
Stunting is not only a failure to achieve one’s own genetic potential for 
height but is also a predictor of many other developmental constraints, 
including cognitive deficits and loss of future economic opportunities. In 
2012, the World Health Assembly agreed on a global target to reduce the 
number of stunted children under age five by 40 percent by 2025 (WHO 
2012). This target was also adopted under Sustainable Development 
Goal (SDG) target 2.2 (United Nations 2015a).1  This summary describes 
the estimated resources urgently needed to achieve this target, and the 
impact investing in stunting reduction is expected to have on nutrition, 
health, and economic outcomes.

1 The SDG target is: “By 2030, end all forms of malnutrition, including achieving, by 2025, the internation-
ally agreed targets on stunting and wasting in children under 5 years of age, and address the nutritional 
needs of adolescent girls, pregnant and lactating women and older persons” (United Nations 2015b).
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Key Messages

• Reaching the stunting target is feasible but will require large coordinated investments in key
nutrition interventions and a supportive policy environment.

• Scaling up high-impact interventions in all low- and middle-income countries, along with
expected improvements in underlying determinants of undernutrition, would lead to a 40
percent decline in the number of stunted children by 2025. Scaling up the high-impact nutrition
interventions necessary to reach this target would require an investment of $49.5 billion over
10 years.

• Mobilizing additional resources will require country governments, donors, and innovative
financing sources to work in partnership, with country governments investing $2.6 billion on
average and donors an additional $2.1 billion annually by 2025.

• This scale-up in intervention coverage, along with improvements in underlying determinants,
would result in 65 million fewer children stunted in 2025 and, over 10 years, would prevent
about 2.8 million deaths among children under age five.

• The scale-up of the key nutrition-specific interventions is estimated to generate about $417 
billion in economic benefits. Every $1 invested in stunting reduction will generate $11 in 
economic returns.
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StuntingSTUNTING TARGET
REDUCE THE NUMBER OF 

STUNTED CHILDREN UNDER 
AGE 5 BY 40% BY 2025

Note: This summary is based on Shekar, Meera, Jakub Kakietek, Julia Dayton Eberwein, and Dylan Walters. 2017. An Investment Framework for Nutrition: 
Reaching the Global Targets for Stunting, Anemia, Breastfeeding, and Wasting. Directions in Development. Washington, DC: World Bank. doi:10.1596/978-1-
4648-1010-7, available at https://tinyurl.com/InvestmentFrameworkNutrition. Suggested citation for this brief is: Shekar, Meera, Jakub Kakietek, Julia 
Dayton Eberwein, Jon Kweku Akuoku, Audrey Pereira, and Mary D’Alimonte. 2017. An Investment Framework for Meeting the Global Nutrition Target for 
Stunting. Washington, DC: World Bank Group. All dollar amounts are U.S. dollars.
a The World Bank Group. b Results for Development Institute.
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Why Stunting?
Stunting, or being short for one’s age (low height-for-age), is 
the leading measure of chronic undernutrition. Stunting is a 
remarkable proxy for exposure to a host of early life behavioral 
and environmental insults that limit children’s overall develop-
mental potential. Childhood stunting has lifelong consequences 
not just for health but also for human capital, poverty, and equity 
(Victora et al. 2010). Importantly, chronic undernutrition can be 
transmitted through an inter-generational cycle, where malnour-
ished mothers are more likely to have stunted children (Aguayo 
et al. 2016; Ozaltin, Hill, and Subramanian 2010). Being stunted 
in early childhood is associated with a delayed start at school 
(Daniels and Adair 2004), reduced schooling attainment (Fink et 
al. 2016; Martorell et al. 2010), and substantially decreased adult 
wages when measured at both the individual (Hoddinott et al. 
2008) and country level (Fink et al. 2016). One study found that 
young children who were stunted were 33 percent less likely to 
escape poverty as adults (Hoddinott et al. 2011). These conse-
quences add up to overall GDP losses of 4 to 11 percent in Africa 
and Asia (Horton and Steckel 2013). 

The Magnitude of Stunting
As of 2015, 159 million—or 1 in 4—children under age five were stunted, with the highest burden concen-
trated in low- and middle-income countries (UNICEF, WHO, and World Bank 2015). Although world-
wide prevalence of stunting has declined since 1990, stark regional differences persist, with South Asia 
and Sub-Saharan Africa remaining above the global average both in terms of prevalence and numbers of 
stunted children.  

 Global Stunting Prevalence as of 2015

85% live in 37 high-burden countries

159 MILLION 
CHILDREN 
UNDER 5 
ARE STUNTED 
WORLDWIDE 

Source: UNICEF, WHO and World Bank, 2015.
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Data sources: Hoddinott et al. 2011; Hoddinott et al. 2008; 
Horton and Steckel 2013; and Martorell et al. 2010.
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Investing in Proven Interventions to Meet the Stunting Target
The analyses presented in An Investment Framework for Nutrition focus on seven high-impact nutri-
tion-specific interventions with strong evidence of efficacy in reducing stunting (Bhutta et al. 2008, 2013). 
Scale-up financing needs for these interventions are estimated for a sample of 37 high-burden countries 
and extrapolated to all low- and middle-income countries. 

An additional $49.5 billion, over and above current spending, is needed over 10 years to scale up this 
package of interventions to prevent stunting (see the table). This includes $44.2 billion in direct service 
delivery and an additional $5.3 billion for monitoring and evaluation, capacity building, and policy devel-
opment. Prophylactic zinc supplementation and the public provision of complementary food for young 
children account for about 60 percent of the intervention costs. Some of these interventions are expensive 
when applied at scale, while others—especially prophylactic zinc supplementation and balanced energy 
protein supplementation for pregnant women—also require further implementation research in order to 
deliver them at scale. Therefore, two alternative resource-mobilization scenarios, a priority package and a 

Interventions to be Scale Up and Total Financing Needs to Meet the Stunting Target 

INTERVENTION

ADDITIONAL 
FINANCING NEEDS 

2016–2025 
(US$, MILLIONS)

SHARE OF 
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(PERCENT)
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Antenatal micronutrient supplementation  
Includes iron and folic acid supplementation and at least one more micronutrient delivered for  
180 days per pregnancy as part of antenatal care

 2,309 5%

Infant and young child nutrition counseling 
Individual or group based counseling sessions to promote exclusive breastfeeding (0-5 months of age) and 
continued breastfeeding and timely introduction and appropriate quality and quantity of complementary 
foods for children 6-23 months of age

6,823 15%

Balanced energy-protein supplementation for pregnant women  
Nutrition supplementation for pregnant women who are food insecure (living under the poverty line of $1.90/
day) delivered through community, health facility, or social safety net programsa

6,949 16%

Intermittent presumptive treatment of malaria in pregnancy in malaria-endemic regions  
At least two doses of sulfadoxine-pyrimethamine delivered during pregnancy as part of antenatal care 416 1%
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Vitamin A supplementation for children  
Two doses per year for children 6–59 months old delivered through mass campaigns 716 2%

Prophylactic zinc supplementation for children  
120 packets of zinc (10 mg/day) per child per year for children 6–59 months of age; assumed to be delivered 
through community mechanisms similar to micronutrient powders (MNP) supplementation

14,212 32%

Public provision of complementary foods for children  
Supplemental foods for children 6-23 months of age living under the poverty line $1.90/day) delivered 
through community-based nutrition programs or existing public food distribution or social safety net 
programs

12,750 29%

SUBTOTAL 44,175 100%

Program (monitoring and evaluation, capacity strengthening, and policy development) 5,301 n.a.

TOTAL 49,476 n.a.

Note: a Since this analysis was completed, the World Health Organization (WHO) has issued revised guidelines that recommend this intervention for women with a 
low body mass index (BMI <20). The revised guidelines also recommend nutrition counseling, but this is not included as part of this intervention in the current study. 
See WHO 2016.  n.a. = not applicable.

3



catalyzing progress package, are recommended to take these interventions to scale, with adequate invest-
ments in research and delivery science.2

About 50 percent of the estimated global financing needs ($23.5 billion) is for the scale-up of nutrition 
interventions in Sub-Saharan Africa, with South Asia and East Asia and Pacific each accounting for a little 
over 20 percent ($10.8 billion and $10.4 billion, respectively). Two countries, India and China, account for 
about a quarter of the global total (26.3 percent) because of the large size of their populations and large 
numbers of stunted children.

The Impact of Investing in the Stunting Target
The additional investment of $49.5 billion over 10 years in the package of nutrition-specific interventions, 
alongside existing investments and projected improvements in the underlying determinants of undernu-
trition (growth in per capita GDP and improvements in food availability and diversity, women’s health, 
education, and empowerment), would enable countries to achieve significant reductions in stunting. By 
2025, there would be about 65 million fewer stunted children in low- and middle-income countries com-
pared to the 2015 baseline.

The scale-up of the key nutrition-specific interventions is estimated to generate about $417 billion in eco-
nomic benefits over the productive lives of beneficiaries in low- and middle-income countries. The bulk 
of the benefits (about 98 percent) would be the consequence of the cognitive losses avoided in children 
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Nutrition-specific
interventions

~ 65 million fewer
children stunted

in 2025

~ 2.8 million child
deaths averted
over 10 years

Costs and Impacts of a 10-Year Scale-Up of Interventions to Reach the Stunting Target

Note:  a.Includes food availability and diversity, women’s education, women’s empowerment and health, and water, sanitation and hygiene (WASH).

2 The priority package includes antenatal micronutrient supplementation, infant and young child nutrition counseling, intermittent presumptive  
treatment of malaria in pregnancy in malaria-endemic regions, vitamin A supplementation for children, wheat and maize flour fortification, and iron 
and folic acid supplements for adolescent girls in school. The catalyzing progress package would scale up the priority package plus a more phased-in 
expansion of the other interventions to improve delivery mechanisms and program implementation. For more information, please see: Catalyzing 
Progress towards the Global Nutrition Targets: Three potential financing scenarios for investing in nutrition.
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under age five and the resulting improvements in their economic productivity. The remaining 2 percent 
would result from premature mortality averted by the interventions. Comparing those benefits with dis-
counted costs yields a benefit-cost ratio of 11. This means that one dollar invested in stunting reduction 
will generate more than 11 dollars in economic returns.

Financing Needs
Despite the economic benefits and high returns from investing in reducing stunting, both country and 
donor investments are inadequate. Currently about $2.6 billion—$2.2 billion from country governments 
and $0.4 billion from donors—is spent globally each year on this core package of interventions known to 
reduce stunting. The additional $49.5 billion needed over 10 years to reach the global stunting target can 
be mobilized through a coordinated effort between governments, donors, and new innovative financ-
ing mechanisms such as the Power of Nutrition (see the figure below). Country governments would be 
expected to contribute $25.5 billion and donors $21.4 billion over 10 years in order to meet the target.3
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Global Success Is Possible
Although the estimate of what it would take to achieve the global stunting target is based on ambitious 
scale-up assumptions, some countries have demonstrated that rapid scale-up of nutrition interven-
tions can be realized and can lead to swift declines in stunting, albeit each country’s path to success has 
been different. Rapid declines in stunting have been achieved recently in Bangladesh, Ethiopia, Ghana, 
Malawi, Peru, Senegal, Tanzania, and Vietnam, among other countries. In Peru, for example, the share of 
children under five who are stunted declined from 28 percent in 2005 to 14 percent in 2014. In Senegal, 
prevalence of stunting in children under five fell from 26.5 percent in 2012 to 18.7 in 2015, despite a period 
of uneven economic growth.

3 The remaining $2.6 billion would be financed from other sources including innovative financing mechanisms as well as household contributions to 
some interventions.
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Call to Action
Child stunting is a silent emergency of a magnitude as large as that of the AIDS epidemic, affecting 159 
million children with negative consequences such as greater risks of illness and death, reduced cognitive 
ability, poor learning outcomes, and poverty. The benefits of reducing child stunting can more than offset 
the extra cost, with a return of more than $10 for every dollar invested. As we stand at the cusp of the new 
SDGs, with global poverty rates having declined to less than 10 percent for the first time in history (World 
Bank 2015), we now have an unprecedented opportunity to save children’s lives, build future human cap-
ital, and drive faster economic growth by improving nutrition and tackling stunting. The cost is nearly $50 
billion over 10 years, but the costs of inaction are likely to be significantly higher.  
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