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ABSTRACT

Background and Aims: Effective management of nutritional emergencies requires healthcare professionals to be knowl-
edgeable and prepared. Nutritional emergencies, characterized by chronic undernutrition and recurrent illness, lead to high
stunting rates and increase the risk of rapid death in children under five by up to nine times. Nutritional emergencies, combined
with limited access to healthcare and clean water, contribute to disease outbreaks like acute watery diarrhea and cholera. This
study is crucial for evaluating Ghana's preparedness for nutritional emergencies and the need for an effective national response
and trained emergency medical personnel. The study aimed to evaluate the preparedness for nutritional emergencies in selected
rural and urban healthcare facilities in Ghana.

Methods: A cross-sectional study was conducted with 11 purposefully selected nutritionists and dietitians from Bono Regional
Hospital (urban) and St. Peter's Hospital (rural). Data were collected using a semistructured questionnaire and analyzed using
SPSS (v22) for quantitative data, while NVivo software managed qualitative data. The chi-square test evaluated differences in
preparedness levels between urban and rural facilities. The study assessed participants’ knowledge of nutritional emergencies,
preparedness for response, and preparedness differences between rural and urban healthcare facilities.

Results: The study found that urban facilities were better prepared with common enteral feeds, as indicated by significant
differences in stock levels (3> = 7.775, p = 0.018). Conversely, rural facilities showed a higher likelihood of having adequate
ready-to-use therapeutic foods (RUTFs), which was unexpected and requires further investigation (y* = 10.431, p = 0.001). The
location of a facility significantly influenced the presence of a menu plan (y* = 10.431, p = 0.018) for patients with nutritional
emergencies, with urban facilities reporting 100% of these plans.

Conclusion: Allocating resources for rural healthcare facilities, enhancing training programs, and forming partnerships between
healthcare facilities, local communities, and academic institutions are crucial for managing nutritional emergencies effectively.

1 | Introduction healthcare access. According to recent data, approximately 18%

of children under five in Ghana experience stunting, 12% are
The nutritional crisis in Ghana is a significant public health classified as underweight, and 6% suffer from wasting [1-3].
issue, marked by elevated malnutrition rates and inequities in These high rates of malnutrition contribute to around 45% of
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Summary

+ Key findings

o The research identified significant differences in pre-
paredness for nutritional emergencies between urban
and rural healthcare facilities. Urban facilities reported a
100% implementation of menu plans for patients,
whereas rural facilities had none (y2 = 10.431, p = 0.018).

o

Although knowledge of nutritional emergencies was
generally high among healthcare professionals in both
settings, rural facilities faced substantial challenges
related to resource constraints, including limited access
to essential supplies and fewer opportunities for spe-
cialized training. Urban facilities exhibited higher pre-
paredness levels regarding usual enteral feeds, whereas
rural facilities were more likely to maintain adequate
stocks of RUTFs (y2=10.431, p =0.001), revealing an
unexpected trend that requires further exploration.

o

We also identified key factors that influence facility
readiness, including training of health workers, availa-
bility of resources, and infrastructure, which can inform
policy and programmatic interventions.

Contributions

o

Our research contributes to the understanding of emer-
gency preparedness in nutritional care by highlighting
the critical role of facility location in determining read-
iness levels, thus informing future policies aimed at
improving healthcare responses in both urban and rural
settings.

o

The findings emphasize the need for targeted training
and resource allocation in rural healthcare facilities to
enhance their capacity to handle nutritional emergencies
effectively, which could lead to improved health out-
comes in vulnerable populations.

o

Our research also opens avenues for further investiga-
tion into the reasons behind the preparedness discrep-
ancies between urban and rural facilities and explores
strategies to enhance emergency nutrition care across
various contexts.

deaths in children under five [4]. In Ghana, malnutrition is a
significant public health concern, affecting a substantial portion
of the population, particularly children. Complex emergencies
frequently present with acute malnutrition (wasting and nutri-
tional edema) and micronutrient deficiency illnesses [5]. This has
not only immediate health implications but also long-term con-
sequences on cognitive development, physical growth, and
overall well-being. The disparities in access to healthcare services
between rural and urban areas further exacerbate the challenges
faced in addressing nutritional emergencies effectively.

In Ghana, health service delivery operates across three levels:
primary, secondary, and tertiary. Although tertiary care is
provided by four teaching hospitals in the Northern, Ashanti,
Central, and Greater Accra regions, primary and secondary care
facilities operate at the sub-district, district, and regional levels.
The public sector employs 81.5% of Ghana's 52,258 health
workforce, with ratios of one doctor per 15,259 people and one

nurse per 1251 people [6]. Rural health facilities typically face
challenges of limited resources and inadequate equipment,
affecting their emergency preparedness capabilities [7].
Although urban populations generally have better access to
healthcare services, the urban poor often face difficult choices
between under waresourced public facilities or expensive pri-
vate care. Self-medication and over-the-counter medication
purchases are common health-seeking behaviors in low-income
urban areas [8].

The critical role of effective emergency response systems in
managing nutritional emergencies has been underscored
in prior research [9, 10]. However, there remains a notable gap
in the current understanding of the disparities in preparedness
between urban and rural healthcare facilities in Ghana. Existing
studies have primarily focused on specific factors such as health
worker training or resource availability, rather than directly
comparing preparedness levels between urban and rural set-
tings [11]. Although a number of studies have addressed factors
such as health worker training and resource availability, no study
has directly compared the level of preparedness of rural and
urban health facilities to respond to nutrition emergencies in
Ghana. To address this gap and provide a more comprehensive
analysis of this topic, it is imperative to conduct research that
directly assesses and compares the preparedness of healthcare
facilities in rural and urban areas in managing nutritional
health emergencies and reducing health disparities in Ghana.
The primary purpose of this study was to assess the level of
preparedness of rural and urban health facilities in responding
to nutrition emergencies, focusing on infrastructure, resources
and menu planning, to provide practical recommendations for
improving health responses to nutrition crises. Given the high
rates of malnutrition that cause child mortality in Ghana, it is
important to understand the extent to which health facilities,
both in rural and urban areas, are prepared to respond to life-
saving nutritional emergencies. The study was conducted in two
specific hospitals: Bono Regional Hospital in Sunyani and
St. Peter's Hospital in the Amansie Central district, Jacobu. This
allowed for a direct comparison of preparedness levels between
rural and urban settings. The findings are expected to provide
insights into the current state of nutritional emergency pre-
paredness, identify barriers to effective response, and suggest
recommendations for enhancing preparedness in both rural and
urban healthcare facilities in Ghana. This will ultimately inform
policy and practice aimed at improving healthcare responses to
nutritional crises.

2 | Methods

2.1 | Study Design, Study Site, and Study
Population

The study was a cross-sectional descriptive study carried out at
the nutrition and diet therapy units of the Bono Regional
Hospital, Sunyani (urban healthcare), and St Peter's Hospital,
Jacobu (rural healthcare). This research was undertaken in
April 2023. A cross-sectional design was chosen because it
allows for a broad picture of health facility readiness at a given
point in time, although it does not provide insight into changes
over time.
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2.2 | Sample Size and Sampling

The study population consisted of a total of 11 nutritionists/
dietitians currently employed at these hospitals who were
purposefully selected. Although the small sample size limits
generalizability, the purposive sampling approach is justifiable
given the exploratory nature of this study. The small sample size
of 11 individuals, selected through purposive sampling, was
intentionally chosen to gather in-depth insights from healthcare
professionals with direct experience in managing nutritional
emergencies in both rural and urban settings. The motive
behind purposive sampling was to get people whose char-
acteristics reflect the topic under study, in this case, such as
healthcare administrators, doctors, nurses, and other stake-
holders who can speak into emergency response. This method
ensures that only those who are experienced regarding the
challenges and preparedness of healthcare facilities can offer
detailed perspectives on the subject. Further supporting the
sample size is data saturation, which occurs when no new
themes or insights surface after the 11th participant, suggesting
that this number was adequate to gather the crucial data
required for the investigation. Because of time and resource
constraints, only 11 participants were chosen. Nonetheless, the
findings can be applied to similar settings and can guide future
research. To address this limitation and strengthen the research
design, future research could consider expanding the sample
size to include a more diverse and representative range of
participants from a larger number of healthcare facilities in
both rural and urban areas.

2.3 | Inclusion and Exclusion Criteria

The study included nutritionists and dietitians currently
working in the Nutrition and Diet Therapy Units of Bono
Regional Hospital and St. Peter's Hospital, who consented to
participate. The exclusion criteria encompassed national ser-
vice personnel, interns, and previous staff of the units. The
inclusion criteria focused on currently employed nutritionists
and dietitians within the Nutrition and Diet Therapy Units of
the participating hospitals to ensure participants possessed
direct, up-to-date experience relevant to the study's focus on
current preparedness for nutritional emergencies. National
service personnel and interns were excluded because their
experience and responsibilities within the units may be limited
and less representative of the established practices and
decision-making processes relevant to the research question.
Similarly, previous staff (individuals who had left the depart-
ment for about a month or more before the study) were ex-
cluded to ensure the data reflected the current state of
preparedness within the units and to avoid potential recall bias
related to past practices. These exclusions aimed to enhance
the reliability and validity of the data by focusing on the most
relevant and experienced personnel currently working within
the units.

2.4 | Data Collection

Before the start of the study, approval for the study's ethical
practices was sought from the institutional review board (IRB),

Kwame Nkrumah University of Science and Technology, the
Ethical Review Committee of the Bono Regional Hospital, and
St. Peter's Hospital. The IRB, Kwame Nkrumah University of
Science and Technology (CHRPE/AP/200/23) approved the
study, as well as the Ethical Review Committees of the Bono
Regional Hospital and St Peter's Hospital, for the use of their
facilities for the study. After receiving approval, the researcher
went to the facility to get acquainted with the participants and
briefly collaborated with the staff before data collection com-
menced. Every participant was asked for their informed
consent after being informed that they could leave the study at
any moment without facing any repercussions. Participants
received precise, unambiguous information about the study in
addition to being provided with pseudonyms and identifica-
tion numbers.

The primary instrument for data collection was a semi-
structured interview guide designed to facilitate in-depth dis-
cussions while allowing flexibility for follow-up questions. This
approach enabled the researcher to explore participants’ ex-
periences and insights regarding nutritional emergency pre-
paredness in detail.

Semi-structured interviews are a data collection method that
pairs predetermined survey questions with interviewer-
initiated open-ended, ad hoc and follow-up probes. These
probes give the respondent the opportunity to provide more
detailed information based on their initial answer [12]. Semi-
structured interviews are just one research method for col-
lecting data from this group of subject matter experts. They are
both structured and flexible because semi-structured inter-
views include a set number of survey questions that will be
asked of all respondents while also incorporating opportuni-
ties for more detailed inquiry into topics that arise during
researcher-respondent discussions. The survey questions can
be open-ended, whereby response categories are not offered
and data are taken directly from the respondent. Or, the
questions may be closed-ended with predetermined categories
provided to participants who select a response option. The
detailed inquiry portion of the semi-structured interview takes
advantage of what Lune and Berg describe as “a monologue on
the research topic” [13]. This means that the interviewee has
the chance to express their thoughts on the topic, and the
conversation is allowed to flow and evolve beyond the existing
structured survey question format. Semi-structured interviews
are well suited for introductory data collection and analysis of
a given topic. When researchers do not have substantial
scholarly knowledge of a subject, they often begin by talking
with people and agency representatives to assemble enough
data to help them begin to understand an area or topic of
interest.

Interviews were audio-recorded to ensure an accurate capture
of participants’ responses, which enhanced the reliability of
the data collected. This method allowed for a thorough anal-
ysis of the content shared during the interviews. The data
collected from the interviews were categorized based on the
assessment of knowledge, preparedness of facilities to handle
nutritional emergencies, and identification of challenges faced
in implementing effective nutritional emergency preparedness
strategies. The measurement results were derived from the
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thematic analysis of the interview transcripts. This analysis
involved identifying recurring themes and patterns related to
the participants’ knowledge, perceptions and experiences. The
findings were then organized according to the established
categories, providing a comprehensive overview of the current
state of nutritional emergency preparedness in the studied
facilities. The semistructured interview guide used in this
study underwent validity and reliability testing through con-
ducting pilot testing with the national service personnel and
interns and expert review to ensure that it effectively mea-
sured the intended constructs.

The validity of the semi-structured interview guide was
assessed through content validity, ensuring that the questions
included in the instrument effectively captured the intended
constructs and aspects related to nutritional emergency pre-
paredness in healthcare facilities. The content validity was
established by reviewing the instrument with experts in the
field of nutrition and emergency preparedness to confirm that
the questions were relevant, comprehensive, and aligned with
the research objectives. The reliability of the interview guide
was evaluated to ensure consistency and stability in the data
collected. This involved conducting pilot testing with a subset
of the target population (national service personnel and in-
terns) to assess the clarity, relevance, and appropriateness of
the questions. Feedback from the pilot testing phase was used
to refine and finalize the interview guide for the main data
collection process. The validity and reliability testing of the
semistructured instrument were conducted with a subset of
participants who had similar characteristics to the main study
population. This sample group helped determine the clarity
and effectiveness of the interview guide in eliciting relevant
responses and insights related to nutritional emergency
preparedness.

The concept of saturation was taken into account while de-
termining the study's level of rigor. It is used to assess when a
study's data are sufficient to create a solid and reliable under-
standing of the topic under study. Because it indicates the
veracity of the data, saturation is a crucial idea that is frequently
taken into consideration when evaluating the quality of quali-
tative research [14]. It is typically understood to mean that
additional data gathering and/or analysis is not necessary given
the data that have already been collected or processed [15]. For
this study, saturation was specifically defined as the point at
which the incoming data points created little to no new
meaningful information in relation to the study's objectives.
This was decided by comparing each new piece of information
to what has already been gathered. At the time where no fresh
themes are generated or fresh data are obtained, the interviews
were discontinued.

2.5 | Statistical Analysis

Two independent coders listened to the verbatim transcripts of
the recorded interviews numerous times to make sure they
fully comprehended what was stated. The data were next ex-
amined through the use of thematic analysis according to the
methodology of Clarke and Braun. There are six steps in this
method [16].

The researchers searched the data for related and intriguing
concepts, ideas, and words before coding them. The researchers
used an inductive approach to coding, giving us the freedom to
create new codes as necessary to address any newly discovered
themes as the data was processed. After each interview, the
researchers fully listened to the audio and jotted down our
initial impressions, including the overall content of the inter-
view, any gaps or potential future research topics, and any
important words or phrases that the participants repeatedly
used. To create the initial codes, keywords or phrases from the
participant's narratives that characterize the occurrence of
interest were chosen. Codes with comparable contents were
categorized or given descriptive descriptions to make sense. To
find recurring trends in the data, the categories or codes were
examined and sorted. The researcher was on the lookout for
idea saturation and recurring patterns of comparable and dis-
parate meanings.

The qualitative data from the interviews were transcribed verba-
tim, and an initial round of open coding was conducted to seg-
ment the data into meaningful units. Each segment was assigned
a code that represented a specific concept or idea related to
nutritional emergency preparedness. Following the initial coding
phase, codes were grouped based on similarities and relationships
to form broader themes. This process involved a constant com-
parative method, where data segments were compared and con-
trasted to identify recurring patterns and connections. The
thematic analysis was supported by NVivo, a qualitative analysis
software that was used to manage and organize the data effec-
tively. The software facilitated the coding process, data retrieval,
and theme development, enhancing the rigor and efficiency of the
analysis. Examples of themes that emerged from the data analysis
included “Training and Education Needs” which highlighted the
importance of ongoing training for healthcare staff on nutritional
emergency protocols, “Resource Constraints” which identified
challenges related to the availability of essential resources in both
urban and rural facilities, and “Interdisciplinary Collaboration”
which emphasized the significance of collaboration between
nutritionists, dietitians, and other healthcare professionals in
managing nutritional emergencies effectively. “The findings from
the thematic analysis were analyzed by comparing results
between urban and rural facilities and linking them to emergency
management theory and existing literature on health facility
preparedness in responding to malnutrition.”

3 | Results

3.1 | Sociodemographic Characteristics

The study results indicate that the majority of the respondents
(81.8%) were from the Bono Region and currently practicing at
the Bono Regional Hospital, with 54.5% of them being female
and aged 30 years and below. Additionally, it was found that
72.7% of the respondents held a bachelor's degree, with 63.6%
being nutrition officers, and the mean duration of work as a
nutritionist/dietitian was 4.36 years + 3.70. Furthermore, 81.8%
of the respondents reported having 10 or fewer nutritional
emergencies per month, and all respondents had received
training on nutritional emergencies, with 27.3% receiving their
training in 2022, as shown in Table 1.
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TABLE 1 | Sociodemographic characteristics.

Variable Frequency (n) Percentage (%)  Total (%)
Region

Ashanti 2 18.2

Bono 9 81.8 100
District

Amansie Central 2 18.2 100

Sunyani Municipal 9 81.2
Hospital 100

Bono Regional Hospital 9 81.8

St. Peter's Hospital 2 18.2 100
Gender

Male 5 45.5

Female 6 54.5 100
Age (years) Mean = 31.0 (+4.49)

<30 6 54.5

>31 5 45.5 100
Highest education

Diploma 2 18.2

BSc 8 72.7

MPH 1 9.1 100
Rank

Nutrition officer 7 63.6

Senior nutrition officer 1 9.1

Principal nutrition officer 2 18.2

Senior dietitian 1 9.1 100
Duration of work as a nutritionist/dietitian Mean = 4.36 (+ 3.70)

<5 8 72.7

>6 3 27.3 100
Duration of work as nutritionist/dietitian in the nutrition Mean = 3.09 (+3.11)
and diet therapy unit

<5 9 81.8

>6 2 18.2 100
Average nutritional emergencies in the unit/facility per month Mean = 8.82 (+ 6.08)

<10 9 81.8

>11 2 18.2 100
Have you obtained training in nutritional emergencies?

Yes 11 100.0 100
Which year did you receive the training?

2010 2 18.2

2015 1 9.1

2018 2 18.2

2019 1 9.1

2021 2 18.2

2022 3 27.3 100

(Continues)
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TABLE 1 | (Continued)
Variable Frequency (n) Percentage (%)  Total (%)
How many continuous professional developments have Mean =9.36 (x 7.606)
you taken in a year?
<10 7 63.6
>11 4 21.6 100
How many of the CPDs covered nutritional emergencies in Mean =1.91 (+1.58)
the year?
1 7 63.6
2 2 18.2
5 2 18.2 100
TABLE 2 | Level of knowledge of nutritionists/dietitians.
Not at all A little bit Somewhat Quite a bit Very much
Variable n (%) n (%) n (%) n (%) n (%)
Heard about nutritional emergencies 0 (0) 0 (0) 0 (0) 0 (0) 11 (100.0)
Know the importance of nutrition during 0 (0) 0 (0) 0 (0) 0 (0) 11 (100.0)
emergencies
Classify nutritional emergencies 0 (0) 0 (0) 1(9.1) 1(9.1) 9 (81.8)
Can identify data to determine dietary 0 (0) 0 (0) 1(9.1) 1(9.1) 9 (81.8)
requirements in a nutritional emergency
Can manage nutritional emergency cases 0 (0) 0 (0) 1(9.1) 1(9.1) 9 (81.8)
Metric Minimum  Maximum  Average Standard deviation Interpretation
Knowledge 4.60 5.00 4.96 0.12 High average knowledge, consistent across
respondents
3.2 | Level of Knowledge of Nutritionists/ 3.4 | Comparison of the Level of Preparedness of

Dietitians

Table 2 presents the results on the level of knowledge of the
respondents in the study, showing that all respondents (100.0%)
were highly aware of nutritional emergencies and the impor-
tance of nutrition during emergencies. A majority of the
respondents (81.8%) reported being able to classify nutritional
emergencies, knowing the necessary data to determine dietary
requirements, and having the knowledge to manage nutritional
emergency cases.

3.3 | Level of Preparedness of Nutritionists/
Dietitians

Table 3 provides a summary of the respondents’ preparedness for
nutritional emergencies. The findings reveal that 81.8% of the
respondents strongly agreed that there is an existing plan to notify
nutrition/dietetic staff during nutritional emergencies, and a simi-
lar percentage (81.8%) strongly agreed that there is a menu plan for
patients with nutritional emergencies. However, the majority of
respondents (72.7%) indicated a moderate level of agreement that
there is an adequate stock level for usual enteral nutritional feeds
in case of nutritional emergencies, and 81.8% strongly disagreed
that there is an adequate stock level of ready-to-use therapeutic
foods (RUTFs) in child nutritional emergency cases.

Rural and Urban Healthcare Facilities in Nutrition
Emergency Situations

Table 4 shows that respondents from the urban hospital ex-
hibited a higher level of awareness regarding the existence of a
menu plan for patients with nutritional emergencies compared
to respondents from the rural hospital, and this association was
statistically significant. Similarly, respondents from the urban
hospital displayed somewhat higher awareness of an adequate
stock level of usual enteral nutritional feeds during nutritional
emergencies compared to respondents from the rural hospital,
and this association was also statistically significant. In contrast,
respondents from the rural hospital demonstrated a greater
awareness of an adequate stock level of RUTFs in child nutri-
tional emergency cases compared to respondents from the
urban hospital, and this association was statistically significant
as well.

3.5 | Barriers to Effective Nutritional
Emergency Care

Table 5 indicates that a high percentage of respondents (81.8%)
strongly agreed that there is a link between the hospital
emergency unit and the nutrition and diet therapy unit in
case of nutritional emergencies. Additionally, a majority of
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TABLE 3 | Level of preparedness of nutritionists/dietitians.
Not at all A little bit Somewhat Quite a bit Very much
Variable n (%) n (%) n (%) n (%) n (%)
Existing plan to notify nutritionist/ 0 (0.0) 0 (0.0) 0 (0.0) 2 (18.2) 9 (81.8)
dietitian in nutritional emergency
Menu plan for patients with nutritional 0 (0.0) 0 (0.0) 2(18.2) 0 (0.0) 9 (81.8)
emergencies
Adequate stock for usual enteral feeds in 2 (18.2) 0 (0.0) 8 (72.7) 1(9.1) 0 (0.0)
nutritional emergencies
Adequate stock for usual parenteral feeds 2 (18.2) 0 (0.0) 8 (72.7) 1(9.1) 0 (0.0)
in nutritional emergencies
Adequate stock for RUTFs in child 9 (81.8) 0 (0.0) 0 (0.0) 0 (0.0) 2 (18.2)
nutritional emergency cases
Metric Minimum Maximum Average Standard deviation Interpretation
Preparedness 2.80 3.60 3.33 0.22 Lower average preparedness than
knowledge, suggesting a gap between
knowing and acting, relatively consistent
across respondents
TABLE 4 | Comparison of the level of preparedness of rural and urban healthcare facilities in nutrition emergency situations.
Place of facility Fisher's exact test
Urban Rural (p value)
Variable n (%) n (%) n (%)
There is an existing plan to notify the nutrition/dietetic staff
when there is a nutritional emergency
Quite a bit 1 (50.0) 1 (50.0) 1.345 (0.345)
Very much 8 (88.9) 1(11.1)
There is a menu plan for patients with nutritional emergencies
Somewhat 0(0.0) 2(100.0) 10.431 (0.018)
Very much 9 (100.0) 0 (0.0)
There is an adequate stock level for usual enteral nutritional
feeds in case of nutritional emergencies
Not at all 0 (0.0) 2 (100.0) 7.775 (0.018)
Somewhat 8 (100.0) 0 (0.0)
Quite a bit 1 (100.0) 0 (0.0)
There is an adequate stock level for usual parenteral nutritional
feeds in case of nutritional emergencies
Not at all 0 (0.0) 2 (100.0) 7.775 (0.018)
Somewhat 8 (100.0) 0 (0.0)
Quite a bit 1 (100.0) 0 (0.0)
There is an adequate stock level for ready-to-use therapeutic
foods (RUTFs) in child nutritional emergency cases
Not at all 9 (100.0) 0 (0.0) 10.431 (0.001)
Very much 0 (0.0) 2 (100.0)

Note: Fisher's exact test was used to compare categorical variables between groups due to small sample sizes and low expected frequencies, which makes it more

appropriate than the chi-square test in this context.

respondents (54.5%) strongly agreed that there is a link between
the various doctors and nurses in the facility and the nutrition
and diet therapy unit during nutritional emergencies. However,
only 36.4% of the respondents indicated a moderate level of

agreement regarding the link between kitchen staff and the
nutrition and diet therapy unit during nutritional emergencies.
Most respondents (63.6%) strongly agreed that the number of
staff in the nutrition and diet therapy unit is sufficient to handle
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TABLE 5 | Barriers to effective nutritional emergency care.

Not at all A little bit Somewhat Quite a bit Very much
Variable n (%) n (%) n (%) n (%) n (%)
Link between emergency unit and 1(9.1) 0 (0.0) 1(9.1) 0 (0.0) 9 (81.8)
nutrition unit
Link between doctors and nurses and diet unit 0 (0.0) 0 (0.0) 0 (0.0) 5(45.5) 6 (54.5)
Link between kitchen staff nutrition unit 3(27.3) 0 (0.0) 2 (18.2) 4 (36.4) 2(18.2)
Enough staff for nutritional emergencies 1(9.1) 0 (0.0) 2 (18.2) 1(9.1) 7 (63.6)
Necessary infrastructure, expertise, and 3(27.3) 0 (0.0) 1(9.1) 6 (54.5) 1(9.1)
resources are available
Technological applications available 5(45.5) 0 (0.0) 0 (0.0) 6 (54.5) 0 (0.0)
Metric Minimum  Maximum  Average Standard deviation Interpretation
Barriers 2.80 3.60 3.33 0.22 Moderate average barriers, with significant

variation among respondents. A low
minimum indicates critical areas needing
improvement.

nutritional emergencies, whereas a majority (54.5%) indicated a
moderate level of agreement regarding the availability of nec-
essary infrastructure, expertise and resources. Lastly, 45.5% of
the respondents strongly disagreed with the statement that
there are technological applications that facilitate effective
nutritional emergency response.

4 | Qualitative Results

41 | Level of Knowledge of Nutritionists/
Dietitians

The degree to which research participants comprehend, are
aware of, or are acquainted with the subject, methodology, or
setting of the study is referred to as participant knowledge.
Participants showed their knowledge of nutritional emergencies
and the importance of nutrition during emergencies. One par-
ticipant, Abena said,

With regards to nutritional emergencies, there is SAM,
MAM, burns, dysphagia.
(Abena)

Again, participants revealed the classifications of nutritional
emergencies as can be seen in the words of Irene:

I know how to classify nutritional emergencies. For instance,
I know what to look out for in a nutritional emergency; if it
is SAM or MAM, I know what to look out for.

(Irene)

It was however interesting to note that nutritional emergencies
were not heard of regularly at some facilities. This is evident as
revealed by another participant:

You don't really hear of adult nutritional emergencies at
the facility. 1t is once in a while that they come up.
(Kwadwo)

From these, we realize how the knowledge of nutritional
emergencies holds importance in health facilities.

One other study supports these findings where the authors
observed that less than 50% of the students surveyed (47%)
reported having encountered information on nutrition
support during their training [17]. This indicates a signifi-
cant gap in knowledge among future nutrition professionals
regarding essential nutrition support practices. However,
another study conducted a real-time job analysis of an
ICU RDN, which revealed that medics had to rapidly adapt
their practices in response to the unprecedented challenges
posed by the pandemic [18]. This adaptability indicates a
level of knowledge and readiness to handle emergency
situations.

4.2 | Level of Preparedness of Nutritionists/
Dietitians

The level of preparedness of every health facility to check
nutritional emergencies is very crucial. Ensuring facility readi-
ness is an essential first step towards improving the quality of
care in LMICs. Readiness, as conceptualized by WHO, is the
capacity of a facility to provide services to a defined minimum
standard, including the presence of trained staff, commodities,
and equipment; appropriate systems to support quality and
safety; and provider knowledge [19]. The study sought to find
out from participants how ready their facilities were to handle
such cases. One participant said:

Within the hospital, we do not have enteral and par-
enteral feeds, rather, the prescription is written for rela-
tives or caretakers of the patients to purchase outside the
hospital.

(Jemimah)

This shows how health facilities should prioritize getting
resources to attend to emergencies.
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4.3 | Barriers to Effective Nutritional
Emergency Care

Barriers to successful nutritional emergency care include those
that prevent prompt and appropriate nutrition interventions
during emergencies such as natural disasters, conflicts, or
pandemics. These limitations include restricted access to food
and resources, inadequate infrastructure, a scarcity of compe-
tent healthcare workers, logistical difficulties, cultural or die-
tary prohibitions, and insufficient money or support.
Participants revealed the insufficiency of staff in their health
facilities:

The staff are insufficient for the kind of workload for a
‘big’ hospital. The workload is usually much as some stay
at the unit and the rest are dispatched to the other wards
(9 staff). Also, not many of us have been in the system for
long so some are still learning on the job. When it comes
to resources for effective work, I must say that they are
inadequate. Sometimes we struggle with resources to even
prepare feed for SAM and MAM patients.

(Joseph)

Another participants, Gifty and Angela, also said,

There is a link between the nutrition and dietetic staff
and the kitchen staff. As a senior dietician, I plan pa-
tient's menu, print them and hand them over to the
matron to follow, while a copy is also given to the patient.
The challenge is that the amount of the insurance claim
is little so the kitchen staff are not able to prepare a
variety of meals.

(Gifty)

There is an existing plan to notify staff. All wards have

the contact numbers of the nutrition and diet

therapy unit pasted on their notice boards. It becomes a
challenge when other stuffs are pasted on the notice
boards to cover our contact or the hospital changes staffs
for the year. Mostly, new staff members don't get our
contacts early.

(Angela)

This agrees with a finding from one study that competing prior-
ities within the healthcare system and insufficient budgetary al-
locations create barriers to effective nutritional emergency
preparedness [20]. From these results, it is important for health
facilities to remove all barriers to ensure effective service delivery.

5 | Discussion

The results revealed that the majority (81.8%) of the nutrition-
ists/dietitians practiced in the urban healthcare facility. This
confirms the assertion that the majority of health professionals
are said to work in metropolitan regions [21]. The distribution
in gender was relatively balanced with a slight female majority
(54.5%). In both healthcare facilities, the average age of the

nutritionists/dietitians was 31 years, with a range of ages
skewed toward those 30 years and younger + 4.49. This shows
that the personnel employed in the domains of nutrition and
dietetics at the healthcare institutions under examination (rural
and urban) are relatively young. In a related study, it was shown
that Ghana suffers from a shortage of dietitians and nutrition-
ists with the average age of Ghana's nutritionists being 31 years
and 63.3% of respondents being under the age of 35 [22]. The
study also found that Ghana had a small number of licensed
dietitians and that the field was not well known or understood.
Most of the respondents in the urban healthcare facility held a
bachelor of science (BSc) in nutrition (72.7%) and worked as
nutrition officers (63.6%). On the other hand, the respondents
from the rural healthcare facility held a diploma in nutrition.
This suggests that there may be gaps in the knowledge base for
those working at rural healthcare facilities when it comes to
responding effectively during an emergency. Higher educated
healthcare professionals, such as those with a BSc in nutrition,
are more likely to be knowledgeable and skilled in emergency
response [23]; however, in rural healthcare facilities where the
majority of healthcare staff have a diploma in nutrition, more
training and capacity development may be required to increase
their knowledge and skills in emergency response [24]. At both
urban and rural healthcare facilities, the majority of nutrition-
ists and dietitians had an average of 4.36 years' experience in
their fields. This implies that the personnel in these industries
are comparatively young and inexperienced. According to a
similar study, a significant portion of nutritionists and dietitians
in Ghana are relatively new to the field, with many having less
than 5 years of experience, which may impact the quality of
nutrition services provided, particularly in complex areas such
as enteral and parenteral nutrition support [17].

The findings of this study indicate that all respondents from the
surveyed healthcare facilities demonstrated a high level of
awareness and understanding of nutritional emergencies. How-
ever, another study reported that nutritionists, particularly those
with less formal education, demonstrate inadequate knowledge
regarding nutritional emergencies [25]. However, some respon-
dents expressed lower confidence in classifying and determining
dietary requirements during nutritional emergencies. Research
has shown that training programs significantly enhance health-
care workers' ability to identify and manage nutritional emer-
gencies [9]. This highlights the need for targeted training
programs to address knowledge gaps and enhance the competence
and confidence of healthcare professionals. Specifically, practical,
on-the-ground management training programs, particularly for
those in rural facilities, may help bridge the knowledge gap and
improve overall preparedness in nutritional emergencies [26, 27].
Further research and interventions are necessary to ensure opti-
mal care and response in these critical situations.

The study findings indicated that although healthcare facilities
demonstrated a high level of preparedness in areas such as
notifying nutrition staff and menu planning for nutritional
emergencies, there was a significant lack of awareness and pre-
paredness regarding the availability of RUTFs for children. A
majority of respondents expressed unawareness of RUTF avail-
ability, suggesting inadequate administration and promotion of
RUTFs in the facilities. To improve the management of nutri-
tional emergencies, it is crucial to make RUTFs available and
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ensure nutrition staff are aware of their responsibility in pro-
viding them [28]. Additionally, significant differences were
observed between urban and rural healthcare facilities. Urban
facilities showed higher awareness and preparedness in areas
such as menu planning and stock levels of enteral nutritional
feeds. In contrast, rural facilities demonstrated greater knowl-
edge and readiness regarding the availability of RUTFs for
nutritional emergencies. These findings suggest that socio-
economic factors contribute to nutritional care inequalities
between urban and rural areas in Ghana. Implementing nutri-
tion protocols, providing training, and raising awareness of
nutrition's role in care could help address these disparities [29].

The provision of adequate nutrition interventions during
nutritional emergencies poses significant challenges for both
rural and urban healthcare facilities. In this study, we found
that interdepartmental cooperation between the hospital
emergency unit and the nutrition and diet therapy unit plays a
vital role in handling such emergencies. Our results align with
previous research, which highlights the importance of effective
communication and collaboration between medical staff and
nutritionists/dietitians for improved nutritional care outcomes
[30, 31]. However, it is worth noting that poor communication
between these fields can lead to delays in dietary therapy, un-
derscoring the need for enhanced coordination [32]. Moreover,
the connection between kitchen staff and the nutrition
therapy unit requires further attention, as effective communi-
cation between these stakeholders is essential for providing
appropriate nutritional care [33]. Previous research emphasizes
that coordinated emergency response systems can significantly
reduce morbidity and mortality during nutritional crises [34,
35]. The absence of such plans in rural facilities underscores the
need for comprehensive policy frameworks that mandate
emergency preparedness planning at all levels of healthcare.
Developing a national nutritional emergency response frame-
work could provide guidelines for all facilities, ensuring that
both urban and rural healthcare providers are equipped to
handle emergencies effectively. In terms of staffing levels, our
findings indicate that proper staffing, particularly in rural
facilities, is crucial for effectively handling patients’ nutritional
demands during emergencies. The study noted that urban
populations generally have better access to healthcare services
compared to rural populations, which is consistent with find-
ings from other studies [36, 37]. Addressing socioeconomic
disparities through targeted interventions, such as improving
transportation to healthcare facilities or providing financial
assistance for low-income families, can enhance access to
nutritional care during emergencies. Additionally, access to
necessary resources, skills, and infrastructure emerged as an
area of concern, particularly in rural healthcare facilities, which
may hinder the efficiency of nutritional emergency response. Our
study also revealed limited usage of technological applications in
nutritional emergency care, highlighting the potential for incor-
porating telehealth and automated dietary assessment tools,
which can enhance effectiveness and care coordination [38, 39].
However, the sample size of eleven nutritionists and dietitians is
relatively small, as well as the collection of data from only two
hospitals, which may limit the generalizability of the findings.
This small sample could restrict the ability to draw broader
conclusions about the preparedness and practices of nutrition
professionals across the regions. Future research should aim to

include a larger and more diverse sample to provide a more
comprehensive understanding of nutritional emergency pre-
paredness in both urban and rural healthcare settings.

51 | Conclusion

In conclusion, the preparedness of rural and urban healthcare
facilities for nutritional emergencies differs significantly, with
urban healthcare facilities being better equipped and staffed.
However, both rural and urban healthcare facilities face similar
challenges in providing adequate nutrition interventions during
nutritional emergencies in their facilities. In rural health facil-
ities, limited access to essential equipment and resources poses
a significant barrier to effective response to nutritional emer-
gencies. For instance, rural facilities may face shortages of
specialized feeding tubes, nutritional supplements, or diagnos-
tic tools, hindering the timely assessment and management of
patients with malnutrition or other nutritional disorders. This
lack of equipment can lead to delays in diagnosis, management
initiation, and monitoring, thereby compromising the quality of
care provided to patients in need. Moreover, rural facilities
often contend with staffing issues, including a shortage of ex-
perienced nutritionists and dietitians. The presence of
inexperienced or undertrained staff members can impact the
delivery of evidence-based nutritional interventions, patient
counseling, and coordination of care, potentially resulting in
suboptimal outcomes for individuals requiring emergency
nutrition support. These deficiencies in equipment and staffing
not only affect the immediate response to nutritional emer-
gencies but also have broader implications for the overall pre-
paredness and resilience of rural health facilities. Inadequate
resources and workforce capacity can limit the ability of these
facilities to implement comprehensive nutrition protocols,
conduct regular training programs, and collaborate effectively
with external partners, distorting the continuity and quality of
care provided to vulnerable populations. Therefore, it is essen-
tial for healthcare policymakers, administrators, and stake-
holders to prioritize targeted interventions in rural healthcare
facilities, such as enhancing resource allocation, investing in
staff training and retention programs, and fostering partner-
ships with urban healthcare facilities or external agencies to
bolster emergency preparedness for nutritional crises. By
addressing these specific challenges and tailoring interventions
to the unique needs of rural settings, healthcare systems can
strive towards equitable and effective responses to nutritional
emergencies, ultimately improving health outcomes and
reducing disparities in care delivery. Further research should
increase the diversity of the sample by including respondents
from other regions and healthcare facilities. Further research
should be conducted to explore factors that might influence the
number of nutritional emergencies in healthcare facilities and
the impact of continuous professional developments (CPDs) on
respondents’ ability to manage nutritional emergencies effec-
tively. More studies should also be done to capture all aspects of
knowledge related to nutritional emergencies including more
questions on other aspects (specific interventions, cultural
considerations) to provide a more comprehensive assessment.

The availability of nutritional supplies and therapeutic meals
presents issues that must be addressed using a decentralized

10 of 13

Health Science Reports, 2025



strategy to resource distribution. The creation of regional RUTF
stockpiles will guarantee rural healthcare facilities continuous
access to nutritional therapies that can save lives. Securing
funds and logistical support for sustainable supply chains can
be facilitated by collaborating with regional NGOs and global
organizations like UNICEF and the World Food Programme.
The use of mobile nutrition emergency units to assist isolated
areas with high rates of malnutrition is another essential
strategy. These facilities ought to be staffed by qualified dieti-
tians and nutritionists and furnished with the necessary enteral
and parenteral feeding supplies. Mobile units can help stop
serious cases from becoming life-threatening by offering as-
sessments and prompt interventions on the scene.

Additionally, to improve cooperation between emergency rooms
and nutrition units, hospital-based nutrition task teams ought to
be formed. These task teams will be in charge of emergency
procurement procedures, stock management, and making sure
that nutritional interventions are incorporated into emergency
care procedures. To monitor the availability of necessary supplies
and pinpoint areas in need of immediate attention, regular audits
and needs assessments should be carried out.

Enhancing healthcare providers' readiness and ability to
respond to nutritional emergencies requires extensive staff
training. Simulation-based emergency nutrition workshops are
one of the best methods; they give healthcare professionals,
especially those in rural facilities, practical experience in rec-
ognizing and handling various nutritional problems. Case-based
learning, hands-on enteral and parenteral feeding method
demonstrations, and emergency response exercises should all
be a part of these courses. Enhancing emergency response also
requires better interdepartmental collaboration. To improve
cooperation in delivering prompt nutritional support, emer-
gency room staff, dietitians and kitchen staff should participate
in joint training sessions. To provide prompt nutritional inter-
ventions, interdisciplinary simulation exercises can promote
teamwork and assist in breaking down communication barriers.

5.2 | Limitations of the Study

The cross-sectional design of the study limits the ability to es-
tablish causality between variables since data are collected at
only one point in time. Additionally, the reliance of the study on
a specific sample of nutritionists and dietitians from urban and
rural healthcare facilities may introduce selection bias as the
perspectives and experiences of other healthcare professionals
or stakeholders involved in emergency nutrition preparedness
could be overlooked. This limitation may restrict the breadth of
insights gathered and limit the diversity of viewpoints repre-
sented in the study, affecting the comprehensiveness and
applicability of the findings. Potential confounding factors, such
as socioeconomic conditions, healthcare access disparities, and
local government policies, were not controlled for, which could
further impact the validity of the study. Variations in govern-
ment regulations, funding allocations, infrastructure develop-
ment, and community resources can significantly impact the
capacity of healthcare facilities to respond to nutritional
emergencies. Failure to account for these contextual factors
could confound the study results and limit the ability to draw

robust conclusions on the determinants of preparedness dis-
parities between urban and rural settings. As a result, careful
interpretation of the findings is necessary.
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