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Abstract

Background
Severe wasting, defined as weight-for-height z-score below − 3 standard deviations according to the WHO Child Growth
Standards, reflects acute undernutrition and is associated with a substantially elevated risk of mortality among children
under five years. In Ghana, most studies of child undernutrition focus on stunting and single survey rounds. Evidence on
long-term trends and inequalities in severe wasting remains limited.

Methods
This is a secondary data analysis of harmonised Joint Child Malnutrition Estimates from nine nationally representative
Demographic and Health Surveys (1988, 1998, 2003, 2008, 2014, 2022) and Multiple Indicator Cluster Surveys (2006,
2011, 2017) in Ghana (n = 1,980–8,776 children aged 0–59 months per round). Weighted prevalence estimates with 95%
CIs were generated using standardised anthropometric definitions and design-based methods accounting for clustering
and stratification. Trends and inequalities were descriptively assessed by sex, age group, residence, household wealth
quintile, maternal education, and subnational region.

Results
National severe wasting prevalence declined overall from 2.1% (1988) to 1.2% (2022), with variation across survey
rounds (range 0.7% (2014)–2.8% (2003)). Across most surveys, persistent inequalities were observed by sex, residence,
age, household wealth, maternal education, and region. Prevalence was generally higher among male compared with
female children, rural compared with urban populations, and infants aged 6–11 months, and among children from poorer
households and those whose mothers had no formal education, with northern regions consistently showing higher
prevalence than southern regions. Illustrative differences include males vs females in 2022 (1.4% vs 0.9%), rural vs urban
in 2022 (1.5% vs 0.8%), poorest vs richest households in 2017 (1.9% vs 0.4%), and non-educated vs educated mothers in
2008 (3.9% vs 2.2%), with higher prevalence among infants aged 6–11 months (up to 6.7% in 2003) and in Upper East
(6.6% in 2003).

Conclusions
Despite an overall national decline, persistent socioeconomic and geographic inequalities in severe wasting remain in
Ghana. Strengthening harmonised and disaggregated nutrition surveillance is essential to guide equity-focused
interventions and accelerate progress towards World Health Organization and Sustainable Development Goal nutrition
targets.

Introduction
Severe wasting is a major public health concern as it represents a life-threatening form of acute undernutrition in which
children become dangerously thin for their height due to recent and rapid weight loss, often resulting from inadequate
food intake or recurrent illness such as diarrhoea (UNICEF, 2023). It reflects acute nutritional deprivation and serves as a
key indicator of child survival and health system performance globally [2]. Current estimates indicate that 42.8 million
children under five years are wasted, including 12.2 million who are severely wasted [3]. Severe wasting is the most
extreme form of acute undernutrition and is commonly associated with chronic poverty, food insecurity, poor diets,
inadequate water and sanitation, a high infectious disease burden, and constrained caregiving environments [1, 4, 5]. It is
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strongly linked to increased risks of morbidity and mortality in early childhood [1, 6] and is defined as a weight-for-height
z-score below − 3 standard deviations from the median of the WHO Child Growth Standards among children aged 0–59
months [7].

Globally, child undernutrition has declined over the past three decades, with key indicators such as stunting decreasing
from approximately 40% in 1990 to around 22% in 2022 [3], driven by coordinated nutrition policies, expanded primary
healthcare, improved maternal education, and targeted child survival interventions [8–10]. However, progress in reducing
wasting has been uneven and less clearly sustained than for stunting, reflecting its episodic nature and challenges in
trend measurement, with many countries remaining off track to meet global nutrition targets [11–14]. Recent global
assessments, including the 2021 Global Nutrition Report, indicate that the world is not on track to meet global wasting
targets [12]. Progress towards the 2025 World Health Assembly (WHA) target of reducing and maintaining wasting
prevalence to below 5%, and the 2030 Sustainable Development Goal 2 (SDG-2) nutrition targets, is further constrained
by gaps in data availability and comparability across countries [11, 12, 15].

Sub-Saharan Africa continues to bear a disproportionate burden of child wasting. Recent pooled estimates indicate that
approximately 7% of children aged 6–59 months in the region are wasted, with more than 2% severely wasted,
representing a persistent public health concern [15]. Progress remains constrained by food system instability, poverty,
conflict, climate shocks, and unequal access to essential health and nutrition services [12, 15–18].

In Ghana, important improvements in child health indicators have been recorded over recent decades, as reflected in
national surveys and global health reports [19, 20]. However, acute malnutrition, including wasting, remains a persistent
challenge, suggesting that national averages may mask subpopulations at elevated risk of severe wasting.

Although Ghana has conducted repeated nationally representative household surveys over more than three decades,
including Demographic and Health Surveys and Multiple Indicator Cluster Surveys, analyses of child undernutrition have
largely prioritised stunting and underweight, with wasting often treated descriptively rather than as a primary analytical
outcome [21, 24–29]. Furthermore, cross-year comparisons frequently rely on round-specific estimates rather than
harmonised reanalysed series [27, 28, 30], limiting comparability across survey waves. Consequently, equity-focused
assessments of long-term trends in severe wasting remain limited.

This study provides a harmonised long-term assessment of severe wasting among children aged 0–59 months in Ghana
using nationally representative survey data spanning 1988 to 2022, with standardised estimates produced through the
Joint Malnutrition Estimates framework (JME) [15]. It examines trends and inequalities in severe wasting over time,
generating uncertainty-aware, design-based prevalence estimates that are comparable across survey rounds. It further
assesses disparities across key subgroup characteristics, including child sex, age, and place of residence. By integrating
long-term trend analysis with subgroup inequality assessment using standardised estimation procedures, the study
provides policy-relevant evidence on whether progress has been consistent and equitable, or whether vulnerable groups
remain disproportionately affected.

Methods

Study design and data sources
This study analysed nationally representative household survey data from Ghana spanning 1988 to 2022 to examine
long-term trends and inequalities in severe wasting among children aged 0–59 months. The analysis used harmonised
country-level estimates from the JME Working Group, a collaboration between UNICEF, the World Health Organization,
and the World Bank Group [3, 31, 32].
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These harmonised estimates are derived from re-analysed nationally representative survey datasets, including
Demographic and Health Surveys conducted in 1988, 1998, 2003, 2008, 2014, and 2022 [33, 34], and Multiple Indicator
Cluster Surveys conducted in 2006, 2011, and 2017 [35]. The harmonisation process applies standardised
anthropometric definitions, data cleaning rules, and analytical procedures to improve comparability across survey rounds
and over time [31]. Surveys were implemented by national statistical authorities in collaboration with international
partners (e.g., ICF for DHS, UNICEF for MICS), using standard questionnaires and measurement protocols [31, 34, 35].

Study setting and population
The study population comprised children aged 0–59 months living in sampled households in Ghana. All surveys used
multistage, stratified cluster sampling designs, described in detail elsewhere [31] and summarised briefly here. The
sampling frame for each survey round was derived from the most recent national population census and consisted of
enumeration areas stratified by region and urban or rural residence [34]. Enumeration areas were selected using
probability proportional to size, followed by systematic sampling of households within clusters. Sample sizes for each
round were determined by DHS and MICS programme designers to produce nationally representative estimates, as
shown in Fig. 1 [33–35]. Eligible children under five years in selected households were measured using standardised
anthropometric procedures and equipment across survey rounds [3, 36].

Measures
Anthropometric measurements in DHS and MICS

Child height or length and age were measured according to standard DHS and MICS anthropometric protocols [36].
Recumbent length was measured for younger children and standing height for older children using calibrated measuring
boards [36]. Age was determined from birth certificates, health records, or caregiver report where documentation was
unavailable. Anthropometric indices were calculated using the WHO Child Growth Standards [36]. Standard data quality
checks were applied, including plausibility assessment and exclusion of biologically implausible values in line with WHO
recommendations [36, 37, 38].

Study outcome measures
The primary outcome was severe wasting among children aged 0–59 months. Severe wasting was defined as weight for
height z score (WHZ) less than < − 3 SD from the median of the WHO Child Growth Standards [7, 2]. For each survey
round, the numerator included children classified as severely wasted and the denominator included children with valid
anthropometric measurements [37, 38]. Prevalence was expressed as a weighted percentage with corresponding 95%
confidence intervals.

Explanatory variables
To assess inequality patterns, prevalence estimates were examined across consistently defined subgroup
characteristics available across survey rounds. These included child sex (male, female), child age in months, place of
residence (urban, rural), and survey year [39, 40]. Where definitions were comparable across surveys, additional subgroup
stratification by region and household wealth was considered for interpretation. The primary explanatory dimension for
trend assessment was survey year [29].

Statistical analysis
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Estimation procedures
All prevalence estimates were derived using survey sampling weights to account for unequal probabilities of selection
and non-response. Design-based estimation methods incorporating clustering and stratification were used for variance
estimation. Point estimates were presented with 95% confidence intervals (CI) to reflect statistical uncertainty.
Differences across survey rounds and subgroups were assessed using the magnitude and overlap of confidence
intervals, with consideration of potential residual methodological differences between surveys.

Harmonised prevalence estimates and associated sample sizes were compiled across survey rounds to support
longitudinal comparison. Temporal patterns were assessed using descriptive comparison of point estimates and
uncertainty intervals across time. Figures were produced in R using ggplot2 and related visualisation packages.

Results
Across survey rounds, sample sizes varied across survey rounds but increased overall over time. The full range was from
1,980 children in 1988 to 8,776 in 2017, with a median sample size of 3,240 children (interquartile range 2,657–5,835).

Severe wasting prevalence, reported with 95% confidence intervals, showed an overall declining pattern across survey
rounds, albeit with fluctuations (Fig. 1). Prevalence ranged from 2.8% in 2003 to 0.7% in 2014, with a modest decline to
1.2% in 2022.

Analysis of regional severe wasting prevalence among children under five in Ghana between 1988 and 2022 indicates
persistent geographical disparities (Fig. 2). In 1988, the Northern and Upper West regions had the highest prevalence
(4.2%), while Greater Accra and Central regions recorded lower levels (approximately 1.0–1.5%). Across subsequent
survey years (2006–2017), most regions showed reductions in prevalence; however, Northern, Volta, and Upper East
regions consistently reported higher prevalence compared with other regions across multiple time points. By 2022,
Ashanti region recorded the highest prevalence (3.2%), followed by Upper West (1.9%) and Northern (1.2%), while Central,
Eastern, Greater Accra, and Upper East remained below 1%.

Trends and Inequalities in Severe Wasting by Sex, Age, Residence,
Wealth, and Maternal Education (1988–2022)
Across survey rounds from 1988 to 2022, severe wasting prevalence varied across subgroups, with persistent
differences between demographic and socioeconomic categories and changing patterns over time.

By sex, males generally recorded higher prevalence than females across most survey rounds. In 1988, severe wasting
among males was 2.8% (95% CI 1.9–4.1) compared with 1.4% (95% CI 0.8–2.4) among females. By 2022, prevalence
was 1.4% (95% CI 0.9–2.2) in males and 0.9% (95% CI 0.5–1.8) in females, with overlapping confidence intervals. Both
sexes showed reductions over time, although declines appeared earlier and more pronounced among females between
2008 and 2014.

Urban–rural differences were consistent throughout the study period. Rural prevalence exceeded urban estimates in
most survey years, including in 1988 (2.5% in rural areas vs 1.1% in urban areas) and in 2022 (1.5% vs 0.8%). An
exception was observed in 2003, when urban prevalence (3.3%) exceeded rural levels (2.6%). Both settings experienced
declines after 2008, with urban areas showing relatively smaller fluctuations in later survey rounds.

Age-specific inequalities were marked. Infants aged 6–11 months consistently showed the highest prevalence across
several surveys, rising from 4.1% in 1988 to 6.7% in both 2003 and 2008 before declining to 2.3% in 2022. Children aged
0–5 months also showed high levels during earlier years, increasing from 1.2% in 1988 to 6.2% in 2003 and remaining
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elevated in 2008 (5.8%) before declining after 2011. In contrast, older age groups, particularly 24–35 months and above,
consistently recorded lower prevalence. Children aged 36–47 months had near-zero levels in later surveys (0.1%–0.3%
after 2014), while children aged 48–59 months maintained low prevalence throughout the period.

Socioeconomic gradients were evident across wealth quintiles. Children in the lowest quintile generally had higher
prevalence than those in higher quintiles, particularly in earlier survey rounds. In 1998, the lowest quintile recorded 3.9%,
compared with 1.4% in the highest quintile. By 2022, differences between quintiles had narrowed, with prevalence of
1.5% in the lowest quintile and 0.7% in the highest quintile, although variation remained across middle and upper groups.

Differences by maternal education were observed across survey rounds, although patterns varied over time. Children of
mothers with no formal education generally had higher prevalence compared with those whose mothers had some level
of education. For example, in 1998, prevalence was 3.8% among children of mothers with no education compared with
2.0% among those with primary education, with similar patterns observed in 2003 and 2008. Prevalence declined across
all education categories after 2008. Estimates among children of mothers with higher education were consistently low
across survey rounds (Table 1).
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Table 1
Severe Wasting Prevalence (%, 95% CI) among Children Under Five in Ghana by Sex, Age, Residence, Wealth Quintile, and

Maternal Education, 1988–2022
Year 1988

(DHS)
(95%
CI)

1998
(DHS)
(95%
CI)

2003
(DHS)
(95%
CI)

2006
(MICS)
(95%
CI)

2008
(DHS)
(95%
CI)

2011
(MICS)
(95%
CI)

2014
(DHS)
(95%
CI)

2017
(MICS)
(95%
CI)

2022
(DHS)
(95%
CI)

Sex                  

Male 2.8(1.9–
4.1)

3.3(2.5–
4.3)

3.0(2.2-
4.0)

2.0(1.4–
2.9)

2.5(1.7–
3.6)

1.9(1.2–
2.8)

0.8(0.4–
1.5)

1.3(0.9–
1.8)

1.4(0.9–
2.2)

Female 1.4(0.8–
2.4)

1.7(1.1–
2.5)

2.6(1.9–
3.7)

1.5(1.0-
2.4)

2.4(1.7–
3.4)

0.9(0.6–
1.5)

0.6(0.2–
1.5)

1.0(0.7–
1.5)

0.9(0.5–
1.8)

Place of residence              

Urban 1.1(0.5–
2.3)

1.6(0.8–
3.2)

3.3(2.2–
4.8)

1.4(0.8–
2.3)

1.6(1.0-
2.7)

1.5(0.9–
2.5)

0.6(0.2–
1.3)

0.8(0.5–
1.3)

0.8(0.4–
1.5)

Rural 2.5(1.8–
3.6)

2.8(2.2–
3.4)

2.6(1.8–
3.6)

2.0(1.5–
2.8)

2.9(2.2–
3.9)

1.4(1.0-
1.9)

0.8(0.4–
1.6)

1.4(0.9–
2.1)

1.5(0.9–
2.6)

Age of Child                

0 to 5
months

1.2(0.3–
4.6)

5.0(3.0-
8.3)

6.2(3.8–
9.9)

3.0(1.7–
5.3)

5.8(3.4–
9.7)

3.6(2.2-
6.0)

1.6(0.6–
4.4)

4.4(2.7–
7.1)

2.6(0.7–
8.6)

6 to 11
months

4.1(2.3–
7.1)

5.7(3.5–
9.3)

6.7(4.5–
9.9)

4.0(1.9–
8.5)

6.7(4.2–
10.5)

1.9(1.1–
3.4)

1.9(0.8–
4.7)

2.7(1.7–
4.2)

2.3(1.1-
5.0)

12 to 23
months

2.7(1.7–
4.1)

3.6(2.3–
5.4)

2.5(1.5–
4.3)

2.0(1.1–
3.5)

3.6(2.3–
5.7)

1.9(0.9–
3.7)

1.1(0.5–
2.4)

1.7(1.0-
2.9)

1.7(0.8–
3.5)

24 to 35
months

0.5(0.2–
1.6)

1.3(0.6-
3.0)

1.8(1.0-
3.1)

1.7(0.9–
3.3)

0.9(0.4–
2.1)

1.0(0.5–
1.7)

0.5(0.1–
1.8)

0.3(0.1–
0.8)

0.8(0.4–
1.6)

36 to 47
months

0.0(0.0–
0.0)

0.9(0.3–
2.1)

2.4(1.2–
4.7)

1.0(0.4–
2.2)

0.6(0.2–
1.9)

0.4(0.1–
1.1)

0.1(0.0-
0.4)

0.1(0.1–
0.3)

0.3(0.1–
0.9)

48 to 59
months

(-) 0.6(0.2–
2.1)

0.9(0.3–
2.1)

0.6(0.2-
2.0)

0.9(0.3–
2.2)

1.0(0.3–
3.8)

0.1(0.0-
0.8)

0.2(0.1–
0.5)

0.6(0.1–
2.3)

Economic status                

Wealth
Quintile 1

(-) 3.9(2.9–
5.3)

3.4(2.3–
4.9)

2.6(1.6–
4.2)

3.2(2.1–
4.8)

1.3(0.9–
1.9)

1.1(0.6–
2.1)

1.9(1.2–
3.1)

1.5(0.9–
2.5)

Wealth
Quintile 2

(-) 1.7(0.9–
3.2)

2.5(1.4–
4.2)

2.1(1.3–
3.4)

2.8(1.8–
4.4)

1.8(1.0-
3.2)

1.2(0.4–
3.3)

1.0(0.6–
1.7)

1.7(0.7–
4.4)

Wealth
Quintile 3

(-) 3.0(1.9–
4.7)

2.5(1.4–
4.5)

1.2(0.5-
3.0)

2.7(1.5–
4.8)

2.1(1.0-
4.2)

0.5(0.1–
1.7)

1.4(0.7–
2.7)

0.1(0.0-
0.3)

Wealth
Quintile 4

(-) 1.5(0.7–
3.3)

3.0(1.8–
5.2)

1.5(0.7-
3.0)

1.7(0.9–
3.3)

0.9(0.5–
1.8)

0.3(0.1–
1.2)

0.8(0.4–
1.5)

1.6(0.6-
4.0)

Wealth
Quintile 5

(-) 1.4(0.5–
3.5)

2.4(1.2–
4.6)

1.1(0.4–
2.9)

1.3(0.5–
3.4)

0.8(0.3–
2.2)

0.4(0.1–
2.5)

0.4(0.2–
0.9)

0.7(0.2–
2.2)

Mother's Education              

No
Education

2.5(1.5-
4.0)

3.8(2.9–
5.1)

3.3(2.4–
4.5)

2.6(1.8–
3.8)

3.9(2.7–
5.5)

1.8(1.1–
2.8)

1.0(0.6–
1.9)

2.0(1.1–
3.6)

1.0(0.6–
1.7)
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Year 1988
(DHS)
(95%
CI)

1998
(DHS)
(95%
CI)

2003
(DHS)
(95%
CI)

2006
(MICS)
(95%
CI)

2008
(DHS)
(95%
CI)

2011
(MICS)
(95%
CI)

2014
(DHS)
(95%
CI)

2017
(MICS)
(95%
CI)

2022
(DHS)
(95%
CI)

Sex                  

Primary
Education

1.9(1.2-
3.0)

2.0(1.1–
3.7)

2.4(1.5–
3.8)

2.2(1.3–
3.8)

2.2(1.3–
3.6)

1.1(0.6–
1.9)

1.3(0.6–
2.9)

1.3(0.8–
2.1)

1.6(0.6–
4.1)

Higher
Education

(-) 1.9(0.2–
14.1)

0.0(0.0–
0.0)

(-) 0.0(0.0–
0.0)

(-) 0.0(0.0–
0.0)

0.0(0.0–
0.0)

0.3(0.0–
2.0)

Discussion
This study examined long-term trends and inequalities in severe wasting among children under five years in Ghana, using
harmonised nationally representative survey estimates spanning 1988 to 2022 inclusive. Severe wasting prevalence
declined overall across the study period, although the pattern was not uniformly downward and included short term
fluctuations. Prevalence increased during earlier survey rounds, peaked in the early 2000s, and declined more clearly
after 2008, remaining relatively low in recent years. Despite overall improvement, substantial and persistent inequalities
were observed. Severe wasting burden remained consistently higher among rural children, males, younger age groups,
children from poorer households, and children of mothers with no formal education. Regions in northern Ghana often
recorded higher prevalence than southern and more urbanised regions. These findings indicate that national reductions
have not translated into uniform risk reduction across population subgroups, consistent with similar studies in Ghana
[21, 29].

The overall decline with intermittent increases aligns with broader evidence that acute malnutrition indicators are more
variable over time than chronic indicators [41]. Wasting prevalence fluctuates more than stunting due to its sensitivity to
short term shocks in food access, disease burden, insecurity, and household vulnerability [41–45]. Increases observed in
the early 2000s, and mid period survey rounds may reflect episodic food system stress, infectious disease exposure, or
measurement variation [38, 42, 46]. The decline observed after 2008 coincided with increased attention to integrated
child health and nutrition interventions in Ghana, including district-level delivery of combined nutrition-specific and
nutrition-sensitive programmes [47, 48]. However, these interventions had variable subnational coverage and are unlikely
to fully explain national trends observed in DHS data, particularly as DHS surveys are not designed to evaluate
programme impact. Rather, the decline likely reflects broader improvements in health systems, nutrition services, and
socioeconomic conditions over time.

The higher prevalence observed among male children is consistent with prior research, suggesting greater biological
vulnerability among boys, potentially related to differences in immune function and increased susceptibility to infections
compared with girls [49, 50]. The higher prevalence among infants aged 6–11 months corresponds with the recognised
complementary feeding transition period, when infection exposure increases, maternally derived immunity declines, and
dietary adequacy may be reduced [21, 27, 41].

Inequality patterns across wealth, maternal education, and residence are consistent with conceptual frameworks that
position acute child undernutrition within broader socioeconomic and environmental constraints [51]. These
associations align with pathways linking poverty, food insecurity, limited health service access, and constrained
caregiving resources to acute malnutrition risk [22, 29]. Rural disadvantage persisted across most survey rounds, likely
reflecting differences in service availability, infrastructure, market access, and exposure to livelihood shocks [24, 26]. As
most rural populations in Ghana rely on agriculture, climate change and increasing variability in extreme weather events
pose significant challenges to food security, particularly in northern Ghana [16, 52]
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By geography, regions in northern Ghana consistently showed higher prevalence across decades, indicating that national
averages mask subnational inequalities, consistent with similar studies [26, 29]. Although subgroup gaps narrowed in
later survey rounds, disparities persisted, suggesting that progress has not been evenly shared and reflecting pro-rich
and urban patterns of improvement reported elsewhere [22, 28].

Building on these findings, this study highlights several key implications for policy and practice. Nutrition and child health
strategies could be further strengthened by complementing national approaches with more targeted interventions
focused on high burden regions, poorer households, and rural communities [40]. Given resource constraints, the
consistently higher prevalence among infants in the complementary feeding age range provides a rationale for
prioritising interventions at these specific ages [12, 13, 53]. Monitoring systems could also benefit from routinely
reporting disaggregated wasting indicators and applying harmonised estimation approaches to improve comparability
over time [31, 54]. Planning and resource allocation informed by equity-stratified data, rather than national averages
alone, may enhance targeting efficiency and support progress towards global nutrition targets, including reducing
wasting prevalence to below 5% by 2030 [55].

Strengths and limitations
This study uses harmonised nationally representative survey estimates spanning more than three decades, enabling
extended assessment of trends and inequalities in severe wasting among children under five in Ghana. The use of
reanalysed Demographic and Health Surveys and Multiple Indicator Cluster Surveys supports cross-round comparability
through standardised anthropometric definitions, processing, and estimation procedures. Survey weights and design-
based variance estimation were applied, and confidence intervals were reported for all prevalence estimates to support
uncertainty-aware interpretation. An explicit equity framework guided disaggregated analyses by region, residence,
wealth, maternal education, child age, and sex.

The study has some limitations. It is based on repeated cross-sectional surveys and does not permit causal inference.
Although harmonisation improves comparability, residual differences in measurement conditions, sampling variation,
and field procedures may affect estimates [38]. The use of harmonised country-level estimates rather than microdata
limited multivariable and decomposition analyses. Nevertheless, this analysis provides the longest harmonised
assessment to date of severe wasting trends and inequalities in Ghana and highlights the need for continued equity-
focused surveillance and targeted intervention.

Conclusion
This study of severe wasting among children under five in Ghana from 1988 to 2022 shows overall long-term
improvement, alongside persistent and patterned inequalities. Although declining prevalence suggests progress in child
nutrition and health responses, fluctuations across survey rounds indicate ongoing vulnerability to shocks and instability
in acute nutrition outcomes. Inequalities across household wealth, maternal education, place of residence, child age, sex,
and region highlight the multidimensional nature of severe wasting risk and suggest that gains have been unevenly
distributed.

Financial constraints, including reductions in international development funding, may limit short-term capacity to sustain
nutrition and child health interventions in Ghana and across the African continent [56]. In this context, addressing severe
wasting more effectively will require doing more with limited resources, with targeted, equity-informed approaches
becoming increasingly important. Strengthening complementary feeding support, early childhood infection prevention,
and access to basic health and nutrition services remains particularly important for younger children. Improving routine
monitoring through harmonised and disaggregated wasting indicators may enable more precise targeting and better
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tracking of subgroup risk. Region-specific and vulnerability-focused strategies, alongside national nutrition policies, are
likely to be critical for reducing persistent disparities and sustaining progress towards global child nutrition targets.
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Figure 1

Trends in Severe Wasting Prevalence and Survey Sample Sizes among Children Under Five in Ghana, 1988–2022
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Figure 2

Regional Inequalities of Severe Wasting Prevalence (%, 95% CI) among Children Under Five in Ghana, 1988–2022
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