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Abstract 
 

Despite efforts, sub-Saharan Africa did not achieve many key Sexual and Reproductive Health (SRH) targets under the 

Millennium Development Goals. In the post 2015 era, the Sustainable Development Goals (SDGs) will frame decisions on donor 

priorities and resource allocations. Successfully addressing SRH challenges in sub-Saharan Africa have been blunted due to 

fragmentation of SRH interventions in planning and implementation, lack of coherence between policies and program 

implementation, resulting in poor program performance and lack of accountability. We suggest the Social Return on Investment 

(SROI) framework offers a strategic approach for sub-Saharan Africa in support of the implementation, monitoring and 

evaluation of SRH programs given its capacity to capture social and economic impacts, stakeholder participation, and sensitivity 

towards key human rights concerns relevant to SRH. SROI disrupts a ―business as usual‖ approach for one that is systematic, 

participatory, and supportive of economic and human rights needs for success in the SDG era. (Afr J Reprod Health 2016 

(Special Edition); 20[3]: 85-93). 
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Résumé 
 

Malgré les efforts, l'Afrique subsaharienne n'a pas atteint beaucoup d‘objectifs clés de santé sexuelle et de la reproduction (SSR) 

dans le cadre des objectifs du millénaire pour le développement. Dans l'ère post-2015, les objectifs de développement durable 

(ODD) encadreront les décisions sur les priorités des donateurs et les allocations de ressources. Aborder avec succès les défis de 

SSR en Afrique sub-saharienne a été émoussée en raison de la fragmentation des interventions SSR dans la planification et la 

mise en œuvre, le manque de cohérence entre les politiques et la mise en œuvre du programme, ce qui entraîne une mauvaise 

'exécution du programme et un manque de responsabilité. Nous suggérons que le retour social sur le cadre de  l‘investissement 

(RSSI) offre une approche stratégique pour l'Afrique subsaharienne à l'appui de la mise en œuvre, le suivi et l'évaluation des 

programmes de SSR compte tenu de sa capacité à capter les impacts sociaux et économiques, la participation des parties 

prenantes, et la sensibilité envers les préoccupations clés des droits de l‘homme relatives à la SSR. Le RSSI perturbe une 

approche de « la vie continue comme si de rien n‘est» pour celui qui est systématique, participatif et solidaire par rapport aux 

besoins économiques et des droits de l‘homme pour réussir dans l'ère des ODD. (Afr J Reprod Health 2016 (Edition Spéciale); 

20[3]: 85-93). 
 

Motsclés: Objectifs de développement durable, retour social sur l‘investissement; SROI, santé sexuelle et de la reproduction,‘ 

Afrique sub-saharienne, droits de l'homme. 
 

Introduction 

 

Sexual and reproductive health shortcomings 

in sub-Saharan Africa in the pre-2015 era 
 

While there has been significant progress overall 

in the decline of the maternal mortality ratio since 

1990, including a 44% decline within the African 

region, this region also showed the least amount of 

progress globally and now accounts for more than 

6 out of 10 maternal deaths globally1. Despite 

several efforts, sub-Saharan Africa specifically 

missed out on achieving many of the Sexual and 

Reproductive Health (SRH) targets in the 

Millennium Development Goals (MDG) era. In the 

sub-Saharan Africa of today, SRH faces major 

challenges including maternal mortality and 

morbidity, unsafe abortion, unwanted pregnancies, 

family planning, infertility, Sexually Transmitted 

Infections (STIs) including HIV/AIDS, cervical 

cancer and the other cancers of the reproductive 

tract, harmful practices and violence against 
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women and children2. Key indices that reflect 

these challenges include that of the estimated 

289,000 maternal deaths in 2013 globally, sub-

Saharan Africa alone accounted for 62% (179,000) 

and HIV/AIDS contributed 10%3. Of these deaths, 

about 31,000 are due to unsafe abortion in the sub-

region4. Still within the region, 25% of married 

women of reproductive age have an unmet need 

for family planning2,5, with evidence suggesting 

even higher unmet need ranging from 48%-64% in 

some sub-Saharan African countries6. Each year, 

about 50 million women are infected with one of 

four major curable STIs — chlamydia, gonorrhea, 

syphilis or trichomoniasis. These STIs are known 

to increase risk of subsequent pelvic inflammatory 

disease, infertility, pregnancy complications and 

severe health problems in newborns7. Finally, 

cervical cancer accounts for 22% of all female 

cancers in the region, with 34 out of every 100,000 

women being diagnosed with cervical cancer and 

23 out of every 100,000 women dying from 

cervical cancer annually8. 
 

Sexual and reproductive health in the post-

2015 era and emphasis on subjective 

wellbeing 
 

During the MDG era, many global progress 

records were set, framing a shift in the 

international discourse and debate on 

development.  While progress towards the MDGs 

was impressive in many ways, including the 

reduction in maternal and child mortality, several 

limitations of the MDGs also became apparent 

over time.  Such limitations included a limited 

focus, resulting in verticalization of health and 

disease programmes in countries, a lack of 

attention to strengthening health systems, the 

emphasis on a ―one-size-fits-all‖ development 

planning approach, and a focus on aggregate 

targets rather than equity2.  As the MDGs drew to 

an end, global leaders reviewed lessons learned 

and engaged in discussions on how best to frame 

development for the next 15 years. These 

discussions bore the Sustainable Development 

Goals (SDGs), including the setting of a new 

health goal (―Ensure healthy lives and promote 

well-being for all at all ages‖). The SDGs are more  

ambitious in their size and broader in scope  

relative to the MDGs, consisting of 17 goals and 

169 targets that are applicable to all countries, rich 

and poor equally, and take into account the 

economic, social and environmental challenges of 

our world9.  Specifically, as it relates to the SRH 

field, the SDGs comprise several relevant goals 

and targets which embrace many key aspects of 

SRH including access to SRH services, integration 

of reproductive health into national strategies and 

programs, broad sexuality education, the ability of 

individuals to make decisions regarding their own 

health (Target 3.7), eliminating discrimination 

(Target 5.1) and violence (Target 5.2), eliminating 

harmful practices like female genital mutilation 

(5.3) and improving maternal health (Target 3.1) 

(See Table 1)10,11. 

These SDGs and targets will frame future 

decisions on how decision makers and donors 

allocate global and national resources, including 

financial and human resources. They will also 

frame policy priorities of donors between now and 

2030. 

In addition, in the post 2015 era, the global 

agenda, led by the United Nations makes a key 

shift to emphasize the ―subjective wellbeing‖ of 

individuals12. Though this concept was described 

long ago13, the recognition of the importance of 

understanding the interpretation of the perception 

of individuals benefiting from an intervention has 

just been highlighted in this agenda. Subjective 

wellbeing has been defined as ―people's cognitive 

and affective evaluations of their lives‖14. 

This concept of subjective wellbeing will 

mean that public health practitioners as a whole 

will need to be able to understand and measure 

specific needs of specific populations12. This has 

implication for SRH programing, as it is well 

established that there is a broad range of socio-

cultural, economic and religious factors that 

influence sexual and reproductive health choices 

that individuals make15,16. As such, the need for us 

to be able to capture disaggregated data that would 

allow for identifying areas and/or populations of 

the most need, their type(s) of need and how best 

to implement interventions that address those 

needs. Previous use of district, national and 

regional averages fell short in highlighting areas of 

most need.  
 

 



Kumar & Banke-Thomas   SROI for SRH-focused SDG Programming 

African Journal of Reproductive Health September 2016 (Special Edition); 20(3): 87 
 

Table 1: The 17 SDGs Including Specific Targets on Sexual and Reproductive Health. 
 

1 End poverty in all its forms everywhere 

2 End hunger, achieve food security and improved nutrition and promote sustainable agriculture 

3 Ensure healthy lives and promote well-being for all at all ages 

3.1 By 2030, reduce the global maternal mortality ratio to less than 70 per 100,000 live births 

    3.7 By 2030, ensure universal access to sexual and reproductive health-care services, including for family planning, 

information and education, and the integration of reproductive health into national strategies and programmes 

4 Ensure inclusive and equitable quality education and promote lifelong learning opportunities for all 

5 Achieve gender equality and empower all women and girls 

    5.1.  End all forms of discrimination against all women and girls everywhere 

    5.2  Eliminate all forms of violence against all women and girls in the public and private spheres, including  trafficking 

and sexual and other types of exploitation 

     5.3  Eliminate all harmful practices, such as child, early and forced marriage and female genital mutilation 

6 Ensure availability and sustainable management of water and sanitation for all 

7 Ensure access to affordable, reliable, sustainable and modern energy for all 

8 Promote sustained, inclusive and sustainable economic growth, full and productive employment and decent work for all 

9 Build resilient infrastructure, promote inclusive and sustainable industrialization and foster innovation 

10 Reduce inequality within and among countries 

11 Make cities and human settlements inclusive, safe, resilient and sustainable 

12 Ensure sustainable consumption and production patterns 

13 Take urgent action to combat climate change and its impacts 

14 Conserve and sustainably use the oceans, seas and marine resources for sustainable development 

15 Protect, restore and promote sustainable use of terrestrial ecosystems, sustainably manage forests, combat desertification, 

and halt and reverse land degradation and halt biodiversity loss 

16 Promote peaceful and inclusive societies for sustainable development, provide access to justice for all and build effective, 

accountable and inclusive institutions at all levels 

17 Strengthen the means of implementation and revitalize the global partnership for sustainable development 
 

Discussion 
 

Economic and human rights case for how 

implementation of SRH programs in sub-

Saharan Africa need to be done differently 
 

There is sufficient evidence to suggest that several 

of the SRH interventions that can improve SRH in 

sub-Saharan Africa are not only effective, but are 

also cost-effective17, and therefore these would be 

good value-for-money for donors and 

governments. For example, a previous estimate 

showed that if all unmet need for modern 

contraception were satisfied in sub-Saharan 

Africa, unintended pregnancies would drop by 

83%, from 18 million to three million per year; 

and unsafe abortions would decline by 84%, from 

5.7 million to 0.9 million7. It appears that a key 

problem in sub-Saharan Africa is not the SRH 

interventions themselves, but how these 

interventions are being implemented. 

According to the World Health Organization 

(WHO) in Africa18, efforts to tackle some of the 

SRH issues and challenges in sub-Saharan Africa 

have been significantly blunted due to 

fragmentation of SRH interventions in terms of 

planning and implementation, lack of coherence 

between policies and program implementation, 

resulting in poor program performance and lack of 

accountability. Clearly, these kinds of issues can 

limit successful traction of the SDGs and 

ultimately, limit the attainment of the SDGs in 

sub-Saharan Africa if not addressed. 

There is a need to therefore explore 

frameworks that support engagement of all key 

stakeholders including women themselves and 

their partners, foster intersections between policy 

makers and beneficiaries and improve 

accountability mechanisms including SRH data 

systems. In the post-2015 era, it will be critical 

that only the most effective, cost-effective and 

culturally appropriate SRH interventions adapted 

for their local settings are implemented. 

In addition, it is increasingly recognized that 

human rights are essential to achieve sustainable 

development, including in the realization of SRH.  

While the MDGs served as a proxy for certain 

economic and social rights, several critical human 

rights linkages were ignored19.  The SDGs provide 

renewed opportunity to strengthen human rights 

but this will require human rights-based 

approaches to programming as well as monitoring 
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and evaluation (M&E) to truly achieve equitable 

growth and inclusive development20.  Critics argue 

that while the SDGs provide valuable 

opportunities to advance human dignity and rights, 

the SDGs as articulated represent missed 

opportunities let alone a consistent rights-based 

approach to the goals and targets21,22. Upholding 

principles of transparency, accountability, 

participation and inclusion in the design and 

implementation of development activities will be 

required to support the realization and protection 

of human rights in the post-2015 era23. 

In terms of SRH, nine key relevant human 

rights principles and standards have been 

identified as central to human-rights based 

approaches to SRH programs and their M&E: non-

discrimination, availability, accessibility, 

acceptability, quality, informed decision-making, 

privacy and confidentiality, participation and 

accountability24.  In the context of human rights, 

participation refers to whether states ensure active, 

informed participation of individuals in decision-

making that affects them, including on matters 

related to their health. Similarly, in the context of 

human rights, accountability refers in part to the 

state‘s requirement to fully comply with its 

obligations under all international and regional 

human rights treaties to which it is a party.  

Accountability provides individuals with 

assurance and evidence of how their government 

has fulfilled its relevant human rights obligations. 

It is also the mechanism by which the government 

explains and justifies the steps it has taken. 

Redress is incorporated into this process. Given 

the complexity of the health sector and its 

importance to the fulfilment of rights in the 

delivery of sexual and reproductive health 

information and services, multiple transparent and 

independent accountability mechanisms are 

needed24.  While the need for human rights-based 

approaches to SRH programming has been 

explicitly recognized, a review of the literature 

cites a lack of evidence in this area25. 
 

Social return on investment (SROI) 

approach offers a way forward in the post-

2015 era 
 

An innovative approach to Planning, Monitoring 

and Evaluation (PM&E) known as social Return 

on Investment (SROI) analysis may offer a useful 

framework in the context of the SDGs for 

promoting accountability, participation and 

transparency in program implementation and 

M&E. An SROI analysis measures social, 

economic and environmental outcomes of an 

intervention and while it is not typically focused 

on monitoring human rights outcomes and 

therefore would not be classified as a rights-based 

approach to M&E, we argue that it is an approach 

that supports key human rights concerns in 

addition to supporting value-for-money 

measurements.  For example, in terms of human 

rights concerns, SROI explicitly involves the input 

and participation of key stakeholders, including 

intended beneficiaries, in determining changes that 

have/will take place from their perspectives, and in 

estimating the value of these changes.  In addition, 

when calculating the SROI, no one key 

stakeholder is prioritized over the other in terms of 

valuation of the change – facilitating an equity 

approach rather than one driven by power 

dynamics. Furthermore, through participatory 

engagement and dissemination of findings with 

key stakeholders, SROI analysis facilitates 

accountability between implementers, donors, and 

intended beneficiaries rather than just upward 

accountability that typically results from the 

majority of M&E approaches.  In these ways, an 

SROI approach to programming can facilitate 

approaches to implementation and M&E that are 

more sensitive to human rights concerns compared 

to other non-participatory approaches commonly 

used.  The following paragraphs elaborate on the 

SROI framework and how it may be a relevant 

strategy to approach SDG programming and M&E 

in a way that is sensitive to both human rights and 

value-for-money concerns. 
 

Overview of SROI 
 

As defined in the most recent guideline26, social 

return on investment (SROI) is a framework for 

measuring and accounting for broader social, 

economic and environmental outcomes (referred to 

as the ―triple bottom line‖27) of an intervention, 

program, policy or organization from the 

perspective of multiple stakeholders. The SROI 

framework can be used retrospectively to measure 

and account for the value of outcomes that have  
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Figure 1: Six Stages of SROI Approach 

already happened (evaluative) or be used to 

prospectively predict how much value will be 

created if an intervention meets its intended 

outcomes (forecast). SROI allows an estimation of 

a broader benefits-to-costs ratio26 and is used to 

report value-for-money of an intervention28. For 

example, a ratio of 3:1 indicates that an investment 

of $1 delivers $3 of social value. 

The framework was initially developed by 

the Roberts Enterprise Development Fund (REDF) 

in 199629 and it has since been updated. The most 

updated framework involves six stages: 

establishing scope and identifying stakeholders, 

mapping outcomes, evidencing outcomes and 

giving them a value, establishing impact, 

calculating SROI and reporting, using and 

embedding the findings26 (Figure 1). 

The appeal for and application of SROI has 

continually grown across many sectors30, including 

in public health28. A 2015 systematic review on 

the application of the SROI framework in public 

health globally28 showed that it has been applied in 

SRH. Of the 39 studies retrieved from both peer-

reviewed and grey literature in the review, five 

were focused on SRH interventions, including one 

in Africa on an anti-stigma and discrimination 

program targeted at people living with 

HIV/AIDS31. In this example31 which was 

conducted in Mumbwa and Mazabuka in Zambia, 

the researchers used focus groups to determine the 

critical stakeholders of the study, defined what 

happened to the various stakeholder groups 

(including people living with HIV, their families, 

health care providers and non-governmental 

organisations) and what impact (positive and 

negative) the intervention had on the group. This 

was combined with quantitative data including 

financial values and proxies for monetising 

outcomes. Following data collection, the analysis 

involved calculating change attributable to the 

programme, what would have happened anyway, 

how long the change lasted and the net present 

value over a five-year period. All these data were 

then used to establish the SROI ratio of the 

intervention in the two sites (Mumbwa (1:21.20) 

and Mazabuka (1:13.75)). The analysis also 

highlighted an important finding that for people 

living with HIV/AIDS, efforts to reduce the stigma 

that they experience often increases their cost of 

living and can push them further into poverty. 

As seen in the example described above, 

SROI provides a platform for meaningful 

engagement of key stakeholders and allows for 

outcomes of interventions to be described in ways 

unique to the stakeholders themselves32. This is 

critical for SRH and capturing subjective well-

being, particularly in sub-Saharan Africa where 

multiple cultural nuances affect how SRH 

interventions are accepted by beneficiaries and 

implemented by programmers. Furthermore, SROI 
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allows researchers and evaluators to capture ―soft 

outcomes‖ that would otherwise not have been 

reported33,34. Like in the example described 

above31, where the authors were able to capture the 

value of a soft, yet critical outcome like stigma. In 

addition, the approach may be useful in 

elucidating unmet need when it comes to various 

SRH interventions, which may have otherwise 

gone unnoticed or unreported, since in SROI direct 

engagement is made with stakeholders and efforts 

are made to build a holistic picture of the 

intervention‘s impact (including both positive and 

negative). 

In addition to the process and results of an 

SROI analysis, the  seven key principles that 

underpin how SROI analysis should be applied are 

relevant to both economic and human rights 

concerns  related to the SDGs26. (Table 2).  
 

Table 2: Seven key Principles of SROI Approach. 
 

1 Involve stakeholders 

2 Understand what changes 

3 Value the things that matter 

4 Only include what is material 

5 Do not over-claim 

6 Be transparent 

7 Verify the result 
 

The first principle, ‗involve stakeholders‘, 

suggests that stakeholders (i.e., those people or 

organizations that experience change as a result of 

the activity) will be best placed to describe the 

changes that occur as a result of an intervention 

and therefore need to be identified and then 

involved in consultation throughout the analysis, 

in order that the value, and the way that it is 

measured, is informed by those affected by the 

activity.  This principle directly suggests the 

participation of intended beneficiaries, a key 

component of human rights-based approaches to 

programming. 

The second principle, ‗understand what 

changes‘, suggests the articulation of how change 

is created and that this be evaluated through 

evidence gathered, recognizing positive and 

negative changes as well as those that are intended 

and unintended.  This principle requires the theory 

of how these changes are created to be stated and 

supported by evidence.  This principle supports 

data-driven decision-making which is central to 

how economic and human rights decisions are 

(ideally) made. 

The third principle, ‗value the things that 

matter‘, suggests the use of financial proxies in 

order that the value of the outcomes can be 

recognized. Many outcomes are not traded in 

markets and as a result their value is not 

recognized. Financial proxies should be used in 

order to recognize the value of these outcomes and 

to give a voice to those excluded from markets but 

who are affected by activities.  This will influence 

the existing balance of power between different 

stakeholders, facilitating equity in rights terms, 

while facilitating an assessment of value-for-

money that is central to economic decision-

making. 

The fourth principle, ‗only include what is 

material‘, suggests the determination of what 

information and evidence must be included in the 

accounts to give a true and fair picture, such that 

stakeholders can draw reasonable conclusions 

about impact. This principle requires an 

assessment of whether a person would make a 

different decision about the activity if a particular 

piece of information were excluded. It is a 

principle borrowed from the accounting world and 

important to facilitate sound decision-making 

without overwhelming amounts of information. 

The fifth principle, ‗do not over-claim‘, 

suggests organizations should only claim the value 

they are responsible for creating. This principle 

requires reference to trends and benchmarks to 

help assess the change caused by the activity, as 

opposed to other factors, and to take account of 

what would have happened anyway. It also 

requires consideration of the contribution of other 

people or organizations to the reported outcomes 

in order to match the contributions to the 

outcomes.  This principle supports accountability 

between implementing agencies, donors, and 

beneficiaries. 

The sixth principle, ‗be transparent‘, 

suggests demonstration of the basis on which the 

analysis may be considered accurate and honest, 

and how it will be reported to and discussed with 

stakeholders. This principle requires that each 

decision relating to stakeholders, outcomes, 

indicators and benchmarks; the sources and 

methods of information collection; the different 
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scenarios considered and the communication of 

the results to stakeholders, should be explained 

and documented. This will include an account of 

how those responsible for the activity will change 

the activity as a result of the analysis. This 

principle supports transparency in decision-

making which is key to enable sound economic 

decisions and the fulfilment of human rights. 

The seventh principle, ‗verify the result‘, 

suggests appropriate independent assurance be 

performed. Although an SROI analysis provides 

the opportunity for a more complete understanding 

of the value being created by an activity, it 

inevitably involves subjectivity. Appropriate 

independent assurance is required to help 

stakeholders assess whether or not the decisions 

made by those responsible for the analysis were 

reasonable. It is also a principle borrowed from the 

accounting world and important to facilitating 

sound decisions that recognizes inherent 

subjectivity exists and suggests a way to deal with 

this rather than ignore it altogether. 
 

Conclusions 
 

The ‗business as usual‘ format in which SRH 

programs have been implemented, monitored and 

evaluated remain unlikely to engender 

achievement of the SDGs in the post 2015 era. As 

global priorities increasingly emphasize 

embedding accountability, demonstrating value-

for-money, considering subjective well-being and 

identifying areas of most need as well as how best 

to meet these needs, there is an urgent need to 

consider robust and innovative approaches that can 

successfully advance SRH targets. 

While the SROI framework has its 

limitations including difficulty in ascertaining 

financial valuation of ―soft outcomes‖, 

establishing what would have happened without 

the intervention, particularly in complex 

environments and limited comparability of SROI 

ratios across interventions33,34, it still provides an 

approach to systematically account for broader 

outcomes of SRH interventions and the value-for-

money of such interventions while actively 

supporting key human rights concerns. The 

framework offers potential to help SRH 

implementers and researchers to identify the most 

impactful, cost-effective and culturally sensitive 

SRH interventions, supporting the implementation 

and M&E needs of the post 2015 era. Embedding 

such approaches will be critical in keeping 

stakeholders accountable, tracking progress, 

improving data systems to capture relevant, 

disaggregated data and in the end helping sub-

Saharan Africa to achieve the SDGs. We suggest 

that SROI can provide value in the planning, 

implementation, M&E of SRH interventions in the 

post-2015 era and invite it to be further explored 

by SRH programmers, researchers and policy 

makers. 
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