

 

National Population 

 

The National Population is 24,658,823 (2010 Population Census) 

Ghana Total Population: 25,199,609 (July 2013 est.) 

 



 
 

 

Women of reproductive age and children under 5 years are the priority to achieve 

improved nutrition outcomes 

 

 

 

 

 

 

 

 

 

 

 

 

 

Ghanaôs nutrition progress has been slow and inconsistent. Serious nutrition challenges 

needs attention 
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Malnutrition Snapshot 

 

Anthropometric Measures 1988 - 2011  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Prevalence of wasting for children < 5 has increased in four regions since 2003 

 

1988 1993 1998 2003 2008 2011

Stunting 30 26 30.5 29.9 28 22.7

Underweight 31 27.4 25 22.1 13.9 13.4

Wasting 7.5 11.4 10 7.1 5.3 6.2
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National Trends in Child Malnutrition in Ghana, 2008 ς 
2011  
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Trends in Nutritional Status of Children under 5 years 

1988 1993 1998



 
 
Wasting ï Regions above national average (2011 MICS)  

National: 6.2, Ashanti: 6.6, Eastern: 6.8, Upper East: 7.2, Western: 7.7, Northern 8.1,  

Volta: 8.5, Upper West: 9.2  

 

Prevalence of stunting remains high in every region 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
2011 MICS 

National Average: 22.7, Central: 23.1, Upper West: 23.1, Upper East:31.5  (in 2003 was 31.7 ï 

hasnôt moved), Northern: 37.4  
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Raw numbers: How many children are we talking about? 

 

Estimated total number of children below 2 sd of height-for-age, weight-for-height and weight-

for-age, 0-59 months by region in Ghana 

 

  STUNTING  MAM  UNDERWEIGHT  

  

Prevalence 

within 

region 

Number 

of 

children 

Prevalence 

within 

region 

Number 

of 

children 

Prevalence 

within 

region 

Number 

of 

children 

National 22.7% 815,736  4.8% 172,414  13.4% 481,323  

Western 22.6% 77,936  7.7% 26,553  14.3%   49,314  

Central 23.1% 72,180  5.4% 16,873  13.5% 42,183  

Greater Accra 13.7% 79,427  3.1% 17,973  8.3% 48,120  

Volta 22.2% 69,126  8.5% 26,467  10.9% 33,940  

Eastern 21.3% 81,994  6.8% 26,177  10.5% 40,420  

Ashanti 21.7% 152,042  6.6% 46,243  11.9% 83,378  

Brong Ahafo 19.3% 65,312  3.2% 10,829  11.8% 69,035  

Northern 37.4% 136,902  8.1% 29,650  24.2% 88,584  

Upper East 31.5% 48,180  7.2% 11,013  20.0% 30,590  

Upper West 23.1% 23,216  9.2%   9,246  15.0% 15,075  

Prevalence rates based on MICS 2011.  Number of children: projected for 2013 using 2010 population census 

* expected population growth. 

 

 

Nutrition Framework  
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Immediate Causes of Malnutrition  

 

Å High rates of disease 

Å Malaria 

Å Respiratory Infections 

Å Measles 

Å Diarrhea  

 

Å Inadequate dietary intake 

Å Not consuming adequate amounts of energy  and nutrient dense foods to meet 

basic nutritional requirements.  

 

 

Consumption by major food groups:  Ghana (kg/per capita/ year) 

 

 

 
 

 

Food Security 

 

Å The Upper East region has the highest proportion of severely and moderately food 

insecure households (27%).  

Å In the Northern and Upper West regions 10% and 16% of households respectively are 

severely or moderately food insecure.  

Å Some districts have over 30% of the households either severely or moderately food 

insecure.  
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Diet Diversity 

 

Å Nationally - Ghanaian diet considered very healthy and varied nearly daily vegetable and 

fish/seafood consumption. 

Å Maize and millet are the cereals most frequently consumed at an average of 4.2 days 

followed by wheat/bread (3 days) and rice (2.8 days). 

Å Cassava is eaten more often (3.7 days) than other roots and tubers, such as cocoyam and 

yam (2.6 days).  

Å Meat consumption, including animal products such as eggs and diary, is very low with 

less than 2 days a week: red meat is only eaten about 1.2 days and poultry just about 0.8 

days. 

Å Fruits and vegetables consumption is very low.  

 

 

Micronutrient Deficiencies 

 

Vitamin A deficiency  Consequences: 75.8% > 5 years 
 

Å Can compromise immunity and lead to preventable blindness 

Å Increased risk of mortality 

Å Reciprocal relationship with measles, a leading cause of death among young children  

 

Iron Deficiency (anemia) Consequences:  
 

Å Reduced immunity 

Å Increased risk of maternal mortality and perinatal mortality 

Å Intrauterine growth retardation 

Å Premature births 

Å Reduced cognitive and psychomotor development 

Å Reduced ability to concentrate/ scholastic performance 

Å Fatigue, reduced physical capacity/ activity levels 

 

Iodine deficiency Consequences:71.3 % school aged children  
 

Å Goitre (swelling of thyroid gland) 

Å Stillbirth or miscarriages 

Å Impaired cognitive development/capacity, leading to mental retardation in severe cases, 

including Cretinism 

Å Deaf-mutism  

 

 

 

 

 

 

 



Anemia rates in children remain high across the country, but significant progress has been 

seen across Ghana EXCEPT in the three northern regions 

 

Å In fact, anemia rates went up in Upper West region.  

 

 
 

 

Anaemia rates in women of reproductive age are high across the country 

 

Å Western, Central, Ashanti, Northern and Upper West regions are at or exceed 60%.  
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In women of reproductive age, pregnant and lactating women are more likely to be iron 

deficient (anemic) 

 

Å National average for anemia and maternity status  

 

 
 

 

Household use of iodized salt is on the rise, but on average, only 35% of households are 

meeting the recommended level 

 

Å Most regions fall below the national average, with Northern, Volta and Upper East 

regions with greatest room for improvement.  
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Poverty and Stunting: Children in the middle and lowest two wealth quintiles are more 

likely to be stunted 

 

Å In 2003, 41.8% of children in the poorest quintile were stunted.  

Å By 2011, 33.2% of children in the poorest quintile were stunted, well above the national 

prevalence rate of 22.7% 

Å In 2011, 11.6% of children in the wealthiest quintile were stunted.  

 

 
 

 

Underlying causes at the household and community 
 

Å Insufficient access to Food 

Å Optimal feeding practices for infants and young children (knowledge, time 

constraints, enabling environment) 

Å Production/processing/storage constraints 

Å Lack of markets 

Å Economic means 

Å Cultural beliefs and practices 

 

Å Inadequate maternal & child CARE practices 

Å Diet and work load of pregnant/lactating women 

Å Prenatal and antenatal visits 

Å Treatment and Wellness visits for child (growth monitoring, vaccination, disease) 

 

Å Poor water, sanitation & inadequate HEALTH services 

Å Access to clean water 

Å Improved sanitation  
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Care 

 

Children under 6 months  

 

 
      Only 30% of children under 5 are benefitting from optimal feeding practices 

 

Children whose mothers have some form of education are less likely to be malnourished 

than those whose mothers have little or no education 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Education and Stunting Linkages 

-Mothers education 

-Literacy rates - female vs male?  Or all literacy remains low? 

According to the 2008 MDG Report Ghana (published April 2010)  

ñIn 2008, malnutrition was found to be associated with the motherôs education. Children whose mothers have 

some form of education were less likely to be malnourished than those whose mothers have little or no 

education.ò  
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Literacy and Stunting: Stunting is highest in the region where literacy is lowest 
 

Northern region has the lowest female literacy and highest child stunting rates.  

 

 
 

From 2006 to 2011, literacy rates declined across the nation and in nearly every wealth 

quintile  
 

Female literacy remains lower than male literacy rates.  

Male: 75.4% (2006) Ą 71.3% (2011)  Female: 67.9 % (2006) Ą 61.4 % (2011)  

 
Poorest quintile shows improvement in literacy (for male and female). 

Males in poorest and second quintile both showed literacy improvements. 
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MDG 7 Target Achieved: 80% of population with improved source of drinking water 
 

 

 

 
5 Regions are: 

Western, Volta, Eastern, Northern, Upper East 

Worst: Volta (61.8), Northern (68.4), Western (71.5), Eastern (76.5), Upper East (78.3)  

 

MDG 7: Access to improved sanitation (unshared) has increased slightly since 1990  
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Proportion of the population with NO sanitation facility is quite high in the three northern 

regions 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sanitation and Stunting: Stunting is highest in the regions where sanitation facilities are 

least abundant 
 
The three northern regions widely practice open defecation and have the highest rates of stunting.  
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Half as many rural households have a place for handwashing (with soap and water) as 

urban households 
 

There is an urban ï rural divide in soap 

 

 
 

Remember:  

Undernutrition is not the only form of Malnutrition  
 

Childhood overweight and obesity on the rise  
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Overweight/obesity in children <5 by region and residence 
 

Currently, there does not seem to be an urban-rural divide. 

 

 
 

The prevalence rates in urban v. rural are not remarkably different: 

Urban 2.4% +/- .3 % 

Rural 2.8% +/- .3%  

 

Nationally, 30% of Ghanaian women of reproductive age are overweight or obese 
Å In every region ï except the three northern regions ï Ó25.0 BMI prevalence exceeds 

20%.  
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Overweight/obesity is NOT just an urban / wealth problem 
 

Prevalence exceeds 20% in rural, middle income and those with no formal education 

 
 

Proven effective multi -sector nutrition actions.  

The challenge is to scale them up 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Improved governance and management of nutrition actions:  

Å   Coverage ï Equity 

Å   Quality/Effectiveness of implementation 

Å   Capacity to sustain 

Å   Critical inter-sectoral linkages, where needed  
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OVERVIEW OF NATIONAL NUTRITION POLICY  (2013 ï 2017) 
 

Background 

 

Having noted that the Food Security and Nutrition Policy of the past decades did not give 

adequate attention to nutrition programmes and services, the Government of Ghana has drafted a 

National Nutrition Policy . The draft policy document articulates that adequate nutrition is a 

developmental issue and a pre-requisite for human development. The policy therefore should be 

viewed as government tool for costing and mobilizing an integrated nutrition plan; standardizing, 

coordinating and improvement of the quality of nutrition services delivery. 

 

The  Overall Policy Goal 
 

The goal of the NNP is to ensure optimal nutrition of all people living in Ghana to enhance 

capacity for economic growth and development. 

 

National Nutrition Policy 2013-2017 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Policy Objectives 

 

Ç To reposition nutrition as a priority development issue. 

Ç To ensure optimal nutrition among all people living in Ghana. 

Ç To increase capacity to deliver effective interventions for addressing priority nutrition 

problems 

Ç To  ensure  effective  co-ordination,  integration,  and  implementation  of  nutrition 

interventions in Ghana.  

Ç To strengthen research, monitoring and evaluation in nutrition programs in Ghana.  

 



Scope 

 

   The National Nutrition Policy will guide  

Å the implementation and provision of  nutrition services, interventions, programmes and 

projects in the country for a period of five years running from July 2013 to June 2017.  

Å the Policy is intended to create awareness on the magnitude of the nutrition problems and 

their impact on the individual, household and national economic development, growth 

and prosperity. 

Å galvanize the nation towards the achievement of acceptable or adequate levels of 

nutrition for women and children improve child survival, growth and development and 

human capital development, which are fundamental prerequisites for economic growth. 

 

Situation Analysis: Overview of Nutrition in Ghana 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Relevance of Civil Society in National Nutrition Policy Making Process 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NNP is to ensure 

optimal nutrition to 

enhance capacity for 

economic 

development 



Policy Statements 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A healthy Mother and Daughter 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Promotion of healthy 
diets and lifestyles 

Eliminate  the  occurrence  
of  severe  acute  
malnutrition  

Ensure nutrition is 
integrated into the 
prevention and 
management of disease 

Obesity and Diet-
related Non-
Communicable 
Diseases 

F 

G 
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ωNutrition as a priority A 

ωEnsure optimal infant and young 
child feeding B 

ωEnsure all school-age children 
and adolescents have access to 
adequate nutrition 

C 

ωNutrition of pregnant and 
lactating women 

 
D 

ωPrevention and control of 
micronutrient deficiencies E 


