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Fill the Nutrient Gap (FNG) is a situation analysis 
and decision-making tool developed by World 
Food Programme (WFP) with inputs from 
University of California, Davis; International Food 

Policy Research Institute (IFPRI); Epicentre; 
United Nations Children’s Fund (UNICEF); Harvard 

University; and Mahidol University.  

It identifies context-specific strategies for 
improving nutritional intake of vulnerable 
populations, especially during the first 1,000 
days. FNG uses secondary data review and linear 
programming analysis to understand a country or 
region’s nutrition situation, compare the potential 

impact of interventions, and identify programme 
and policy entry points to ensure consumption of 
an adequately nutritious diet.  

The FNG Ghana team1 (Fig. 1) met in November 
and December 2015 to launch the FNG process 
(Fig. 2) and identify the focus of analysis. The 
team mapped available data, reviewed national 

policy and secondary data, and ran linear 
programming analysis using Cost of the Diet 
(CotD) software. Stakeholders met again in April 
2016 to discuss the findings and potential 
interventions for filling nutrient gaps.  

1) Define Focus 
The target groups for analysis were identified in 
collaboration with stakeholders. They were based on 
consideration of current malnutrition characteristics 
across Ghana.  

 

Fill the Nutrient Gap Key Steps 
1) Define Focus: Identify target groups and geographical and/or seasonal elements from stakeholder  

consultation and national nutrition data. 

2) Policy Analysis: Determine if there is an enabling environment for access to, and availability of, nutritious 

foods, and identify relevant entry points and platforms for increased availability and access to nutrients. 

3) Analysis of Nutrient Availability and Access: Analyse factors such as local preferences and practices, 

and estimate nutrient gaps for key target groups and context-appropriate interventions to fill nutrient gaps.  

4) Recommendations for Interventions: Identify roles for different sectors and stakeholders, and public 

platforms for policy and programmes. 

CHILDREN UNDER 5: 

 Stunting affects 19 percent of children under 

5 (Fig. 3). 

 Anaemia affects 70 percent of children under 

5 (Fig. 5).  

 Vitamin-A deficiency affects 17 percent of 

children under 12 months, and zinc deficien-
cy affects 69 percent.  

 Overweight is rising among children under 5.  

 
ADOLESCENT GIRLS (10-19 YEARS): 

 Early pregnancy and nutrient needs make 

adolescents a subgroup of Women of Repro-
ductive Age (WRA, 15-49 years).  

 

PREGNANT AND LACTATING WOMEN 
(PLW):  

 Forty percent of WRA are anaemic (Fig. 5). 

 Nearly 40 percent of WRA are overweight or 

obese (Fig. 4). 

 

FNG Ghana 

Team 

WFP 

National  

Government 

UN Agencies 

Other Partners 

Ghana CO, HQ Nutrition, RB 
Dakar 

Ghana Health Service, Agri-
culture, Social Protection 

UNICEF, WHO, FAO 

USAID, GIZ, University of 
Ghana, University of Devel-
opment Studies 

Fill the Nutrient Gap Ghana 
Summary Report 

1. Please see full report for a complete list of stakeholders from various sectors. 

Figure 1. Stakeholders involved in the FNG process Figure 2. The FNG process  
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2) Policy Analysis 

An enabling policy environment provides entry points 

for nutrition interventions and promotes eventual 

implementation. While Ghana has a wide range of 

policies and national programmes, coverage and 

compliance vary widely. Policies by entry point are: 

NATIONAL POLICY AND LEGAL FRAMEWORK: 

○ A multi-sectoral National Nutrition Policy (2013) 

has been drafted, but only elements specific to the 

health sector have been approved and put into 

effect.  

○ Compliance with mandatory fortification varies by 

region and is only 39 percent for salt (iodine; 

lower in the north), wheat flour (vitamin A, B 

vitamins, iron and zinc) and vegetable oil (vitamin 

A). 

○ The regulation of food quality and safety needs 

strengthening. 

FORTIFIED COMPLEMENTARY FOODS AND 

SPECIALIZED NUTRITIOUS FOODS:  

○ Regulation and monitoring of local production need 

strengthening, especially when produced in home 

kitchens.  

○ Public-private partnerships exist to increase 

availability and affordability: Kidifeed (Global 

Alliance for Improved Nutrition (GAIN) and Yedent) 

and TomVita (Affordable Nutritious Foods for 

Women).  

SOCIAL PROTECTION:  

○ Livelihood Empowerment against Poverty (LEAP) 

cash transfers are made to the extreme poor. 

○ The pilot of LEAP 1,000 is being scaled up; it 

targets PLWs and children under 15 months. 

 HEALTH AND NUTRITION SERVICES: 

○ At community level these services are Community-

based Health Planning and Services CHIPS, 

nutrition counselling, and growth monitoring.  

○ Supplementation with vitamin A is provided for 

children under 5 and lactating women. 

 SCHOOL MEALS: 

○ There is a National School Feeding Programme 

focused on deprived communities in all regions.  

○ Coverage is under 10 percent among children 

attending primary school.  

NUTRITION-SENSITIVE AGRICULTURE: 

○ The Ministry of Food and Agriculture promotes 

nutrition education through agricultural extension 

workers.  

○ An existing project promotes the orange-fleshed 

sweet potato. 

Figure 3: Stunting in children under 5 by region 

(Source: DHS 2014) 

< 20% 

= 20-29% 

= 30-40% 

Figure 4: Overweight in WRA by region 

(Source: DHS 2014) 

< 20% 

= 20-39% 

> 40% 

Figure 5: Anaemia prevalence in children under 5 and women by region (Source: DHS 2014) 
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Food and nutrition security in Ghana vary by sea-

son and region. During lean seasons food prices 

rise, especially in the regions of the north, and 

poorer households struggle to access food. This 

suggests the Minimum Acceptable Diet (MAD) 

may be particularly low at this time. Seasonality 

and affordability of complementary foods affect 

feeding patterns and care practices; affordable 

foods may not be perceived as healthy or conven-

ient.  

 

AVAILABILITY: 

○ Seasonality particularly affects dietary di-

versity for the poorest households which 

rely on their own food production.  

○ Local capacity for production of specialised 

nutritious foods exists, and ranges from 

industrial scale to home kitchen production.  

○ Locally available complementary foods are 

often fortified inadequately or inconsistent-

ly.  

○ Aflatoxin contamination is a persistent con-

cern for staples including maize and 

groundnuts.  

 

ACCESS: 

○ Regional variation is high, and Food Con-

sumption Scores (FCS) are generally higher 

in the south than the north.  

○ Seasonal effects are strong: one study 

found more than 50 percent of households 

in two regions of the north were unable to 

provide three meals per day for all mem-

bers during the lean season.  

○ Market access is poor in many regions with 

up to three days of travel required in some 

areas.  

 
NUTRIENT INTAKE: 

○ Nearly all children are breastfed, but prac-

tices are sub-optimal: 

○ Early initiation is 60 percent; 

○ Fifty-two percent are exclusively breastfed 

(0–5 months); and 

○ Duration falls short of the recommended 24 

months (90 percent breastfed until 12–15 

months). 

○ The MAD in children is very low, reflecting low 

dietary diversity (Fig. 6).   

 

 

 

 

 

 

 

○ Children under 2 and women have difficulty 

meeting the nutrient requirements for calcium, 

zinc, B vitamins, and iron (and vitamin C for 

the children).  

○ Supplementation coverage often varies by re-

gion and urban/rural locality (Table 12).  
 

 

 

 

 

 

 

 

LOCAL PREFERENCES AND PRACTICES: 

○ Cultural food taboos vary by region and include 

no eggs for children or PLW, and no plantains 

for lactating women.  

○ Local beliefs sometimes dictate delaying the 

introduction of solid foods until a child can 

walk.  

○ Health workers, followed by mothers, influence 

decisions on infant and young child feeding.  

GHS  

programme 

Children  

(6-59 months) 

Women 

Vitamin A 65% 68% (postpartum) 

Iron Folate  ≤89%2 (≥90 days) 

Deworming 38% 39% (pregnant) 

Not national 

programme 

  

Iron 24%  

Minimum Meal  
Frequency 

Minimum Dietary 
Diversity 

Minimum  
Acceptable Diet 

2. Please see full report for more information on measures of iron supple-

mentation among women. 

Figure 6. The percentage of children receiving a Mini-

mum Acceptable Diet in Ghana (DHS 2014) 

Table 1. Coverage of Vitamin A, iron folate and iron 

supplementation and deworming (DHS, 2014)  
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○ Barriers to Specialized Nutritious Food (SNF) us-

age are cost, acceptability of the product 

(including taste) and convenience (access and 

time requirements for preparation). 

○ Cost and time constraints mean women return to 

work soon after giving birth, impacting breast-

feeding and complementary feeding. 

○ Influencers are husbands, grandmothers and 

health workers.  

○ Barriers are women’s lack of time, cost of appro-

priate foods and insufficient knowledge. 

 

Modelling Dietary Improvement 

 

Affordability modelling and intervention recommen-

dations were informed by the secondary data on 

availability and access, actual nutrient intake and 

influencing cultural factors. Results from two linear 

programming analyses were used to examine wheth-

er optimised diets with locally available foods could 

meet nutrient needs for target groups.  

 

An Optifood analysis for children 6–23 months in two 

sites found that the current dietary patterns make it 

difficult to meet nutrient needs using local foods. Im-

proving availability of affordable nutrient-dense foods 

in these areas has the potential to improve the cur-

rent nutrient intake of this target group.  

 

CotD analysis was conducted using secondary data 

on market prices from the Ministry of Food and Agri-

culture and household composition and expenditures. 

The software calculates the lowest cost locally availa-

ble diet that meets nutrient needs when adjusted to 

incorporate local staple food. This is known as the 

Staple Adjusted Nutritious Diet (SNUT).  

 

Maize, cassava and plantain were staples in all re-

gions. Regional unaffordability of SNUT ranged from 

10 percent (Greater Accra) to 78 percent (northern 

region), with correlation between unaffordability and 

stunting prevalence. The nutrients that target groups 

had difficulty meeting requirements for were vitamin 

A, calcium, and iron. 

 

Four types of potential interventions to improve af-

fordability were modelled based on the secondary 

data analysis, current or planned national interven-

tions, and stakeholder suggestions.  

 

The north and south were analysed separately given 

the higher rates of stunting under 5s in the north and 

the larger average household size, and the higher 

rates of overweight women in the south. The most 

effective interventions for each target group were:  

 

○ Children 6–23 months: of seven specialised nutri-

tious foods modelled based on analysis of local 

markets, vouchers for Kidifeed led to the greatest 

reduction in cost of SNUT, from Ghana Cedi 

(GHS) 0.30 to 0.11 in the north and GHS 0.61 to 

0.13 in the south (Fig. 7). 

○ Adolescent girls: in the north, vouchers for Multi-

ple Micronutrient Tablets (MMT) reduced the cost 

of SNUT from GHS 6.99 to 2.53 (Fig. 8). 

○ PLW: in the north, vouchers for SuperCereal Plus 

(SC+, a fortified supplementary food) reduced 

the cost of SNUT from GHS 3.89 to 3.13; in the 

south, vouchers for locally available nutritious 

foods reduced the cost of SNUT from GHS 5.89 to 

3.66 (Fig. 9).  

 

These interventions were combined to form packag-

es, as shown on page 8. The modelled diets are the-

oretical and would need to be accompanied by com-

plementary behaviour change interventions. Costs 

have been modelled from a household perspective. A 

next step would be to estimate programming costs 

from the non-market based options.  

 

4) Recommendations 

 

Recommendations were formulated during stake-

holder discussions and informed by the secondary 

data analysis and CotD modelling. They include pro-

gramme and policy measures to address access, 

availability and demand for nutrients and nutritious 

foods. The recommended actions have the potential 

to increase consumption of nutrient-dense foods, 

especially by vulnerable target groups.  

 

Recommended interventions are presented on pages 

9-10 and organized by entry point. An overarching 

recommendation is that following the approval of the 

health part of the National Nutrition Policy, the Cabi-

net needs to approve the other parts of the policy. 

Successfully launching the policy could act as a cata-

lyst to implement a series of interventions by differ-

ent sectors addressing nutrient gaps in vulnerable 

groups throughout Ghana.  

Locally available nutritious foods (vouchers) 

Specialized nutritious foods (in-kind) 

Fortified wheat flour and vegetable oil  (market) 

Cash transfers 

Interventions Modelled 

Recommendations 

Approve and implement the National  

Nutrition Policy  

Address demand, availability and access for 

nutritious foods and products for key target 

groups  
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Cost of the Diet Modelling 

Average cost of the diet for target groups in the northern and southern regions of Ghana with different 

interventions (Fig. 7: child 12–23 months; Fig. 8: adolescent girl; Fig. 9: PLW). 

Figure 7 

Figure 8 

Figure 9 
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Cost of the Diet Modelling 

Optimal intervention packages and their potential effect on economic access to nutri-

ents for vulnerable groups   

Southern Ghana  

In the south, an intervention package of one daily portion of Kidifeed for children 6–23 months and vouchers 

for one daily portion of fruit and egg for PLW, led to an average 10 percent reduction in the number of 

households that could not afford SNUT (Fig. 10). A cash transfer comparable to the amount provided by 

LEAP (38 GHS), reduced non-affordability by an additional 4 percent. Fresh foods and cash for PLWs were 

chosen due to high rates of overweight. 

Northern Ghana  

In the north, high costs for adolescent girls and general low income are responsible for high non-affordability 

of SNUT (Fig. 11). Non-affordability of SNUT was reduced from 78 percent of households to 44 percent by 

KidiFeed for children 6–23 months, a voucher for SC+ for PLW (selected due to the higher prevalence of un-

dernutrition) and an MMT voucher for adolescent girls. Non-affordability was further reduced to 35 percent 

by a cash transfer of 38 GHS. 

30% 

Non-Affordability with Intervention Package 1 in Southern Regions: Fortified Foods, 

Fruit/Egg Voucher for PLW and KidiFeed (Source: WFP Analysis) 

4% 
3% 

Greater Accra Western Ashanti 

12% 

28% 

17% 

11% 

15% 

7% 
6% 

0% 

5% 

10% 

15% 

20% 

25% 

30% 

Central 

Non-Affordability of SNUT Non-Affordability with Intervention Package 1 

Non-Affordability with Package 1 + LEAP CT Figure 10 

17% 

10% 

63% 

55% 

71% 

63% 

80% 78% 

 Non-Affordability in Northern Region with Four Intervention Packages  

(Source: WFP Analysis) 

60% 

70% 

20% 

30% 

0% 

10% 

SNUT 

50% 

40% 

Non-Affordability with Intervention and LEAP CT 

44% 

35% 

59% 

51% 

SC+ & MMT  

& Kidifeed 

Fruit/Egg & 

Kidifeed 

SC+ &  

Fruit/Egg 

Non-Affordability with Intervention 

SC+ &  

Kidifeed 

Non-Affordability without Intervention 

Figure 11 
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Summary of Recommendations by Entry Point  

(Developed with Stakeholders) 

○ Ensure the approval of the health part of the National Nutrition Policy, the other parts also need to 

be approved. 

○ Foster public-private partnerships. 

○ Formulate, endorse and monitor standards and regulation for complementary foods, fortified foods 

and snacks. 

○ Regulate the food environment around schools.  

○ Provide Social and Behaviour Change Communication (SBCC) for healthy diets and lifestyle, particu-

larly in schools. 

National Policy and Legal Framework 

Health 

○ Support and strengthen:  

○ iron and folic acid supplements;  

○ fortification of wheat flour, vegetable oil, iodized salt; 

○ counselling on Essential Nutrition Actions (ENA) and Infant and Young Child Feeding (IYCF);  

○ Targeted Supplementary Feeding Programme (TSFP) of PLWs in the north;  

○ malaria control.  

○ Explore new interventions:  

○ MMT for PLW;  

○ rice fortification;  

○ ENA & IYCF also through social protection/LEAP – emphasize quality diets to avoid overweight/

obesity; and  

○ increased access to nutritious foods through social protection, for example, vouchers. 

○ Undertake specific interventions for children under 5:  

○ continue vitamin A supplementation; 

○ strengthen growth monitoring;  

○ focus SBCC on home preparation of safe nutritious complementary foods;  

○ shift Moderate Acute Malnutrition (MAM) treatment to prevention of undernutrition, using blanket 

distribution of complementary foods in north and targeted distribution through social protection 

in the south. 

Education 

○ Improve school meals by:  

○ increasing menu planning for healthy diets;  

○ adding Micronutrient Powders (MNP) to school meals programmes including for secondary 

schools; and  

○ educating school caterers and cooks on nutrition and hygiene.  

○ Explore and strengthen nutrition education and physical education across all ages. 
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Agriculture 

○ Focus on small holder farmers needs:  

○ nutrition education;  

○ orange-fleshed sweet potato;  

○ increased access to agricultural inputs; 

○ improved post-harvest handling; and 

○ dry season gardening/homestead food production.  

○ Invest in Water harvesting and improved irrigation .  

○ Put bio-fortification in place. 

Social Protection 

○ Add nutrition objective to LEAP (for example, LEAP 1,000) and strengthen cash transfer by adding 

conditionality during the first 1,000 days (antenatal attendance, immunization, SBCC).  
○ Add vouchers for specific nutritious foods for children aged 6–23 months.  

○ Include People Living with Human Immunodeficiency Virus (HIV/PLHIV) and explore targeting spe-

cific groups such as adolescents with MMT. 

Infrastructure 

○ Increase access to markets by improving road infrastructure.  

○ Increase access to safe water at community level. 

○ Support increasing availability and affordability of nutritious foods for women, and community mill-

ing and fortification.  

○ Improve supply chain and cold storage of nutritious foods linking the Ministry of Food and Agricul-

ture, private companies and international organizations. 

○ Improve supply and quality of affordable complementary foods through markets in the south and by 

linking with social protection in the north (for example, stronger market segmentation). 

○ Create demand for good nutrition and healthy lifestyles, mixing traditional and mass media/social 

marketing channels. 

Market/Private Sector 

Community 

○ Focus on income generation. 

○ Focus on asset creation such as seasonal livelihood programming. 



Glossary:  

 

○ Cost of the Diet (CotD)  

○ Essential Nutrition Actions (ENA) 

○ Fill the Nutrient Gap (FNG) 

○ Ghana Cedi (GHS) 

○ Human Immunodeficiency Virus (HIV) 

○ Infant and Young Child Feeding (IYCF) 

○ International Food Policy Research Institute (IFPRI) 

○ Livelihood Empowerment against Poverty (LEAP) 

○ Micronutrient Powders (MNP) 

○ Minimum Acceptable Diet (MAD) 

○ Moderate Acute Malnutrition (MAM) 

○ Multiple Micronutrient Tablets (MMT) 

○ People Living With HIV (PLHIV) 

○ Pregnant and Lactating Women (PLW) 

○ Social and Behaviour Change Communication (SBCC) 

○ Specialized Nutritious Food (SNF) 

○ Staple Adjusted Nutritious Diet (SNUT) 

○ SuperCereal Plus (SC+) 

○ Targeted Supplementary Feeding Programme (TSFP)  

○ United Nations Children’s Fund (UNICEF) 

○ Women of Reproductive Age (WRA) 

○ World Food Programme (WFP) 

Special thanks to: 

 

○ Ajinomoto 

○ Cooperative for Assistance and Relief Everywhere (CARE) 

○ Deutsche Gesellschaft für Internationale Zusammenarbeit (GIZ) 

○ Food and Drug Administration (FDA)  

○ Ghana Ministry of Food and Agriculture 

○ Ghana Ministry of Health 

○ Global Alliance for Improved Nutrition (GAIN) 

○ Project Peanut Butter (PPB) 

○ Renewed Efforts Against Child Hunger and Undernutrition (REACH) 

○ United National Children’s Fund (UNICEF) 

○ United States Agency for International Development (USAID) 

○ University for Development Studies Tamale  

○ University of Ghana Legon  

○ Wageningen University 

○ World Health Organization (WHO) 



 

For more information please refer to “Fill the Nutrient Gap Report Ghana” 

Nutrition Division (OSN) 

World Food Programme  

Nutrition@wfp.org 

Via C.G. Viola, 68/70, 00148, Rome, Italy  


