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DEGREES OF INSTITUTIONALIZATION: FAMILY PLANNING POLICIES
AND PROGRAMS IN SENEGAL, 1980-2005
Yazmine Michelle Watts, Ph.D.

Western Michigan University, 2009

Senegal’s population growth rate of 2.7% is greater than double that of the world
average of 1.16%. The Government of Senegal acknowledges the population problem
and has made efforts to address this issue. For over the past two decades the United
States Agency for International Development (USAID) has served as the predominant
donor in Senegal’s health sector and has been a strong supporter of Senegal’s family
planning program. The evolution of family planning in Senegal cannot be understood
without considering the roles of culture, religion, decentralization and funding in the
institutionalization process. This research addresses important questions concerning
factors that contribute to the institutionalization of family planning policies and programs
in Senegal and it also examines how Senegal has progressed in the institutionalization of
its family planning policies and programs from 1980-2005.

This project draws its analytical framework on theoretical approaches within
historical institutionalism including path dependency, layering, conversion and policy
drift. This research uses several methodological tools to address the research questions.
Historical analysis of policy, program and evaluation documents, statistical reports,
family planning studies, family planning related variables for the period 19802005, in

addition to the use of interview, questionnaire and other data collected during field



- research in Sénegal, are employed. Thrvee'»categories of independent variables are used to
measure the inStitutionalization of fémily planning including cu‘lffvure/re,lbigidn, decentral-
iiatibn, andvdonor support. In order to determine degrees of institutionaliiation of farhily
planniﬁg in Senegal, three categories Qf measurément are uséd including legitirﬁacy,
knowlédge'and capacity-builaing. |

" Results of this study reveal that social norms block the institutionalization of |
: family vplérvming in Sehegal,‘thev negative effects of decentralization were not observe_d,
and it also confirms that high‘reliar'lce upbn donor aid leads to lower levels of institution- -
alization of vfamily planning, Finélly, the resﬁlts also indicate that progress sinée 1997 has '
waned and the Government of Senegal in conjunction with USAID needs ‘to éohtinue to |

develop innovative family planning strategies that accommodate cultural and social norms.
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- -CHAPTER I
~ BACKGROUND AND INTRODUCTION
F amil'y‘Planning‘in Africa and Seneg'al o

Since the 19605 the population in sub-Saharan Aﬁ'ica hE.lS‘ more th‘ap doubléd and
many Africans 'continuve to practice thé' tradition of having large ‘n'urmbeir:s bf children.
While 1t is %1 cultural nbrm thoughout sub-Saharan Africa to have bigtfamilies, '-vmany
sub-Saharan Africah countries are unable tb':prov_ide adequate basic necessities such as
1:1ealbth.‘care, food, educatioﬁ and jobs for {heir growing pOpql'ations. Countri‘esbin Africa:
B ‘: are aniorig the pooresf iﬁ theworld and rely heavily lip(')n:dono‘r*:a:ssistca‘n(‘:e in sectors such o

* as health wﬁich includes family planniné. Over‘the past t§vo decadés;, the United Staies
Ageﬁcy for fntemational Developfnént.(USAID) has been a major donofbin fhe health
Asécto'r: in many poor Africaﬁ .c'ountries. From 1980 to »thei present, 'USAID haS sefved. a‘s’

- the predorhinant donor in Senegal’s héalth sector (_Wickst_rém, Diéghe an(i Smfth 2006, 14).
~While sbme progress has been made towards céﬁﬁolliﬁg the population gromh |
problem with the introduction of family planning programs in Senegal by USAID du;ing ‘
- the 1980s, the actual use of family plannihg has incfeased slowly and remains low. Se?eral ‘
factors coﬁtribute to the lack vbf use of family planning in Africa, mainly ¢ar1y age at
marriage, the social desire to have many children widely précticéd in islamic c'quptries, '
culfural nbrms and other factors in addition to limited access to education and resources.

Over the past decade, family planning has increased among women in Africa, notably for

1



married women. Unfortunately West Africa lags behind most other regions in Africa

(Gribble 2008, 1) as shown in Table 1.1 below.

Table 1.1

Contraceptive Prevalence by Region of Africa

REGIONS Contraceptive Prevalence
Northern Africa 60%
| Southern Africa . 58%
Eastern Africa 26%
Middle Africa 19%
Waestern Africa o 13%

Notes: Estimates are based on the most current data available between 1998 and 2007. These percentages refer to
- women who are married or in a union:
Northern Africa: Algeria, Egypt, Libya, Morocco, Sudan, Tunisia.
Western Africa: Benin, Burkina Faso, Cape Verde, Cote d'Ivoire, Gambia, Ghana, Guinea, Gumea-Blssau Liberia,
Mali, Mauritania, Niger, Nigeria, Senegal, Sierra Leone, Togo.
Eastern Africa: Burundi, Comoros, Djibouti, Eritrea, Ethiopia, Kenya, Madagascar, Malawi, Mauritius, Mozambique,
" Rwanda, Somalia, Tanzania, Uganda, Zambia, Zimbabwe.
Middle Africa: Angola, Cameroon, Central African Republic, Chad, Congo, Democratic Republic of Congo, Gabon,
Sao Tome and Principe
Southern Africa: Botswana, Lesotho, Namibia, South Africa, Swaziland.
Source: Clifton, Kaneda, and Ashford 2008.

The average number of births per woman in West Africa remains high at 5.7. Gribble

(‘2008) maintains that
given the young age structure of West Africa, the number of women of repro-
ductive age is expected to increase from 69 million in 2008 to 83 million in 2015.
The combination of high fertility and a growing number of women of reproductive
age sets the stage for continued rapid population growth and challenges to meet-
ing the different needs of these people (Gribble 2008, 1).

Senegal, like many other African nations, is struggling to provide education, housing,

jobs aﬁd health care, while trying to compete in the global economy (Goliber 1997, 2).

The continued use and expansion of family plénning is essential in Senegal.



Statement of the Problem

o Sene_gal’s population growth rate of 2.7% is greater than double that for the world
average of 1.16%. Accordmg to the Central Intelligence Agency World Factbook Sene-
gal’s population growth rate is ranked 22 out of 234 countries (Central Intelhgence Agency
2009). By the year 2050 Senegal’s population is projected to double in size with an esti- |
mated populatlonv of over 25 million.(United Nations Department of Econormc and Social ,
Affairs 2007). Like other_ African nations, the cultural norm of the large family is - |
encouraged in Senegal; Senegalese women would ideally like to have about six children. '
Based upon the goyemment’s inability to cover health services without donor ass_istance,
investment in farnil_y planning is essential 'in‘order to control the population and to -

_ improve the overall health of mothers and children.
‘Popu‘lation Growth Problem

A majority of countries in sub-Saharan Africa haye taken measures and ‘ adopted
pohc1es that acknowledge the important role that demographlc trends play in their quest
to modermze but these policies are camed out differently among the region’s diverse
cultures” (Goliber 1997, 2). In-its 5™ Plan (1977-1981) the Government of Senegal
recognized the intensity of its population problem and was concerned with prospects for »
socio-economic development because a large percentage oi' the population was under the
young age ot' 15. The‘Ministry of Health advocated for the adoption of a population
- policy directed toward the protection of mothers and children. It was agreed that a family

~ planning program would be used for the purpose of ‘spacing births and educating and

informing the people (Republic of Senegal, Ministry'of Planning and Cooperation 1977).‘



- Tomaro (1980) argues that these measures did not constitute a fully integrated health and -
population program, but indicated that the government was aware of the nature of its popu-
lation problem and was taking steps to deal with it. Despitevits best efforts, the. govern-
ment realized tﬁat no matter what was done, the country’s population would double

within 30 years.
Cultural Beliéfs and the Population Problem

Although the Senegalese government i§ aware of the need to control its popula-
: fion, controlling the population as a strategy to limit births and redgce growth rates is.a
very sensitive issue in Senegal due to social norms and cultural beliefs. Islam is the
religion of 94% of fhe people‘in Senegal. Among certain sects of Muslims, limiting births
is considered contrafy to the l,av'vs of the Koran. “Children are riches measured by their .
’soc/ial valué and longevity, not their economic benefit or cost” (Tomaro 1980, 6). Outside‘
of the capital region of Dakar, there is more resistance to policies percéived as antifnatal.
Even in the Dakar region, thgre is some resistance to endorsing famiiy planning. M"any
political leaders and ,pfogram managers have ‘been reluctant and have remained cautious -
in advocating family planning programs that could be viewed as an assault on Islam. - -
Also, there is a small, but vocal segment of the community that questions donor interest
in providing assistance for family planning, but not massive economic aid. This group is

not convinced that Senegal has a population problem (Wilson 1998).



" USAID: The Donor Providing Birth Control -

Ih a COuntry where there is somé receptiveness to the subject of 1imiting vorv pre-
venting births, USAID is (S_ftcn identified as the donor»t’hat is providing birth cohtrol.f '
Since 1980, USAID/Séhegal has been suppoﬁing the Govérhinent of Senegal inits
o éfforts to‘proVide‘fanﬁ_i‘ly plahning ser'viges;»Do'n‘o'r Suppért for population afétivitie‘s in :
- ,vSenegal is vlargely supboned by USAiD. Although there are othe’r‘dbnors‘that contribute .
‘to_populati:on activities 1n Senegél, USAID is the only donor agency that has sponsored ’ |
“programs that delii)er diréct‘family planning sérvic'eé. In general; donofs othér than USAID

have supported population aétivities Such as feseéfch and fechnical éssiStan;:e, projects, |
but have notrsupported farhily planning service delivvevr"y projects; nor prb?idéd contra- '

ceptives or the education needed to thoseth need it most.
" The ProbIem of Foreign Donor Supported Ins'titutionalization

This fesearch is imp(‘v)'rtantvbecalise it examines a'cofnmon proﬁlem in ;forei'g_nv aid.

The relationéhiﬁ betwe_eri USAID and Senegal in the area of family planning isa compii;'. )
»cat_ed one. On thvc‘ one hand,'Seﬁegal neéds family planning Services and it is beneficial -
" for USAID to provide the country with both resource; and leadc’rship; Yét, it is also
“importanrt for Senegal to take charge and play an active rolé in the devélopment and |
expansion of its family plahning policies and programs. |

Cunén’_dy Senegal is fécing a problém with policy and prograh in'stitll_ltionalizatiOn.'
“Full pblicy. and brogram institutionalization would réquire the Govemmenf of Senegal to
bevsolely in charge‘of its family planning leicies and p;ograms which also entails cover-

'ing all of the cost>s‘ in addition to running the infrastructure. USAID continues to follow a



family planning strategy based unon its project goals, but it is difficult to ascertain how

much the Government of Senegal wants to follow this cnurse. A huge question of

concern is: whose program is it? How do you get the Govemment Qf Senegal to run the

family planning program and want to do it without help? Policy institutionalization is a

common problem in foreign aid and has been an issue with the military in Iraq and also

~ with environmental policy in many developing countries. For axample, fdrestry policy in
Sénagal has historically been dictated by foreigners. Larson and Ribqt (2007) maintain
that Europeans have dictated environmental policies in the developing World dating back
toi the colonial period. They also maintain that while palicy changes have continued ta
occur, environmental policies remain unfairly biased against local rural communitiea_
(Larson and Ribot 2007).

In Senegal, it can be argued that the active involvemcnf of USAID in the funding - |
and development of family planning pfojecfs has triégered some crucial change. Although
steps have been made to improve it, family ‘planning in Senegal is by no means fully
institntionalized. Senegal has not achieved full institutionalization of its policies and
’pro‘g.rams for a variety of reasons that will be discussed in later chapters of this disserta-
tion. Senegal is a post-colonial country that will haV¢ to rely on major donor aid for many
more years to come. The fact that Senegal continues to receive a large amount of foreign
aid from USAID makes it difficult to assess tne degree of autonomy that Sénegal has in
its family planning policies and programs. I will attempt to overcome part of this chal-

lenge by conducting a thorough analysis of the developments over a 25-year period.



The Benefits of Family Planning Programs and Services -

There are a variéty of benefits associated with fhe us‘e‘Of féinily plannirig programé
o and serviées., The use of family planning can help tb avoid gnintcnded pregnancies, Which o
- can also decrease the nur'ﬁber of maternal déafhs. “Using‘contréception h:el‘vps avoid
. unsafe abortibns to eﬁd‘unintended pregnancies. It also enables women to limit births to
their healthiest childbearing years and to avoid giving birth more times than is good for
: their healt ” (Upadhyay and Robey 1999, 1). Fainily planning ié élso beneﬁcial because
| -people who pl’an their cﬁildbiﬁhs but léSs financial stress on th¢ govémment because they
' ‘ | reljl@ss on free or subsidized govérrifnént ’sevr\;ices and_/or‘:prog‘rar'ris. For 'exé@ple, with
’ mor;: careful childbirth planning, families“’ do ridt' have to rely on many gqve;minént_ pr(‘)g‘rarvns. -
o in ofder to feed and caré for their large' famil‘iebs.vLav_stly, wit‘h far‘nilyplann‘ing','unemploy- :
meﬁt lévels in Senegal ‘will'decrev:ase over time. As' the rate Qf population growth decreaéés,v :
there will be a better ratio of the number of jobs _av'ailable to the actual pqpulation' size. ’v
To date, Seriegal’s economy remains weak aﬁd is not growing fést enough to pro-
‘vide jobsdue to its populatio‘n growth. For ’éxample; in .1 980, Senegal had a population of
A5,'639,785‘. By‘ the year 2000, the population nearly donbled to 9,784,325 (USAID 2004b,}
5). As of July 20}09,;S¢negal"s pbpulafion is estimated at¥13,71 17,5‘9f (C.en‘trai Intelligence
Agency 2009). By 2030, the pobulatjon is projected at 18,583,728 and by 2050, 24,577,651
(USAID' 2004b, 5). The fertility rate remaihs high at 4.§5 chiidren born per woman - |
(Central Intelligence Agency 2009). Poliéieé and prog;arns that support the long-term,
continued use of family planning are evs.sen.tial in order to help Senegal reduce its popula-

»tibh growth rate, which will allow this country to grow economically.



Justification of Senegal as a Case Study

‘Senegal serves as an ideal country for a case study of family planning for a variety -
of reasons. Senegal has' one of the highest le\rels of unmet need for family planning in the
- world. Several research studies on famlly planmng in sub- Saharan Africa argue that West
. Africa has some of the hrghest levels of unmet need for famlly planmng in the world
Accordlng to the Demographlc and Health Survey (DHS)
a woman has an unmet need for contraception if she is fecund sexually active, not
using any contraception methods, and does not want a child for at least two years
- (“spacers™) or wants no more children (“limiters™) ... Yet family planning pro-
- grams are currently low on most national agendas and there is no concerted effort
- to address the expressed need for family planning (Policy Project 2005, 1). .

~ Table 1.2 below demonstrates that Senegal has the highest unmet need of all countries in o

- West Africa.

Table 1.2

‘Unmet Need for Family Pianning Services by Ceuntry (West Africa)

Percentages of

Countries Unmet Need
Benin - - 27%
Burkina Faso - 29%
Cameroon . ' 20%
Cbte d’Ivoire 28%
Ghana v 34%
| Guinea 4%
Mali ' : 29%
Niger 17%
Nigeria - 17%
Senegal , v - 35%
Togo ' 32%

Source: Policy Project 2005, 2



Senegal also serves as an ideal case study due to the fact that USAID has longevity as a
major donoragency in family planning and has been involved sinee the very early stages,-
which allows one to trace the history of the role of the donor agency from the beginning

of family‘ planning programs and services in Senegal in 1980 until more recently.
“Research Questions

This research will help us understand the loné-tem results of how funding and
guidance from a major outside donor agency affects vifamily plannlné policies and pro-
: grams in Senegal, with the potential to infer that similar results'ean and/or may have
occurred in other African countties that receive major funding‘from USAID. From a

‘ pol1cy perspect1ve this research could have 1mpl1cat1ons regarding how donor agenc1es can

~ . support recipient govemments in tak1ng an act1ve role in somewhat costly and analyt1cally o

demanding, yet nevertheless tembly 1mpol1:ant development pol1c1es How does govern- :
ment come to recognize the value of a program and to develop the capacity to 1mplement -
it when the 1n1t1at1ve has historically come from the outs1de? The most pertlnent question
of concern for the future of family planning oolicies‘and programs in Senegal is the
| follosving:Has the ‘continued involvernent vof USAID in family planning policies and :
programs facilitated: institutionalization in Senegal? Equally important, what has been the
extent of institutionalization of family planning‘policies and programs in Senegal? | |
This research will address several important questions:

) What Jorces have contributed to determmmg the shape of the institutional/
orgamzatzonal arrangements for family planning in Senegal ? ’

2) How far has institutionalization progressed from 1980-2005 in family
planning policies and programs in Senegal? How have use, knowledge and
capacnjy-buzldzng in family planning mcreased over time? -
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3) What factors contribute to the degree of institutionalization of family planning .

policies and programs in Senegal?

-

Theoretical Framework: Historical Institutionalism

.H’istor'ical institutionalism is an i}de‘al théoretical framework for evaluating family
planning policies and programs in Senegal.! Based on a review of the litcratln'e, Sénegal’s
history af family planning is _uniciue in the fact that USAID has Servéd as the major donor
agency for farnily planning from 1980 to the pres‘ent. The historical framework for this
research chsists of understanding how family planning has prdgressed in Senegal over a
25 year period of time (1980-2005). Beyond the simnlc notion that “institutions matter
toa,” the perspective taken for this!research is path dependent’ in many ways, ernpha-
sizing the role of existing institu'tions ibn shaping historical choic¢s and outcomes in.
family planning in Senegal. The analysis will focus on‘ several vkey,domains' and their
impact on policy outcomes. Theae areas include religion and culture, decentfalization and
government and donor funding and resources. These areas will be discussed in Chapters
IV,V and VL

In Senegal, it can be argued that although new institutions have been added, thé
core institutional struature revolves around policies and programs that were set in the
* past. USAID has historically been the source of the majority of money, infdrmatian and
ideas in the field of family planning in Senegal—all provided with a distinctive U.S.
accent (Levine 2007). We can only understand contamporary family planning policy

choices in Senegal as responses to or products of policy choices that were made in the

''See Chapter II for a detailed discussion of historical institutionalism and public policy studies.
? This term is defined and discussed in Chapter II.
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past. Past policy choices in Senegal have privileged some actors, shaped some norms, and

directed resources towards'particular family planning activities.
There are three major players that have‘ a stake in family planning in Senegal.

These include USAID, the 'Govemrnent of Senegal and Senegalese religious leaders._

First, USAID began its first official family planning program in Senegal in 1981.° Since

1980‘,USAID’s focus areas" have been in Dakar and 2‘1' districts in four regions through-
- out Senegal (Kaolack, Louga, Thies and Ziguinchor). _USAID has been the major donor
agency providing for family planning serVices,"prograrns,itraining, technical assistance

and social marketing in Senegal. The next major player rin family" planning in Senegal is |

the govemment The Senegalese govemment relles ma1nly upon USAID for family plan- ,

" ning fundlng in ma_|or areas which 1nclude service tra1n1ng, staff superv151on, contra- -

ceptlves contraceptlve management and techmcal expert1se among other areas.- Lastly,

Senegalese rellglous leaders (also known as marabouts) also have a stake in famlly plan- '

v n1ng H1stor1cally, some have been opposed to family planmng in Senegal. As prev1ously
mentloned, Senegal isa predomlnately Muslim country. Population 1nterpreted asa

strategy to limit births‘ and reduce growth rates is still a very touchy issue in Senegal.

Re11g1ous leaders have argued that l1m1t1ng births is contrary to the precepts of the Koran

USAID the Govemment of Senegal, and Senegalese religious leaders are all key players
that have had an impact on the evolution of family planning in Senegal. In subsequent
chapters of the dlssertatlon, the role of thes.e major actors over the 25-year period of study

will be discussed using historical institutionalism as a theoretical framework for analysis.

3 Prior to 1981, USAID authorized Senegal’s first Family Planning Project in urban areas in Dakar, Thres,
and Casamance, and in rural areas in Kaolack This pI‘OJeCt was a part of the larger Sine Saloum Rural
Health Care Project.
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~ Data and Methodology

Data Sources

//‘

The sources of data for this research are diverse. Policy, program and evaluation
~ documents, statistical reports,family planningstudies, family planning related variables
for the period l980e20l)5, interview, questionnaire and other data collected during ﬁeld
research in Senegal, in addition to the appronfiate literature on historicél institutionalism
‘énd public policy, are the major sources of data. The sources of the data are multiple and
“include the USAID Development Ext)el'ience Cleal’inghouse, the USAID‘librafy in
Senegal, the Senegalese Ministry of Health, the Senegal Demographic and Health Survey
(DHS) for the years 1986, 1992/1993, 1997 and 2005, the lWofld Deueloprnent Indicators
| (WDI) database, online World I-lealth Ofgénization (WHO) data and the Population

‘Reference Bureau.
Data Collection .

Data for this dissertation were collected during six months of field research in
' Dakar, Senegal under a Fulbright fellowship in 2004 and on a subsequent field research " |
trip in sulnmer of 2006 and during a more recent follow-up interview with USAID N
| leadership in Senegal during 2009. In addition to deta collected in Senegal, relevant
family planning documents were ordered from the USAID Development Experience
- Clearinghouse. Available data on family planning for the peri0d of study were retrieved

from Macro International, which houses the Senegal DHS data, the WDI database and »



' online data from the WHO and the Population Reference Bureau. All other relevant data

were collected via library and online resources.
Methodology

The methodoloéy for this research includes an in;depth historical analysisof :
family plannmg pol1c1es and programs in Senegal from 1980-2005 in addition to the
' analy51s of famlly planmng related variables for the period of study. The 1nst1tutronal-
,rzatlon of family planmng serves as the dependent variable and the research desrgn :
--speciﬁes three categories of independent variables that inﬂuence the instit'utionalization
: of family planmng, these categorles mclude rehglon/cultural bias, decentrahzatron and-
donor support In order to determme where Senegal stands in terms of the rnstrtutlonal-
1zat10n process three categorles of measurement were created The three categorles

' 1nc1ude legitimacy, knowledge and capacity- uzldmg, wh1ch are deﬁned in Chapter IV

For each of the categorles relevant and available variables for the. peI'lOd of study were

chosen For legmmacy data concemlng the contraceptlve prevalence rate, contraceptlve

“usage and i issues concerning attltudes and acceptance about famrly planning are utlhzed. ‘

For knowledge, variables are used in order to determine if Syenegalese people have suffi-

cient and accurate information about family planning methods such as-knowledge about
modern methods of contraception. For capacity-building, variables concerning govern-
ment expenditures on health and family planning are utilized in addition to variables

pertaining to donor aid.

4 This term is defined and ope.rationalize’d in Chapter Iv.
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Throughout the empirical Chapters IV, V and VI, vérious fnethodélogical
" abproaches are taken in order to answer the research queﬁtions. Chaptcr iV usés évailable | |
: ‘data for the period of study from al‘l"f(’)ur Senegai DHS’s 1986, 1992/1993, 1997 and 2005, |
- data collected during field research in Senegaklyand other family planﬁing related research B
in order to analyze the» inﬂﬁence' o}f' éulture.ahd religion in the inst_itutﬁonalization of
‘ famﬂy planhing in Senegal. Variablés that ‘indicate ‘trends'a‘bou}t marriage, is()cial npﬁns,
Islam and religious 1edders and polygamy over the peripd of _sﬂidy ar‘e"éxaminéd. o

R Chapter V anaiyzes the impact of decentralization 1n the instifutionalization of
family planning using available regional data (Central, North Eést‘,i Spﬁth and Wést
- régions) for the peridd bf study from three of four of the Senegal DHS’S 1992/1993, ‘1997, N
’ énd 2005. These'yearé are chosen in order fo,analyze pré;-decientralization, décéntraliza‘-_
tion implementation and post—deqentralization tren&s. In addition to thes¢ .data, fam‘ily |
| planning'relabtedi research oh deéentralization iﬂ "Aﬁ‘ica, érchival data cOlleéted in Senegai - ;
*cvlurr'ing field reseafCh,and ihformation cbllec‘té;d duriﬁg intérQiéWS with USAID/Senegalv
‘ofﬁcialé ére utilizéd in 6rdef to analyzé the irﬁpact of decentralization in the inéﬁtufionF
aliZation of family pvlanning in Senegal. |

7 Chapter Vlis the final emp‘irical' éhapter which uses available govemrhent heal_th

expenditure and donor aid data using a cross-country appr'oach. Data for Senegal, Guinea : -
anci Mauritania frorh the WDI da'tabasé, the WHO, research sfﬁdies on health e;pen'di-
tures and family pla‘nning in A‘fricba and interview data obtained from USAID leadership
in Senegal are utilizéd iﬁ'brdér to anélyze the impact of government contfibutioﬁs and

donor aid in the ihstitutionalization of family planning in Senegalr.



Significance of the Research - |

As previously mentioned in this chapter, this research is signiﬁcant asit adqresses

a common problem in‘foreign aid: donor supported institutionalization. Many developing

~ countries are unable to successfully operate family planning programs on their own. The -

Senegalese government must have the‘capecity‘ and capabilities required to operate a self-’
- sustaining family planning 'program. This reqtlires zi signiﬁcant ﬁnancial comrnitnient to
family plannmg ObJeCtIVCS Since Senegal’s commltment to spendmg on health from v
1995—2005 as a percentage of the central government expendlture was only 3% (UNICEF
, 2009), it is clear that this expenditure is not sufficient to run aself-sustaining fannly- |

plannmg program

In addition to addressmg the problem of forelgn donor supported 1nst1tut10naliza- ‘

tion, this research will be beneficial to several audiences. Rutherford (1997) conducted
research on the role of social policy and civil society in sub-Saharan Africe and Latin
America. In his study, similar to my research, he focuses on the role of institutions in the
social policy reform process. Drawmg on his contributions to the pub11c policy 11terature
| my work on family planning policy in Senegal makes similar contributions Major actors
involved in the policy process can gain knowledge about family planning strengths and
weaknesses and use this informationto'see what type of institutional capacity is needed

to accommodatethe process (Rutherford 1997, 6). This research will valso be useful for

development agencies involved in the social reform process. Development agencies have

the opportunity to gain clear insight based upon the outcomes of their own current pro-
gram activities (Rutherford 1997, 6). Members of society and international donors will

also find this research of use as they can use the knowledge gained in order to make' |
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poiicy suggestions for other countries which caﬁ ultimately have an impact on decisions
made by policymakers in those countries (Rutherfbfd 1997, 6). This research can be used
to assess the legitimacy of fhose involved in the policy process (Rutherford 1997, 53);
examples of actors in Senegal include USAID, the Government of Senegal andvreliéious
| lgaders. As previqusly argued, unmet need for family planning in Senegal is high; there-
fore this résearch is beneficial in helping fo determine which members of society lack
c'ov'erage and the reasoné for this gap (Rutﬁerford 1997, 53). This research vcan avlso shed
lighf 6n how differing capacities and responsibilities of the state and civil society can
impact users and non-users of the servicelsbin question (Rutherford 1997, 53). Since this
~ research addresses a large qﬁestion, it will also be useful to scholars who are cohﬁéme_d
with the process of institﬁtionalization. |
Freifeld (2003) conduéted important reséarch’ on family plénning, analyzing ,
policy outcomes in 34 Muslim coimtries, including Senegal. He maintains that “one of
»the key determinants of whether the extent of the population growth will exceed national -
resource capacities is centered in whether or not states actively promote family planning”
(Freifeld 2003, 6); this is key in the case of Senegal. Like Freifeld’s research, my research
on fémily planning in Senegal contributes to the literature on family plannirig and popu- |
lation policy formulation in a state that is experiencing one of the most poignant cases of
- this problerﬁ.'
Néxt, “the particular form of family planning policy represents the priorities of

the actoré Within the state, especially in an environment where resources are scarce”
(Freifeld 2003, 6). Senegal is a good example of a country that has limited resources to

contribute to the health sector. In Senegal, other areas within the integrated health sector
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such as infant mortality and malaria have taken precedence over family planning during
certain periods of time.'

Lastly, this study contributes to;the political science literature on the state as an
"aotonornouvs actor at the policyrnaking level as it demonstrates, for eXample, how Senegal
(a Mu_slin1 ,state) .withtraditional customs and societal norms responds to fan111y planning
policy in >1’1nique ways, resulting in a meaningful comparative framework for analyzing
* other Musllm state pollcymakmg with respect to family plannlng polrcy and other soc1al

' pollcy areas (Frelfeld 2003, 6).
- Overview of Dissertation Chapters

' _Chapter I focoses‘onthe releilant literat‘ure on hi‘storicallrnstimtionalrsm and
poblic pOl'icy that is drawn upon asa theoretical framework for the empirical chapters; of
the dissertation. Chapter III gives a brief overview of family .planningjniAfricavin addl- ‘
.tion to a review of the major family planning policies and programs in Senegal from
1980-2005. | | |
- Chapters IV, V and VI are the empirical chapters of the dissertation. C.hapter IV |
exarninesﬁ soci’al‘ and cultural norms and finds that the concept of the large family is a -
| practice that has endured and is unlikely to Change The major ﬁnding is that social norms
' block the 1nst1tutlonallzatlon of family plannlng Chapter A% 1nvest1gates the impact of
decentrallzatlon in the 1nst1tutlonallzatlon of famlly plannmg using reglonal data. The
. primary ﬁndmg in th1s chapter argues that the expected negative effects of decentraliza-
tion are not observed. Chapter VI‘uses-cross-country data to investigate the role of

government contributions and donor aid in the institutionalization of family planning,
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finding that Senegal has not made significant financial contributions in comparison to its
“neighboring country, Guinea. The primary finding in this chapter is that a high dependence

upon donor aid leads to 10wer levels of institutionalization of family planning programs

and services. |

Chapter VII serves as a discussion and conclusion where I‘pr0vide an ovarview of

- the research findings, an 6verall ,aQSessment of where Senegal stands in the "insti't'u‘tional-
* ization process in terlns of legitimacy, knowledge and capacity-building, whatvthe futarc
holds for family planning in Sanegai, policy implications for donors and policymakcrs,
the'broader impliaations of the study, suggestions for future research and problems faced
for future researah. The results of this dissertation lead me to the conclusion thaf after
over two decades of Work on family planning, USAID and the Gavemment of ‘Sene-gal
need to find more effective ways'to address social and cultural norms in order fof usage -

of family planning to increase signiﬁcantly and become a societal norm.



 CHAPTERII

HISTORICAL INSTITUTIONALISM AND PUBLIC POLICY ANALYSIS
IN POLITICAL SCIENCE '

Historical Institutionalism and Public Policy ‘

Historical institutionalism is a theoretical approach that is oﬁen used to analyze

‘ rhe evolution of policy outcomes oVer long perlods of tlme. It examines the role of various
factors, notablyvinstitu_tions (both formal and informal) and ‘tlreir role in shaping and |
reforming public policy. Histor‘i'cal institutionalism is useful in explaining public policy

" outcomes because'it considers how institutions shape political strategies and influence

| political outcomes (Steinmo, Thelen andLongstreth, 1992) in addition to-consider‘ing the -
importance of time in the policymaking process. Tracing the history of policy outcomes’
over extended periods of time is useﬁJI in demonstraring the link among the causal factors

' 1mpact1ng policy choices, pol1cy reforms and policy sh1fts Path dependency and change

- asa process of layering, convers1on and pol1cy drift are central concepts in h1stor1cal

. institutional analys1s»that have proven to be powerful tools for explaining public policy |
: developments and outcomes. | |
Scholars of historical institutionalism have addressed policy problems by taklng a
variety of approaclles. All of the approaches taken by scholars of historical institlrtion-
alism will not be discussed, yet two distinct approaches that will serve as a basis of dis- -

cussion for later chapters of this dissertation will serve as the focal points. While path
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dep_endency can serVe to explain mahy vfamily planning outcomes in Senegal, layering,
conversion and policy drift are distinct mechailiéms that can also exp'lain seVerail elements | =
of institutional change. A review of these'coricepts aloog with the Ways in which various
. scholars have applied them in their research will serve ‘asﬁa point of disellssl_OQ for the

next section. _
Path Dependency

‘ Path ’dependency theofy began in the field of technolOgical developiiient and |
economics and over the past fwo decades has spread to politicav‘l science, becoming a
widely used coilcepl in’hi"st‘orical instit‘utionalianalysis. Il 1s imoortaint to note‘th'at there
are various models of path rdependency. The ,iliost popular model for political scientists is
the idea that politics i‘inVol\iee some elements of chance (agency, choice), butonce ‘a path
- is taken it becomes flocked in,” as allthe,relevailt actors adjust their strategies to accom- |
modate the pievailihé.‘ pattemf” (Thelen 1999, 385). There vare several key explanatory
terrns that have been used in path dependency inodelé .in the Study of political develop% '

- ment, institutional change"an(l public policy analysis. These terins include positive feed-
back and/or increasi‘ng_ retums (these lerms are interchangeable), timing and vsequerrlce,
critical juncttireS‘and developmental pathwayvs‘._ An analysiS of liow historical institution- -

alist scholars have applied these critical elements in policy analysis follows.
Policy Feedback Effects: Positive Feedback and Increasing Returns

The concepts of positive feedback and/or increasing returns demonstra_te how

~ early policy choices create conditions favorable to further development along an existing
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} path that dictates the direction and character of future policy trajectories (Pierson 1993,
2000). As previously stated the concepts of positive feedback and increasing returns are |
~ interchangeable; econ_omists common‘ly‘ use the term‘ increasing returns while political
scientists use positive-feedback. Historical institutionalists such as Pierson, Thelen, North .
- and Skocpol, among others, agree that political developments processes and outcomes

are sub_|ect to pos1t1ve feedback or 1ncreas1ng returns. The list of h1stor1cal 1nst1tut10na11sts

who have applled the concept of pos1t1ve feedback in their research is long, 1nclud1ng
| Ikenberry, Krasner- and Hall. For the purposes of this chapter, the works most relevant to ..
| family“planning policy in Senegal ser,ve as the poin’tsvof discussion.

- Pierson is widely cited and has‘made significant contributions to the path depend-
ency literature. Pierson' (2000) argues that many social scientists use the term pavti.f :
dependency very loosely without careful elaboration of the. concept. To create more
clarity and to use the term in a more narrow sense for political analysis, he conceptualizes
path dependency as a social process subject to “increasing returns ... which‘could also be
described as self-reinforcing or positive feedback processes™ (Pierson 2000, 251). ,Pierson

_maintains that theconcept captures two major elements that are central to path depend- |
ency. First, they give direction tohow the costs of switching from one alternative to
~ another will increase over time in certain social conditions. NeXt, they alsodraw attention
to timing and sequence, “distinguishing formative moments or conjunctures from the
periods that reinforce divergent paths” (Pierson 2000, 25 l). |
| Pierson (1993) argues that Skocpol “more than any scholar has been at the center
of efforts to use historical institutional analysis to Understand the dynamics of policy

‘feedback"’ (Pierson 1993, 599). Throughout her work Skocpol (1992, 1999) demonstrates



why many of the organizations founded in the nineteenth century still exist todéy. Pierson
(2000, 258) cites Skocpol’s (1999) research arguing that her work on voluntary aSsocia- |
tions in the United States provides concrete “evidence of the orgariizational persistence
that can result from positive feedback.” Skocpol’s work demonstrates positive feedback

as she is able to demonstrate how major changes in social groups and their interests

| proved to"be successful in setting the policy path and key policy outcomes in their favor.

- She cites veterans as a prime example of a social group that was able to successfully
organize ahd demand impfoved benefits (Skocp;)l 1992, 59). |

While Sk(;cpol argﬁés in several _semiﬁal Qorks that positive feédback helped a
diversity of organizations throughout history set the path for future policy outcomes in -

their favor, Pierson (1994) argues‘in his influential work on the welfare statefin“the.

United States and Britain that r()_liti'ne structures can also serve as an obstacle to major

policy shifts. For example, well-established public policies can oﬁeh create complex |
paﬁems of dépendence which lock in several groups and interests while constraining
gdvemments who wish to enact drastic changes. Despite much struggle, Pierson argues
that radical retrenchment did not occur in either nation because welfare agendas were
historically restricted by policy feedbacks. - |

Citing the work of Pierson, Skocpol and several other prominent historical institu-
tidnalists, Hacker (1998) also takes a path dependency approach, explaining the differ- |
ences in public health insurance reform in the United States, Britain and Canada. He
makes a parallel argument to Pierson (1994), maintaining that the United States was
unable to make radical changes in public health insurance due to ‘c’onstituti‘onal frag-

mentation and structural impediments to third party movements in the United States.
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Overall, due to policy feedbacks7 the United States was not able to create the structure or
platform needed that would allo'w:for_ a more com_prehensive program in.the future. In-
stead, the government had torespond to the needs of the private system that was ‘alrea‘dy-‘
in place. | | | | R
Another influential path dependency argument emerges from the work of North; '

: (.1990); While his workmost closelycomplements that of Pierson ‘his work is different

: due to. the fact that he applies the concept of 1ncreas1ng returns in order to examine the

differences in economlc performance across societies. More spec1ﬁcally using England
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Yand Spam as examples he maintains that the development of Parliament in England set it

ona divergent path from that of Spain North maintains that w1th mcreasmg retums

: 1nst1tutions matter and shape the long-run path of economies” (N orth 1990 95) Inboth .

- Spain and England differmg 1nst1tut10ns developed according to the foundations that
were in place. In accord with Pierson (2000) North argues that although the spemﬁc
short-run paths are unforeseeable the overall d1rect10n in the long run 1s both more .

| predictable and more dlfﬁcult to reverse” (North 1990, 104)

Summing up, while posrtive feedback and/or mcreasmg retums arguments have -

much merit and validity, scholars such as Thelen have challenged increasmg returns
argMents. While Thelen :agrees vvith the increasing returns :arguments put forth by
Pierson, Skocpol, North and others, she as‘serts that increasing returns is only a promising
starting point for conducting research on institutional change that needs to go much

further (Thelen 2003 231). She argues that layering and conversion processes can serve

as additional complements to the increasing returns argument. The concept of increasing

! These concepts will be explored in the section “Change as a Process of Layering, Conversron and Pollcy
Dnﬁ” of this chapter .



returns is an important justification for another key element of path dependency: timing

- and sequencing.
Timing and Seéuencing

Most path dependénéy scholars agree tﬁat timing and sequencing (the specific
order of vevents)‘ are impoﬁanf factors in determining policy outcomes. Pierson (2005) |
argues that history and timing play an irhportant role in examining long-term sources of |
poliéy éhange. He argue‘s that analyses need to incorporate “substantial stretches of time”
(Pierson ‘2004, 45). In addition to considering time, Piefson argues that séquencing is |
important. Pierson aﬁdSkocpol (2002), Thelen (2003), Weir (1992) and Hacker (1998).
argue that the order of events can make a big difference in the historical process. The

- same set of events can have different outcomes depending on their sequencing (Pierson

2004, 18). Both Thelen and Pierson agree that events occurring earlier in a sequence will |

have a much greater impact than those occurring léter in the process (Thelén’,2003,
Pierson 2004). |
Applying his theoretical argument, in several studies on public policy Pierson
demonstrates why policy choices at one point in timc affect choices at subsequent points
in time. Considering the importance of time, Pierson (1994) seeks to explain how the
welfare state successfully survived Reaganomics in the United States and Thatcherism in
Britain. For the welfare state, the timing and sequencing of events along witﬁ other path
| dépendent self-reinforcing processes throughout history has made it difficult to restruc-
ture or change established institutions. In a similar approach to Piersobn’s, Skocpol (1992)

takes a path dependency approach to show how timing was essential in understanding the
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political and institutional changes that oécurred around 1:900. Both Pieréon-and Skoc;pol‘
- maintain that Welfarc state developmenf is nbt a smooth or évolﬁtionary_prbceSs, yet |
developments in the Welfaré staté are é result of the political constructs of the time. For
éxample, the welfa?e state cafefed to thé needs of Union veterans in the ninetgenth 'Cenmry
and in the early fwentieth -céntury to the needsiof rﬁiddle class deen. Historiqall'y,
welfare provisionsvv;/ere changcd aﬁd negoti_atedvt_o fit the inst'itutionél arrangements and
the goals of the institutional actofs of the time. MOtHefs’ pensions were suécess;fulduring |
the 1910s aﬁd 1920s dué in a large part fo fhé fact that no agenéy or gp\}erﬁmentv coalition
had a large stake in them one way or th¢ other. If women had tried to set the pafh for the | |
public pblicy debate'du;ing another tiﬁe period in history, the’ou4tcc_)me of thcir success
could have becri céo;ppléteiy different. |

While Pierson and Skoépél consider the: importance of timing and sequence in’
their studies of the welfar¢ state, Hacker (1 998), citing the work of Pierson, Tﬁelen and |
- others, argues‘that timihg_ and sequencing é.re essential iin puBlic heé_lth reform. He |
maintains: | | |

the timing and sequéhce of policies can be extremely i.mportant in determining |

eventual political outcomes. By pushing policy development down a particular

historical path, a policy passed at time T, may significantly constrain the range of

possible options at time T; (Hacker 1998, 77). ‘

jIn h1s research, Hacker coricludes ‘that extreme refqrm in the Urﬁtéd States is
unlikely to dévelop into avEuropean style natiOﬁal sysfem of ‘heal.th insurancer due fo path
dependency. Hé argués, like Pi¢rson, Skbcpdl and Thelen, that historical institutiohalist§
should focus on the sequence of policy change. Hacker asserts that the emérgenc(: ovf
ﬁational health insurénce shouiﬁ not be seen as a one-time event, as Skocpbl (1992) ’

maintains in her argument about evolutionary welfare state developments, yet should be



considered asa long-tenn historical process whose sequence determines eventual out-
comes (Hacker 1998, 127).

Like other historical institutionalists, Weir (1992) makes a complementary argu-
ment in maintaining that decisions made at one"point in time establish policy boundaries
which then limit the options available to”ﬁJture policymakers. This argument is most
similar to the one put forth by Pierson(1994). Much like Hacker (1998), who argues that
the United States will never be abie to adopt a European style system of national vhealth‘ |
insurance, Weir examines why theUnited States does not have a full employment policy
similar to those in many We‘ste_m European countries. She considers the development of

' policy asa sequential process in which new initiatives create boundaries that‘ restrict the
N ‘shape of future innovatiOn' (Weir 1992, 5). | |
 Pierson, Thelen, Skocpoi, Hacker and lweir agree that timing:and sequencing are
essential to path depend_ency_arguments. While these elements are important, specitic
events that occur throughout time can have endun'ng impacts. The next section explores

how distinct events that occur throughout history can also change the policy path. -~ -
Critical Junctures

Critical junctures are rare events that take place vvhen the concurrence of various
activities opens a window of opportunity for change (Kingdon 1995). Critical junctures
are vital because during these times the options for policy change are relatively flexible. -
During critical junctures speciﬁc choices are,made which can send countries along diverse
and broad deve’lopmental‘paths (Thelen 1999, 387) vvhi_ch can have long—term impacts

that may be difficult to change. Pierson maintains that “junctures are “critical’ because
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they place institutional arrangements on paths or trajectories, which are then very diffi- |
cult to alter” (Pierson 2004, 135). He also asserts that large enduring consequences can »

. result from relatively small or contingent critical events, in contrast to other mainstream |
arguments in political science that have traditionally attributed large Outcomes to large
causes (Pierson 2000, 251). | |
Other s‘cholars, such as Mahoney and Berins Collier and Collier, have also used - -
 the concept of critical | junctures in their work. Mahoney’s eXplanation of the connectionv-
between critical junctures and the path dependency process is akin to P_ierson’s, that once .
a particular p_ath 1s taken'ithecomes increasingly difﬁcult to return to the»starting point
, "where several options were still available (Mahoney 2001, 113). Critical junctures are‘
also an important element in Berins Collier and Collier’s (1991) study of political dev'el-'
opment 1n several Latin American countries. They maintain like Pierson and‘Mahoney )
‘ thatcritical junctures are perio‘ds of notable change, yet change can vary among different
countries, producing‘ distinct legacies (Berins Collier and Collier 1991)‘. Although Thelen
(2003, 2004) agrees that the concept of critical junctures is a useful analytic tool, she
challenges mainstream arguments of critical junctures asserting that explanatidns that re:ly, |
“ too‘heavily on critical junctures often underestimate vvhat she terms “incrernental”
changes that happen during per‘iods of non-crisis.

The concept of critical junctures is valuable as it can help us to understand why
countries follow particular development and policy paths. In conjunction with other ele- v
ments such as positive feedback and timing and'sequencing, it can prove to be powerful

' in explaining »public policy outcomes. A final concept Within pathi dependency, which

allows for more flexibility, is the next topic of consideration. |
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Developmental Pathways

The concept of developmentai-pathways “suggests that institutions continue to
evoli/e in response to changing environmental conditions and ongoing political maneuv-
ering but in waysr that are constrained by past trajectories” (Thelen 1999, 387). Develop-
mental pathways are e\rolutionary and it can be argued that this concept can be placed
somewhere in between path dependency and layering, conversion and policy drift. In the
~ developmental pathways view, change can occur, yet without changing the major core
principles. Thelen (2003) maintains that developmental pathWays allow for what she terms
functional transformation, where the same institution can serve a ciifferent purpose from |
its original intention. Like Thelen, North (1990) argues that once created institutions rnay
 be changed. North (1990) takes both a more deterniinistic path dependeney approach‘with
his increasing returns argument analogous to Pierson, yet he also takes a developmental
pathways approach, which is parallel to Thelen, arguing that the process of institutional -
change is oftenincremental, involving a variety of evolutionary processes (North 1990).

In sum although North makes some arguments for the use of developmental path-
ways to explain differences in e_conomic performance across societies, Thelen offers the
strongest argument for tne use of developmental pathways. Her research focuses on evo-
lutionary changes that impact institutional change. Tiielen argues that institutional change
requires a variety of processes to take place among the rule-makers and the ru_le-takers in
society. A discussion of three explanatory concepts, which are considerably different
from path dependency arguments to expiain institutional change and policy change afe'

the focus of the nex_t section.



Change as a Process of Layering, Conversion and Policy Drift -

A strand of historical instltutionalists have examined institutional change, policy

- reforms and pol1cy outcomes by cons1der1ng various factors that have overlapp1ng |
‘effects. The terms that explaln th1s process have been coined layer1ng, conversion and

pol1cy dr1ﬁ by scholars such as Thelen Schickler and Hacker. These scholars have -

focused their research on the ways in wh1ch 1nst1tutlons change over time vs. using the .

concept of path dependency and the i increasing returns arguments put forth by scholars

such as P1erson North and Mahoney So in addltlon to path dependency approaches

examining publlc pohcy using layer1ng, convers1on and pol1cy driftis a useful explana-

tory tool Next, an analys1s of how h1stor1cal 1nst1tut1onal1sts have apphed these analytlc :

' ‘ﬁameworks in their research will be considered.
‘ 'Layering

Acccording to Thelen, layering refers to the “grafting of new elements” onto the

existing institutional structure. This grafting can change the path of an institution’s devel-

- opment (Thelen 2004, 35). Thelen was not the first historical institutionalist scholar to

coin the term layering, as Schickler (2001) argues_ that layering plays a key role in con- | -

gressional reform and innovation. He maintains‘that congressional reform and innovation
‘have ’never followed one single path and asserts that “many different coalitions promoting
a wrde range of collectlve interests drive processes of change” (Schlckler 2001, 4) ere
several other historical 1nst1tut10nal1sts Schickler beheves that the h1stor1ca1 development
of Congress is often subject to institutional changes that are simply layered on top of

older ones.
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As previously argued, although Thelen agrees with the applicability of path
dependency arguments in the study of institutional and policy change,‘ she argues that
other explanatory elements such as layering can be used to explatn change and political
outcomes. Thelen (2003, 2004) cites the work of Schickler (2001) and'extends upon his
original“argument about the roleef layering in congressional reform. Thelen’s argument,
while analogous to Schickler’s, makes a further contribution by showing how with the
use of layering, powerful‘ actors can effectively transform old institutions to serve new
purposes‘(Thelen ’2004). Using Germany, Britain, Japan and the United States as case
studies, Thelen shows how each country developed different sets of institutions that
guided thetraining and skill formation of Workersfrom the late 18005 throughout most of
 the twentieth century. Historically? eaeh country developed its own institutional structure
that helped to guide further developments in the training systems over the years. Mest of
the systems proved to be highly resistant to change, but were not resistant to eﬁtical junc-
“tures such as war and depression. In her study, as previously érgued; Ihelen supports the
idea of ineremental change. For example, the institutions that she considered did not
experience intense trensformations, yet they changed incrémentalty as new clements were
layered onto existing institutions. Overall, like Schickler, Thelen also rnaintains that insti-
tutional change isa path‘ dependent process, yet layering can also be used to understand
institutional outcomes. Thelen (200»3’ 2004) is unique from other historical institutionalist
scholars because she combines path dependency arguments along with layering, con-

version and policy drift.
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Conversion

‘ Conversion occurs when new actors (those not originally involved in the design of
the institutional system),i ﬁnd an opportunity to take over an institution and redirect or
modify its goals (Thelen 2003, 228). Thelen s a leading scholar within the historical
institutionalist strand to develop and-advance the concept of conversion'. For example
Thelen (2004) demonstrates how the German vocational training system was transformed
when unions were able to gain a powerful role within the system. She does argue that
1ncreas1ng retums can serve as a -V1able explanation for part of the evolutlon of German‘ | f
vocational tra1n1ng, yet asserts that i 1ncreas1ng retums explanations ‘ ‘are mostly des1gned | S
to capture the logic of 1nst1tutional reproduction not institutional change” (293) Overall
she ma1nta1ns that 1nst1tut10nal change should be captured in terms of layermg and con--
version and not solely in terms of path dependent mcreasmg retums and lock in arguments '

, (Thelen 2003, 231).- o

"Thelen (2003) cites several vexamples of how conversion has been utilized in

institutional evolution.. Although Weir does not speciﬁcally use the term conizersion in
her worl<, Thelen arg'uesthat Weir (1 992) provides a good example of how conversion
can be effectively‘used. Thelen (1999, 396) argues that Weir’s work ex_empliﬁesi how the
War on Poverty and the Civil l(ights Movement, two disconnected policy courses' had a
substantlal impact on the development of employment pol1cy in the United States, “tum
ing it in a direction that policy makers did not origmally mtend More spec1ﬁcally, ‘Weir |
(1992) demonstrates how during the 1960s traditional American social aSSistance programs
were converted into programs that also addressed an 1mportant issue of the time, ra01al

equallty



‘While both Thelen and Weir have made significant contributions to the study of

institutional change, Hacker (2004) égrees strongly with Thelen (2003) when he asserts

“that there is not one single pattern of institutional change, whether it be the ‘big bangs’

of sudden transformation or the silent revolutions’ of incremental adjustment” (Hacker

2004, 244). His argtimerit revolves around the claim that institutional change is often
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~ politically difficult and therefore propohents of change must use multiple strategies in" -

order to achieve their goals; thesc discrete sfrategies, include layering,,convefsion and
- policy drift. Hacker’s overall atgument can be summed up in the following quote: -

actors who wish to change popular and embedded institutions in political envi-
ronments that militate against authoritative reform may find it prudent not to
attack such institutions directly. Instead, they may seek to shift those institutions

b4

ground-level ‘operatio"n, prevent their adaptation to shifting external circumstances,

- or build new institutions on top of them (Hacker 2004, 244).

- A third velement, policy drift, which Ha'cker'(2004) introduces in order to sﬁpple_fnent the

concepts of layering and conversion will serve as the next point of discourse.
Policy Dﬁﬁ

Hackg:r (2004), citing Theleﬁ (2003) and several works by Pierson, extends upon
Thelen’s argument by adding another strategy'of change that he labels policy .driﬁ.
- Hécker shows how each strategy (layering, conversion and policy drift) ’is applicéble to
various vpoli,tical conditions. For example, hé refers to changes that have occurred within

the world of privéte benefits as an exarhple of “drift’

operation or effcct of policies that occur without significant changes in those policies’

—incremental “changes in the =~



structure”'(Hack¢r 2004, 246). Esping-’And‘ersen2 and other historical institutionalists

often view drift as an apolitical proce‘ss‘(Hacker 2004, 246), yet from Hacker’s point of

view, thé inaction of policymakérs to make poliCy changes during crupial tirmes‘is é

deliberate ‘form‘ of .polijtical behaviof th‘at, can lead to institutional'transfofmation within
, the context bf certain écohomic and sociél éonditions.

"I'hroughout his work, Hacker also goes on to. demonstrate, like "I"helen‘,‘ how ’
léyeﬁng and conversion are applicable in ;arioils political setti_n‘gs.v Hécker’s work makes
a similar contribution to tha’trof Thelen and Schickler, allowih‘g one to understand hpw

- actors (both elites and non eﬁtes) can work éfoﬁnd 'institutional ‘bérriers using yafious
‘strategies to impact poiicy changes in their favor. . |
- Overall, s¢ver_al scholars have successﬁJlly used fhé concepts of Iay_erin»g, convéf-
| sion and pv‘oil‘icy drift as an ahalytié fram.é\'zvork for policy studies. Many historical institu-
tionalists ha,Ve ’Used the concept of path dépehdency in policy analysis, yet authors such
as Schickler, Thelen and Hacker, among others, ha_ve used léyering, conversion and_
* policy drift to explaiﬁ how insfitutions transform over time (Schicklerv2001, Thele}lb2004

. and Hacker 2004). Consistént with the work of Thelen, it can be argued that path depend-

ency, layering, conversion and policy drift are all useful theoretical concepts that canbe

combined to creaté a middle range théory in order tole'xplain-inst'itutional change and

policy change in Senegal. A combination of these concepts will serve as analytic tools to

explain the historical evolution of family planning policies, programs and services in

Senegal from 1980-2005.

? See Gosta Esping-Andersen. 1990. The three worlds of welfare capitalism. Princeton: Princeton Univer-
 sity Press. S ‘ ' ) ‘ - ‘
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Path Dependehcy, Layering, Conversion and Policy Drift :
for the Analysis of Family Planning in Senegal
The émpirical chapters of this dissertation (Chapters IV, V and VI) rely oﬁ con-
- cepts ﬁ'om. the historical institutionalist épproach in order to explore the inipact of cultural
and social norms, decentralization and the persistenge ‘of donor aid in the institﬁtioﬁal:
ization of family planning in Senegal. What follows is an overview of how these cdncépts
can be used to analyze the evolution of family planning in Senegal.
" Positive Feedback: The LGk Between Cultural and Social Norms
and Family Planning in Senegal
Path dependency is an ideal theoretical Vapproach‘ for analyzing hO;N cultuyél and
social norms have impacted family planning outcomes in Senegal. Senegalese people
have strong cultural heritages and established social norms‘that shape their feelings about
family planning. The work of North (1990) and Pierson (2000) complements this argu- -
mént és they fnaintain that social and cultural behavioral continuities are an important
feature of society. Culture is transmitted from one generatidn toﬁ the next via teaching, |
imitation, knowledge and other behavioral factors; these informal constraints are import-
ant sources of continuity for long-term societal change (North 1990, 37). In society it is
natﬁral that information will be culturally processed and as an informal constraint, plays
an important role in the way institutions evolve and éonséquently is a-source of path
dependence (North 1990, 44). Cuitural traits such as taboos, customs and traditions are by
far enduring and most cultural changes are slow.
In a similar argument, Pierson (2000) asserts that institutions and poli;ies encour-

age individuals and organizations to invest their time and energy in specialized skills, in-



‘, depth'relationships with others, and to develop particular political and social identities.
Since social actors. make commitrnents based upon existing institutions and policies, their
cost of exiting from the established arrangements rises significantly (Pierson 2000, 259).

Since the concept of the large family is a traditional cultural and social norm in Senegal,

it is quite difficult for members of society to deviate from this institutional norm. Devi-

- ating from this norm is especially Challenging for women because having many children
isa status symbol in Senegalese society.
Path dependent analyses do not suggest thata particular path is permanently

v locked in, yet by e_xamlnmg self-remforcmg processes we can understand why certain’

' organizational and institutional practices are persistent in society, such as the tradition of

the large famlly in Senegal P1erson argues that the social landscape can change, which -

'_:has‘ occurred toa certam extent in Senegal but he argues that change w1ll be bounded

. -until something destroys or wears down the components of reproduction that generate
cont1nu1ty (Pierson 2000a 265) Based on Senegalese cultural and social norms, it will be
quite difficult to change the thinking of Senegalese people, since having many childr'en

: has long: been a standard norm. "fhe concept of po‘sitive feedback is useful in analyzing ‘
‘ public policy and social and cultural norms because the specific characteristics of the
concept provide a key to making sense of how to consider the role of traditional societal :
norms in combination with change. In terms of family planning, 1in agreeing with North

| (1990), the process ;of ‘institutional change for family planning in Senegal is incremental,

yet characterized by path dependency.
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Layering, Conversion and Policy Drift: Analyzing Decentralization
of Fu amlly Planning in Senegal :

In 1996, the Germment of 'Senevgal passed legislation known as the Decentrélé
ization Code which outlined a process of decentralization for nine sectors in Senegal,
including health. Decentfalization went into éffect as of January 1997 and“the authority to
manage health, populatlon, and social affairs was transferred to semi-autonomous local
govemment units. With the process of decentrallzatlon Senegal was also divided into ad-

' ministrativ¢ regions, with each having some political and ﬁnancial autonomy. The process
of decentralizatioh in S.enegal has not been‘sniooth and has faced many challenges. In
lorderi to understand the impact of decentralization in the institutionalization of family
planning in Senégal, concepts such as layering, conversion and policy drift éari Be used as
analytic tools. | | |

When considering a new process such as decentralization, it is essential tovbuild
upon existing institutions within society by slowly adding new elements or what can also

. be referréd to as the process of layering. Old institutions cannot immediately be:ignored

‘and ﬁew institutions should follow an incremental implerﬁentation process building upon
the existing cultural, social and economic conditions within soci‘et‘y. Ouedraogo (2003)
maintains that the decentralization process in francophone West Africa most commonly
entails layering ﬁew local initiatives on top of existing ones. Based upon this eviden;:e it
can be ar_gued that the conéept of layering can be used to explain how incremental change
has occurred for family plénning in Senegal with new program initiatives Being imple-
‘mented and how local leaders have supported new initiatives while also considering tradi- |

tional customs and social norms.



With the implementatidn of decentralization, several local leaders who were not
originally invelved in the health sector were given the opportunit}i to take ona role of
» leadership within their communities. Local leaders haife a very powerful position within
‘ society and many members of the Senegalese cornmunity (eSpecially those in mqre rural
areas) rely upon them for guidance and educatien abqut a variety of issues including
family planning. Conversidn can be used to explain how and why some regions have been
'more successful than others in institutionalizing family planning,? Depending upon the
region in Senegal, some coinmunities gained several new leaders who were hi’ghly"
| committed to.farnily planning initiatives, while leaders in other regions rnay have had
other health 'objectives and goa_ls.' | v |

Lastly, drift can also be used to analyze the role of decentralization in family

planning policies and outcomes in Senegal. Since the implementation of decentralization -

in 1997, incremental changevhas occurred in Senegal, yet significant changé has not -
occurred in the overall policy structure. Most local officials are not involved in the health
planning process. Although a majority of local leaders cite health as a top priority in their
cornmunities, they exercise almost no role in'planning for health (Wilson 2000, 3). -
‘Wilson sums up the very limited role of local leaders in health p‘olicy process:

- Health technicians and elected leaders generally agree that a critical part of the
role of the elected leaders should be to set the health policy and determine the
health priorities of the community; however, they are not yet performmg this
function (Wilson 2000 3).

Overall, policy driﬁ can be used to explain the lack of significant change in the policy

structure since the implementation of decentralization in 1997. -

3 Chapter IV will examine the impact of decentralization in the institutionalization of family planning in
Senegal considering regional family planning data. The regions include Central, North East, South and West.
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Developmental Pathways An. Approach to Understandlng Government of Senegal |
and USAID Contributions to Health

F amily planning has continued to evolve in Senegal despite the challenges it has
faced; some enolntionary changes ean be eXplained using the coneept of developmental
pathways. Despite some sefbael‘(s‘ wlth decentraliZation of the health sectet,-USAID along - "
- with the Ministry of Health in Senegal are making efforts tor do rnore tralning with local
leaders, encouraging them to prioritize their health budgets to include family planning
initiativesvand programs. While decentraliiation shifted foeus‘ away from family planning
toa more infegrat_ed health System (Wiekstfom et al; 2006),v thrbngh. deVelopmenfal path- ,
ways ip»olit‘ical,' s‘oc'ial and financial insl_ltutions have continued to evolye. For example,
with prOper e;lucati'on and resources, over tirne leaders will gain kno’&ledge and learn to
, properly plan buvdgevts neces‘sary to'fully inlegrate family 'planning into' the health sector.
- Many local lea_ders‘in Senegal ‘have heen eager to help, yet ’due to a lack of information
about how to create an apprdpriate budget for family planning, have been.unable to make
family planning a_p_riority. While the overall structure of decentralizationbr’nay remain
unchanged, authorities sheuld be able to _eontinue to irnplement changes that will allovl/
the system to continuously evolve and t_ransfbl‘m ‘inlorderv to meet the family. planning

needs of society.
Conclusion

This chapter has provided a justification for the use of historical institutionalism
and concepts such as path dependency and layering, conversion and policy drift for the

emdy of family planning in Senegal. It has also provided an overview of the relevant



work of other historical institutionalists in their studies of public policy usihg many of
these concepts.
Chaptér III will provide a historical overview of family planning in Africa and

, Senegai.
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CHAPTER III
FAMILY PLANNING IN AFRICA AND SENEGAL ’

An Analysis of Population Dynamics and Implications
for Sccio-Economic Development in Africa

~ Several decades ago population growth was not an issue in Africa. Infant mortal-
ity, chronic disease, malnutlition_and limited access to proper health care resources were
common. Therefore many families chose to have large numbers of children in order to '
assure long-term famiiy survival. Prior to the 1980s, high fertility was a necessity rather
than being the problem that it is today. Yet, in the past 25 years or so African nations-
have experienced notable changes in their societies and economies. On a positive note
while death from disease and poor nutrition has ’decreased signiﬁcantiy, birth rates con-
tinued to increasc in many countries up untii the twenty-first century..

Addiessing the issue of rapid population growth is of concern because overpopu-
lation makes it difﬁcult for African conntries to achieve basic development goals. When
population growth outpaces economic development and progress, this becomes a serious k
obstacle for countries ihat are already struggling. There are several problems’ that can
result frcm high fertility rates _and excessive population growth, some of which include
the inability to maintain and/or imprcve essential senvices such as health, education and
training, lack of jobs and sufficient housing, in addition to a high dependence upon

government subsidized programs to support those in poverty. In order to control the
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population and to continue to make progress towards development goals, countries in

Africa must support family planning initiatives.

The Need for Family Planning in Africa

Family planning is necessary in Africa for a variety of reasons. First it can be
argued that it is essential due to the fact that “contraceptive prevalence is far lower than
that of any other region in the world” (Caldwell and Caldwell 2002, 76) which has histor-
ically limited its advancement of socio-economic development. Next, unmet need for family
planning in Africa remains high as many women continue to bear the consequences of un-
intended fertility and births (Rosen and Conly 1998; Casterline and Sinding 2000; Policy
Project 2005). Third, family planning will contribute to an increased level of health for
mothers and children as the use of family planning will improve child spacing, decrease
infant mortality and reduce the number of abortions (Rosen and Conly 1998). Dr. Elhadji
Mbow, Maternal and Child Health /Family Planning Specialist at USAID in Senegal, made
the exact argument as Rosen and Conly about the benefits of family planning in a 2009
interview.'

An Analysis of Population Dynamics and Implications for
Socio-Economic Development in Senegal

The rapid growth of population slows per capita growth and increases the inequal-
ity among the social classes. Increases in the labor force without increasing job opportu-
nities reduces the return on the scarce factor of production, land and capital. “As the ratio

of dependents to workers goes up, total savings go down and investments dwindle”

! Dr. Ethadji Mbow, telephone interview with Yazmine Watts, March 27, 2009,
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(Tomaro 1980, 3). Without investment in family planning policies, prdgrainsand
services, Senégal will be unable to provide the resources needed to feduce poverty and
| iﬁlprove living standard§ for its people.

The Need for Family Planning in Senegal

s

The reasons for advocating for the use of fainily planning 1n Senegal mirror those

previously stated as an ovefall justification for the use of family planning in Africa. In
Senegal as in many other African nations, contracepfive prevalence is low, unmet néed is
high and family planning is needed to improve the health of mothers and children. Iﬁ |

‘ comparison to other African haﬁons, the unmet need for family plaﬁning in Senegal 1s
particularly high at 35% (one of the.highest levels of unmet need in fhé world) as previ-
ously argued in Chapter I. Overall, Sénegal will beér several cqnéequences if memberé of
society do not practice family planning. With the continued use énd expansion of family
planning ‘svervices, Senegal can improve the overall “he_aith of mothers and their children

and families, provide couples with ways and means to decide‘ the size and spacing of their
families, and to contribute to the overall social and economic development effdrt” (Policy

- Project 2005, 9).

* The Structure of Family Planning Services in Senegal

Family planning services in Senegal are integrated within Senegal’s decentralized
health systém. The infrastructure of the service sector is divided between the public
sector and the private sector. A majority of family planning services are offered through

the public sector which relies heavily on the government for its financing. The private



: sector is made of up private clinics, dispensaries and pharmacies ‘oased primarily in the
‘capital, Dakar. | | | |

- The health system in Senegal has a pyramid structure. At the base of the pyram1d
are the health centers health posts and health huts Health huts are most commonly
v | located 1n remote v1llages and are des1gned to serve the local people w1th basic health v

information and services. In the m1ddle of the pyram1d are 10 reg1onal hosp1tals At the
- top of the pyram1d there are seven national hospitals that prov1de more spec1a11zed care ' o
and services. 7 of the 17 hospitals in Senegal are based in the Dakar region while some
_regions such as Fatick and Kolda have3no hospitals at all. The pOpulation growth rate in
: Senegal has made it difﬁcult to ensure national service coverage through the existing
'health facilities, espec1ally in poor rural areas. Costs for family planning services 1n
Senegal are m1n1mal with most service prov1ders offering contracept1ves free of charge
‘Although contraceptives are free, patients must pay for their own exam1nat1on costs, )

which varies among facilities (Wilson 1998, CRLP 1999, Wickstrom et al. 2006).
The Role of the Government in Family Planning in Senegal

- The Govemmmt of Senegal has played a key role in the evolution of family
planning in Senegal. Several govemment ministries have participated in‘the process;
 notable ministries include the Ministry of Health, the Ministry of Public Health and Social
Action andthe Ministry of Education among others. A critical juncture occurred in 1980,
" as the Government of Senegal began taking on serious efforts towards implementing'
family planning when it became legal and_when Abdou l)iouf was elected President.

' Throughout his presidency, Diouf signed several decrees in support of family planning.' »
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In 1997, he wéé also the first political leadér_to pﬁblicly address issues concerning family
planning (Wilsoﬁ 1998, 12). The Ministry of ‘Health has also actively supported family
| plann-ing effdrts in Senegal over the yeérs. UnfOrmﬁately thé Gévefnment of Sénegal has
facéd cﬁ'allenge's. with its family planning programIn the 19“803‘g0\"emment leadership
for family planning was divided and _over’allv 19-year vperiod the program changed depart-
ments 11 fimes (Wickstrom e‘t‘ al. 2006, 13). Thc séction '“Maj(;r Féfﬁily Planning Policy, -
Pro'gr’a‘m‘a:md Service Outcomes in Sénegal: 1980-2005” later in this chépter will provide
an overview of the governmenvt’s‘édoptioh of seQéfal kéy family planning policies, |

- programs and services from 1980_-—2005. :
T he‘Roleb of USAID inF amily Pldnnirig in Senegal

R Chapter I argued that USAID is often idéntiﬁed és _the donor that Iis prdviding
| vbirthjéontrol in Senegal. USAID began family planning ‘e‘ffcr)rrt.s in Senegai “as early as 1978
énd c_oﬁtiﬁues to work towaras institutionalizing family plaﬁning. USAID heavily Subéi-
dizes Seﬁegal’ﬁ family. planning program providing support in the most essential aspects
~of famfly planning which 'inclu.de‘ policy, training, technical support, éervice deliv¢fy and
sociai marketing. USAID has also suppdrtea Senegal throug'hout‘ the decentralization:
proces; by helping “to devélop innovative ,Ways to empdwer local communities to pian
: aﬁd finance health services” (Wiékstrom et él. 2'006,‘ 15) Based upon USAID’s extensive
- involvement, a crucial question of concern is: Will Senegal be able to continue to make
significant progress towards achieving institutionalization of its family planning policies, -

programs and services anytime in the near future? The section “Major Family Planning
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Policy, Program and Service Outcomes in Senegal: 1980-2005" later in this chapter will .-

discuss several of the major USAID projects from 1980-2005.
The Cultural Context and the Role of Religious Leaders in Family Planning in Senegal

‘ Aé'previdusly mentioned in Chaptef L farhily planniﬁg in Senegal cannot be
understood withoﬁt considering the cultural and religious context. In Senegal it has beén
a tradiﬁdnél social norm to have many childfe‘ﬁ and it is quite difficult to change this ‘
legaéy; HaVing a largé family is encouraged and is deeply respectéd within Society.

_ Religiéus leaders are also highly respected within Senegaléée society and many peéple'
| j rely upon th.em for guidance. Gaining the supbqrt of religiqusvleﬂadebrsr is vital to the suc-
 ‘ cess of family planning policies, programs and services in Senegél. >While mény réligious
leaders supbort family piannirig efforts, others oppo‘se it, arguing that Islam prphibi_té the
practice of family plaﬁﬁing. Religious leaders ﬁave supported some components of family
planning, But not all cofnponents. This section only provides a very “brief overview of thé
role of culture and religious leaders in family planning in Séhegal. Chapter IV providés a
vhistorical overview of culture and religion in addition to an analysis of the role of cultﬁr’e,
religion and social norms in the instiﬁtionalization of family planning in Senegal.
Major Family Planning Policy, Program and
Service Outcomes in Senegal: 1980-2005
USAID authorized its first family plénning projeét in Senegal in 1978 as part of
the'Sine‘SaloumrlHealth Project. In 1980, family planning became legal in Senegal and
< prbgress to§v’ards implementing family planning began. One cannot analyze' the history of

family planning outcomes in Senegal without considering the social and cultural context.
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| Senegal has historically been strongly Islamic and socially conseryative. Therefore, sup-
nort for family planning has tended to be somewhat silent (Wilson 1998, vi). The Govermn-
ment of Senegal has increased its funding for health in general, although USAID provides
the vest majority of funding for family planning. The government along with the assist- |
ance of USAID has made continued improvements towards the institutionalization of
family planning. Yet, Senegal still faces many:constraints to farnily plaming policies,
programs and services, some of which include the lack ef infrastructure,' equipment, and .
~ trained pers'c)nnel; lack of funding, lack of knowledge about family planning services in

addition to some health providers and religious leaders’ attitudes toWards limiting the

birth rate. Since the 1990s, the goVemment has made notable strides towéirds institution-

aliztng family planning, including the adoption of a decentralization progrem in the

health sector in 1996. The literatnre review that feilows will give anoverview of the -
_major developments within family planning polieies, programs and services in Senegal

from 1980-2005.
Early Beginnings: Family Planning Initiatives in Senegal

In its Fifth Four-Year Plan Jor Economic crnd Seeiat Development (1 97 7-1981),
the Senegalese government acknowledged the seriousness of the population problem and
high rate of growth at 2.7%. A major issue of concern with the populatien was the overall
implication for socio-economic development since a large portien oftne population was
- less than 15 years of age (Republic of Senegal,vMinistry of Planning and Cooneration .
1977, 17—20). In the plan, the Ministry of Health also advocated for the adoptien ofa

population policy designed to protect mothers and their children and proposed a family
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‘ planning program for the purposes of spacing births and educating the people The A

: Ministry also encouraged the establishment of more Matemal and Child Health (MCH)

centers and extended heal,th coverage for those living in rural areas (Repubhc of Senegal,.»

~ Ministry of Planning and,Cooperation‘1977, 250). By 1980, the government was well
- aware of its population problern and was making incremental steps to address the prob-
lem, yet no cornprehensive vstrategy was dev‘eloped. Due to the lack of a v‘c‘ornprehensi»vev,

-strategy along with the lack of financial resources, there was a high probability that

Senegal'as many other poor African nations would become a ward of the donor commu-

nity (Tomaro 1980 4)

Throughout the late 1970s and beg1nn1ng in 1980 the Senegalese govemment con- o

tinued to address the population problem slowly but surely. The Commissmn Nationale de
| la Population (CONAPOP) was estabhshed in October 1979 by decree of the President of -
aSenegal Abdou Diouf CONAPOP reported directly to the Minister of Plannmg and -
Cooperation. Members of CONAPOP were diverse 1nclud1ng traditional,: political, gov-
- ermental andpnon-governmental representatives. CONAPOP held its first official rneeting
in May 1980, _considering the effects of rapid population growth on critical areas such as

education; public health, rnigration, ernployment and per capita income. Although

members of CONAPOP made sincere efforts to address the population problem, by 1980

no consensus on defining the problem was reached and no action program _\yas defined or
- approved (Tomaro et al. 198 1‘, 32). |

A signiﬁcant sign on the part of the S'enegalese go_vemment toward liberalizing
laws concerning family planning came on December 24, 1980, when the 1_920 French law

prOhibiting the distribution and use of contraceptives wasrevoked. This was a critical
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juncture that legalized family planning in Senegal. However, the vote to change the old
law was not unanimous. Several deputiesargued that contraceptive methods were
“immoral and not appropriate in Islamic and deVeloping countries” (Tornaro et al. 1981,
34). This development was one of the major incentives that donor agencies were given to
work on family planning in Senegal. |

Another critical juncture occurred in l980 when the‘ Senegalese Asvsociation for
Family Well-Being (ASBEF), a local large NGO, vi/as reorganized and reactivated, open- |
ing the first model family planning clinic. ASBEF was originally established in 1974 and
is the local affiliate of International Planned Parenthood. Throughout the 1970s it‘played

‘a key,role in lobbying to change the 1920 Senegalese law that prohibited contraception
(Wilson 1998, 15; Wickstrom et al. 2006, 5). During 1980 and 198l, the organization |
carried out two important activities: a training course on family planning for midwives
and the President of ASBEF personallyvvisited inﬂuential religious leaders throughout
Senegal discussing the importance of family planning. As a result, many religious leaders
expressed their support for child spacing activities, but were highly opposed to abortion
and sterilization services (Tomaro et al. 1981, 35).

By 1980, the use of contraception was permitted in Senegal and the President at
the time, Abdou Diouf, a Muslim, was supportive of Senegal’s need to encourage family
planning; During a 1980 visit to Senegalby DouglasBennett, a former USAID admin-
istrator, President Diouf was proactive in his efforts to address the population problem
and raised the subject of family planning. He was supportive of actions that would
encourage the country to achieve a reduced rate of population growth. Tomaro et al. 1981

(36) argue that during this time the government’s position moved from restrictive to
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permissive. Notable changes included the perrnission to sell contraeeptives,,the practice
of family planning in private clinics in addition to encouraging members of society to |
diseuss issues around family planning. | |
Despite President Diouf’s encouragement of family planning, other members of
' Senegalese society dld not agree with his efforts to reduce the population growth rate. For
i’ ‘example, the prov1nc1al governors of Diourbel stated that there was no population prob-
| lem_' in their region and that their areas were aetuallv under-populated and required‘more .
' hands to be productivelydeveloped. The govemmmt sub-commission‘"responsible for |
developing. policies for the Sixth Plan ‘7(1‘981—’] 985) (which will be discussed later in the
literature review) also denied the exist‘en'ee .of a population problem and the need to
develop policies that would advocate spacmg births and reducmg rates of growth. The
commission recognized some of the demographic realities in Senegal (1 e.,the2.7% -
national growth rate), yet argued that 1twas more realistic to search for\ an economic
" s_olution to the demographic problems rather than turning to family planning,,and/or other
V population,policies: (Tomaro et al. 198l, 36)v.7 | |
In addition to resistance of familv planning policies by the goveMent sub-\ -
commission for the Sixth Plan, members of Senegalese society also had fears about
adopting and promotmg family planning and/or a population program. Due to the strong
history of colonialism in Senegal, many felt that restricting the_ populatron wouldrepre- .‘ '-'
sent a return to colonial and raciSt practices. Those who favored a return to the strong, :
extended family and other pastoral ways did not identify a role for family planning.

(Tomaro et al. 1981, 36-38).
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| Some members of the Government of Senegal and other various segments within
Senegalese ;society were aware of the need to control the population. 'Howe\‘zer,v popula-
tion policy‘ interpreted as a strategy to lirnit births and reduce growth rate_s was and still is
-a very sensitive r'ssue 1n Senegal. Among certain sectsof Muslims, linriting births is con-
: 'Sidered contrary to the words of the Koran. While the Koran does not expl‘icitly prohibit
thhe practice ot rnodern contraception many devout Muslims feel that limiting,births is
contrary to Islam (Tomaro 1980 5-6; Tomaro et al 1981, 38). The role of Islam and
| rellglon in fam1ly planmng will be further addressed in Chapter v.
Antl-Modernlsts are another group opposed to pohcles aimed at li.mitin'g‘ or
: spacing births. Tomaro ‘(‘19.'80) sums up their'vview in the following quote: | |
This group is particularly sensitive to the racial v.implications of birt’hplanning
policies and blames urbanization, modern western culture and the white man for
the ills of juvenile delinquency, drugs and prostitution. The Anti-Modernists ..
favor a return to the old ways, predomlnantly rural in nature, in which the whlte
man and his “enslaving” culture have no part (Tomaro 1980, _6). ' '

- By 1981, the GoVemment ot Senegat appeared to be moving closer to formulating .
and advocating fora comprehensive'poputation policy designed to limit births. HoweVer,
~ the propoSais' and programs at the tvime'reﬂected the government’s overall sensitiVity to

the issue. During the early stages ot' family planning it can be argued that the government
rnade an effort to steer a rniddle course to try to accommodate'the needs and fears of both
urban and rural constituents. |
“In the midst of trying to advocate for a reduction of the population, by 198 1,
‘ Senegal, like many other African nations at the time was suffering from ﬁnancial con-

straints. The Sixth Four-Year Plan for Social and Economic Development (1 981-1 985)

showed a signiﬁICant decrease in the combined budget for health and social welfare in
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S.enegal. Since 1969 the overall percentage of the riatiorial budget dedicated tQ‘ }iealth
| steadily ,decl‘ined. In 1969/70 9.2% of the national budget was .dedicated to health, kby '
1975/76 it had dropped to 7.1% and by 1980/81 it reached a low at.5.8%. The continued
vrerducti'o.'n of the percentage of the national budgei dedicated to heaith was a sigri of the
difficulty Senegal faced in meeting its health neéds and its high dependéncy upon donor

aid in the ‘healt_h sector. Keita 1988 (139) argues “thai dependency often allowed external
parties the freedom to experiment on the Senegalese system and its recipients.”

" In 1981, USAID began its first official rrlission in Senegal with the Senegal Family“
Herilth Project (1981—1?85). The Senegal family health project was a $1.7 million project
that was formalized by the government into the existing government health sérvicés with
USAID backing (USAID 1982b,> 3; USAID 1984, 1). The project was carried out through
the collalioration between the Secretary of State for Human Promotion, the Ministry of |
Health, the Ministry of Social stelopment and'USAID. Represeriting the Goxiemmerii |
of Senegal, the Secretary of State for Human Promotion carried the ovsrall resansibility
for the project’s iniplementation. A National Family Plzinning Unir, ‘made up of personnelr o
from the Sécretary of State for Human Promotion and the Minisiry of Health was also
established and assumed its program responsibilities effective January 1982 (USAID
1982, 1). -

The goal of the Senegal Family Health Projecr was to improve the quality of life
and hsalth of Senegalese women by reducing the rate of unwante(i'fertility. The goals of
the program were schieved through the deve'lopmerit of a family planning administrative
structure responsible for directing the naﬁénal fémily planning program, the establish-

ment of information, education and communication programs and the provision and



- supervision of strategically placed farhily planning service delivery centers in major regions
throughout Senegal which included Dakar, Thies, Fatick, Kaolack, Ziguinchor, and Kolda
(USAID 1985a, 2). In forming its approach to promoting the concept of family planning,

~ the project did consider the differing cultural and religious viewpoints within Senegalese

society. By 1982, the national family planning campaign had the sanction of both Islamic
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and Christian leaders (USAID 1984, 2), yet the problem of differing vieWpoints regarding.

child Spacing and the problem of unwanted fertility remained an ongoing dcbate;

As for funding, according to USAID project reports, the project had early probléms v

in financing as its projected activities required a budget df $6,OOO,OVOOCFA- (Senegalese

Francs) whereas only $3,5 OO,OOVO‘CFA was available from the Government of Senegal. |
All service delivery sites were fully equipped by February 1984, The project had staffing
at both the national and regional levels, yet the regional staff was not directly affiliated

- under the direction or the budget of the project in regards to salary since these members

- performed other duties assigned by their specific ministries (USAID 1984, 3). Through- |

out the regioh; there were a total of 19 cehtcrs offering family planning servicgs by
F.ébruary ‘1 984. Clients attending the clinics were expécted to pay a':Small fee of 25-50
CFA (which is about 10 cents U.S.).

Despite the construction of several clinics throuéhout the region, theré were se\ﬁ
eral problems with the Senegal Farﬁily Health Project. The regional chief medical officers
stated that they did not have an adequate bﬁdget to meet the expenses of hirin‘g night
guards for family planning centers since the project was not considered a permanenf part
of the health delivery services. Unfortunately many centers were stocked with expensive

equipment and supplies that could not be properly safeguardéd. Another prbblem in-:
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volved the role of trained midwives in family planning. Midwives were not sure if they |
were exnected to be soleiy involved in family planning outreach services or if they were
expected to continue their work as midwives at. the MCH centers. The regional medical
chief officers also 1nd1cated that they had no budget for small expendable supplies such
.as cotton balls’ and ant1sept1cs (USAID 1984, 4)

On a posmve note durmg 1983 and 1984 USAID staff members offered six |

‘weeks of on51te training to midwives and program promoters For example 30 somal _
workers were ,able to undergo tr_aimng 1n Th1es while 19_ m1dw1ves underwent training 1n
family‘planning outreach and contraceptiye.'methodsin Dakar; Throughout 1984 there |
: were also several additional trainmg sessions offered to physwians m1dw1ves and others
involved in family plannmg There was also a National Family Plannmg Pollcy Confer-
ence held in February 1984 where participation and expresswns of views by doctors were
given Doctors views 1nd1cated that professmnal re51stance to family planmng was
| »i :gradually decllmng (USAID 1984, 4—5)
| ' A ﬁnal 1mportant development in the prOJect 1ncluded the creation of a manage-
‘ment 1nformatlon system Service cards were used in several other African countr1es
during 1983. In Senegal during 1984 a detalled consultation/serv1ce card, a patient
‘appomtment card and.a medication stock card were developed and printed following a
conference held that trained natiOnalr and re’gional,medical staff ininformation manage-
ment (USAID 1984, 6). |

' Overail, USAID’s first ofﬁcial.project had both positive and negative‘ elements.
The major ohstacles included lack of motivation by the staff due to salary 'issues, insuffi-

‘cient funding by the Government of Senegal, insufficient training for those involvedin
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family planning and the loss of many good trained personnel. On the positive sidé, during
a 1984 site visit made by USAiD to ASBEF, viewpoints and valuable clinic infdfmation
was gained. At the time, ASBEF was offeringf‘family planning éerVicés attwo'sitesin -
Dakar. It was noted that some 650 clients were seen each month, and 87% of them were
using contraceptives. The ratio of old to new clients was 50/‘50‘ and most users .indicatred‘
that they had heard Qf the sewiceé thrbugh a friend, who wés already enrolled. Unfortﬁ-
nately it was noted that there was poor privacy for clients during tﬁe interview procb:ess
and that in geheral contrac‘gptive c_are' was not begun at the initial visit and requiréd
- several sﬁbseﬁuent visits. ASBEF did not qﬁérge clients any service fees so the inability
to pay was not a cbncém for uéers (USAID 1984, 7-9). |

- By 1985 USAID and the Government of Senegal wefe dealing with -sbme of the
major issues of the project. After évaluation, it was apparent from the monthly reports
feceiQed back ﬁ'o;rl thé regions and the‘ lack of ‘reports in some regions, thét the managve-;

_ ment information system that was iniplemented in 1984 was not correctly being folloWed;
Supéfvision visits to field family cehters, revealed that in 50% of cases staff -haci classified
| cliént charts by chronological number instead of by month or next appointment and there-
fore could not determine how many clients had dropped out of the program. By March
1985, a team of 6 USAID consultants were in Senegal preparing a prqjecf vpaper’ for the
next pfoject. The director of USAID/Dakar infqrmed the project advisors in January 1985
- that there would be no extension of the current éontract whic'hbexpired on June 30, 1985
‘and that the new project was to immediately follow (USAID 1985a, 3). When the Senegal

Family Health Project ended in 1985, about $2.1 million had been spent (USAID 1987, 1).
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In conclusion, it can be argued that the early 1980s were" important 1n the develop-
‘ment of family p]anning in Senegal. 1980 was a year of critical junctures where the gov-
emment recognized the Seriousness of the population problem, NGOs such ‘as ASBEF
were c‘ommi‘tted to family planning initiatives, family planning became legal, and US;AID
B began its first ofﬁcial project 1n ‘Senegal. Shortly after USAID ended its first project, the
g ﬁrst‘S:enegal l)HS Was cOmpleted in 19-86.: The results of the first DHS showed some
‘»progress towards famrly plann1ng goals, yet 1t was also clear that there was much more
work that needed to be done in order to control the hlgh fertility and populatron growth
| rates. A h1stor1cal analysls of DHS data from 1'986—2005 will serve as major pomts'of '
d.iscussion in Chapter‘s lV and V. The ne_»xt s‘ectlon of discussion vsfill focus on farnily o v

planning developrnents after Senegal’s first DHS.
' Family Planning Outcomes After Senegal’s DHS 1: 1 986—1 991

" Several key developments occurred after thecompletlon of Senegal § first DHS

~ including the start of USAID’s second m1ss1on the Senegal Family Health and Populatzon‘
‘ Project (1 985—1992) (this actually started slrghtly before the ﬁrst DHS was'completed),
the adoption ofa National Population Policy 1n 1988 ‘the launch of the National Family
Planmng Program in 1990 and the M1n1stry of Health and Social Development s order to
ellmmate the requ1rement for laboratory testing prror to prescribing birth controls pills or
inserting, intrauterine devices (IUD s)in 1991. A discussion of USAID s second mission
: prOJect is what follows. | o

The goal of the Senegal Family Health and Populatzon Project (1 985—1 992) was.

similar to that of the first mlssron “to i 1mprove the health of Senegalese women and their
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children and to help achieVe population growth rates compatible with Senegal’s capacity
to prov1de basic health and social services for its people” (Barr 1985, 7). The 7-year
prOJect had a budget of $27 4 mllllon of which $20 m1ll1on was to be prov1ded by USAID
| "and $7.4 mrllron by the Govemment of Senegal (USAID 1985b, 1). The‘purposes of this
‘project were to improve‘ the' capacity of the publio and prisfate sector by providing safe . .
and el‘fective contraception to 15% of married women of reproductive ag‘e, to provide , |
'comprehensive support to MCH services, for example through the detection and treat-
~ ment of sexually transmitted diseases and infertllity,_ improve the .demographic'database
l so that more effective development planning could occur and increase awareness of
‘ pol1cymakers planners and all other members of Senegalese socrety about the 1mpact of
raprd populat1on growth on development (Ba1r 1985 7—8)
The overall goals for the prOJect aimed to have all health personnel'and other

. appropnate orgamzatrons and | groups in the private and publrc sectors appropr1ately
jtrarned in order to delrver family planmng services in both an 1ntegrated and non-inte-
grated fashron Famrly plannmg services were - scheduled to be available in service sites in
all 10 regions of Senegal Community based programs were to be ongomg in selected
urban and rural areas and commercial retail of contraceptrves was to be initiated. It was
anticipated'that family planning servlces would be available in all Governm‘ent‘of Sene-
| gal health centers and in about 25% of the dispensaries by the end of the proj‘ect (Bair
1985, 7-8). _ |

Throughout the project information, education and communication programs con-
| cerning the impact of rapid population growth on development, the ’impor.tance of child

spacing as ahealth measure and the use and availability of contraception were to be

- .
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“developed, tested and modified. This program was aimed at signiﬁcantly increasing com-
- mitment to family planning and incre‘asing awareness of contraceptive practices and
ayailability‘ throughout Senegalese society (Bair 1985, 7-8).
_ -By 1985 there was still a signiﬁcant training gap for those involved in family
planmng in Senegal Tra1n1ng was v1tal as the success of this pI’O_]eCt depended highly on
, ‘the qual1ty of the training programs. There were broad types of tra1n1ng programs avail-
able for those 1nvolved in family plannmg.,Long- and short—term tralnlng was held in the |
United States for professi’onals such as nurse‘sand development planners. Training‘v was
‘also carried out in Senegal for those such as superv1sors and serv1ces prov1ders of gov- :
- emment and non-govemment fam11y health The pI'O_]CCt plan 1ncluded well overa

o thousand person months of pre-service and 1n-serv1ce training conducted at Senegalese ‘
,training institutes with ,the ultimate goal of ’becoming principally self-sustaining by the
end .‘of the project (Bair 1985, 35). ‘ | | |

7 | In order to assess the success of this second mission project, the plan c‘alled for ‘,
three main eyaluations during the life of the pro;je“ct ”l'he ﬁrst evaluation ‘was scheduled to
be carried out at the end of year two by the Govemment of Senegal and USAID person-
nel; a second evaluation was to be camed out in year four with local project team leaders
along with external assistance, and lastly, a ﬁnal eValuationdurmg the sixth year was
,scheduled to be carried out with more ei(ternal assistance. The final eyaluation Was criti-
cal since itwas supposed to address performance iss_ues in addition to making some
initial'analyses about the project’s impaCt on birth spacing and in reducing the percentage
of hi_gh r_isk mothers exposed to unde_sired or high risk pregnancies. It was: also to address

broad issues such as the degree of institutionalization ach‘ieved (the topic of this
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dissertation), project sustainability and needs for future assistance (Bair 1985, 86). The
evaluations were to be based uponvsurveys, repbrts, interviews and site visits which
included: - | |

an initial and ﬁfth year contraceptive prevalence/feproductive health"survey, the
1987 census, service statistics of client use and contraceptive flow, quarterly -

- progress reports on government and non-government actions, interviews with
government personnel, community leaders and trainees, operations and bio-
medical research reports, internal evaluation reports of sub-sector act1v1t1es and

-Visits to clinic and prOJect sites (Bair 1985, 86). :

Desplte all of thg amblthus prOJcct goals, accv:ordmgb toa USAID audit, efforts to
assist family planﬁing in Senegal got off to a slow start with" th¢ second USAID missio>r11.
project. USAID/Senégal ofﬁcials feponed that the first project did not fully achieve its
objectives én‘d.the second‘proj'ect experiencéd setbacks during the,ﬁrst two years due t'oi
ptocUrerf)énf delays and problems with the téchnicél'assiétanc‘e t_earﬁ. Ona pésitiVe note, |
by mid-1987 most of tile family plaﬁﬂing efforts were gaining some headway. Yet a
maj or Obstaéle was the fact that project progress couid nbt be,adcquatély ‘measured ‘
becaué’e sufficient iﬁformation was not being collected. An additional obstacle was the
‘weak control 6ver th‘? distribution of project commé&ities. Deépite theée set-backs,
cc;ntrols over local currency accounts Weré found to be sufficient b([.JSAID 1987, i).

A final evaluation 6f the Sénegal Family Health and Population Project containeid |
many findings. Dgépite the constraints and prpblems during implementation, the fam;lly‘
plagning environment in Senegal changed dramatically w1th the irriplementation of USAID’s -
second project. Knowledge and practice of family planning‘ gfew significantly, many new -
family plahning services were intfoduced into clinics' throughout the country, many health
‘wor.kv'ers and managers were frained in clinical services, communications and fanﬁly plan-

ning management, effective information dissemination, education and communication
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actiyities occurred, and several other i‘mport’ant programs were created. The project'f also
helped to increase the awareness of Govemment ofvSenegalplanners and policymakers of
~ the signilicance of demographic factors in deyelopment plannin‘g. Asa result of these

activities and achievements a National' Population l’olicy was adopted in April 1988,
Francophone Africa s first. population policy (Hardee et al. 1998) and the Pre51dent of
Senegal also 51gned a National Fam1ly Planning Policy into effect in March 1990
- One notable success of the second mission that should be ment1oned is the -
: increase in access to modem‘ family planning methods that occurred. For example, an
evaluation of the project revealed that:
the numb’er of actiVe contraCeptive acceptors increased from 7,500 in 1985 to
+29,890 in 1990 at public sector clinics, an average annual increase of 28 percent;
~‘the number of active contraceptiveaCceptors in the private sector has increased
from 1,000 in 1985 to 9,111 in 1990, an average annual increase of 44 percent;
combined public and private sector clients increased from 8 500 to 39, 000
between 1985 and 1990 (Devres 1991 xx1v)
- Of course, there were also problems w1th the project Many argued that the pro_|-
iect »yas overdesigned and underfunded. Others ma1nta1ned that the goals were too opt1-
| mistic and unrealistic to be achieved w1th1n the given timeframe. Many also felt that the
'prOJect was too amb1t1ous and more time was necessary cons1der1ng the cultural and
| pohcy posmon of Senegal at the time the project was first des1gned. Other issues mcluded
too many project components and act1v1t1es to be managed and carried out successfully,
~an 1nsuff c1ent level of financial resources provided by USAID and the Govemment of
: Senegal to support all of the actiVities of the project, and also inadequate training and .
: ‘technical assistance needed to develop a sufficient number of highly qualified local
' management and technical staff with the ability to sustain‘ diverse project components

(Devres 1991, xxv).v
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There were also unforeseen changes in the project’s overall environment. Eco-
‘nomic deterioration in Senegal and an Intemational Moﬁetéry Fund (IMF) structural
adjustment program reduced the govemment’s ability to meet its financial obligations to
the project. Frequent ’pgrsonnel changes in the project also reduced the number of key
people with long-term knowledge of the project. The Government of Senégal’s Organiié- .’
tion also changed several times duﬁng the duration of the project and‘in the shbrt run
weakened its authority and structure to coordinate important components Qf the project
(Devres 1991, xxv). Other‘v issues includéd Weak project management and su‘pef\lriision‘ aﬁd»
insufficient and inaccurate population service statistics. Population statisticslwere found
to be inadequate and inaccurate While clinical data were found to be inconsistent aﬁd unsup—
portable. A lack of timely and accurate operational infonnétioh. and data was one of the
major constraints that hindered imprbvements to project management (Devres 1991, xxvi).

Despite some of ﬂle problerﬁs associafed with the project, steps were being taken
" and encouragement was given towards institutionalizing famiiy planning po]icies, pro-
grams and services throughout Senegal. InﬁPrOved prqject management in the future
would help balance USAID;s need to control projéct funds and to assure that project.
goals and purposes would be achieved. At the same time, improving project manégement ‘
would allow the Government of Senegal and other members of Senegaléée society to
learn how to take over, manage, and financially support a sustainable family planning
program. These initiatives would bring Senegal closer to institutimalizing family

planning policies, programs and services.
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~ Post-DHS 2 Family Planning Outcomes: 19921996

- Senegal completed it;‘second DHS ih 1992. Some progr‘ess’v’wasvmade since thé ~
first DHS was cbinpleted in 1986. Fof example the mbdem contraceptive :prevalencc ratél
for ma';rried Qbmen inéfeased ‘bfro,m 2.4% t0 4.8% whi}le .the total fertility rate deéreﬁéed
frdm 6.6 to 6.0 by 199'2‘. Séverél other important dévelbpfnents occurred ‘fo-lloWin:g the
- second DHS which "incvlude (1) USAID’s Senegal Child Survival/Family Pl'a}zn,.ng |
| Proj(‘zct.( 1"992—1 99 7), (2) Senegal’s attendance at the 'Intemational,Cbnferehcé on Popu-

lation and DévelOpment (ICPD) in»Caifo, Egypt, and (3) the degentralization of the health |
'skec'tor, which tréhéfetred heaith, population and social affairs to lbéal government .uriits; .
| USAID’s 5-year, $27 million Sencgal Child Survival/Family _Planning Project
. was designed to‘.convtinue wi}th its effort bthr'ough a‘setiof ‘acti\‘/iﬁes_a‘limed at reaucing the |
- Aertility réte in Sehegal. The_ 'pr(Sjcct was cépecially designed to'incfease tl;le.l.lse and
lqlowledge of modern éontra_iéeptives in Senegal. The prqject Héd threé major compo-
"rie'nts: (1‘) ihcreasing the demand for contraceptives and MC.H services, (2) iﬁcreasing
| ‘access to 'MCﬁ/Family Planningv services, ahd 3) imbroving the quality of MCH/Fﬁmily
Plaﬁnipg services. 'Und‘er the first component health care wor.kefs, Were prox}ided with
training in 'familiy planning 'methods. Under the second Cofnponent, clinics were provﬂidbed
with the equipment and cofnmodities to provide family planning services. Under the third
‘ corhponent, the quality of MCH/Family P_lanning services were improved by‘training '
health care workefs and supervisors in areas such as counseling skills and better intake |
procedures (USAID 1992, 2).
Like previous projects, this project had sbme thable successes accoi'ding to evalv-

uation reports. For examplé, between 1992 and 1996, knowledge of two‘.or more modern
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methods of contracept‘i\}es among women of reproductive age increased from 57% to>70%.‘
Aﬁléng men there was a signiﬁcant increase from 32% to 50%. Surprisingly, knoWledgé :
in rural areas was .es‘timated ats 8.4%, higher than the over‘allr national average of 54%. h
The final year of fhe project, 1997, provéd fo_ be an intense year of family planning acﬁv-
ity with significant results. National couple§ years 6f protectidnkincreasred by 23% in one
- . year ﬁlone, rﬁoving frovm 16‘6,000 in 1996 to .206, 777 in 1997 (USAID 1998b, 10—1 1).

ThlS major increase in contracepti&e use was “ﬁainly due to the opening of z;dditional

regional referrél céntefé, éxpa;lding sex_’vicég to rural posts; anda greatly increased nuxﬁber ‘ »

* of condom retail sales sites” (USAID 1998b, 10). | | |

| By ‘1997‘, -13 of the 14 originally pianned régional }family‘planni.ng referral centers

~ were hﬁmc't‘idnin‘g. Rural posts‘médé notable progress with 80%‘(up from 60%) being fully |

equippe‘d an'dy Stﬁffed to prévidc family plénnfng services in the“vtargéted'regipns.' During |

1997; the USAID f‘nission supported 7 NGOs working in the heélth sector in five fegions.

Notable acComplishmcﬁfs included the»NGOs sécuring 27 health huts, a mbbile team, two -

referral centers, and delivery services in two differént workplaces (USAID ‘1‘998b,‘ 10).
Despite all of the positive successes and efforts, USAID did have shortcomings in

- their project strategy. According to a final country report, “USAiD’s strategic direction .

and plans, along‘v"vith implemeﬁfihg ,pérsonnel, changed frequently and rapidly, resulting

in confusing and conflicting messziges in directioﬁ aﬁd guidancé” (USAID» 1999b, 30). K

For example, a local -Senegal_ese NGO that had been funded by USAID for 10 years

requested techﬁical assistance in order to address family planning program issues within

their center. USAID responded to their réquest by sending technical assistance through

~ the Family Planning Service Expansion and Technical Support Project (SEATS).



Unfortunately ,SEATS had a short stay while assisting the:NGO and w}asl asked hy
US'AID/ Senegal to leave when less than 9 months of technical assistance had been pro- | :
vided. Unfortunately it was obvious that many program obJect1ves could not be met ‘
despite efforts (USAID l999b 30) |

"The ﬁnal project report also maintains that * ‘inconsistency in resource allocation
| (i.e. funding not follow1ng performance) was another problem” (USAID 1999b, 30)
Coordinatlon with other cooperat1ng agencies also lacked clear focus (USAID 1999b
30).0Ona ﬁnal note, the key issue of sustainabihty of family planning act1v1t1es was ad-
dressed during the last quarter of 1997. By 1997 health fac111t1es were charging a stan-
,dar‘dl_zed fee for services and condoms w1th the author1ty to. keep a portion of the funds - -
for use in support of health committees’ social mobilization activities in the community.
This was a major step towards institutionalizing family planning s‘ervices'in Senegal.‘This
app'roach‘ was highly effective because it allowed full participation of the communities |
who were ivill_ing to invest in their health services. With the protits earned, many commu-
nities were also 'ableto pay health workers’ salaries and other expenses in addi‘tion to re-‘““ |
‘ supplyingtheir drugs (USAID 1998b, 10). During the period 1992}1997, it can be argued - |
that USAlD madesome progress towards the project goals while‘remaining focused on
maternal child health, family planning and reproductive health, vvhile keeping the Gov- -
. emnment of Senegal’s interest in mind on these areas as well. ,

Another key development in family planning after Senegal’s second DHS was
Senegal’s attendance and participation in the International Conference on Population and
Development (ICPD) held in Cairo, Egypt in 1994. The ICPD is very important to the

discussion of family planning in Africa and Senegal. Before this conference, the concept
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of reproducti?e health was unheard of in many African countries such as Senegal. The

ICPb set speciﬁc goals for reducing matemal and child mortali‘ty'and called for nniversa_l a

access td family planning and otnér re'pl;oductive, hcalth:sprvices. Several sub-Saharan | " 7

: Afrjcan countries créated their rep'foductive héalth and‘ famil‘y planning policiea and

programs based on the definition of reproductive health that was stated in the ICPD Plan B o

o‘f Action. In 1997, ’in résponse to the ICPD, the Government of Scnegal draﬁed a Pro; |

gram of Pridrity Actions and Investments in Pnpulation, 1997-2001. This dévelonment » |

 will be discusééd in the next section of this chapter. | |
In ‘1996, two notable events occurred in Se.negal.A Fifst, the GoVefnment of Sene-

' gal adopted a Fatnily 'PlanningDeclarati(‘)n, eétablisning the ﬁrsf national norms and '
standards vfor‘ fanlily planning. The adopti.on of this déclaration showed the govefnr'nént’s
initiative'td incorpo,rate recornm,endatidns from the ICPD held in 1994. The Farnily"

Plann_ing Declaration pIedged to pfdvide contraceptive services to halp’ couples and

| individuals 1n spacing births and prevanting éarly; late, and unwanted pregnancies, to

provide sefvicea to prevent sexually transmitted diseases, infertility and stcrility and to .

provide ,Inforrnation, Edncation,‘ and Communication (IEC) services; including fan1:i1y life

education (CRLP 2001, 5-6). vSecond, the Government of Senegal also passed leg'.islation :
outlining a process of decentralization for nine sectors in Sene‘gal,v including health. One
major goal of decentralization was to spread access_to health f:are services thrdughout the
country. ‘Prior‘ to decentralization nealth services were highly concentfated in urban areaé
such as Dakar. Decentfalization has proven to havé both opportunitieé and challenges for -

the developmént and i‘r.n’plementa,tion of family planning programs.
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‘First‘, as for the positive aspects; decentralization allows individuals and groups

that have never had an opportunity to express their needs and interests to participate in a
program that will aid in the country’s overall development process. On the other hand,
problems can arise with decentralization because many locally elected leaders lack sufﬁ-

" c1ent planmng skills and techmcal understandmg of the 1mportance of family planning |

' and reproductive health in general (Wllson 1998; CRLP 2001; W1ckstrom et al. 2006). .
Another major challenge for decentralization in Senegalis having a consistent‘ interpre-

' tation of the textslon decentralization. Locally elected leaders’ interpretation of their roles '
in ‘the process vaties throughout Sen'egal. Some local leaderswant to participate in the
plannmg, while others prefer to abdicate their responsrbilities to government health offi- ,
c1als Another problem with decentralization has been with the d1str1but1on of ﬁ.lnds
'lhroughout the process, many councils in Sene‘gal reported that they did not receive | ,

ﬁJrldS from the state, while some councils receiued funds for an entire health distriCt Also-

h .s1nce a large portion of the M1n1stry of Health’s: budget was put to the discretion of local -

: 'leaders many chose to Spend itin other non- related sectors outside of health (Wilson

, 2000, 1—4) Despite some of the challenges with decentralization, Senegal continued to |

make e'fforts towards family planning after its third DHS was completed. The modemn

contraceptive prevalence rate for married women 1ncreased s1gmﬁcantly from 4. 8% in

1992 to 8. 1% by 1997 while the total fert111ty rate declined slightly from 6.0 to 5 1. Key ‘

- developments followmg the third DHS and the 1mplementation of deceritralization is the

next topic of discourse.



Post-DHS 3 and Post-Decentralization Family Planning Outcomes: 1997-2004

In March 1997, the Government of Senegal respcnded to some of the recommen-
dations of the 1994 ICPD, establishing a National Reproductive Health Program (1997-
2001). The program’s goals irncluded> the promotion cf reproductive health by reducing
maternal iand infant morbidity and mortality, in addition to improving Qverall welfare.
Speciﬁc program objectives were diverse, those relating to the provision ‘of family plan-
nihg in\cluded: |

providing quality prenatal care to 80% of pregnant women,; increasing assisted .

childbirth to 80%; ensuring that 50% of women who give birth have quality

postnatal care; increasing contraceptive prevalence to 20% with a mean annual

progression of 3%; reducing the rate of spontaneous and induced abortion by

50%; and reducing the incidence of early or unwanted pregnancy in young

women and adolescents aged 10 to 24 years by 25% (CRLP 1999, 159).‘ :

~ A September 1997 evaluation of USAID health programs in farﬁily planning |

revealed that progrese hed been made in implementing health care objecti\}es, yet despite -
the implementation of decehtralization in January 1997, community perticipation in pro-
‘moting the use of family planning cervices and support of prevective services was weak
(Partnerships for Health Reform 1997). Many local gcvernment officials refused to
release their 1997 budget allocations rﬁaking it difficult to assess how much':money local
communities were dedicating to family planning efforts (USAID 1998b).

By 1998 it was clear that family planning was increasingly becoming a -component
~of a more integrated health initiative. The Ministry of Health issued the Plan National de
Developpement Socic-Sanitaire (National Socio-Medical Plan for Development) (1998—

| 2007) which dissolved the 1990 National Family Planning Program. Responsibilities for

the National Family Planning Program were moved to a new division of reproductive
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health that was housed within the Departmént of Primary Health Care. Wickstrom et al.
(2“006) argue that “this ihtegration reduced tﬁe status and advocacy for fabmily“plannileg
‘within fhe Ministry of Health, decreasing its national visibility overall” (14); - v

| By the year 2000 it was apparént fhat the | government waé 'making m(;ré efforts fo :
increase4awareness and knoWlédge of family planhiﬁg. One initiafive was ma&e by t‘heﬂ :
: M‘inistry obf Educaﬁon, which developed several new teaching schoolé_ &:entér’ed on farhily'
planning. The Government of Senegal also prdduced a promotional leaflet on famﬂy .
planning that wés ‘givén to.over ,12‘5 religibils leadérs iﬁ six health care ,disﬁ_cts that dis:
cussed safe ﬁotﬁerhood and family planning; Also, in cooperation with‘thévMinis'try of
Education, ;1 lOcal-NGO by thé name éf Groupe pour I’Etude et l?Eﬁseignemént_de' 1a  |
Poﬁulation (Groub for the Stﬁdy and Teaching bf Popﬁlation, or GEEP) crgated the TV -
film “FAKASTALU”v whos e theme dealt with the cbnséquéﬁqés'of early pregnancy in a 7‘ S
, school based eﬁyiro_nment. The efforts of the Mini'stry,of Education alohg ‘wit>h' the TV |
“film helped to mékc the political and socio—qulturél ¢nvironment more favorable for -
promoting fqrﬂily plainning‘amo‘ng young people in Seneg#l (MSH 2000). |
o chial marketing is key in educating people and in pré'mot'ing new types of contra-
cepti\"e‘methbds: availablé in "Senegal. In 2002, the Agenéy for the Development of Social
Marketing (ADEMAS), a 1oéal NGO devoted to social marketing in Sehegal, launched a
'marketing campaign for an oral contraceptive called lSeéﬁrii. Dafa indicate fhat at the time
of the .product launch o‘nly 3.3% of Senegalés‘e women used Securil andvthere were no |
other ‘c':héaper oral contraceptivgs bavailable through the private sector (Wicksfrofn etal.
| 2006? 19). Unfoﬁunately the launph for the pill created media backlash, resulting in a

_ requirement for generic advertising. Mentions of brand names in mass media are prohib-
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ited' in Senegal. The USAID/ Senegal Annual Rer)ort»2005 states that although‘ ADEMAS
has had many successes in social marketing, it has not been successful in terms of family

‘ planning and has not been able to make a significant impact in Senegal’s family planning .r
, program. 7 o
In 2004, USAID began the Projet de Réduction de la Mortalité de la Morbidité
Matemelle (Project for the Reduction of Maternal Mortality and Morbidity, or PREMOMA). -
vRecently,vPREvMOMA has made signiﬁcant contributions to the efforts of the govem- |
ment and local NGO’ s in improving maternal health, reducing maternal mortality'and
increasing avvareness of family planning. PREMOMA’s activitiesare based on the
| bfollo'wing Strategies: improving the skills of healthcareagents; increasing‘ thefavailability
and quality of maternal health services, increasing the availability and quality of contra-
ceptives, and improving knowledge and acceptance of and dernand for reproductivei |
 health services. These strategies are employed at 432 service delivery: points in 25 health
districts throughout Senegal. Maternal health and family planning activities are employed
in 22 districts and family planning activities solelv in 3 districts inthe Dakar region

~ (MSH 2006, 1).
DHS 4: F. amily Planning.Outcomes in 2005 and Beyond

The fourth and most recent Senegal DHS indicated slight improvements l'rom
DHS 3 in 1997. The modern contraceptive prevalence rate for married women increased »
from 8.1% to 10.3% while the total fertility rate decreasedj from 5.7 to 53.1t can be vargued
that these changes were not significant given a period of about 8 years. Throughout 2005, |

™~ .

PREMOMA continued its family planning efforts, irnplementing a contraceptive supply
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systeih that reduces the occurrence of stock—o‘utsi in order to accelerate 'progress for
couples whose‘contréceptidn is financed by USAID. Policymakcrs and opinion leaders"‘in
Senegal héve also remained involved in efforts towards achieving institutionalization of ,
, | fém‘ilyvplanvr.ling- In 2005, reproductive health kcontentr and skills were introduced into the |
Ecoles de F on,nat‘i‘onkd’Institutleur’s (Schools for the Trainin‘g of Teachers) and by law-
- makers in the Natioﬁal Asserﬁblywho ‘pvlayedlan active role in advocating for the adop‘tio‘n»
Qf a iaw regarding reproductive health. In the Kaolack district, thére was also collabora-
. ‘tioh between public and pr‘i\"ate sectors in health by regularly’_sharing periodic reports and
by expanding,‘t‘faining séssions and refresher Uaiﬁing sessions for privafe personnel
(MSH 2006b). | |

In 2005, ‘Vthe government of Senegal was to fakg resp_o‘ﬁsibility" for integfating _
contraceptive ciistributiop with the distribution of essential drugs. HoWever, donors such |
as USAID “continued to provide technical assistance tb'prépare the ah"nuai’ éohtraéeptive
procur‘eme'nt tablés, receive and process contraceptives érocured By dénOré, énd provide
assistarice for nationwide distribution” (Wickstrom et al. 2006, 18). In 2005, fepdsiinnQ;
. ing family plahning, an innovative appfoach to feaching national and vmillenniu‘m devell“

. 'opment géals was aétiifely being used. This is why it was the sﬁbject of the regioﬁ‘avll |
R‘e;v)‘ositionving Family Planning conférence held in Accra, Ghana in FeBruarj ‘2005 (MSH
2005). Dﬁriﬁg conference, the SenegaIese goyemment “coinmitfed to an action plan that
would tfansferv nianagement and ﬁnanéing of contraceptives td the government within the
- medium term” (Wickstrom et al. 2006, 18). HoweVer; givén thé ektenéive ldng-teﬁn

~ involvement by USAID in contraceptive procurement and distribution since 1980, “there
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were some concerns about the sustainability of the system and about contraceptive

security over time (Wickstrom et al. 2006, 1 8). |
Conclusions

In sum, despite many efforts to ‘improve family planning in Senegal, a‘fully insti-
-tutionalized pfogram has not been achieved. There were many successes iﬁ the earlier -
-stages of ‘family planning, yet in _the past decade or so the rate of progress has been much-
- slower as evidenced by the DHS data over the period of stud&. It can be argued that family
planning was‘ strohgest and made thé most progress betweep 1992 and 1997 (aﬂér the
complétionuof second DHS) while progresé befWeen 1997 and 2005 wangd‘due toa’
variety of factors.

Chapters IV, V and VI of this dissertation will provide an analysis of DHS, |
govemment'health expvenditure and donof' aid data over the period of study along with- 7
~ other archival and interview data in order to assess where Senegal stands in ;he -

institutionalization of family planning.



CHAPTER IV

' ANALYZING THE ROLE OF CULTURE, RELIGION AND SOCIAL NORMS IN
. THE INSTITUTIONALIZATION OF FAMILY PLANNING IN SENEGAL

Introduction and Chapter Overview

As prev1ously argued in earlier chapters family plannmg in Senegal cannot be |
g ‘_ analyzed w1thout cons1der1ng cultural and social norms. The trad1t1onal pract1ce of hav1ng
| 'large numbers of ch1ldren, and oppo_s1t1on by rel1g1ous leade_rs are factors that have h1stor-_
: 'Aically influenced the 'chcjces of Senegal’e‘se b.people to use or not urs'e'methcds of family" » )

'Vplanning. Histcrical'-institutlcnalism is a useful theoretical apprcach that can help to |

-eXplain how social, cnlturaland rellgious _factors have impacted the institntlonaliviation of

family planning ln Senegal. More speciﬁcally, path dependency can he‘ns‘ed toexplain . - -

- how cultnral heritage, social norms and religion ccntinue to: dictate how people feel about

farnily planning. Since ;Senegalese people have.such strcng cuyltural‘ heritages and estab- |

v lished societal norms, it is'unlikely that they will diverge from what they have been

_accustomed to. | - o

This chapter uses ava1lable data for the per1od of study from all four Senegal |

: Demographlc and Health Surveys (DHS) 1986 1992/ 1993 1997 and 2005, data collected | l_

durlng ﬁeld research in Senegal and other family plannmg related research in order to |

analyze the role of culture and religion i in the institutionalization of family planning in

Senegal. The chapter l)egins with an overview of four contril)uting factors which include

71



72
marriage, social norms, Islam and religious leaders and polygamy. Next three'cétegories |
of measurement which include legitimacy, knowledge. and capacity-building are intro-
duced énd defined. These categories serve as fhe basis of measuring where Se’negai sfands
in the institutionalization process. The analysis section of the chapter begins with four
maj o; hypotheses, one for each of the four contributing factors. Relevant variabies. for
each factor are presented in tables ‘created using DHS data. The chapter concludes with a -
summary of the findings. Tﬁe primary finding in this chapter argues that social and cul- |
tural norms collide with policy and program objectives and block the ihstitutionaﬁzation
of family planning. |

Historical OQervier of Culture and Religion in Senegal: Marriage,
Social Norms, Islam and Religious Leaders, and Polygamy -

There are several key factors that play an important role initvhe evolution of cul-
ture and religion in Senegal. In ordér to uﬁder'sfand why Senegal has faced obstacles in
institutionalizing family planning one must examine the role of marfiage, social norms,
Islam and religious leaders, and polygamy. What follows is a brief overviéw of the -

influence of these institutions within Senegalese society.
S

Marriage

Marriage in Senegal is a highly respected institution. Marriage tradiﬁons are de-
rived from Islam, Christianity, Western and local traditions. in Senegal; even before the
spread of Islam, marriage served as the'sole‘ institution that condoned sexual relations and
procreation; this tradition still holds true. A majority of Senégalese women are taught

how to cook and clean and other necessary household chores at a very young age; skills



‘needed for a married woman rather than those needed for a young girl to succeed.in '
school. Thus starting from a young‘age girls lool( forward to being married' and being a
good wife to their husbands. Marriage in Senegal offers a‘woman social status and the
opportunity to have many children which is highly respected in society. It can be argued
that a woman’s success in Senegal is often based upon marriage and the number of
children she has. ‘

Remaining a sin‘gle woman is looked down upon in Senegalese s0ciety and women

' are encouraged to get marned at a very young age even when s1tuations may not be most |

1deal Data from the most recent Senegal DHS in 2005 mdicate that the median age at
ﬁrst marriage for all women 1s 18.5 years and 17.1 years for rural women. Single women
are expected to remain v1rg1ns until married and due to the social stigma and other cul- |

~ tural'norms, single women s access to family planning is questionable Although single
women are expected to remaln vrrgins until married many do not (Wickstrom et al. 2006

10). Data from the 2005 Senegal DHS indicate that the median age at ﬁrst sexual inter-

course for women 2049 is 18.7 years. The data also show that rural women start having |

sex at an even younger age than urban women with a mean of 17.3 yearsof age.
| ‘Wickstrom et al. (2006)A maintain that “fewer than one-_third of young men and women
report usingcontraception atvtheir sexual debut, and access to family planning services
' '.vfo'r unmarried adolescents is problematic” (10). Based upon this evidence it can be argued
that single women face more barriers to using familyrplanning than married women. In
sum, since marriage is so highly respected and remaining single is not the societal norm,
| itis expected that married vv0men will have easier access to t’amily‘planning and he more

likely to use farnily planning than single women.
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Social Norms

Levels 6f educatioﬂ 'for mémbers of Senegalese society are extremely low, more
notal;iy for women. The adult literacy rate (those over the age of 15 whé can read and
write) for the total population i§ a little over 39% (Central Intelligence Agency 2009,
: Wo,‘rldiBank 2008). Literacy rétesr for females are a lot lower than that ’of males. The adult
- malé literacy rate is 51.1% wﬁile that of females is only 29.2% (Central Ihtelligcnce . :

: Age;n_cy 2009). The mOSf up;té-date statistiés for Senegals:se youth literécy rates are not

, m}lch stroﬁger than thésc 6f ‘the adult ravt‘es;'.thélmale youth‘literacy rate (ages 1 5—24) for
the perrikod 2600—2006 »is 59% while the rate f;ir female ybuth during th¢ same period is
- 41% (UNICEF 2009). In geﬁeral, many mémbers of Sencgaléée society rely ﬁpon reli-
| gious leaders as their sole sc;urce-,of education and ihforr»rvl‘atiohj and if is célﬁmon cultural ,v ‘
practice to have Strong spiritual beliefé énd to lééve oné’s évemll destiny in life, inc_luding
thve‘nu‘mber éf children one has in the hands ‘(v)f God. |

Despite their exposﬁre to Western influences, many Sehegaiese people éontinué
to hold‘ onto their indigenous roots; one notable &adition includes the practice of having
 large familiesi. Wicks_trom et a1.7(2006) argue that culturally the small-family ﬁorm has
not tak‘en‘hqld in Senegal. Throughout Senegal, espécially in rural areas, children are a
necessary economic resource in the extended family system. Children help out their fami-
lies in farming and aéricul(urel and take care of their parents in old age. Also, having many
~ children is seen as a status of wealth and social prestvigev for wom‘en;. therefore many
women choose not to use inodem ‘method‘s of contraception in order to increase their
- chances of giving birth to a large number of If:}‘lildren. Itis élso important té note thaf

there is a large incentive for Senegalese wives to have more children as they will inherit
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more, especially those with more male children; therefore competition among wives is a
common practice in order to give their husbands the greatest number of children

(Wickstrom et al. 2006, 9).
Islam and Religious Leaders

Islam has bhistorieally served as a strong political and social force in Senegalese
society, having a major impact on how Inembers of society make important deeisions‘ o
‘including the choice to use or not ose methods of fainily plenning; Islam has e long history : _ |
in Senegal and can bbe traced back to the eighte"enth’v c_entl;ry when the British and French .
| »fought for control over West Africa. The rivalry between France and Britain coineicled
i ‘with »the.lslarmlic rex‘(lve‘il in Senegal. In 1776, a group of Tukulor marabouts (also known
- as spiritual leaoers) led a"successﬁ‘il revolution and establisllecl a ﬂleoeratic oligarclly, The
leaders of the movement sent missionaries throughout Senegal and clevelOped relationshlps |
witn other resurgent Islamic movements throughou't,West All'ica (Gellaf 1995, 5).

Thfoughout the mid-n'inet,eenth century Tukulor clerics led seve‘rél‘ holy wars and
~ established Muslim states in the region. Al Haj Umar Tall was one of the most famous
Muslim warriors. In the 1820s he was initiated into the Tijaniya brotherhood and even-
tuelly acquivred a lerge Muslim following which eventually extenoed into Senegal; Tallls
vIslamic reform movement made a lasﬁng impact on Senegalese Islamic history.-

Despite French eolonial'rule, Islam continued to make progress in Senegal. By the
turn of the century less than half of Senegal’s population was Muslim (Gellar 1995, 11 1)1; |
today‘9'4% of the Senegalese population ‘is. Muslim (Central Intelligence Agency 2009).

Since Senegal gained its independence from France in 1960, Islam has been one of the most
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preeminent forces in Senegalese society. Muslim brotherhoods have played a significant
role in spreéding Islam and most Senegalese Muslirﬁs identify themselves with one of
four brotherhoods: the Tijaniya, the Muridiya, the Layenne, or the Qadiriya (Callaway
and Creevey 1994; Piga 2003). Each brotherhood practices slight differences in Islamic
rituals and eodes of conduct (Gellar 1995, 111). The Qadiriya is the smallest end oldest
7 Brotherhood, the Muridiya is the most organized and influential brotherhood, the Tij z_tniya :
| brotherheod is largest in membership and most Senegalese identify with it (Gellar 1995,
111-12) and the Layenne is a very small brotherhood with little‘ political strength that 1s N
active in the Cap Vert region end inﬂuential among young people (Piga 2003, 43). To date,
ttle v’i‘ijani'ya and the MUridiya' serve as the two strongest Islamic brotherhoods in Senegal.

Islamic leaders within the major brotherhoods have traditionally piayed a strong
role in edilcatirig members of Seﬁegalese society in addition to promoting a strong moral
pedagogy: As Piga (2003) notes, sociel norms and behaviors of Muslims within the com-
munity are strict and Muslims must conform to certain aceeptable values which ate
endorsed by religious leaders. Many Senegalese people faithfully follew the teachings of
religious leaders and/or spiritual marabouts making it very _d’ifﬁcult for any initiatives
contrary to the word of the religious leaders to be accepted. According te a rebort from
the Advance Africa Pfoject, mahy religious leaders in Senegal feel that femily planning is
t10t a high priority area of concern and therefore does not even make it a point of
discussion among Muslim followers (Ouedraogo 2004).

Despite a lack of sufﬁcient resources for its growing population, popul/ation policy
lnterpreted asa strategy to limit births and reduce growth rates is a very sensitive issue in

Senegal. Piga (2003) argues that the Islamist ethos is highly opposed to Western- style
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quemity and eontinues to criticize the West for imposing modern praetices upon Sene-
galese people. Many religi.qus leaders oppose family planning for reasons such as it .
qnestions God’s will, the nse of family ‘planning does ndt .suppott the’creation of large )
families'and leaders are also ’opposed t'o Westerners 'meddling in the affairs of Muslims -

a ~ (Bowen 2004, ’1‘49).‘ ‘;Among certain sects of Muslims s limiting biﬁhs is considered . ‘
.cnntrary to the pvrrec'epts_bof the Koran. Children are riches measured by thei_r social ‘value‘
~and longevi_ty,nnot tlieir economic benefit or cdSt” (TOmaro 1980, 6). Outside of the |
. capital region ol’ Dakar (notably in rui'al regions), there is stronger resistance to policies
perce_ived as anti-natal. Even m the Dakar fegion, there is some resistance to enddrsing
- famil}v"v plannirig'and both pdlitical 'leadefs and program m‘ana'gers are very cautious‘and
apprehensiye:abont nndeital(ing any new measufes thatfmight be considered.cdntroverSial

- and an asSault‘ on Islam (Wilson 1998, _vi).
o 'Polygamy -

: Senegal has the highestrate of polygamy in West Africa. The nractice of polyg- |
amy is permitted by Islam and remains widesnread; accdidi_ng to the most fecent Senegal
DHS, 40% dt’ women in Senegal aie married to polygamous husbands. Senegalese men
are allowed to marry‘up" to four wives aceording to Islamic law. Polygamy is significantly
higher in.rural areas of Senegal and often a man may inherit the widow of his bi'other(s)
and the number of wives he hasmay be as high as six or seven. Polygamy has not
decreased signiﬁeantly over the past 20+ years and is a ‘contn'buting factor to the high
fertility rate.in ‘Senegal (Wickstfom et al. 2006, 9). For example, Senegalese DHS data '

support the argument that women living in polygamous marriages have more children
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than those in monogamous marriages. This argunient will be further discussed in the
analysis section of this chapter. -

'- It can be argued that marriage, the role of Islam, polygamy and other cultural

~ beliefs and practices héve had a long aod enduring impact on family plapning pfactices in -
Senegal. Both men and ‘women( in Senegai hove traditionally refused to use family plah—
ning with( the be_lief that having av large family is necessary for Societol acceptance and the v
" use of cootraception could prevent fhis; in addition many also feel that contraception

should be avoided because Islam opposes it. Many‘religioos leoders have-intefpreted the
| Koran 1n different ways aithoogh Islam does not explicitly condemn fafnily planning.'
 The role of oultllre and religion jn the institutioriali?ation of familyplanning in Senegal

‘ Will be énalyzed using data from.zav vvariety of sources Sueh as research stﬁdies on religion
| and Islam in Senegal, research, program, policy and eva‘luzition studies and reports on
family planoing in Senegal, a qoestionna_ire, an interview with a USAIDH official and all
of the Senegal Demographic and Health SurveyS (DHS) which ihclude 1986, 1992/ 1993;

1997, and 2005, in addition to data from the World Development In'dicators‘ Database (WDI).
Measuring Institutionalization

In order to determine where Senegal stands in terms of the institutionalization
process, three categories of measurement }are used. These categories include legitimaey
(zis a measure of use, attitudes and acceptance), knowledge and capacity-building. Legit-
imacy is .perhaps the most central concept in institutional research. Legitimacy can be

defined as the acceptance of policies and prograrhs by members in Senegalese society.

' A detailed interpretation and discussion of the Koran and family planning goes beyond the scope of this
research and will therefore not be discussed.



. Do the people of Senegal support the govemment in its family planning policies and pro-
grams? Do members of Senegalese society discuss family planning with their spouse‘.l
One valuable ymeasureof legitimacy is use, A vital question of concern is: do members of

: v‘Senegalese sOciety utilize family planning services and, if so, to what extent? Several - -

, emp1r1cal questions will be used in order to measure legitimacy, focusrng spec1ﬁcally on
usage, attitudes and acceptance of family planning Some questions 1nclude what is the

' contraceptzve prevalence rate, what percentage of women have ever used contraceptton‘

» and what percentage of womert intend to use contraceptzon in the futare and what per-
cem‘age of couples approve of famtly planmng9 .

A second category of measurement is knowledge Knowledge is deﬁned as the

' v extent to which the Senegalese population has correct 1nformat10n and/or knowledge
~.about how family planning works and the consequences of more and less vrapid popula-

A tion growth. An ir_nportant question of concern is does a high level of knowledge about
family planning le,ad to high levels of usage? Some empirical questions‘that will measure
.knowledge include what per'cem‘age of women have kno-wl-edge’of modern and traditional

| merhods of family planning and what percerttage of women have heard aboutfamibz N

v planru'rtg on the raa"io? | | |

" A final measurement of institutionalization is capacity-building. Does ‘Senegal
have the capacity to rnanage'a_family planning program at the executi\re level, meaning

the capacity of the Senegalese government to make decisions about policies and pro- B

grams over the short and long term and also at the implementation level, 'meaning the

capacity of trained service providers to effectively manage family planning programs by

utilizing the necessary skills and resources required for continued success? Empirical
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~questions that will measure capacity-building include how much money has the govern-
ment of Senegal contribuktied to health expenditures and has the percentage of dOnér aid
incr'ebased significantly over the period of study? Capacityfbuilding is not addressed in

this chapter and will be addressed in Chapter VI
Analyzing the Role of Culture, Reiigion and Social Norms )

Based updn the research éonducted, four hypotheses are implied about the impact
of culture and religion in the institutionalization of family plam‘lingy, -'ohe for each of fhe_
| fouf 'factors: marri‘age, social _nonns,vIslam and -religious leaders’, and polygémy. Given
the histbrical traditions and culture in Sénegal, it is cxpected thait marriéd women afe mdre
- likely to uée and have accéss to family planning than single Wém‘en, Having apositive
impact on the‘ ihstitutionalizatibn of family planﬁing. It is also expected that farhily plan-
‘ ning use will not increase significantly over the period of study due to the fact that.Sen‘e-
‘galese peoblé prefer large families and many couplcé are oppdéed to using family planning
for religious and other personalbre‘asoris. These factors will hinder ahd/or have a ﬁegétive
iﬁpact on fhe instifutionalization of family planning. Lastly, it is eﬁ(pected that polygamous
couples will have more childr&;n than monogamous couples fhefeforehavin‘g a nAegattive' l
impact on the institutionalization of family planhing. It can Be afguéd that Senegalese
cultural norms ahd Biases have not changed sigryli‘ﬁcantl‘y over the yeérs and have there-
.féré become locked in as common practice. Relevant actors in family planning such as
| USAID, the _Goyemment of Senegal and religious leaders can only adjust their stfategies
in order to accomvm‘ordia‘lte the prevailing cultural custéms and norms.

Hypothesis 1: Marriage has a positive impact ph the institutionalization of family
planning. ‘ : SR



Hypothesis 2: Cultural norms and biases have a negatzve impact on the znstztu-
tionalization of family planning. »

Hypothesis 3: Islam and relzglous practlces have a negatzve impact on the institu-
tzonalzzatzon of family planning. :

" Hypothesis 4: Polygamy has a negatzve zmpact on the znstztutzonalzzatzon of
Jamily planmng

Contraceptive Prevalence for Married Women

The contraceptive prevalence rate in Senegal has been historically low and this
has served as a major obstacle in institutionalizing farnily planning in Senegal. Table 4.1
gives the contraceptive prevalence rate for married women ages 15-49 overa 20-year

time span The years of available data include 1986, 1993 1997 1999 2000, 2005 and

2006. These data are essent1a1 in the analys1s of famlly plannmg in Senegal because they

- can be used as one measure'of legitimacy.

Table 4.1

Contraceptis'e Prevalence (% of Married Women Ages 15-49)

Year %
2006 | 12.0
2005 | 11.8
2000 | 10.5
1999 | 10.5
1997 | 129 |
1993 | 74
1986 | 11.3

Contraceptive pl'evalence (% of women ages 15-49):

Contraceptive prevalence rate is the percentage of married women who are practicing, or whose sexual partners are
practicing, any form of contraception. :

Source: The World Bank, World Development Indicators Database 2008 and UNICEF 2009.
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Wickstrom et al. (2006) argue that an annual increase of 1-2 percentage points in
_ the contraceptive prevalence rate is ah indicator of a strong family pla‘nhing program.
Between 1986 and 2006, there has only been an increase of 0.7% from 11.3% in 1986 fo |
12.0% 1n 2006. USAID began its family planning programs in Senegal between 1978 and
1980, and the results of the 1986 Senegal DHS reflect the efforts of USAID after about |
six to eight years of on the ground work.vrl 997 was a critical juncture and during this year
- Senegal Had the highest pércentage of contraceptive prevalence over the period of study
at 12.9%. As previously argued in Chapter III, féllowing the 1994 ICPD cohference and
the estéblishment of the National Reproductive Health Program, the Goverhmeht of
Senégal’ was Qery active in profnoting family planhing objectives anvd in tfying to imple-
vrvnent'the recommendations given at the conferencg. The post-‘ICPD_periéd was aicritic‘al
juncfure, opehing up a window of opportunity where signiﬁcanf progress and improve-
ment coﬁld_be made in‘family planning. Yet despite the dediéation to faﬁiily planning
during this juncture, by 1999 the contraceptive prevalence dropped to 10.5%. In inter-
views with the current and former USAID Maternal and Child Héélth/F amily Planning
Spécialist in Senegal, several reasons wére identiﬁed as‘m‘ajor‘ constraiﬁts to increasing
: confracepﬁve prevalence some of which include insufficient resources in bqth quantity
and quality in reproductive health and finance, the weak public engagemeht of decision-
makers, cultural aspects such as certain interpretations of Islam, the iriﬂuencé of
pronatalists in Senegalese soéiety, and the weak 'decision-making power of womén to

address questions concerning their own health.? Overall, usage levels have been
g g %

2 Dr. Elhadji Mbow, correspondence with Yazmine Watts, March 27, 2009. Dr. Elisabeth Benga-De, corre-
spondence with Yazmine Watts, Summer 2004. '
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traditionally low, so it can be argued that legitimacy is low indicating that acceptance of

- family planning may not be very high among members of Senegalese society.
Marriage and Ever“U_se of Contraception |

It was hypothesraed that marriage would have a positi?e iimpact on the institution-‘
alizationof-' family pla'n‘ning‘.‘ Therefbre itis expected that married women will be more N
| likely. to try a rnethod of contracer)tion in cOmparison to unm’arriedv Qomen. Itis i’km‘p.or-v
tant to mention‘ that many wor‘nen in Senegal have never used contraeention despite the
| B w1despread efforts of USAID to promote the use of fam11y plannlng Table 4.2 g1ves an
- overv1ew of the percentage of women both mamed and unmarned who have ever used a

" method of contraception between 1986 and 2005.

Table 42 L

| Percentages of Women Who Ever Used Contraception '

CAll ‘  Currently married
Contraceptive method o Contraceptive method
- Any Any m‘odern ' Any ° Any modern ‘
. "method  method. = Number | method ' method Number
» Senegal 2005 - 218 199 14602 - 286 26.0 9866 .
Senegal 1997 - 21.8 14.8 8593. >2’6.7 - 173 - 5851
‘Senegal 1992/93 15.4 10.2 6310 170 10.7 4450
vlSenegal 1.986  ) ‘ 325 6.2 | 4415 | 379 - 57 , 3365

Ever use of contraception:
. Percentage of all women and of currently mamed women who have ever used any contraceptive method.

Source: Macro International Inc, 2009. MEASURE DHS STATcompiler. http://www.measuredhs.com.

Ironically in 1986, 37.9% of married women and 32.5% of all women tried using :

some form of eontraception, indicating that USAID was doing an excellent job in educat-


http://www.measuredhs.com
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ing Senggalese people about contraception during their second official niission, the |
Senegal Family Health and Population Project, yet the methods. of ever use for mbdem
contraéeptive methods were signiﬁcantly lower at 5.}7% for married women and 6.2% for
all Women_. These results indicate that at the timg, USAID still needed to make more
efforts to educate and encourage women to use modern methods of contraception. As
- previously aiéued in Chapter 111, results from an evaluation of the second mission revea‘ledb
that the project was too ambitious and more time was necessary considcring the cultural -
| and policy pbsition of Senegal at the time the project was,ﬁrst designed.

Despite obstacles, between 1986 and 2005 there was é stéady ahd signiﬁcant
increase in the percentage of all women and married women who tried modém methods
of contraception indicating that tJSAID was céntinuing to mak¢ pr‘ogress‘ with its mission
to educate women about modern éontraception. USAID cohtinuéd tb carry Qut projects
“increasing its funding signiﬁcantly over time. For example, its first missioh had a _budget.
of $1.7 million while its second missibn had a budget of $27.4 million. Between 1986
and 2005, married women had the largest increase in ever use of rﬁodem methods of
contraception as hypothesized with an overall increase of 20.3%. Between 1997 and 2005,
both all women and married women had significant increases in “ever use of modern |
methods of contraception, yet married women yielded stronger results. Married women
had an overall increase of 8.7% in ever ﬁse while women overall héd‘an increase of 5.1%.

Althbugh there are notable increases in ever use, unfortunately contjnuation rates
are low as the contracéption prevalence rate is currently at 12.0% for all married women
of reproductive age. As expected, the data support the argument that marrjed women afc

more likely to use contraception and therefore have higher percentages of usage than un-



married women. An important question of concern is: are sexually active unmarried women

trying contraception? As previously argued, although sex is taboo for unmarried women,

* many still do have sex.
Contfracéptive Use Among Unmarried Seﬁcudlly Active Women

In Senegal it is expected that sex will only occur betweeh ménied couples, yet

| ﬁnmafried women de‘ have sex although not epenly; Itis interesfing to nete thag ever use
| of contraception for sexually active 1.1nr‘n’a’rried’ Women is very high, in‘dvic'ating. thet un-
- married women are taking precéutidns to prevent pregnancy eut ef wedlock ahd to brevent

“sexually trénsmitted diseases. Table 4.3 presents data about sexually active unmarried

' womeﬁ who have ever }used a method of centrdceptionvfrom 1992/1993 to 2005.

Table 4.3

- Percentages of Ever Use of Contraception Among Unmarried Sexually‘ Active Women

Contraceptive method

o 'Any modern .
. Any method. = method Number
Senegal 2005 73.9 !9 50
Semegal1997 . 671 61.8 143
Senegal 1992/93 586 535 99

Ever use of contraception:
Percentage of sexually active unmarried women who have ever used any contraceptive method.

‘Source: Macro International Inc, 2009. MEASURE DHS STATcompiler.
http://www.measuredhs.com. o

The most recent 2005 DHS data indieafe arate of 73.9% for ever use of both any -

method and any modern method of contraception by sexually active unmarried women. . ‘

Ever use of contraception for sexually active unmarried women can be expected to be
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high ‘since a pregnant unmarried woman is not socially ‘accepta‘bvlle in Senegales_e society.
This is considered a serious disgrace to the woman’s family. In the case of unmarried :
women social norms have increased the likelihood of a woman, using contraception in
order'to prevent.pregnancy:and being subject to non acceptance among members of

Senegalese society.
Marriage: Discussion and Attitudes Abour Family Planning

As prev1ously ment1oned one of the major goals of this d1ssertat1on ts to measure

| where Senegal stands in the 1nst1tut1onallzatlon process and leg1t1macy is one of the major
1 categorles of measurement. Tables 4, 4 and 4.5 present data about d1scuss1on of famlly
_ planmng among couples and couples attltudes about family planmng Based upon the

“fact that culturally many Senegalese people are-educated by rel1g1ous leaders and fam11y
- planning is not ah1gh pnonty topic among several key local leaders ; 1t is of 1ntere’st,to ~
see how 1mportant this topic is among couples and how couples feel about fam11y plan-
n1ng Pos1t1ve feedback would 1nd1cate that couples d1scuss1on and attitudes about fam11y

v planmng,would continue to follow the same direction. -

Dr. Elhadji Mbow, correspondence with Yazmine Watts, March 27, 2009.
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Table 4.4

Percentages of Discussion of Family Planning With Spouse

~ Discussed family planning with partner’

" Onceor - - : C v
i Never twice  More often Missing | Total % Number
Semegal 2005 583 226 180 11 | 1000 9238
Senegal 1992/93 ' » 70;7 142 150 07.15' 100.0 3326
Senegal 1986' 190 123 - 8;5; 0.2 100.0 = 3070 .

Discussion of fam11y planning with husband:

Percent distribution of currently married non-sterilized women knowmg a contraceptive method by the number of tlmes
they discussed family planning with their husbands in the year preceding the survey. .

Source Macro International Inc, 2009. MEASURE DHS STATcompller http: //www measuredhs.com.

Table 4.5

Percentéges of Attitude of Couples Toward Family Plarining_

~ - Attitude of couples to'Wards family planning
- Both Approve Both disapprove Number

 Senegal 2005 230 25.6 9238

Senegal 1997 286 86 5024
Senegal 1992/93 259 158 3326
Senegal 1986 -~ 170 241 03070

Not all response categories are included.

Attitudes of couples toward family planning:

Percent distribution of currently married non- stenllzed women who know a contraceptlve method by
approval of family planning.

Source: Macro International Inc, 2009. MEASURE DHS STATcompller
http://www.measuredhs.com.

In 1986, the pérceﬂtage of women \;vho' never discussed family‘planning was very
| high at 79.1%. This figure indicates that for the most part couples did not 'di_s<_:uss family
| planniﬁg; therefore the likélihOOd of usiﬁg family planning would be very low. This can

be ef(pected as USAID was in the very early phase,"s‘ of its second mission in Senegal énd

the Government of Senegal was still cautious when discussing issues related to family -
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planning as many felt that family planning ‘v'vas contrary to the teachings of Islam. By
2005, this percentage was better, yet 58.3% of couples never discussed family planning. |
The percentages of coupiés who discussed fémily planning three times or more ris also
very‘ low ranging ﬁom 8.5% in 1986 to a high of 18% in 2005. These findings indicate
that family planning is not of high priority and/or interest among mafried couples. Since
-social norms have not changed since 1986, it was expected that diséussion about family
| planning anid be subject to positive feedback, but the data indicat:e‘ot,hervvvise._

Examining conples’ attitudes towards family planning isa gond indicator of

4 lbegvi'timacy as it shows if niembefs of society approve of uéing family planning. It is also
vexpected that éouples’ attitudes towards family planning will be subject to positiveffeed- \
back. The dnta indicate fhat a[;proval has generally been low among ¢onples. Appfoyal )
rates were highest in 1997 at 28.6% as a‘ result of the gdvermnent’é strong cbmmitment to
following the recnfnmendations of the ICPD and with the implementéﬁon of the National
Reproductive Henlth Program, yet, droppéd to 23% by 2005. Disappfoval rates both in-
nreaéed and decreased over the period of study.vDisapproval rates were at a high in 2005
at 25.6% which is very close to the rate reported in 1986 at 24.1% essentially showing no
progress over 19 years. Although there Was some improvement over the peridd of study,
the overall finding supports positive feedb‘ack. Approval for family planning ultimately
declined over the period of study confirming that Senegalese people are generally opbo'sed
to family planning. Based on the results between 1997 and 2005, progress in family
planning was weakened and it is clear that USAID needs to do a better job in addresSing
social normé. ‘Wickstrom et al. (2006) argue that the absence of sustained behavior

change communications is often cited as an obstacle to family planning efforts. Cultural



norms and past ways of thinking dictate the direction of how Senegales_e people will con-

o tinne td feel labont family planning in the future. Tnis will be qnite difficult for USAID o

- and the Government of Senegal to change.

It is clear that marriage plays a significant role in the',institutionalizafion of family

nlanning in ‘Sene‘ga‘l; It was hypothesized that marriage would have a‘positive impact on 5

the institutionalization of family planning in Senegal. Unfortunately the contraceptive-
prevalence rate has remained low among married women, only fr'eaching‘ 12% according

to the most recent data, indicating that social norms may create a plateau in the contra- |

ceptive prevalenée_ rate. Married women have made significant progress in their efforts to ‘

“try methods-‘of,‘ contraception as Table 4;2 indicates, but unfortunately lowicont,inuation

s rates continue_ to impact the prospects for widespread and significant progress.

Discussion of family planning among married cduplés was weak as cultural and .

réli'gibu$ biases wbuld suggesf. The lack of discussion abqut fémily planning among
couples is a negative indicator of insti‘tutionalizationvs.v a pnsitive 'indicéto‘r. Data on
mnrried‘couple‘s’ attitudes towards family planning sn0wed fai‘rlyvlow npprdval rate‘s..vThe
disapproval rate made a surprising i_ncrease between 1997 and 2005 when it increased |
.‘from 86% to 25.6%, indiéating that no progress was rn_ade in this .area. Progreés decre’ased‘

despite extensive spending by USAID and social nﬁarkéting programs introduced by the

Government of Senegal and local NGOs aimed towards educating people about family -

‘, planning and making the political and socio-cultural environment more favorable for
prémoting family planning.
- It can be argued that overall marriage has somewhat of a'poSitive-impact inthe

institutionalization of family planning, but social norms and religious factors play an
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important role in married couples’ decisions to talk about family planning and in their
overall attitudes about approving or disapproving of family planning. While discussion
‘abou‘t farhily ‘plavnning improved moderately over the period of study, attitudes ab(iut

family planning is a social norm subject to positive feedback.
Social Norms

According to DHS data from 1986 ti) 2005, many women would ideally like to
have about six children. This nufnber has not changed significantly over ébouf-20 years
as the mean ideal number of children in Senegal remains high at 5.4 for ail women accord-
ing to the most revcelit‘da"[a. Many women do not choose to use family planning and many
cio not want to limi’g their birth spacing until they have well over six children because
’ | ‘cultural traditions encourage large fainilies._ In Table 4.6‘data were !“extr‘act'ed’ from the

- Senegal DHS indicating the rilean idealb nuni‘bei of children foi all women by the nimeer
of living children for women with four, five oi six or more children.

A review of the data reveals that the mean ideal number of children for Senegal-
ese wémen is higher than the actual mean number of childreri. Tlie mean ideal number of
~ children has decreased slightly since 1986, But overall Senegalese iavomen still want six or
more children. In 1997, the mean ideal number of children for all woirien whoalrgady
had six or more children was 5.9. By 2005, this figure increased to 6.3, supporting the
path dependent trend, that women are not in support of having smaller families and ideally
wént six or niore children. The overall actual mean number of children increased slightly

~ for all women from 5.3 in 1997 to0 5.4 by 2005 indicating that no progress was made.



Despite USAID efforts, this social norm has remained constant and has clearly served as

a barrier to institutionalizing family planning.

Table 4.6

', Ideal and Actual Number of Children for All Women With Four or More Children

Total and mean -

* Living children + current pregnancy -

o . 4 5 6+ | Total
Senegal 2005 5.9 6.1 63 | 54
‘Senegal 1997 57 60 . 59 | 53
Senegal 199293 65 67 65 | 59
Senegal 1986 : ; 7.3 72 68 6.8

Ideal and actual number of children (mean)
- Mean ideal number of children for-all women, according to number of living children, 4,5 and
6 or more children. .
Number of respondents and response percentages unavailable
Source: Macro International Inc, 2009. MEASURE DHS STATcompiler.
http /fwww. measuredhs com.

' Table 4.7 presents data on the nercenta‘ge'of married women who want noj‘more

* children by the number of living children. Theee data were selected in order to see if
wornen had a desire to stop giving birth after having a certain m’1mber of children. The
total fertillty rate is 4.95 children born per woman (Central Intelligence Agency 2009) so
based on this average; it is of i interest to see if women who have more than four children

' vhave a high desire to stdp giving birth.
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Table 4.7

Desire to Stop Childbearing by Numbervof Children |

Number of Living children

o 0 1 2 3 4 5 6+ |Total

Senegal 2005 04 17 44 117 219 367 622 | 210
Senegal 1997 08 10 50 91 196 333 612 | 230

. Senegal 1992/93 12 14 40 90 166 283 _52.7 204
: Sbenegal‘1986 : 19 22 42 109 187 310 616 19.0

Desire to stop chnldbearmg
Percentage of currently married women who want no more children by number of hvmg children.
- Number of respondents and response percentages unavailable.
Note: Women who have been sterilized or whose spouses are sterilized are consndered to want no more
children. Number of living children includes current pregnancy. :
Source: Macro Intematlonal Inc, 2009. MEASURE DHS STATcompller http //www measuredhs com.

An ana'l)"‘sis-of the 'data indicate‘s.that .asthe nUmber' of children a woman has
1ncreases her de51re to stop g1v1ng b1rth increases, wh1ch is good Yet a cruc1a1 question |
~ of concern is to what extent? The percentage of women w1th four children who wanted
‘no more children did not change signiﬁcantly between '1 986 and 2005 only rising from |

18.7% in 1986 t0 21.9% in 2005, a mere 3 2% change over 19 years. It is not until women
ha\re six or more ch11dren that a high percentage of women de51re to stop ch11dbear1ng

This percentage has remained falrly con51stent between 61% and 62% over the perlod :
19862005 with the exception 0f 1992/1993 where the percentage was 52.7%. An e)rami—
nation of the overall totals indicates that the,desire cf women to stop childbearing by the
number of vliving children is relatively low, cnly reaching a high 0f 23% in 1997, then
dropping to 21% by 2005. These findings support the Senegalese social norm of the la'rge'
rfamiliy“ despite USAID’s extensive efforts to education wcmen about COntraceptiOn Qt/er |

 the past two decades.
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It is clear that USAID flas made extensive efforts over the past two decades to
‘inform women about the importance of using contraception. In Table 4.8 data were ex-
traeted froﬁl the Senegal DHS indicating the percentage of married women’s future
intention to use contraception according to the number of living children for women with‘
three and four or more children. These data are important as they also shed llght on one

of the key measurements of 1nst1tut10nahzat10n in thls dlssertatlon legltlmacy

Table 4.8

Percentages of Future Use of Contraception by Number of Living Children .

Currently married nonusers | Currently married nonusers Currently married nonusers

Does not intend Number | Does notintend . Number |Does not intend Number

Senegal 2005 65.2 1234 66.9 3435 65.8 8700
" Senegal 1997 49.7 700 527 2338 528 5094
Senegal 1992/93 .~ 619 598 60.9 1966 62.3 4117
Senegal 1986 | 76.0 479 73.8 1179 76.6 2981

Future use of contraception:

Percent distribution of currently married women who are not current]y using a contraceptive method by intention to use
in the future, according to number of living children, 3 and 4 or more children.

Not all response categories are included.

Note: Living children includes current pregnancy.

Source: Macro International Inc, 2009. MEASURE DHS STATcompxler http://www.measuredhs.com.

In examining the overall data, generaily Senegalese women do not haye high
levels of future intention to use family planning.b Women with three and four or more
'children were used for analysis purposes in order to determine if having a significant:
number of children had an impact on a woman'’s choice to use contraception to prevent
.future births. Senegal DHS data show that between 1986 and 1997 notable progress was

made among women’s future intention to use contraception, yet there was a big change
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between 1997 and 2005. Between 1997 and 2005, the percentage of all ‘wo{men who did |

not havé t}ie intention of using contraception in the future increased from 52;8% t0 65.8%;

_ this is a significant change in the percéntage of women choosing not io use contraception

indicating a low level of legitimacy. These percentages were even higher for women who

" had three or four or more children. For example, for women with three children, the
pen:entage of women who did not intend to use contraception in the futnre increased by -
15.5-%7bet_ween 1997 and 2005. For women with four or rriore children this increaée was
alsé significant with an overall increase of 14.2%. These increases support t}ie fact that
even after having fi)ur or moi'e’_children, women generally warnt to have even more, |
supporting the historicai trend of the large fainily. Overall, women with four or more -
“children had the highest percentage for future non usage at 66.9% in 2005. Based on this
evidence it is clear that USAID still needs to cio a lot ‘of work in thisivdombain if progress is
to be maide wit}i the next DHS scheduled for 2010.

The overall findings indicate thai social norms are a strong barrier to the institu-
tionalization of family planning therefcire supporting the original hypothesis that cnltural
riorms} and biases hav¢ a negative impact (in the institutionalization of family planning. |

| As the data in Table 4.6 strongly indicate, Senegalese women on average desire to have
about sixv children. This desire has not changed to any significant degree sini:e ‘1 986.2 g
Other data such as the desire to stop childbearing which is presented in Table 4.7 also

~ support the original hypdthesis as evidence indicating that women show no signiﬁcant

desire to sinp childbearing until they have six or more children. Lastly, women’s future

intention to use contraception as presented in Table 4.8 is very low. Notably the intention

of non users increased significantly between 1997 and 2005. Results indicate that over
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65% of married 'women ’with three and four or more childrendo not intend to use contra-
ception in,‘ the future.l Thls is also a major obstacle to the institutionalization of family
plan’ning that will be difﬁcultto reverse. | |
| Contraceptive use in Senegal is’loW becausewomen want to conceive large
numbers of children. The 'presence_‘of USAID in Senegal over two decades and their |
 efforts to‘ educate vvomen about contraception»have not changed the fact that women :
would ideally like to have six children Desp1te this obstacle, USAID and the Govem— »3
' - ment of Senegal have more recently changed how they have confronted th1s problem
. “ .smce the Reposmomng Family Planning conference was held 1n Accra, Ghana in
February 2005 Dr Elhadji Mbow of USAID Senegal ma1nta1ns that the new family
.planning repos1tion1ng strategy is focused upon the problem of unmet need and the |
catastroph1c consequences on health and development. The focus is no‘ longer placed on |
: controlling fertility as was the case in the past. B |
So our response developed in a bilateral agreement w1th Senegal and 1sfounded
upon family planning as a reduction of maternal and infant mortality and objective
in prioritizing the reduction of unmet need. It is no longer the strategy to reduce
the number of children in each family but to encourage couples to respect birth
spacing ideally 36 months between each birth regardless of how many children
they desire. In companson to other strategles this is culturally easier to accept.’
| Dr Mbow also maintains that USAlD Dakar prefers to put an emphas1s on matemal and‘ ‘
child health rather than telling women to limit births because this .is a better strategy that
will natu'rally‘limit births. To date USAID is currently worlring in conjunction with the
Futures Group Intemational on the RAPID prograrn which is an electronic simulation that

predicts the impact of family planning on various domains in areas such as the number of -

*Dr. Elhad_]l Mbow, correspondence with Yazmine Watts, March 27, 20089. Quotation translated from

. French to English by Yazmme Watts.
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deaths prevented and the amount of money saved. The technical aspects of the program
- began in 2008 and VUSAID hopes to present ii to the Senegalese Ministry of Health in
summer 2009.° |

Despite the new repositioning strategy, Dr. Mbow argues that policy leaders,
development partners and community leaders do not pay enough attention to family
blanning in spite of its positive impact on the good of ihdividuals and collectively. He
maintains that to date the new family planning repositioriirig strategy has not received the
dedicated aﬁention of pclitical decision-makers and community leaders nor has it received
the required resources and the political and strategic support ne‘cess‘ary‘ for implementa-
tion.® So overall based on an analysis of the data and evidence collected it is expected

that the next DHS scheduled for 2010 will not reveal signiﬁcanf decreases in the desired

number of children or significant increases in the contraceptive prevalence rate.
Islam and Religion

According to several studies it has been a:glied thet religiqqs factois have cerved ‘
as an cbstacle to family planning in Senegal (Tomaro 1980, Tomarc et al. 1981, Wilson
1998, Piga 2003, Bowen 2004, Wickstrom et al. 2006). Many religious ieaders in Seilegal
have argued that family planning is contrary to islam. In order to test the validity of these ‘

| argixments, DHS data on the reasons for not using contraception were analyzed. Table 49
presents data on reasoris i’or not using contraception for merried women, while Table 4.10

presents data on reasons for not using contraception for married men only. These data

5 Dr. Elhadji Mbow, correspondence with Yazmine Watts, March 27, 2009. _
$Dr, Elhadji Mbow, correspondence with Yazmine Watts, March 27, 2009.



were selected in order to see if a high percentage of respondents cited Islam or religion as

a reason for non usage of family planning.

Table 4.9

Percentages of ,Women’s Reasons for Not Using Contraception

Main reason not to use a method .

Wants more Respondent Spouse - Religious
o children . opposed . - opposed prohibition Number
Senegal 2005 143 21.9 9.1 106 5726
Senegal 1997 31 30 32 109 2687
Senegal 1992/93 405 32 22 106 2566

"Reason for not using cortraception: : :
" Percent distribution of currently married women who are not using a contraceptrve method and who do not mtend to

" use in the future by main reason for not intending to use.
- Notall response categories are included. = . '
. 'Source: Macro International Inc, 2009. MEASURE DHS STATcompller http:/fwww. measuredhs com.

The data in Table 4.9 1nd1cate that many respondents were opposed to contra-
ceptron yet religious oppos1t10n was not the main reason for non usage. This evrdence
disproves the»hypothes1s that Islam and religious practices haveanegative impact on the
institutionalization of family planning. Between 1992 and 20(i5, the percentage of married
women citing religious prohibition as a reason .for not using'contraception WaS‘ consistent

at about 10.6% rising only rninutely toa high of 10.9% in 1997.

In 1992/ 1993 the main reason for not using contraception was women’s desire to -

have more children; this was fairly high at 405% The percentage of wonien indiCating.
that the reason for not using contraception was because they wanted more chrldren
- dropped to 31. 1% in 1997 and there was a dramatic drop to 14.3% by 2005. On the other
~hand, it is mterestmg that respondent opposrtlon as a reason for not using contraceptron

has continued to increase over the years.
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In 1992/1993, 3.2% of women cited personal dpposition asa réasoﬁ for not usihg
contraception and by 2005 this peréentage incréased dramat_icélly rising t0 21.9%. This
_ indicates that over the y’eérs, women’s o'pposivti‘on té using contraceptioh has continued to
| increaée despite thé efforts of USAID té promote the use of contraceptibn. Women have
als§ cited spousal oppositioﬁ as a‘Teason for non usage of contfgiception. The percentage
of women éiting gpousal opposition has alsb i'rllcreased over the years rising from 2.2% in
1992/1993 to 9.1%: in» 2005. In sum, iIt'can be argued that rcspondent opposi‘tion and
spousal opposition Qere subject to pdsitivé feedback. Data about married men’s reasons

for not using contraception follow.-

Table 4.10

Percentages of Men’s Reasons for Not Using Contraception

Main reason not to use a method

 Wants more Respondent  Spouse ‘Religious
3 children - opposed opposed prohibition Number
Senegal 1997 238 119 0.1 24.9 1760
Senegal 1992/93 284 60 - 241 630

Reason for not using contraceptlon (men): =
Percent distribution of currently married men who are not using a contraceptlve method and who do not mtend to use in
the future by main reason for not intending to use. g

Not all response categories are included.

Source Macro International Inc, 2009. MEASURE DHS STATcompller http://www.measuredhs.com.

" Although data are only available for 1992/1993 and 1997 in Table 4.10, it is note-
‘worthy to mention that a significantly higher pércentage of men cited ”religioubs opposition
as a reason for not using coﬁtraception in comparison to women. This can be expected
since a majority of the religious, political and community leaders in Senegal are males. In _

1992/1993 24.1% of men cited religious opposition as a reason for non usage and this
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ﬁercentage_ increased slightly in 1997 to 24.9%. So it can be argued that in general men
are more likely to cite religious opposit,ion‘as.a reason fbr n_o't‘us‘ing contfaception than
women. Also, another main reason for not choosing contracebtién is because meﬁ want
fheir wivevs to havé moré children.i Again this social norm cpnﬁnues to serve as a barrier
‘to the institutionalization of family planniﬁg. o |

Givén the debate surrounding the impact of religion and Islam on family-plahning ,
in Senegal it is import'ant to inéntidn a s'tﬁdy ,condik:téd by Roﬁdi-Fahimi (2004). ROudi-
Fahimi’s study on“ Islam and faﬁiily blanning focused on countries or terrifories with

| populaﬁons of 50% or more Muslims. Senegal wasvor.le of the countries that had 90% or
more Muslims. In data p;és‘ented on government viewsv on thé cufrent fertilyity lv‘evel‘ and
on p,o’lvicy access to contraception, the Gévernrhe_nt of Senegal’s view was that‘the ferfility
level was too ﬁigh and the gdvefnment dircétly suppdfted full access to qontracelptiori; |
These actions contribute to pfogresS tdWards the institutionalization of fami:ly piahning.;z B

| Roudi-Fahimi argues that Islam shoilld not be a barrier fo. family plaﬁning and govern- o
ments should provide “ﬁnancial and politicél sﬁpport for cul@ally senéitiye réproductive
health programs that meet the needs Qf Muélim cvvouples” (Roudi-F ahimi‘2004, 8). Iﬁ - |

~ Senegal, there haS been some opposition, yet tﬁe govemmént is well aware of thé prob-
lem and is working in conjunction with USAID to sui)port, ‘promote and expand family
‘plannirig initiatives. Based on the evidence collected it is apparent that Senegal has provided .
more politic.al vs. financial support for family planning initiatives. An analysis of -
gévcrnment gxp‘enditures oh health care over the period of study will be provided in

Chapter V1.
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As previously stated, one of the categories used in this dissertation to measure the
- institutionalization of family planning in Senegal isr knowledge. USAID has committed a
huge amount of fuhding towards education and family planning butreach over the past
two decades. For example, as previously stated in Chapter III, USAID’s 5-year, $27
million Senegal Child Survival/Family Planning Project was éspecially designed to in-
crease the use and knowledge of modérn contraceptives in Senegal. This dissertation has
also argued that many Muslim members of Senegalese society afe educated by feligioué
leaders. Based oﬁ this argument it will be ihteresting to see if knowiedge about contra-
ception various by religious affiliation. Tables 4.11 and 4.12 present knowledge of
moidern and traditional methods of family planning by religious affiliation for the yeérs

1986 and 2005.7

Table 4.11

Percentages of Knowledge of Any Method of Contraception (1986)

Knows no Knows only Knows modern
Religion method traditional method Total
Muslim 1032 20.83 68.86 100.00
Christian 8.85 10.94 80.21 100.00
Other 10.00 28.57 71.43 100.00
Total 10.24 2041 69.35 100.00

Source: Senegal DHS 1986.

" DHS data were unavailable for 1992/1993 and 1997.
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~Table 4.12

Percentages of Knowledge of Any Method of Contraception (2005) -

S I Knows no Knows only | Knows modern o
- Religion- - .| method traditional method | Total
Muslim -8.69 062 | 9043 100.00
‘| Christian 292 0.56 9653 100.00
Animist ~0.00 S 0.00 10000 . | - 100.00
No Religion | 0.00" 000 - | 10000 | 100.00
Total = 8.43 1 0.62 9071 | 100.00

Source: Senegal DHS 2065.

Based'upoh the datal, it is clear that Senegalese people are very'knuwledgeablé
. :about mOdém ‘meth'ods of cohtraccption., In 1986,Christiahs’»kr‘1(‘>y\'/ledgé of modern
" methods of coutraceptibn was 80.21%. Muslims had a lower rate of knowledge of modern |
methods of contraception at 68.86%. Very few Christians 6r Muslims,knsw no melhod of
‘ contrscept’iori with Christians at 8.85% ancl Muslims at lO.32%. Mbre_ Muslims vthal‘l‘ ‘ |
Christians knew only about traditional methods of contraception with Muslimms at 2083% »4
| ahd;Christians al 10.94%. O_vérall, Chrislians Wére slightly mqré lsﬁov#leclgeable, about
modem methods of contraception while Muslims were slightly mvclire knowledgeablé of
traditional methods of contraccptlon.' | | | |

. These results irldicate tllat USAID ’was doing an excellent job in spreading knowl-
edge about 'contréception aﬁst the completion of its first mission and’during the‘ early
stages uf lts seconcl mission. Since Christians were more knowledgeable abdut modem
methods of contraception than Muslims, it can be argued that it is likcly that inﬂuential |
Muslim leadefs' may not have been as aclivc as Christian leuders in educaling Senegalese ‘

people who relied upon them for information about modern methods of coritraccption.



This can be attributed to a lack of interest in family planning by religious leaders and/or
leaders_ not promoting ,family planning because they feel it ‘is contrary to Islam. |

By 2005 there is é notable increase in knowledge abdut modern methods of con-
traception by both Muslims and Chrisﬁans. There is a 21.83% increase in-knowledge of
ﬁodem methods of contraCeptioh among Mﬁslims between 1986 and 2005 indicating
strong evidence of positive feedback. Early efforts made by USAID to devote significant
time and resources to knowledge had a favorable outcome. Christians ‘also saw an increase

“in knowledge of modern methods of contraception between 1986 and 2005 with an over-
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all increase of 16.32%. So as for knoWledgé, it is clear that both Muslims and Christians - |

are very knowledgeable about modern methods of family planning; unfortunately these

ﬁgufes are not nearly as high for contfaceptive prevalence and/or usage. AS prévfously

- mentioned, USAID and the Government of Senegavl have changed their family planning
'strategy as they realize that knowledge of contraception will not reduce the popﬁlaﬁon
growth rate as the DHS data indicate. o

| It was hypothesfzed that Islam and religious practic‘és would ha\}e a negative.

impaét on the institutionalization of family planning. Data f:rom Tables 4.9 and 4.10

| present major reasons for'n(r)n usage of contraceptiofl amoﬁg married women and ﬁlen. It
was expected that religious opposition would be very high. Religious prohibition was

 fairly consistent among women over the period of study, while data indicated that reli-

gious prohibition was a stronger reason for non usage among Senegalese men. Although -

the percentages for religious prohibition are not very high, it may be the case that many
respondents did not want to specifically site religious prohibition as a reason for non

usage. Respondent opposition among married women increased significantly between
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199‘2/199.3'and 2005 from 3.2% to 21.9%. Respondent opposition increased for men
between 1992/1993 and 1997 from 6.0% to 11.9%. It is difficult to ascertain the exact
reasonsfor"respondent opposition when no speciﬁc reason was indicated. It is highly pos-
sible that many men and women are opposed for religious reasons, but chos'_e to respond
‘ as generally opposed Vs. choosing religious opposition asa questionnaire response;vIt
may-also'be the case that prev'ious‘ studies have exaggerated the impact of religious
oppos1tlon to famlly plannmg in Senegal | |
Overall available data in Tables 4.11 and 4.12 indicate that both Muslims and

~ Christians are fairly knowledgeable of modem methods of contraceptlon. The d1fference

| between Christian and Muslim knowledge of modern methods of contraception was
11 .35%7 in 1986 with Christian‘s being somewhat more knowledgeable Yet, by 200‘5:this,

gap was narrowed and Musllm knowledge increased to 90. 43% wh11e Christian knowledge |

o mcreased to 96 53% makmg the difference in knowledge among Muslim and Christians

6. 1% So 1t can be concluded that rellgion does not have a negatlve 1mpact on knowledge '
about modern methods of contraception, but it does have somewhat ofa negatlve impact
“onbreasons for non usage of contraception. So whlle Senegalese people are highly knowl-

E edgeable of conttaception, most still choose not to use it due to the social'norm of having -
alarge number of children.iUSAID and the Government of Senegal will need'to continue
to address this obstacle as they woik toWard implementing new family planning goals

and strategies. _

8 Other studies who ha\le argued that religious opposition is a major reason for non usage of family planning
in Senegal include Tomaro l98v0, Tomaro-et al. 1981, Bowen 2004, and Wickstrom et al. 2006. ‘
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Polygamy

As'previously mentioned, polygamy has been a lohg trédition in Senegal. Polyg-.

| amy is permitted by Islarh and Sénegal has the highest percentage Qf polygamy in West

© . Africa. Senegalese men can have up to four wives and Vmen norm‘ally havé'éhildren with

eachv of their wives. Since the sbcial noﬁn is to have ﬁmy children and having many

children gives ‘w01.n‘en‘ social prestigé within society, wives in polygamous uniohs often
compete againét ‘each other to give their husband th;: highest rilimber of children. Given

these circﬁmstances,.the likelihood of wonien ‘in polygamous unions using family plan- B

" ning is quite low (Wickstrom et al. 200 6, 10). | o

Table 4.13 presehts the perqéhtége of marriedv\.zv;)‘men‘ in _polygamous énd mOnbg—
amous unions with the mean nufnber of children born in each ﬁnion type. 'Thesé ciata--

” ';&ére-chbsen "for two majér reasons. The ﬁrst was t0 see v;'hethér the fate of polygamy’ha‘s
increased or deéréaéed signiﬁcantly over the period of study. Second, these data Were
chqsen ‘to’ determine if womén in polygamous unions have more chi‘lidren than‘vthose in

: monogamous' unions. | ! |

The data indicate that polygamy has decr'eased‘s‘omewhat oVér the peﬁo.d‘(')f study, |
but nbt toa signiﬁcant‘degree. The’percentage of mafr_ied women in polygam‘ous unions
was 46.5% in 1986 and by 2005 only decreased By 6.5%toa rafc of.40%. Moriogamous ,

| ﬁnions have increased, yet also at a slow rate. In 1986 the percentagé of married women

in monogamous unions was 53.5% and this rate only increased to 60% by 2005. =
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" Table 4.13

Pércentages of Married Women in Polygamous and Morio‘gamous Unions
~ With Mean Number of Children Ever Born, 19862005

. .| Mean number Mean number
% of Married | of children % of Married | = of children
women in born in women in born in.
polygamous polygamous monogamous monogamous
, _unions unions unions unions
Senegal 2005 | 40.0% 46l 60.0% | 313
| Senegal 1997 - 46.0% . 491 - 54.0% 363
Senegal 1992/93 47.3% 504 | 527% 386
Senegal 1986 - 465% | 464 ©535% | 3.48

Source: Senegal DHS 1986, 1992/93, 1997, and 2005.

: Bésg:d on th¢ data, the mean number of ’chi‘ldren who were borﬂ 1n polygamous
unions» is greater than the ‘mean number of children whé were born in mbnogamous |
ﬁnions over the periéd of study.,Polygaimous‘union‘s’ pfoduced 116 more ‘c_hivldre‘n than
‘ rﬂonogeimous unions in 1986 and by 2005 po]Ygamous unions préduced 1.48 more

children than monogamous unions. Therefore the number of children born in polygamojlis .

| rela>t.ions‘hi‘ps is subject to positive feedback. Overall, it can be argued that despite the mean
number of children decreasing slighﬂy in both polygarr»lousvand monogamousunio;is over
“ the period of study, women iiving in polygamous urﬁons have more children than those .. .
living in monogamdus unions. The practice of polygamy in Senegal is a long and endur- -
ing social nomi and institution that is unlikely to change, therefore polygamous unions - -
will cohtinue to produce more children than mpnogamoué ones. .

Based upon the evidence presented, ‘Sévnegalese‘ people are 'knowledgeable about

family planning. Yet an important question of concern is: where are they most likely to v
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get their knowledge about family planning? Although Senegal is becoming more and
more urbanized, a large percentage of the population resides in rural areas. People in rural
areas are more likely to use the radio as their source of news ar1d education. These people
often do not have access to television‘, educational centers and other resources readily
available in urban areas. Tables 4. 14'and 4.15 present data on whether Senegalese people
have heard a family planning message on theradio by union type, polygamous or

monogambus for the years 1992/1993 and 1997.

Table 4.14

Percentages Who Heard Family Planning Message on the Radio
- by Type of Umon (1992/1993) ‘

No Yes : Total
Monogamous | 80.19 19.81 100.00
Polygamous 81.37 - 18.63 . 100.00

| Total | 8075 19.25 -100.00

Source: Senegal DHS 1992/1993.

Table 4.15

| Percentages Who Heard Family Planning Message on the Radio by Type of Umon (1997)

No v Yes " Total
Monogamous 75.63 24.37 100.00
Polygamous 75.00 25.00 100.00
Total 75.34 24.66 100.00

Source: Senegal DHS 1997.

 DHS data were unavailable for 1986.and 2005.
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'In 1992/1993 most Senegalese people whetherin monogamous or polygamous |
union had not heard a message about famlly planmng on the radio. Th1s is quite surpris-
ing: g1ven that many people in Senegal espec1ally those who live in rural areas use the radlo
as their maJor source of news and 1nformatlon It may be that USAID d1d not support the -
B funding of radio ads toa large extent during thls period of time or that the Govemment of
- Senegal played a role 1n‘11m1t1ng the promotion of family planmng via the radlo. Itis -
important: to note that'some forms of social marketing in Senegal~are banned as argued 1n :
_ Chapter lII' mentiOning brand names of jproducts in the mass media is prohibited |
By 1997 the percentage of Senegalese people who heard about famlly planning
v, through a message on the radio increased s11ghtly from the period 1992/1993 Asin
| 1992/1993, the percentages of -monogarnous and polygamous couples who heard about o
0 family planning via a message:on the radio were very‘close. The increase for polygamous'
: couples was slightly higher than that of monogamous couples in 1997. The percentage of’
i' polygamous couples who heard about fam11y plannlng via the radlo 1ncreased by 6. 37% |
between 1992/1993 and 1997. The percentage of monogamous couples who heard about
’ fam11y planmng via the radio 1ncreased by 4.56% for the same period of time. As of 1997,
N 75_.34% of all couples, both polygamous and monogamous had not heard a message about
‘- family planning onthe radio. As previously stated, social marketi_ng by USAID and the
Government of Senegal may have beenf’weak during this time in addition to the fact that

some forms of social marketing are not allowed in Senegal. Since many forms of social

a marketing for family planning in Senegal have been banned for more than two decades

"in agreelng with We1r (1992), this pohcy dec151on will 11m1t the options to those pub11cly

promoting family p1ann1ng in the future.
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It was hypothesized that polygamy would have a negative impact on the institu-
tionalizatién Qf family planning. Evidence supports the fact that polygafny isa strong:
contributing factor to the high fertility rate which is clearly a major barrier in institution-
‘alizing family planning. As previously méhtioned, women in polygamous uhions are often -
in Cbmpetitibn with other co-wivcs to produce more children for fheir husbﬁnds’. If this
ltrend continues, efforts at institutionalizing family planning will be negatively impacted.
In an effort to measure knowledge, daté weré analyzed to determine whether being in a
polygamous union or monogamous union had an impact on knoWledge aBout fafnily
planning. It was determined that Sen¢ga1ese people living in both types of union§ had not
~ heard about family planning on the radio to any significant degree. This is most'likély
- due to the fact that radi(; messages were not largély used.,as-'a method of disseminaﬁng‘ o ‘

information about family planning between 1992 and 1997.
~ Summary of Key Findings

Overall, the results of the data affirm some of the original_ hypotheses while
refuting §om§'others. It was hypothesized that marfiagg woﬁld have a positive "irhpact on
the institutionalization of family planning. The evidence did th strongly support this
hypothesis, but there is some evidence that supports the positive inﬂuence of marriage.
Forv example, married women have made progress ﬁough fheir attempts at trymg methods
of contraception yet continuation rates have remained very weak. Discussion abput
family planning was poor émong married couples in addition to low family planning
approval rates. Religious and culturai factors likely have a strong influence in married

couples’ decision-making and attitudes about family planhing.



There is strong evidence to support the fact that social norms are a m'ajor»bai’rier

to the institutionalization of family planning in Senegal. Senegalese people have contin-
ued the tradition of having large families. Women ideally want six or more children and

have no desire to stop childbearing until this ideal number is reached. Although mariy

~ women have tried a method of contraception at some point in time, their future intention

to use family planning is low.
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As for religion, DHS data indicated that religious opposition is one of the réasons .

cited by Senegélese people for non usage of family planning. Sénegalese men were more

 likely to cite religious opposition than Sehegalese women. There was also an increasing

- level of ihdiVidual opposition and it is likely that many people are oppbsed for religious '

reasons but did not choose to indicate religious opposition as their response to the DHS, C

R questionnaire for a variety of reasdns. Regarding lqiowledge, both Muslims and Christians . .

were highly ,kndwledgeéblé of modern methods of family planning at rates above 90%, .
 but unfortunately high levels of knoWledge did not equate to higﬁ levels of usage. “

: Thé last factor that was analyzed was polygamy. It was found that polygamous

- couples had more children than monogamous .cduples over the period of study. Between -

1986 and 2005, the mean number of children born in polygamous uni@ns continued to
exceed the mean number of children born in monogamous uhibns. By 2005 , the mean
number of children born in polygamous unions was 1.48 more children than the mean

number of children born in monogamous unions. When examining the knowledge of

polygamous couples vs. nionogamous couples, it was found that both had similar levels -

of knowledge about family planning via radio messages. Unfortunately for both typés of

unions, most people had not heard about family planning via a message on the radio.
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This chapter has discussed the impact of culture and téligign in the institufibnai-
ization of family planning in Senegal. It use’é Senegal DHS data, research and data
'collected during field researchrir; Senegal and other relatéd 'farbr_lily planning reseafch. S
Two categdries of measurement which include legitimécy'and knowledge were used to
meagure where Senégval.stz‘mds in the institutionalization of fan‘iibly planning. As for 'legit- :
virhacy, use has been histOricélly low due to social norrﬁs. Attimdés ahd'acceptance of »
‘famiiy pvlann‘irllg‘have also been low among married Senegalese co.uples.  W>hile vlegitirvnacy‘
levels didv not ‘prOVe to be_Vefy high, know’ledge—wvise‘ it is clear that membérs of Senegal-
ese society>are infOﬁned, yét social nénns such as the concept of having mény children
' contiinue to sefve Yas -a’barrierjto fhe instifutiqnélization of famﬂ)’ planning. ~
In sum, it can be‘ 'grgued that social nofrhs aré the st;Ongeét obstacle in the.institu-
'tionalizatioﬁ of féﬁﬁly p'lanninygvin Senegal. Many soci‘al>norms fn Senegal have -beéﬁ .
subject to path dependenéy and stitiye feedback. Some soéial conditibns will be difﬁcult -
to‘change (ie., the largé farhify) since Senegalese‘ cultural &adiﬁons have not changed tb
any significant degree sinCe 1986. Senegal has the highést rate of po'lygamy‘in West v‘
o ‘Africa a#)d it is likeiy that fhe compeﬁﬁbn ﬁmong wives in polygamdus 'un‘iohs to-provide
théir husband's with the largest number of cﬁildren, éspeciall_y sons,‘ will aiso hinder
efforts at institutionalizing family planning. It can be argueduthat marriage ahd religion
have both negativé énd positivé impacts on the institutionalization of family blanning.
~ Another general cqnclusion that can be derivgd from an analysis of the data and
historical developments in family ﬁlanning in Senegal is tﬁe fact that 1997 waé a critical
juncture for family planniﬁg in Senegal. During this year significant pr§gress was m‘ade

in several areas such as a significant increase in the contraceptive prevalence rate, a sub-
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. stant»iél iﬁcreésé in the percentage of women intending to,usé contraception in the future -
| and the highest level of approval among imarrieAd couples for fam'ily planning. Unfoftu-
- nately the period 1997 to 2005 has been a period in which progress has 1agged. As of
2005, 65.‘2% of women did n‘ot‘interid»"tb use contraception in the ﬁlfure and 21.9% of N
'réspondcnts V\}ere oprSed to family planning vs. 3% who were opposéd in 1997. If
. Senegél is to continue fo make progress towards instimtionalizing family planning,v USAID : :
énd tﬁé Government of Senegal w'i‘ll née}dn to continue té ﬁna ways :tb accofnmodate
culturai and s‘ogial noi'ms into their 0vérall famin planning Strategy_ .
: Chapter V will anélyze rthe' impact of the deéent‘ral.izétion‘ of the‘health ‘sectér g ‘

(which includes fainily planning) in the inStitutidnalization of family planning in-Senegai.



CHAPTER V

THE IMPACT OF DECENTRALIZATION IN THE INSTITUTIONALIZATION
- OF FAMILY PLANNING IN SENEGAL

Introduction and Chapter Overview

This chapter uses available regional data for tﬁe period of study frotﬁ Sehegal
Demographic aﬁd Health Surveys (DHS), family planning related research on decentral.-
ization in Africa, archiVal data collected in Senegal during field research aﬁd infonﬁatioﬁ
c‘ol.lec.ted duﬁng interviews with USAID leédership in Senegal to analyze the impact of
decentralizatioﬁ in institutionalization of family planning inv‘Scneg‘al. The chapter begins |
with an overview of the decentralization process in Senegal. The analysis section of the
chapter begins with the hypothesis that de.centralization will have ;i negative impact on the
institutionalization of family planning in Senegal. Regional family'planning data are -
presented during the pre-decentralization, decentralizafion iinplemenfation and post-
deéentralization periods. The chapter concludes with a summary-df the findings. The

primary finding is that the expected negative effects of decentralization were not observed.
Historical Overview of the Decentralization Process in Senegal

Over the past two decades, Senegal’s health system has moved from a highly
centralized program to a decentralized program. As part of the process, the Ministry of

Health in Senegal has transferred planning and administrative responsibility to district

112
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health officers who report directly to the central ministry (République du Sénégal,
Ministére de I’Intérieur 1996, 2001). In 1996, the Government of Senegal decided to
further the decentralization process by undertaking devolution, where authority within the
health sector was transferred to semi-autonomous local government units. Responsibility
for nine sectors, including health, was given to 372 local elected councils (10 regional, 48
municipal and 320 rural community councils). The operational budget established in
1996 required the central ministries to contribute money to a fund that was controlled by
local councils (République du Sénégal, Sécretariat Géneralé du Gouvernement 1997).
The Ministry of Health was the largest contributor to the municipal and rural community
councils, contributing nearly 90% of the budget (Wilson 2000, 1). The overall funding
was provided in the form of a grant which had some line items included within the budget
that were established by the ministries. Elected leaders were expected to follow the
budget allocations within the first few years. Unfortunately many local leaders chose to
use the money as they saw fit (Wilson 2000, 1). Wickstrom et al. (2006) argue that one
major result of decentralization was that there were more than 800 elected health commit-
tees throughout Senegal and many of them did not have family planning high on their
priority list.

The official decentralization process began in January 1997 with the implemen-
tation of the 1996 Decentralization Code where more than 14,000 local officials were
elected to local government units (Wickstrom et al. 2006, 12). Early on there were
several obstacles with the decentralization process. According to a study conducted by
Wilson (2000) with local leaders in Senegal, many local leaders did not have a clear

understanding of their roles. She maintains that 79% admitted that they did not have
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sound knowledge owf the laws and regulatit)ns pertaining to decentralization. Results from
Wilson’s study‘ancl a Government of Senegal technical report on decentralization and
local governance argue that elected leaders were not involyed in the healtl1 planning :
process within their communities wllieh posed major problems (Wilson 2000, 2-3, Répub-
lique du Sénégal, Présidence 2001). Varying attitudes about family planning arnong local |
leaders also posed problems. While the results of Wilson’s study indicated that 80% of
local leaders were in favor of family planning in order to space births, 45% were opposed
to the use of contraception in order to limit births (Wilson 2000, 2-3). Dr. Elhadji Mbow,
USAID Senegal Matemal and Child Health/Family Planning Specialist,'mal(es an argu-
ment similar to Wilson (2000), arguing that currently many local leaders are nqt trained
and educated on the benefits of family planning. He also maintains that.another problem
is the fact that local leaders often use money for other purposes besides family planning. | B
Overall he asserts that the work ef local collectives remains weak. He argues-that- |

With the si1pport of the Ministry of Health we are looking for a better framework
for planning, taking into account the question of health and notably reproductive
health. ... We are doing a lot more training now with local leaders. We are encour-
~aging leaders to prioritize their health budget to include family planning 1n1t1at1ves
and programs.' :
Ouedraogo (2003) argues that early on, the attitudes of local people towards decentral-
ization were problematic, as many had attitudes' of passive resistance to a new authority
whose legitimacy was not recognized (101). In addition to these problems, some leaders
and local people felt that family planning was not acceptable to Islam. Lastly, funding

was also a major constraint. The grants received by local councils were small and not

sufficient to maintain entire health posts (Wilson 2000, 3).

! Dr Elhadji Mbow, correspondence with Yazmine Watts, March 27, 2009. Quotation translated from:
French to English by Yazmine Watts.
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In order to address problems wrth funding, a Sector-Wide Approach (SWAp) was |
'1mplemented in 1997 and ended in 2005 Under thlS program a national strategy was . .‘ .
created along with a budgeting process that included all donor contrrbutions. The World
' vBank completed an evaluation in 2005, giving the program unsatisfactoryt ratings in
| nearly all of the most cruclal areas 1nclud1ng 1nst1tutional capacity-building, resource
'ﬂow trainlng and technical aspects The final results also yielded poor health 1nd1cators
| . The World Bank felt that these un‘satisfactory results were detrimental and would_ preVent
" | Senegal :from achieving the Millennium l)evelopment Goals (World Bank 2005,
rWick'strom et al. 2006, 13). | “
- So overall it can be argued that 1mplementmg decentralization was a way o - |

. address dlssatlsfaction w1th the old centralized health approach yet 1mplementation has ‘

- been problematic (Wilson 2000 Ouedraogo 2003, World Bank 2005, Wickstrom et al.

, 2006) Ouedraogo (2003) maintains that decentralrzation in Senegal w1ll remain unsettled

for several key reasons. His main argument is that local populations need to gamowner-

‘ ship'of decentralized institutions if success is to be achieved. For example, he asserts that
grassroots organizations identify more “With ‘local leyel indigenous institutions than ‘with
those created during decentralization processes” (Ouedraogo 2003 101). Another issue is
the fact that-the state oﬁen decentralizes functions in areas where it has not been able to
achieve success on its.own. Ouedraogo argues that progress with dec_entralization can

- only be achieved if those who are promoting decentralization consider local existing insti-
tutions and build upon them considering economic, social and cultural contexts. "l’he pro-

~ moters of decentralization and local governance must consider customary and indigenous

institutions when creating laws and policies and when implementing change. -
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Analyzing the Role of Decentralization With Regard to Family Planning

' Based upon an analysis of the literature and data on decent‘ralizat'ion’in Senegal.‘a o
. hypothesis is implied about the impact of decentralization in the institutionalization of
. family p]énning. Given that other studies hei/e' argued lthat deeentralization has weakened

the focus on fémily planning (Wicksfrorn et al. 2006), loealz people are skeptieal of new
institutions created nnder decentralizatien (Ouedraogo-2003), confusien has sufrounded .
 the decentralization proeess (Wilson 2000), along Qith~the. fact that progress in SenegaI |
- towards aehieving famlly planning 'goa:’,ls has declined since 1997, it is hypethesized fhat
deeentralizatien will have'a'negative imneet on the institutionalization of family plenning._ :

' The process of decentralization in Senegal has been ‘implemented within the exist-
ing institutional structure. Therefore the .concepf of layering can he used as‘an analytic -
‘ tool to exnlain ho\y new initi’ativeshave been implemented into the existing structiire.
The impact of ‘dec'entraiization vra_ries across the four major feg'iensv in Sen‘egai. New iocal
leaders involved in the process ha.vev taken differin‘g apnroaches in determining health
pfiorities and health se'ctof financing; therefore the eoneept of conversion can be used to
' explain why some regions have been mofe successful than others in institntienalizing
family planning. Policy drift can also be used to analyze the impact of decentralization in
the institutionalization of family planning in Senegal. Since the implementation of decen-
tralization in 1997; inefementel change has continued to occur yet the overallpelicy
structure has remained intact. Some incremental changes have benefited family nlanning |

goals while others have hindered family planning ‘progress.
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Knowledge of Contraceptive Methods by Region

As previous‘ly. argued in Chapter 1V, knowledge.abou‘t contraceptive methods in
Senegal is high, indicating that USAID and the Government of Senegal'have been saccess; |
ful in educating Senegale‘se people about contraception. In Table 5.1 regional dataare -

- presented on knowledge of contraceptiye methods for the pre-decentralization period, during
the implementation of decentralization and }Sost4decentralization; By examining regional
data on knowledge, one can determine if contraceptive knowledge increased or decreased .
.during the post-decentralization period across regions.

The data indicate that decentralization did not have a neéati\re impact on knowl- )

‘ edge of contraception by region. The regional total average indicatee that between the
decebntralization and post‘-decentralization periods there was a 1‘0.‘6% increase in knowl-

“edge of modern method’sbof contraception and a 7.7% increase in knoWledge of any
method kof contraception which includes methods such as periodic and long-term absti-
nence, natural family plahning rnethods, traditional'and/or folk vmethods. A higher increaee
in knowledge of modern methods of contraception also indicates that local leaders may
havebeen more active in educating people aboat modern methods of contraception than
previous studies have argued. For examole, Wickstrom et al. (2006) argue that family
planning was not a high priority among many local elected health comrnittees yet ‘based
on the results it is clear that local leaders were makmg progress towards educatlng people
about contraception. Therefore it can be argued that many new local leaders were success-
ful at conversion with their new roles as family planning educators. While kno‘wledge of
any method of contraception also increased, knowledge of modern methods increaeed'

most significantly.
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Table 5.1

Percentages of Knowledge of Contraceptive Methods by Region

Knowledge of contraception

Knows any Knows modern = Number of

method method Respondents
Region: Central ‘
Post-Decentralization 92.6 91.3 3497
Decentralization Implementation 85.1 81.7 2197
Pre-Decentralization 73.3 69.4 1744
Region: North East f
Post-Decentralization 87.5 85.9 1774
Decentralization Implementation 73.6 65.5 1039
Pre-Decentralization 59.6 52.4 806
Region: South
Post-Decentralization 98.4 97.6 1304
Decentralization Implementation 83.9 77.0 751
Pre-Decentralization 70.9 59.6 530
Region: West
Post-Decentralization ‘ 97.7 97.1 3290
Decentralization Implementaﬁon 96.0 95.1 1863
Pre-Decentralization 88.4 86.5 1370
Total: Total :
Post-Decentralization 94.1 93.1 9866
Decentralization Implementation 86.4 82.5 5851
Pre-Decentralization 75.2 70.4 4450

Knowledge of contraceptive methods by background characteristics:

Percentage of currently married women who know at least one contraceptive method and at least one modern
contraceptive method by region.

Source: Macro International Inc, 2009. MEASURE DHS STATcompiler. http://www.measuredhs.com.

The South region made the most progress in both knowledge about any method of
contraception and knowledge of modern methods of contraception. Knowledge of any

method of contraception increased by 14.5% between the decentralization implementa-


http://www.measuredhs.com
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tion and post-decentralization periods, while knowledge of modern methods of contra-
ception increased by 20.6%. This can be attributed in part to the fact that USAID was
strengthening the capacities of regional and district health authorities with their decentral-
ization efforts throughout 1996 and 1997 in select regions. Ziguinchor, located in the
South region, was one of the prime target areas (PHR 1997, ix). Between the pre-
decentralization and post-decentralization periods, knowledge of modern methods of
contraception increased by 38% in the South region.

Based upon the evidence it can be argued that conversion was strong in the South
region. Despite the fact that some religious leaders may have been opposed to family
planning and faced obstacles in implementing new policies within the existing structure,
new local leaders made a significant impact on contraceptive knowledge levels. As
previously argued this may not have been expected based upon the findings in previous

studies on decentralization in Senegal.

Current Use of Contraception by Region

Previous chapters of this dissertation have argued that contraceptive use in Sene-
gal has been traditionally low despite USAID’s efforts over the past two decades. Acces-
sibility to services has been an ongoing issue throughout the history of family planning in
Senegal. Young unmarried women and adolescents are often denied family planning
services and married women often require the written consent of their husbands (MSPAS
1995, Naré and N’Diaye 1996). A 1998 study by the Ministry of Health and the Popula-
tion Council in Senegal maintains that during the period 1994 to 1998, family planning

services for men and adolescents were available in only 6 out of 10 service delivery
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points. While the costs of services were found to be affordable, services were offered
during limited hours, 9:00 a.m. to 2:00 pm (Ministére de la Santé and the Populatiqn
Cbuncil 1998, v). A report produced by the Ministry of Health and Prevention in ‘Senegal
on family planning services in Kéolack, a major city located in the Central region, argues

that by 2002 only 25.9% of women aged 15 to 24 could name a point of service whére
they felt comfortable, compared with 43% of men. The report also maintains that only
2.9% of women in the region were using a method for twelve months (Mlmstry of Health
and Prevention Senegal 2002, 26). Based on the fact that these studles occurred during
the implementation of decentralization, it will be of interest to see if these factors nega-
| tively impacted contraceptive use across various region's.vTa'ble 5.2 presents dafa for
current use of contraception by region during the p‘re-decentralization,‘decent;aliZation
implemeﬁtation and post-decentralization periocis. While éontraceptive use has‘ been
traditionally low in Senegal, it is.expected that some regions wili have higher usage‘
levels than others. |

In the pre-decentralization, decentralization and post-decentralization periods, use

of modern methods of contraception contihued to increase. The most significant inéreéses
can be seen between pre-decentralization and decentralization implementation.‘These
successes can be credited in a large part to USAID’S Senegal Child Survival/Family
Planning Project (1992—1997). As previously argued in Chapter III, the projéct was
especially designed to increase the use and knowledge of modern contréceptives in

Senegal. Based on this evidence USAID was very successful in achieving this goal.
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Table 5.2

Percentages of Current Use of Contraception by Region

Contraceptive method

Any Any modern  Number of
method method Respondents

Region: Central

Post-Decentralization 59 4.9 3497
Decentralization Implementation 5.6 3.9 2197
Pre-Decentralization 3.4 22 1744
Be_gion: North East

Post-Decentralization 6.7 6.1 1774
Decentralization Implementation 11.1 5.1 1039
Pre-Decentralization 5.6 3.2 806
Region: South

Post-Decentralization 14.6 12.0 1304
Decentralization Implementation 18.6 4.1 751
Pre-Decentralization 5.5 1.7 530
Region: West

Post-Decentralization 19.8 17.7 3290
Decentralization Implementation 20.4 16.4 1863
Pre-Decentralization 14.5 10.1 1370
Total: Total

Post-Decentralization 11.8 10.3 9866
Decentralization Implementation 12.9 8.1 5851
Pre-Decentralization 7.5 4.8 4450

Current use of contraception by region:
Percent distribution of currently married women by contraceptive method currently used by region.
Source: Macro International Inc, 2009. MEASURE DHS STATcompiler. http://www.measuredhs.com.

The decentralization implementation and post-decentralization periods can be
characterized as periods of drift. While there were increases in modern methods of

contraceptive use between the two periods, they were more incremental. There was an
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exception, however—for example, between decéntralization implementation and post-
decentralization, modern methods of contraceptive use increased by 7.9% in the South, a
substantial increase in comparison to the other regions whose increases ranged from 1%

to 2.2%. Based on this evidenee, it can be argued that health centers were doing a good

job in providing access to modem methods of contraception ata reasonable cost as previ-'

ously argued. It is also possible that local elected officials in the South region dedicateda

larger portion of their health budget to family planmng efforts, although no spec1ﬁc budget ’

~ data are available. In addition, a final report of the PREMOMA project which began in "
2004 argues that Ziguinchor and Bignona, ‘cit'ies located in the South region, were both

very succe_sSﬁﬂ in service delivery pe'rformance between 2003 and ‘200A6 (MSH 2006b).

Incremental change also occurred during the decentralization implementation and . -

.post-decentraliZation periods in use of any method of contraceptien. Unfortunately, these
in_cremental changes shoiived decreases in use with the e)rceptien of fthe Central region.
These ﬁndings indicate that although the use of modern methods also increased in the A‘
Central regien between .the‘vdecentralization implementation and ponst-decentralization
periods, .people were continuing to useether methods ef contrace-ptiensuch asnat:ural
~ family planning methods. rThe fixed days method (MJF), also known as the ‘c'ycle -beads
method, was mtroduced with the 2004 PREMOMA project (MSH 2006a). It is likely that
this method was most popular in the Central region

Desp1te decreases in any method of contraception throughout the reg10n the
1 decentralization structure has remained the same. The North East Region had the biggest
decrease in usage of any method at 4.4% while the South region also had a signiﬁcant

~ decrease at 4%. This indicates that modern methods of contraception were becoming
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more and more popular over time. So it can Be argued that decentralization had a modest
negative impact on use of any method of contraception and a positive impact on use of =
ahy'modem method of contraception. |
Regional Percentages of Women Who Have Heard About F. amily Planning
by Radio and Television

As previously argued in Chapter IV, a lerge percentage of the rural p‘opulafioﬁ
relies upon the radio as a major source of information. Television is more populé'r in urban
areas.,Based upon these facts it‘ is of iﬁterest to see‘ how well USAID and the Govemment
of Senegal did in terms of rélaying information about family;plannihg during the pre-

E decentralization, decentralization implementation and post-deeentralization periods.
Table 53 prbvides regional daté on whether S.e'ne‘gal‘ese peéple have heard aiidut family
planning on the radio ahd televisien; | |

Results indicate thatvsigniﬁcant progress was»,“made in disseminating information
about family planning via the radio and television dliring the decentralization implemen-
tation and post-decentralization periods. In the pfc-decentralization period it is clear that
the percentage of women who had heard about family planning via the radio ana tele-
vision was quite low across all regions. This also supports the findings in Chapter v
where over 80% of both monogamous and polygamo‘u's couples had not heard about

family planning via the radio in 1992/1993.



Table 5.3

Percentages Who Heard Family Planning on Radio and Television by Region

Heard family planning on radio or TV

Total percentage
and number

Radio & Radio Television

television  only only Neither Missing| Total Number

Region: Central

Post-Decentralization 20.8 24.6 2.7 51.9 0.1 100.0 4813
f;;‘;:g::t’;::;’: 8.7 12.9 3.6 748 01 | 1000 2931
Pre-Decentralization 34 13.5 2.0 81.0 0.1 100.0 2280
Region: North East

Post-Decentralization 22.7 18.8 3.6 54.9 0.0 100.0 2340
fl;;‘;:g::tz:t?:: 75 8.6 26 812 00 | 1000 1359
Pre-Decentralization 44 10.8 2.1 82.7 0.0 100.0 1012
Region: South

Post-Decentralization 20.9 27.5 33 48.2 0.1 100.0 1609
f;;‘;:g:;‘f;‘l':: 53 15.3 1.5 779 00 | 100.0 1029
Pre-Decentralization 4.5 12.1 1.0 824 0.0 100.0 692
iR_egion: West

Post-Decentralization 34.6 11.3 11.1 42.8 0.3 100.0 5839
:’;;‘;:g:;‘f;‘;‘:: 20.1 10.4 9.1 604 00 | 1000 3274
Pre-Decentralization 14.1 10.1 5.2 70.6 0.0 100.0 2326
Total: Total women

Post-Decentralization 26.6 18.6 6.3 48.3 0.1 100.0 14602
fnﬁ;ﬁ:“;::f;‘l:;’: 12.5 115 53 707 00 | 1000 8593
Pre-Decentralization 7.6 11.7 3.1 77.6 0.0 100.0 6310

Heard family planning on radio and television:

Percent distribution of all women by whether they have heard a radio or television message about family planning in

the last few months prior to interview by region.

Source: Macro International Inc, 2009. MEASURE DHS STATcompiler. http://www.measuredhs.com
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Between the decentraliz'ation implementation and postjdecentralization periods;
the percentage of couplesb who heard about fam’ily planning jvia'radio and television ‘
:,increased 51gn1ﬁcantly The total percentage ‘of women who heard about fam1ly planmng
via the radio and telev151on across all four regions 1ncreased by 14.1% between the
decentrahzation 1mplementat1on and post decentralization per1ods Overall, 1nformat1on

“was more likely to be relayed v1a the rad1o Vs. the television. Informatlon about fam11y

. plannmg via the telev1s1on was most popular in the West region and thlS can be expected

- as this is where the cap1tal Dakar is located and the most urban region. Yet wh1le the
‘ percentage of women who, had heard about fam11y planning via telev1s1on reached-l 1.1% :
“in the‘ post-decentralization period in the West region, 'USAlD and the »-Gover‘nm'ent Qf'_ B
i S:enegal did not rely highly upon the teleyision to educatepeople about family planning.
| Overall in the post-decentralizati‘on period, 483% ofgwomen had not heard about ‘family :
~ planning via the radio or television. Decentralization ldid not have a negative impact on

whether women heard a rnessageabout family planning on the radio or television. -
Attitudes of Couples T owcfd Family Planning by Region

Chapter IV‘presented data on attitudes of couples toward family planning as one -
rneasure of legitimacy. Based upon the evidence itwas argued that legitimacy levels were ,
low since approval ofi family planning continued to decline between 1997-and 2005.

" Table 5.4 presents regional data on attitudes of couples toward family planning‘. While it
‘ v‘has already been established that approval declmed in the post-decentrallzatlon perlod it

is 1mportant to see which regions had the h1ghest percentages of dlsapproval



Table 5.4

Percentages of Attitudes of Couples Toward Family Planning by Region

Attitude of couples
towards family planning Total
Both Both Spouse  Respondent
Approve Disapprove | Approves Approves | Number

Region: Central

Post-Decentralization 14.4 325 16.4 42.5 3219

fn‘:;‘;:g:;‘tz;‘l':: 21.1 109 21.9 688 | 1864

Pre-Decentralization 17.2 214 19.2 58.6 1276
Region: North East

Post-Decentralization 14.5 23.8 16.2 39.5 1546

}’;;‘;:g:;‘f;:‘:: 18.1 55 199 62.9 762

Pre-Decentralization 21.4 20.1 23.5 57.4 477
Region: South

Post-Decentralization 25.7 18.4 26.9 56.1 1278

?n‘:;‘;:g::l‘tz;‘l:;’: 222 13.9 23.7 65.4 626

Pre-Decentralization 23.1 10.5 26.0 64.1 373
k_e:_gion: West

Post-Decentralization 34.6 22.5 383 59.8 3195

fn‘:;‘;:g:;‘tz;?:: 433 5.7 46.0 823 | 1773

Pre-Decentralization 37.7 9.8 39.6 79.0 1200
‘Total: Total

Post-Decentralization 23.0 25.6 25.4 49.9 9238

{’n‘:;‘;:g::l‘f;‘l::’: 28.6 8.6 30.3 722 | 504

Pre-Decentralization 25.9 15.8 279 66.4 3326

Attitudes of couples toward family planning;:
Percent distribution of currently married non-sterilized women who know a contraceptive method by approval of
family planning and by their perception of their husband's approval by region.
Source: Macro International Inc, 2009. MEASURE DHS STATcompiler. http://www.measuredhs.com

126


http://www.measuredhs.com

127
Overall,.tﬁere was some progress made in couples’ approval o.f family planning
between the bre-.decentralizati_on and decentralization implementation periods, yet dis-
épproval rates for family planniﬁg soaréd following the imbleméntétion of decentraliza-
tion. Disapproval rates were highest among couples in the Central region with an increase
in disapproval of21.6% ‘bet'w‘eer.lv the décentralization implémenta‘tion and post-décentral-‘\
ization perviods.v‘The ovefallk disappfoVal increased by 17% among couples in the four
' regiohé‘between the’decentralizati_o‘n and post-d'ecientralizél‘tbion periods. Based updn these
' rééults it can be argued that cOubles 'didv not apprg)ve of the strong efforts of USAID and |
thé GdVernment of Senegal during the d_ebcentraliiz‘ation impiementati'on dﬁd post-deéeﬂ- )
, trvaliizkation pierikod's to éxpand and improve family planning programs. Therefore it cén be
argued that décentralization had é‘negativ‘e in’ipact on couples’ dppfoval of famiiy e
planning. As previou‘s‘ly arguéd in Chapter IV, cduples’ aftitudés toward family planhiﬁg ;

- have been subject to positive feedback.
. Desire to Limit Childbearing by Region

This dissertation has afgugd tha:t cultural and social norms in Senegal encourage - :
woinen_to have many children. Dafa were presehted in Chapter IV about women’s desire
“to limit childbear_ing. It ‘Was concluded that not unﬁl Womén have six or ‘mofe children ‘
“does a high percéntagevof women desire to stop childbeaﬁﬂg. Tabie 5.5 presents reg‘ionai :
data on w‘ofnen’s desire to stop éhildbeéring for women with 4, 5 or 6 or mére chi_ldren
: during thé pr¢-decentraliZation, decentralizafion impleihentation and post-deceﬂﬁaliZa-' |

tion periods.
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Table 5.5

Percentages of Desire to Limit Childbearing by Region

Living children
4 5 6+ Total

Region: Central

Post-Decentralization 19.2 30.1 60.2 20.2
Decentralization Implementation 15.1 337 58.5 20.6
Pre-Decentralization 15.0 25.0 48.5 18.2
Region: North East

Post-Decentralization 19.3 29.3 55.5 17.8
Decentralization Implementation 18.5 36.0 50.8 18.2
Pre-Decentralization 14.9 333 51.5 18.7
Region: South

Post-Decentralization 17.9 29.9 58.1 17.3
Decentralization Implementation 17.7 31.6 51.1 18.3
Pre-Decentralization 14.8 243 42.7 16.4
Region: West

Post-Decentralization 293 51.4 69.8 25.1
Decentralization Implementation 28.7 321 70.2 304
Pre-Decentralization 20.7 32.2 60.6 25.6
Total: Total

Post-Decentralization 21.9 36.7 62.2 21.0
Decentralization Implementation 19.6 333 61.2 23.0
Pre-Decentralization 16.6 28.3 52.7 20.4

Desire to limit (stop) childbearing:

Percentage of currently married women who want no more children by number of living children by
region.

Note: Women who have been sterilized or whose spouses are sterilized, are considered to want no
more children. Number of living children includes current pregnancy.

Source: Macro International Inc, 2009. MEASURE DHS STATcompiler.
http://www.measuredhs.com.

Incremental change has occurred in women’s desire to limit the number of
children they have, but significant progress has not occurred during the implementation

of decentralization and in the post-decentralization periods. For example, during the post-
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decentralizatibn period, 55.5% of women in North East region with 6+ children did not
“want to have any more children; these percentages were higher among women in other
regions. Women in the West region with 6+ children had the highest desire to stop child-

‘bearing at 69.8%. These results can be expected due to the fact that the Nofth Eastis a
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fairly rural area where many people practice traditional beliefs. Islam is very influential in

the Northeast vc.ity of Matam as Islam was brought to Senegal by the Toucouléur people -

who residc in thié area. Dakar is the most urban city in Senegal,‘located in the West
regioﬂ 'th'rc woinen ar_'ernvlor_e liberal and the tendency‘ isto havé a smaller number of
children due to the increasing costs of livingaz_ In a 2009 interview, a senior USAID
: Qfﬁcigl in Senegal speculated that a fecently initiated communications campai’gh' may
furtﬁer reduce the desired number of children nationwide. TH_éSe outcomes will be meas-
ured as" part of the next DHS scheduled for 2010.’ - |
So overall it can be arguedv that decentralization had a r'nbdest positivé' imp‘act:’v(‘)n

- women’s desife to stop c‘hildbiearing. In every region, betweén thé decentralization imple-
mentatibn and post-decentralizatioh periods, the percentage of wémen Wit_h four‘ or more
child;en who desired to limit childbearing increascd. This indicates that progress towards

educating women about the risks and dangers of having multiple ch.ildren. by using tech-

niques such as child spacing is evident. Gains were smaller during the post-decentraliza- .

tion period in comparison to the pre-decentralization period, yet progress is sti:ll evident in

~ each region. While the direction is positive, progress has slowed. It is expected that social

and cultural norms will continue to hinder progress in this domain. Since disapproval for - |

family planning increased in all four regions over the period of study, USAID and the

2 Dr; Elhadji Mbow, correspondence with Yazmine Watts, March 27, 2009. ‘
*Dr. Elhadji Mbow, correspondence with Yazmine Watts, March 27, 2009.
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Government of Senegal have a more difficult task at hand in encouraging women to limit

- the number of births.
Need for Family Planning Services by Region

As préviously argued in Chapter I, unmet need for family planniﬁg in Svenegal is
the highest among countries in West Africa at 35% (Policy Projeci 2005, 2). The Senegal
DHS uses three categories to measure need for family planning: unmet need, demand and
percentage of demand satisfied. Women with an unmet need for family plémning are “women
of reproductive age who préfer to avoid dr postpone childbearing, but ére not‘lrlsin'g any ,‘
,metﬁod of contréception” (Maki 2007, 1).&Family pianning demand is the percentage of |
married women who desire to lirﬁit and space their births and therefpre demand contra-
ceptive information and services. "I'he‘percentage of satisfied demand is the percverhltage of
married women “who are fecund and are cur.rentlyv using modern ’contréceptive methods '
to stop or postpone the next pregnancy” (USAID 2008, 13). Addi'essing the problem of
unmet need is one of the two major current areas of focus for USAID’s new ‘familyb pkla-n-
ning repositioning strategy. A 1995 analyéis of family planning services in Senegal gives.
several reasons to which the increased unmet need and demand for servicés can be attrib-

uted to. One key problem was the fact that 40% of the service délivery points were healtﬁ
postg and 47% of ‘thé health posts were located in Dakar. There were also major problems
with accessibility to services. For example, results of the study found that only 18% of

service delivery points opened on time, over 53% opened one hour latef than theif posted
hours. Many service delivery points had age restrictions while more thaﬁ 50% requited that

clients have a minimum number of children before being given any method of



contraception. Lastly, price disparities among service delivery points, was another prob-

lem that needed to be addressed in order to make costs more universal (MSPAS 1995, 1-

68). These are just some of the problems noted among several others. Table 5.6 presents

Table 5.6

Percentages of Need for Family Planning Services by Region
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Need for family planning

Unmet need - Demand - % demand
total total satisfied Number

Region: Central

Post-Decentralization 34.0 40.0 14.8 3497

Decentralization Implementation 371 42.7 13.1 2197

Pre-Decentralization 27.9 314 11.0 1744
Region: North East

Post-Decentralization 29.1 35.8 18.7 1774

Decentralization Implementation 32.0 43.1 25.7 1039

Pre-Decentralization 30.8 36.4 15.4 806
Region: South

Post-Decentralization 26.3 40.8 35.7 1304

Decentralization Implementation 26.6 45.2 41.1 751

Pre-Decentralization 24.5 30.0 18.2 530
Region: West

Post-Decentralization 324 52.2 379 3290

Decentralization Implementation 37.1 57.4 35.5 1863

Pre-Decentralization 31.9 46.4 31.3 1370
‘Total: Total

Post-Decentralization 31.6 43.4 27.2 9866

Decentralization Implementation 34.8 47.8 27.1 5851

Pre-Decentralization 29.3 36.7 204 4450

Need for family planning services:

Percentage of currently married women with total unmet need for family planning, total demand for family planning
services and percentage of satisfied demand by region.

Source: Macro International Inc, 2009. MEASURE DHS STATcompiler. http://www.measuredhs.com.
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fegional data on need for family planning éervices by region for the pre-decentralization, -
decentraliiation implementation and postédecentralization periods.

During the pre-decentralization and decentraiization implementation periods,
unmet .need for family planning services continued to increase across all regions. The
total avefage increase was 5.5% for unmet need. 'fhe results indicate that during thé pre-
decentralizgt’ion period and during the .early phases‘ of decentralization, services were
insufficient to meet the needs of the population under the health system that was in place.
~Prior to 1997 the health sector was centravlized yet, with the implementation of decen-
tralization, newk service delivery points and other strﬁctures and policiés were created,
graﬂing new elements onto the existing structure. Many leaders took on new roles and
family planning services chénged in many aspects iﬁcluding locations Whér_e services
were offered, types ‘of services offered and costs among other aspects. After the imple-
| mentation of decentralization, progress in unmet need was made through the post-

decentralization period, as the percentage of unmet need continued to decrease in all

regions. The West region made the most progress where unﬁlet need decreased by 4.7%.
Layering, conversion and drift can be used to explain how unmet need was ad—

dressed during the pre-decentralization, decentralizétion implementation and post-decen-

- tralization periods. It has been argued that between the pre-décentralization and decen-
tfalizatioﬁ implementation periods, unmet need increased, yet after the implementatibn éf
decentralization unmet need began to decrease. Between the decentralization implemen-
tation period and through the post-decentralization period, USAID and the Government
of Senegél continued to add new components to the decentralization system making if

more efficient and accessible. The data confirm that they were successful in these efforts.
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Conversion can also be used to explain the unmet need trend. Asvpreviously argied,
several new leaders to’ok on roles with the implementation of decentralization. Itis alsov
»apparent that local leadership was ded1cated to address1ng unmet need, especially in the
West region. Desplte early issues w1th decentrallzation the structure remalned unchanged '
‘ and 1ncrernental change contlnued to oceur. For example, in the South region unmet need |
- for farnily -planning declined slightly with decentralization, only increasing by,Oté% |
between the decentralization ‘imple’mentation and post-decentralizatiOn periods.

While progress for unmet need was‘made between the decentralization implemen-
tation and post-decentrallzation penods progress in demand was not. The percentage of

demand decreased between the decentralizatlon 1mplementation and post decentralization - »

- periods, 1nd1cat1ng that fewer women were seeklng access to family planmng services.

: bDemand for family plannlng decreased most notably in the North East region by 7.8%.
The large decrease in demand could indicate that people in this region were not contin-
uing to receive information about the beneﬁts of family planning. Leadership in the North

: East could have also changed between thedecentralization implementation and post- ‘
decentrallzation perlods, as this was quite common. New leaders may have been more
conservatlve and/or opposed to fam11y planmng and therefore did not encourage itor -
dedlcate sufficient funds to family planning initiatives. In all four regions, demand was
highest during decentralization irnplementation period, yet unfortunately declined post- |
decentralizjation. These results indicate that efforts in promoting family planning may
have been strong following the implernentation of decentralization yet waned in the post-
: decentralization /period. Overall, it can be argued that demand was negatively impacted as . '

aresult of decentralization.



134
The percentage of satisfied demend was lowest in all four regions in the pre-
decentralization period. By the implementatien of decentralization, the percentage of
Satisﬁed demand increaseci in all‘ regions,'most notably_vin the South region where the - |
inerease was 22.9% between the pre-decent;alization and decentralization implementa-
tien periods. Between the decentralization ‘ivmpiementat'ion and post-decentralization
: " periods, resulte were mixed across regions.The percentage of satisfied demand improved in
" the Central and West regions, while declining in the North East and South regioﬁs. The
‘ tofal pereentage of s’atisﬁedv derﬁand for all four regions nearly stayed the sémie‘ between
tﬁe decentralization implementation ahci post-decentralization periodsionly increasing by
~amere 0.1%. It can therefore be argued ’thart decentvralization had a modest pOsitive
'iinpact on the per_centage of satisfied 'demandﬁ ' | |
" Overall it can be argued that decentraliZation h‘ade modest negative impact on
need for family planning services. While it pesitively' impacted unmet need, vit negatively
impacted deménd. The tetal unmet _need for all regions decrea’sed by‘3.2% between the
.'decentrelizatioh implementation and post;decentralization periods, while totel regional -
demand for family plamiﬁg decreased by 4._4%. While USAID and. the vael;ninent ef '
Senegal may have been Hmaking strong efforts to address unmet need in the post-decen-
tralization period, it is eyident that education and outreach initiatives were ‘Weakerv during
this time and that local‘le‘aders were not doing a good job m eentiﬁhing to educate people
about the benefits of family planning that. would encourage more wemen to seek infor—. |
rhation and services. Figures for the percentage of satisfied demand increased in_some
regions while decreasing in others. By the post-decentralization period, the fotal percentage

of satisfied demand for 511 four’regio‘ns only reached 27.2% indica‘ting'that there is still
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~ significant work that needs to be done in this area. More funding and services will be re-

quir_éd in all four regions' in order to adequately address the percentage of satisfied demand.
Mean Ideal Number of Children by Region

‘ One of the main obstacles to institutionaliz_ing fgﬁiiy planning in Senegél is the |
fact that women would‘ideally like fo haVé six,chiidfen. This argumerit was made ba‘séd '
~upon data presented in Chapter IV. Table 5.7 presents the ideal number of children by
region during the pré-decyentralization, ‘de.centralizéti‘on implemenfation and post-decen-

tralization périods. These data are useful ‘iri determining.if the m¢an ideal:m'lmbér of
 children varies' across regions in addition to ‘seeing‘if decentralizati_t)h had a negative
impéct on thc mean ideal numi)er of children. | |

) - Based upon the 'déta the mean ideal number of children was well oVér 6 during vthe ._

pre-decentralizétibn period in three_of the foﬁr régions with the exception of the West
region where the mean was 5 Cbildren. By the déceﬁtfalization implementatidﬁ "period,‘ the
mean. ideal number of chil’d‘ren‘decreased in all regions with the movst‘.notable results in thé'
Central region, where the mean ideal number of children dec'reaséd ﬁ'om 6;4 10 5.6 Bc-
tween thé' pre-decentralization and decenffalization implementatiOn periods. Results for |
the mean ideal number of children varied among regions between the décéntralization‘
implerhentation and post-decentralization periods. The total rééults for all regions reveal
that;th‘ef mean ideal number of children increased slightly from 5.3 to 5.4 between the
~ decentralization implementation and‘post-decentralizati’on periods. These resuvlts' reveal
that there was no progress madé in réducing the rﬁean ideal nufnbér_ of childr;an‘in th‘e“

post-decentralization period. The social norm of women wanting to have many children
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Table 5.7

Mean Ideal Number of Children by Region

Total
All women

Region: Central

Post-Decentralization 6.0
Decentralization Implementation 5.6
Pre-Decentralization 6.4
Region: North East

Post-Decentralization 5.7
Decentralization Implementation 5.7
Pre-Decentralization 6.4
Region: South

Post-Decentralization 6.0
Decentralization Implementation 6.1
Pre-Decentralization 6.7
Region: West

Post-Decentralization 4.7
Decentralization Implementation 4.6
Pre-Decentralization 5.0
Total: Total women

Post-Decentralization 54
Decentralization Implementation 53
Pre-Decentralization 5.9

Mean ideal number of children by background characteristics:

Mean ideal number of children for all women by region.

Number of respondents and response percentages unavailable.

Source: Macro International Inc, 2009. MEASURE DHS STATcompiler.
http://www.measuredhs.com.

continued to endure. It can therefore be argued that decentralization had a modest nega-

tive impact on the mean ideal number of children. These results support the findings in
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- Chapter IV as decentralization conspired to reinforce social and cultural norms about the

ideai‘ V'number of children.
Wanted Fertility Rates by Region

It has been argued throughout thrs dlssertatlon that women in Senegal want to
1deally have about s1x chlldren Table 5 8 presents reg10nal data on the wanted total fertil-
. | ity rate and.the total fertlhtyrate dunng the pre-decentrahzatlon, decentralization imple-
.mentation and post4decentralization periods. The use of this data will help to in\}estigate
A whether there is-a dlsparlty among the wanted total fert111ty rate and the actual total
E fertlllty rate

Dur1ng the pre decentrallzatlon perlod wanted fertility rates were well over 5 -
ch11dren across the regions with the exceptlon of the West reglon whose rate was 4. 3
-children By the decentrahzation 1mplementatlon penod some progress occurred but the
North East and South regions remained stagnant at 5 3and 5. 9, respectlvely Between the
pre-decentrallzation and decentralization 1mplementatlon perrods, slight reglonai progress
- was made as the wanted total fertility rate was decreased in two out of the four regions,
West and Central. Both the-North East and South region made no progress. The total
»wanted fertlllty rate for all of the reglons showed progress between the pre-decentralrzatlon
and decentrallzatlon 1mplementatlon periods with a 0. 5% decrease. Progress between the
* decentralization implementation and post-decentralization periods was slight.‘ The South .
region 'had 2 0.6% decrease between the two periods in the wanted total fertility rate,

. while the Central region had a 0.4% increase in the wanted total fertility rate. The North ‘

East region remained stagnantat 5.3 between the pre-decentralization and post-decentral—
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ization periods, while the West region had a very slight decrease of 0.1% between the

two periods.

Table 5.8

Wanted Fertility Rates by Region

Wanted fertility rates
Wanted total Total fertility
fertility rate rate

Region: Central

Post-Decentralization 5.4 6.1

Decentralization Implementation ' 5.0 6.2

Pre-Decentralization 5.6 6.3
Region: North East

Post-Decentralization 53 5.7
Decentralization Implementation 53 6.2

Pre-Decentralization 53 ‘ 6.5
Region: South

Post-Decentralization 5.3 5.9
Decentralization Implementation 5.9 6.5
Pre-Decentralization 5.9 6.5
Region: West

Post-Decentralization 33 42
Decentralization Implementation 34 4.7
Pre-Decentralization 43 5.5
Total: Total

Post-Decentralization 4.5 53
Decentralization Implementation 4.6 5.7
Pre-Decentralization 5.1 6.0

Wanted fertility rates:

Total wanted fertility rates and total fertility rates for the three years preceding the survey by region.
Note: Rates are based on births to women 15—49 in the period 1-36 months preceding the survey.
Number of respondents and response percentages unavailable.

Source: Macro International Inc, 2009. MEASURE DHS STATcompiler. http://www.measuredhs.com
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Unfortunately the results indicate that the total fertility rate has been h1stor1cally
higher than the wanted fertllity rate. The data 1ndlcate that there is an acute problem that
needs to be addressed. Women have been unable to control their fertility rate. Some
factors that limit progress may include a lack of l<nowledge about family bplanning, dis-
approval of theuse of family planning andso<':ial norms. The 'total fertility rate continued
'to decrease between the decentralization implementation and post-decentralization periods,
,iindicating' that decentralization did not have a negative impact in this‘ domain, yet the
total fertility rate during the posthecentralization period remains high at 53 and;has only
: decreas‘ed by 0.7% since the pre-decentralization period. These results c‘omplem‘ent the .
vfindings on the mean ideal number of children in Table 5.7. Rapid progress was made
prior to decentrallzatlon yet slower progress aﬂer decentralization The results found in
. Table 5.7 onh mean ideal number of chlldren along w1th results from Table 5. 8 on wanted 3
fertllity rates could reflect d1m1n1sh1ng marglnal returns of i 1nvestment in famlly planning

and/or stronger local expressions of cultural norms. '
Summary of Key Findings

The ﬁn‘dings in this chapter indicate that the expected negative effects of decen-
“tralization in the institutionalization of family vplanning ‘were not observ.ed. There has '
been progress made followmg decentralization; most. notably in knowledge of modern
methods of contraception This might explaln why the actual fertility rate in most regions
is moving closer to the desired fertility rate. This indicates that local‘ leaders throughout
the regions were succes'sful in the conversion process taking on.new roles and in redirect-

ing health priorities towards family planning. Decentra‘lization had a positive impact on
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use of modern methods of contraception across all four regions. These findings are a

result of USAID’s strong commitment to increasing knowledge and use of _contraception’.

Over the pre-decentralization and post-decentralization periods, the percentage of
women vvho heard about family planning via the radio or television conti_nued to increase , |
although it was clear that radio and television were not resources that were widely used

by USAID and the Government of Senegal to disseminateinformation about familv ‘

- planning. The attitude of couples toward family planning was negatively impacted asa |
result_ of decentralization. In agreeing with Ouedrago (2003), many Senegalese people
may be resistant to the new: institutions that have been created and are therefore in oppo-

, .»s'ition. Religious factors',_can be accounted for part of the opposition, yet, as argued in
Chapter IV, religion did not haveas negative of an impact in the institutionalization of =

: famlly plannlng in Senegal as or1g1nally hypothes1zed |

It was also found that decentrallzatlon had a modest pos1t1ve 1mpact on the desire
of women to limit ch11dbear1ng Social and cultural norms have also been an obstacle to
changing women’s desire to have large numbers of children. As for need for farnlly plan-
‘ning services, the results 1nd1cated that decentrallzatlon had an overall modest negatlve
1mpact on unmet need, demand and the percentage of satistied demand. The mean ideal
number of children slightly increased‘from 5.3 to 5.4 between the decentralization imple-
mentation and post-decentralization periods; therefore it can be concluded that decentral- ‘
i.zationhad a modest negative impact in this domain. Lastly, the total fertility rate contin-

-ued to decrease over the period of study indicating that decentralization did not have a.

" negative impact on fertility; As previously argued in Chapter IV, if Senegal is to continue

to make progress towards institutionalizing family planning in the post-decentralization
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period, USAIb and »t‘he Govemmenf of Senegal will need to continue to find innovative
ways to accorﬁmodate cultur‘a_l and social norms into their overall family pianning
strategy. o |
, Chépter VI will analyze.the impact of the government c‘ontri‘butioﬁs’iand dbnor |

agency funding in the institutionalization of family planhing in Senegal.



CHAPTER VI

THE ROLE OF GOVERNMENT CONTRIBUTIONS AND
DONOR AGENCY FUNDING IN THE INSTITUTIONALIZATION
OF FAMILY PLANNING IN SENEGAL

Introduction and Chapter Overview .

This chapter uses available government health expenditure andb donor aid data for
‘Senegal, Guinea and Maﬁritania obtained from the World Development Indicators (WDI)
database, the World Health Organization (WHO), research studies en health eXpeﬂditures
- and family planning in Africa and interview data obtained from USAID leadership in
Senegal in order to anal§ze the impact of government contributions and donor aid in the
ir;stitutionalization o‘f family planning in Senegal fof the period of study 1980-2005."
Previous studies have argued that based upon the increasing costs ef ﬁnaneing health
programs in developing countries, government data on health expenditures is a necessary
component for policymakers and others involved in the process, (Conly et al. 1995; Peters,
| Kandola, Elmendorf, and Chellaraj 1999). Peters et al. (1999) maintain that “in much of
Africa, information that would be critical to policymakers, heelth system managers and
consumers of health services is often not available, despite an increasing emphasis on
‘data collection in maﬁy countries”(2). jhey also assert that the limited information that is
available is rarely used (Peters et al. 1999, 2). Government health expenditure data over

 the period of study are also limited for S‘enegal and in order to examine how Senegal

! Specific data on family planning expenditures for the countries of study are only available for the early 1990s.
' 142



compares to other countries in West Africa, health expenditure data from two neighbor-
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ing countries with similar cultures and infrastructures to Senegal, Guinea and Mauritania, .

are presented.

"The chapter begms w1th an overview of health funding trends i in Afrlca and Sene-

A gal The analys1s sectlon of the chapter argues 1nsufﬁc1ent govemment ﬁnanc1al contribu-

t10ns to health and family plannmg leads to lower levels of 1nst1tutionallzat10n of fam1ly
plannlng programs and serv1ces. Kates and Lief ’(2007) argue that _donors prov1de almost
- all extemal health ﬁmding to low income countnes yet despite increases in donor funding

for health “a 51gn1ﬁcant fundmg gap remains, much of Wthh W1ll need to be filled by ’

donors” (1) Based upon this argument a hypotheS1s is made about donor contrlbutions to -

- family planning which argues that a strong dependence upon USAID and other donor :

: agenc1es for health funding leads to lower levels of 1nst1tut1onalizatlon of famlly planmng )

P programs and services. As argued in Chapter I, fore1gn donor supported policy 1nst1tu-
- tionalization is a common problem in developmg countrles For example Larson and h

R1bot (2007) argue ‘that forestry policy in developing countries such as Honduras and

- Senegal have been defined by forelgners and the rural poor are disadvantaged and are not -

| involved in the policymaking process. They also assert that unfortunately, the playing ‘
ﬁeld has been histoncally unfair and maintain that forestry policy needs to cons1der the
‘ '1nterests of the poor Since forestry policy, like many of the family planning pol1c1es and
initiatives v1n,Senegal, has h1stor1cally come from the outside; the likelihood of the
| Govemment of Senegal ﬁJlly‘owning family planning is less likely. ‘
;In analyzing Senegaleseand other West African government'contributions to

health in addition to considering donor aid contributions, this chapter will measure



144
capacity-building, one of threecategories used in this research to determine where
| Senegal stands in the institutionalization process. As argued in Cnapter‘ 1V, one empirical = -
‘.question that can Ineasure capacity-building is how much money has the government of 7
Senegal contributed tb health expenditures.and has it increased significantly over the
period of study? The chapter concludes with a summary of the findings. The primary
ﬁnding in thie chapter is that the persistence ef ﬁlnding from USAID and other donors

eliminates the incentive for Senegal to take ownership or develop its oWn’ capacity. '
Historical Overview of F amily Planning Funding Trends in Africa and Senegal

* Donor funding for famiiy planning in sub-Saharan Afric,é has continued to grow
over the past two decades. Between 1993‘ and 1994 alone, donor spending on family
planning inCreased by 52% (FHi 2002, 6). “The prepoftion of total family planning ex-
penditure made up by donor 'eontributionS'is far higher in snb-Sahéran Aﬁ'iea than in any
other developing region” (FHI 2002, 7). In suB-Saharan Africa excluding South Africa,
doner contribution to family planning is more than 70% (FHI 2002, 8).

It is very difficult to detennine how much money African governments spend on
family planni‘ngﬁinitiatives. As previously é:gued in Chapter V, fan1i1y planning in Senegal -
has been integrated ‘within the health sector along with decentralization and most local -
leaders do not report specific family planning expenditures. Including family planning
within the overall health care budget has also been the trend in many other African countfies.
Another obstacle in gathering information about govemment spending on famiiy planning
is the fact that “government spending is often not available at the central ievel”‘ and data

‘must be directly col‘lected from health facilities (F HI 2002, 8). Based on the evailability
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of government health expenditure data in sub-Saharan Africa despite its limitations, sub-
Saharan African‘ governments’ spending on family planning is below average, they rely
heavily‘upon\donor .aid and the likelihood of them being able to Iprovide the resources
necessary for the growing population without signiﬁcant outside assistance is low (Conly'.'

et al. 1995; Peters et al. 1999; FHI 2002).
. Analyzing the Level of Government ContribUtions to Health -

Whi-le it can be argued that goyermnent ﬁnanc'ial contributionsf'to health are not _ |
' adedUate health sector institutionshave continued to evolve. in response.to the existing_ .
conditions. The concept of developmental pathways can be used to expla1n how the ) .‘
Govemment of Senegal along with USAID has responded to one of the major needs of .
new local leaders. For example, the Govemment of Senegal along w1th USAID is '
currently making efforts at improving health budgets by teaching local leaders hoW‘ to

i 1ncorporate family plannmg into their overall ‘budgets. With the initial 1mplementatron of °
decentral1zatlon many local leaders were given large amounts of fundmg that were sup- |

’ posed to be ded1cated to all aspects of health, yet many did not know how to divide up

the funds among the various health sector pr10r1t1es This 1n1t1at1ve isa way to increase

-' the Govermnent of Senegal ] capac1ty even w1th the presence of USAID funding. Th1s
educational strategy is also a way to address the family planning problem without relymg

heavily on USAID fundlng, which is a step in the right direction for Senegal.



- Family Planning Expenditures in Senegal, Guinea and Mauritvahia‘
. During the Early 1990s

As previously argued, data available on govemrnent contributions to family plan-
mng are limited. Conly et al. (1995) conducted a study on family planning expenditures

.in 79 countries during the early 1990s in order to. assess the magmtude of annual
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spendmg on family plann1ng by country and reglon’in addltlon to 1dent1fylng pattemsf of

' ﬁnancing, ‘including the share of expenditures bome by govemments extemal donors
and consumers’ (Conly et al 1995, 5) In Table 6.1 data are presented on family plannlng

expenditures during the early 1990s for Senegal Gulnea and Mauritania.

Table 6.1

Family Planning Expenditures by Country and Source of F inancing "

' | Gov. . World | | Donors | | Consumers | TOTAL
» Countries | $ % |Bank$| % 3 % | 8 % | 8
| Senegal 02 | 23| 3.0 [345] 52 |[598 0.3 3.4 8.7
Guinea 1.0 {323 0.0 0.0 2.0 64.5 0.1 3.2 31
Mauritania | <0.1 | NA | 14 [73.7| 05 |263 NA [NA| 19

Family planmng expenditures in Senegal Guinea and Mauritania in the early 1990s in millions of dollars and source of
' financing. )
. NA= Not available .

Source: Conly, Chaya and Helsing 1995 1.

The data indicate that Senegal received the highest amount of donor aid and
| ‘World Bank funds in comparison to Guinea and Mauritania W1th $5.2 million from donors
and $3 million from the World Bank, totaling 94.3% of family planning expenditures
“ ‘during‘ the early 1990s. The Senegalese govemme_nt contributed 2.3% to family planning
expenditures, while the Guinean govemmentcontributed a signiﬁcantly higher percentage

of funds to farnily planning expenditures at 32.3%. Mauritania received only 26.3% of
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- family planning exnenditures from donors and relied heavily upon funding from the World
- Bank. These ﬁndings indicate that Senegal, like its neighboring countries, relied heavily
on donor aid and World Bank assistance, yet in comparison to Guinea the government :
did not contribute a significant ainount of its own funds to family planning expenditures. h
- Although Guinea did not spend as much as Senegallon ’family planning?exnenditures, it 1s
clear that the government made more_efforts to contribute to family pianning and received
' ’less,outside assistance than Senegal, receiving no assistance from the World Bank. .’ o
| The inlplications regarding World Bank suppoi't are important for a Variety of
reasons. Since the 1980s, through policy-based lending, the: World B'ankl has dictated key -
~ policies to borrowing countries., Countries who receive funding'in ithevforni of loanst from ) |
 the Worid Bank have certain conditionalitiesattached to the loan that often refocus ,“tlie '
national economic priorities and develonment stratcgies of bonouving 'C0untries” |
(Edigheji and Amuwo 2008, 15). Borrowing countries are also required to contribute
matching funds to those received from the World Bank. This strategy is powerful Because
it forces borrowing gove‘rnmentsto Spend money on prograins dictated by the World
~'Bank (Edigheji and Amuwo 2008, 17). Edigheji and Amuwo (2008) argue that “in the |
process, the ability of borrowing countries to adopt individual, independent or autonomous
: path to dev'elopment is severely constrained” ( 17). Based upon these facts, countries who
receive _sign:‘iﬁcant funding from the World Bank hav’e policies that are largely dictated by ’,
the World Bank. Since Senegal and Mauritania received large amounts of ,World Bank
funding for family planning during the 1990s, it can be argued tilat many of the policy .
choices were determined by the World Bank vrather’ than being created by the respective

governments. Family planning expenditures in Guinea were not supported by the World
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Bank during the 1990s which could also indfcate that Guinea was more autonomous in-
creatihg its own family planning strategies. Based upon the evidence; thesevcircumstanées
make it quite di‘fﬁéult for Senégal and Mauritania in addition to other couﬁtriés receiving
large amounts of funding from the World Bank té create the}ir own bolicy strategies.
Family Planning Costs pér User in Senegal, Guinea and Mauritania
During the Early 1990s

An analysis of how much users spend on;family«plénning isa good indicator of
efficiency. Conly et al. (1995) maintain th.at“a‘nalyzing per user costs is useful fbr making
cross-national comparisons of ‘progr'ams with »countri'es that havev Similar costs‘structtures.
“The level bf resources Spent per user may also be a reflection of fhe> quality of services,”
yctexpénditure per user does not‘ captufe coverage and levels of aqcéss provide('i'by familv_y '
plénning programs (Conly et al. 1995, 19). Table 6.2 provides data on family planning |

costs per user during the early 1990s for Senegal, Guinea and Mauritania.

Table 6.2 _

-Family Planning Costs per User by Country

Family Planning Costs

Countries per User
Senegal © $61.52
Guinea $45.39
Mauritania $99.64

Family planning costs per user in Senegal, Guinea
and Mauritania in the early 1990s in U.S. dollars.
Source: Conly, Chaya and Helsing 1995, 17.

During the early 1990s, Mauritania had the highest cost per user for family plan-

ning services. Senegal was second and Guinea had the lowest family planning cost per



19

user. In comparison to otlier African nations, Senegal’s cost per user was still relatively g
high. Conly et al. (1995) maintain that per user costs .were highest in sub-Saharan Africa |
~ with an ayerage of $29'.12. Senegal’s per user costs for family planning }more‘than '
doubled this ﬁgure which can indicate that spendmg was 1nefﬁc1ent and/or costly in.
relative terms. Since contracept1ve prevalence rates in Senegal remamed low during the
r early* 1990s, it was clear that high 1nvestments were required by the Senegalese govern-
. ment and the remaining costs were spread to the small percentage :of family planning
_users. Based upon data presented in Chapter V, in 1992/ 1993, 7.5% of marr1ed women
: _‘:used any method of contraception while 4. 8% used any modem method of contraception.
,A’Durmg the early, 1990s data support the fact that family planning serv1ces were expenswe o
*for the ‘average Senegalese citizen. This may th"ay.e been an obstacle to usage prior to the
‘implementat'ion' of (lecentralization where user fees became signiﬁcantly lower.
‘Per Capita F amzly PIannmg Expenditures and Source of Fi znanczng in Senegal,
Guinea and Maurztanza During the Early 1990s

' _Incomparison to other regions of the world, per capita' family p:lann'ing expendi-
tures'in sub-Saharan have been traditionally low. “Thefproportionof goyernment e)r;
penditures on i‘amily planning and health serves as a barometer of the importance a
government places on family planning and health issues” (USAIDl 1 999b; 9). Analyzing
goyern_ment spending trends is also a good indicator for assessing future sustainability
(USAID 1999b, v9);unfortunately specific family planning expenditures data are not
available for periods beyond the 1990s. Table 6.3 presents data on‘percapita family
planning expenditures by source of _ﬁnancing for Senegal, Guinea and Mauritania during "

the early 1990s.
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Table 6.3

 Per Capita Family Planning Expenditures by Country and Source of Financing

Countries Total Government | World Bank Donors Consumers
Senegal $1.09 $0.02 $0.38 $0.66 $0.03-
Guinea $0.49 $0.16 $0.00 ‘ $0.32 . $0.02
Mauritania $0.85 $0.00 $0.63 $0.23 1 - $0.00

- Per capita family planning expenditures in Senegal, Guinea and Mauritania in the early 1990s in U.S. dollars.
Source: Conly, Chaya and Helsing 1995, 21. ‘ )

During the early 1990s, per capita spending on familykplanning in sub-Sahafan :

Africa averaged $0.54. Senggal was doing‘weil at this time spending more than $1.09,

| more than bofh Guinea and Mauritania and double the average for sub-Saharan Africa.
Yet in comparison to neighboring Guinea, govemrnent c‘onﬁibutions were low as was
evidenced in overall family planning eXpenditureS'in Tat‘arle,>6.1. The Senegalese’ per
Capita expenditure was $0.02 while that of Guinea was $0.16. The Mauritanié gerrn— .
ment did not make any contributions and relied heavily upon the World Bank.

Overall despite a higﬁ level of per capita spending on family planning,‘ donors
héavily contributed to per capita spending in Senegal iat $0.66 in comparison to Guinea at -
$0.32 and Mauritania at $0.23. During the early 1990s it was apparent that,USAID was
making a concerted effort in per capita spending in Senegal. As preyiously argued in -
Chapter III, USAID spent $1.7 million under its first Inission, the Senégal Family Health
Project (1981-1 985); yet spent $20 million under its second mission, the Senegal defly
Health and Population Project (1985-1992). After the first mission was completed in
1985, USAID perceived the first mission as partially successful, yet as argued in Chapter

I11, due to issues such as insufficient funding by the Government of Senegal and a lack of
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~ appropriately trained personnel, more funding was needed if signtﬁcant progress was to

be achieved. So in order to address the feilures of the first mission and in order to achieve ‘
higher levels of success, USAID invested an increased level of funding in order to achieue
its family planning goals in Senegal.

General Government Expenditures on Health for Senegal Guznea
and Mauritania During the 1 990S and 2000s

As previously argued gouemment expendltures on family planning and health are
important indicators of a government’s commitment to fam11y plannmg Itis unfortunate
that family planning expenditures data are not available for the entire period of study; there-
fore data on general govemlnent e)tpenditures on health will be utilized to assess the trend

in government health expenditures. Table 6.4 provides data on general government health

Table 6.4

Percentage of General Govemment Expendltures on Health by Country

Year ,
Countries 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005
Senegal 36.8 | 347 | 36.0 | 37.1 | 37.2 | 38.0 | 39.4 | 38.5 | 40.3 | 36.1
Guinea 139 | 146 | 128 | 135 | 140 | 21.7 | 184 | 165 | 13.2 | 14.0
Mauritania = | 65.8 | 66.2 | 655 | 72.6 | 71.2 | 645 | 72.6 | 68.9 | 63.9| 62.6

General government expenditures on health for Senegal, Guinea and Mauritania during the 1990s and 2000s.
Source: Peters et al. 1999 and the World Health Orgamzatxon 2009, Senegal, Guinea and Mauritania National
Expenditure on Health.

General government expenditure on health (GGHE): “is the sum of outlays by government entities to purchase
health-care services and goods. It comprises the outlays on health by all levels of government, social-security
agencies, and direct expenditure by parastatals and public firms. Expenditures on health include final consumption,
subsidies to producers, and transfers to households (chiefly reimbursements for medical and pharmaceutical bills).
It includes both recurrent and investment expenditures (including capital transfers) made during the year. Besides
domestic funds it also includes external resources (mainly as grants passing through the government or loans
channeled through the national budget).”
(http://www.who.int/whosis/indicators/2007NationalHealthAccounts2/en/index.html)

Government health expenditure: Health spending from the government (local and central) budgets as well as
social insurance funds. External assistance, including donations from international NGOS, is not included as paxt
of the government expenditure (Peters et. al, Annex 2, 36).
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. expenditures in Senegal,' Guinea and Mauritania for all available years during the period
of this study,‘ 19}80—200v5. Data are unavailable during the 1980s and only panialtgz, avail-
able during the 1990s. |
An analysis of the data indicates that Mauritania had the highest percentage of
general government expenditure dedicated to health, followed by Senegal and Guinea.
Senegalese government exoenditures did not increase signi_ﬁcantly over the period of
study. As argued 1n Chapter V, Senegal went through important structural and fundiné v
- changes with the implementation of deCentralization in 1997. -’Ihese changesniay help |
'explain why expenditures on healthwere lowest in 1997. Betvueen 1999 and 2002, the
percentage increased siowly, yet by 2003 contributions waned. Contributions increased in: -
| ‘, 2004, yet by 2005 government health expenditures reached a nearly all-time low, th1rd to.
the years 1997 and 1998 at 36. 1% This ﬁgure indicates that the govemment had financial
constraints and/or may not have been as committed to contnbutlng to health as it was in
o Iv)r.evious‘years. These lower contributions may help explain why progress in sorne areas
| of family planning slowed by_éO(v)S. While percentages. for governme_nt heavlth exnendi-
tures were higher in Mauritania than in Senegal over the period of study, Mauritania also
reached an ~all-tirne low in 2005. These‘results may indicate that these countries are more

- recently relying upon more donor aid in the health sector.
Analyzing the Role of Donor Contributions,

~ As previously argued throughout the dissertation, USAID is the predominant
donor in Senegal’s health sector. When posed the question: “Does USAID have plans to

end support for Senegal’s reproductive health care sector within the next 10 years?”,
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foriner USAID Senegal Technical Assistance in AIDS andChild Survivor Adyisor,
Bradley Barker, maintained that USAID had no intention to do so.

VUSAID receives its funds from Congress and these funds are";eai'marked” for
' .particular purposes. I’'m not aware of any intention of Congress to suspend fund-
ing for “reproductive health.” Unless Congress ceases to fund this activity or
unless AID de01des to close USAID/Senegal, I doubt it. :
Mr. Barker also maintained that the next USAID strategy woul,d run through 2t)i4 in
. addition to Stating that USAID strategies are a'lways done in 8-year increments.2
Kates and Llef (2007) argue that “trackmg donor funding for health is 1mportant
for assess1ng their priorities and the ava1lab111ty of funding over time” (1). Slnce donors
have piayed such a strong roie in financially backing Senegal’\s health sector; a hypothesis
is made abontdonor,oontributions to farnily i)lanning, arguingthat a strong dependenCe
upon donor aidvfor health funding leads to lower levels of ins’titutional»i‘z'ation of family |
planning servicesand i)rograrns in Senegal‘.‘ Specific data on donor. contributions to family
planning:in Senegal, Maun'tania and:Guinea are not ai'ailable;‘ therefore three variables
’ on general aid Where signiﬁcant data are available are chosen in ordef to assess the
_ -significance of extemal assistance. This is a challenge and makes 1t dlfﬁcult to assess
how much a1d is being ded1cated to famlly planmng 1n1t1at1ves
Official Development Assistance (ODA) in Senegal Guinea
and Maurttanza Between 1986 and 2005
Official development assistance (ODA) is commonly a major sonrce of external
, ﬁnancing‘ foi developing countries. ODA funds are often used to support programs such

as education, rural development, agriculture and health. ODA helps countries make '

2 Bradley Barker; correspondence with Yazmine Watts, Summer 2004. ‘
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progress towards achieving basic development goals. Table 6.5 presents data on ODA
funds to Senegal, Guinea and Mauritania during the peridds of the four Sénegal DHS
-.stuc‘lies. These data are important as they will allow one to see if ODA ﬁﬁds are incr.eas-,

ing or decreasing in three West African countries.

Table 6.5
ODA in Millions by Country
Year
Countries | 1986 | 1992 | 1993 | 1997 | 2005
Senegal -1 576 662 | 493 | 423 686
Guinea 168 447. | 407 381 | 199
Mauritania 229 200 325 | 238 183

Official development assistance (ODA) for Senegal, Guinea and Mauritania
between 1986 and 2005. : ‘
Source: World Bank. 2007. World development indicators (WDI) database.
Official development assistance (ODA): “Net official development assistance
(ODA) consists of disbursements of loans made on concessional terms (net of
repayments of principal) and grants by official agencies of the members of the
Development Assistance Committee (DAC), by multilateral institutions, and by
non-DAC countries to promote economic development and welfare in countries
and territories in the DAC list of ODA recipients. It includes loans with a grant
element of at least 25 percent (calculated at a rate of discount of 10 percent).
Data are in current U.S. dollars” (World Bank, 2007).

ODA funds in Senegal héve been much higher than thosé of their neighboring
countries of Guinea and Mauritania. ODA assistance in Senégél has not been consfstent
| err the period of study, both increasing and decreasing. By‘ 1997, with the implementa-

tion of decentralization, ODA funds were lowest at a time when Senegal needed much
help; Yet by 2005, ODA increased significantly, reaching a high in Senegal at $686
million while ODA in both Guinea and Mauritania declihcd significantly. These results
indicate that Senegal in comparison to other West African nations has more resources

available to work towards achieving development goals which is positive. Yet they also
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indicate that their reliance upon ODA is much higher than that of neighboring countries.
Senegal seems to be the exceptional case in comparison to o;cher countries. Donors havea
keen interest in Senegal which is a unique country due to the fact that while it is predom-
inately Muslim, it is also bpth a stable democratic and secular country. Senegal has also |
traditionally served as é. role model for other African natioﬁs in policymaking areas such

as HIV/AIDS.
.Aid Per Capita in Senegal, Guinea and Mauritania Between 1986 and 2005

Analyzing aid per capité. is another way to gage the amount of aid a country
receives from external resources. Aid per capita includes ODA and all other official aid.
Table 6.6 provides data on aid per capita for Senegal, Guinea and Mauritania between

1986 and 2005.

Table 6.6

Aid Per Capita in Millions by Country

Year
Countries 1986 | 1992 | 1993 | 1997 | 2005
Senegal 822 [ 793 | 574 | 443 | 57.1
Guinea 320 | 68.0 [ 60.0 | 49.0 | 22.0
Mauritania 130.0 | 97.0 | 154.0 | 101.0 | 68.0

Aid per capita in millions of dollars for Senegal, Guinea and

Mauritania between 1986 and 2005.

Source: World Bank. 2007. World development indicators (WDI)

database.

Aid per capita: “Aid per capita includes both official development
. assistance (ODA) and official aid, and is calculated by dividing

total aid by the midyear population estimate” (World Bank 2007).
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| Data indicate that aid per capita was highest in Maurifania during the peridd of
study. Aid per capita declined in Senegal between 1986 and 1997 and then rose again by
2065. Aid per capita in Guinea reached a high in 1992 at $60 million, yet by 2005 aid per
capita dropped to $22 million. Ovcrall the results indicate that the donor commitment to
official development assistance and ofﬁcial aid is declinirig. Since developiné countries
depend highly upon outside donor assistance in cfforts.to meet development goals, which -
includes controlling the fertility rate, drops in‘ extcmal aid pose a ceﬁous problem. Sc it
can be argued that while donors continue to conﬁ’ibute millions of dollars in aid, these
resources are not ‘.sufﬁcient fo meet the needs of pocr ccuntries According toa f_act sheet _ '
produced by the United Natlons Development Program (UNDP) in Senegal annual dis-
bursements for 1998—2002 fell short of commitments by an average of 45%, in a country
“that ‘relbied on aid fcr one-third of public spen.dinbg on health” (UNDP 2005). These facts
raise a scrious question about whether Senegal wil\l be able to ﬁnd ways to achieve its
fafnily. planning goals without significant outside donor assistance. |
Aid as a Perceﬁtage of the Gross Nattonal Income ( GNI) in Senegal, Guinea and
Mauritania Between 1986 and 2005
Aid as a percentage of the Gross National Income (GNI) is important for analyzing
the significance of aid in a country’s GNI. Historically, while the population in Africa has
continued to grow, wealth in Africa has decreased. Theyefore external assistcnce is needed
to help the overall GNI. Table 6.7 presents data on aid as a percentage of the GNI in -

Senegal, Guinea and Mauritania between 1986 and 2005.



Table 6.7

Aid as a Percentage of the GNI by Co_u‘ntry’_
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_ » Year
Countries 1986 | 1992 1993 1997 | 2005
Senegal 143 | 113 | 90 9.2 79 .
Guinea 100 | 140 130 | 100 | 60
‘Mauritania 270 | 140 27.0 170 | ‘110

- Aid as'% of the Gross National Income (GNI) for Senegal, Guinea and Mauritania-between .

- 1986 and 2005.

Source: World Bank. 2007. World development 1nd1cators (WDI) database.
Aid as % of the Gross National Income (GNI): “Aid includes both official development

assistance (ODA) and official aid. Ratios are computed using values in U.S. dollars .

converted at official exchange rates” (World Bank, 2007).
GNI: “GNI (formerly GNP) is the sum of value added by all resident producers plus any
product taxes (less subsidies) not included in the valuation of output plus net receipts of -

- primary income (compensation of employees and property mcome) from abroad. Data are in’

current U.S. dollars” (World Bank, 2007)

As the results above indicate, aid as a percentage' of GNI has,con;[inued to

decrease over time in all three countries. Aid as a percentage of the GNI is highest in

Mauritania at 11%. Aid as a percentage of the GNI is much lower than expeeted and has

o éteadiiy declined in Senegal. As of 2005 it was a mere 7.9%. Aid as a percentage of the

~ GNI is lowest in Guinea and has also ste_adily declined. Theée findings indicate that

donofs are yeontributing a lot less than the original hypothes'is expected which argued that

high donor aid will limit government contributions to family planning. Unfortunately, as

aid has gone down, government contributions and overall capacity have not increased -

eﬂough to fill the existing gap.
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Summary of Key Findings

"i'he ﬁndingc in this chapter indicate that donor support for family piénning was
suhstantial during the early 19905, comprising 58.9% of the family planning expenditure
in Senegal whilethe Gov'ernrnent of Senegal contributed a mere 2.3%. Guinea a neigh-
boring country to Senegal had 5 much stronger contribution at 32 3% This ev1dence
supported the fact that donor reliance was high 1n Senegal and govemment contributions
: were low. Whlle family planmng costs per user were hlghest in Mauritania in the .early

1990s, Senegal;s cost per user uvas also high 'With a figure more than double the average
for sub-Saharan Afnca High costs per user may have also been an obstacle to usage for
‘Senegalese people in the pre- decentralization perlod It was ailso found that per capita |
family planning expendltures in Senegal were low in comparlson:to Guinea. Overall
“ deSp‘itehavvingthe highest level of per capita ~spendiné on' farnily planning at $1.09,
" donors heavily contributed to per capita spending in Senegui at $0.66 in comparisonto |
Guinea at $0.32 and Mauritania at $0.23. The percentage of generél government expendi-
tures dedicatted to health in Senegal' was low by 2005 at‘-36.1% indicating the government
was suffering from budgetary constraints and/or commitment leVels‘tohealth declined.
Overall, based upon the data that were‘ available, the original hypothesis was conﬁrmed
. that insufficient government contributiOns> lead to lower levels of institutiOnalization of
family planning policies and proérams. |

An anaiysisof the data on ODA and donor aid pro'vided resuits that are more
difficult to interpret. It was hypothesized that a strong dependence upon USAID and
donor agencies for funding leads to lower levels of institutionallization.of family planning . -

policies and programs in Senegal. While ODA has both declined and increased over the -
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period of study, it is difficult to assess the impact on family planning since spe‘ciﬁc data |
* on donor contributions to family planning for all three countries in unavailable. It can be
. argued that donor:’aid is not sufficient tomeet the deifelopment needs of many poor coun-
tries. ODA and aid per capita increased between 1997 and 2005 in Senegal, yet ODA and
aid per capita decreased signiﬁcantly in Guinea and Mauritania. While Senegal may have |
been in a somewhat of a better ﬁnancial position by 2005 than their neighboring countries,
funding may still be insufficient. Despite some evolutiOn throughout the period of study,
based upon the evidence, institutionalization of family planning will be difticult to
achieve solely by the Senegalese govemment If donors do not cont1nue to increase the
| ‘ amount of aid g1ven and the Govemment of Senegal does not make sigmﬁcantly higher
contributions family plannlng in Senegal may lack sufﬁc1ent progress This was ev1- -
- denced based upon the data presented in Chapters IV and V where 1t was concluded that |
: family plannmg progress waned between 1»997 and 2005. As previously argued, although :

USAID has no intention of ending support for development initiatives anytime soon, 'the | .v

; Government of Senegal needs to make a strong ﬁnancial commitment to health and seek“ -

. ’altemative sources of financing as.donors cannot always contribute the amount of funds

" needed to make substantial progress.



CHAPTER VII
DISCUSSION AND CONCLUSION
Overview of Research Findings

This study revealed several important findings about the institutionalization of ,
family planning in Senegal. Hisforical institutionalism was used as a theoretic'a_I fréme—
~ work to analyze family planning outcomes. In Chapter IV, path dependency and‘more
partiéularly the concept of positive feedback was most compelling for explaining thé
-impact of social and cultural nd@s in the institutionalization of family planning. It was |
found that due to strong cultural heritages and’eétablished norms, Senegalese people do |
not ‘deviate frorh their traditional customs.

Iﬁ Chapter.V, the concepts of layering, conversion and polic‘:yvdriﬁ weré also
useful for explaining the impact of decentralization in the institutionalization of family
planning. Thesé concepts helped to explain how new initiatives were implemented into
the existing structure, how local leaders were’able to take on néw roles, and how
incrementai change occurred while the overall policy structure remained th¢ same.

rLastiy, in Chapter VI developmental pathways helped to explaiﬁ how the Govern-
ment of Senegal ‘and USAID responded to the‘ changing conditions énd needs of local |
leaders. Sinc¢ many leaders were not familiar with budgeting, the Government of Senegal
along with USAID has recently begun to educate local leaders on how to plan for family

planning programs and services within their overall health budgets. Overall it cén be
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argued that path dependency and layering, conversion and policy drift were the most. |
| ~ pertinent concepts fcr analyzing‘family planning in Senegal. The foll9Wing section’ will
provide an everview of the major r‘esearch ﬁndihgs. | | M
In Chapter’ v, an analysis::was done in order to measure th,ev impact of cultural -
nOMS and religion in the institutionalization of family planning. The chapter made a o
strong case'.fdr whyv successful implementaticn of fully institutionalized family plannlng
B programs and sert/ices is not possible 1n Senegal. The results revealed that soclalnoﬁs
serve as a barrier to the ‘institutionalization of famin planning inSenegal. Somestron'g
; social norms include the tradition of the large family that has ,endured in ‘Senegal and the
fact, that‘wo‘men would‘ideally like to hasfe about six children. These cultural challenges
N are common across most of Afrlca and the M1ddle East in add1t1on to other developmg ‘
countr1es In the developmg vl/orld it is economically rational to have six or more ch1ldren
- vrso that ch1ldrencan: assist the fam1ly financially by helping out on the farm and by other
, income generating méans in addition to suppdrting their parents in old age. | |
vBased upon a review of previous.studi_es on decentraliz‘ation,b it Was 'h)’fpothesized
in Chapter V that decentralization would have a negatlve impact' on the institutibonaliza’-
tion of fam1ly plannmg The results revealed that arguments made in prev10us studles .
may have exaggerated the negative impact of decentral1zat1on The expected negatlve B
effects of decentrahzat1on were not observed. The most progress was made in educatmg |
,people about family planning, as knowledge of contraceptive methods increased signiﬁ;» , “ :"
‘ cantly followmg the 1mplementat1on of decentralization. N B
The results of Chapter VI confirm the or1g1nal hypothes1s that a strong dependence

~ upon donor aid for health funding leads to lower levels of 1nst1tut10nahzat10n of fam11y



planning services and programs. Results also indicate that donor aid has decreased over
the period bf study and may not be sufficient to meet all of Senegal’s development goals.
These results were not expected. Overall it can be‘argued that while Senegal has made
some progresé towards family planning goals, full institutionalization of family planning
policies and programs has not been achieved. This research is important as it revealed
many éf the barriers to iristitutionalizéttibn which include strong cultural anvdvsocial norms
and insufficient financial resources. |

Assessing Degrees of Institutionalization in Fainily Planning:

Where Does Senegal Stand in the Institutionalization Process

(Legitimacy, Knowledge and Capacity-Building)?

'vFor the purposes of this reéearch, three catggQries of measﬁremént were ‘e's-tal.):-
lished in order to assess degrees of institutionalization of family plénning policie's and
‘programs in Ser‘legal.b Chapter IV measured legitimacyi by posing questi‘o'nsi about faihily
planning usage and attitudes ‘about family planning. Based upon the évidénce, it can be’
argued that legitimacy levels were weak in Sene\:g%’ll as of 2005. After ‘1 997, disapproval |
of family planning among married lcouples continued to increése.

In Chapter V, regional data were vusved in order to analyze married couples’ attitudes
toWarci family planning. Disapproval increased across all regions and between 1997 and
-2005; disappfoval increased most notably by 21.6% in the Central region. Two othcr'
regibns also had double digit increases in disapproval between. 1997 and 2005. The North

East had an increase in disapproval by 18.3% while the West region had an increase of

16.8%. As for usage, while theré.have been some gains in the use of modern methods of

contraception, usage levels remain low. In 1986, the contraceptive prevalence rate for
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" married women aged 1549 was 11.3% and as of 2005 was 11.8%. So despite having
highvle\"els of knowledge about contraception, usage levels haiie not increased to a signif-

v icant degree. " | | |

A next'category of measurement is knowledge. By far, knowledge levels about

| methods of ‘family planning in Senegal are high. In Chaptera IV and V data were pre-‘ -
sented on knowledge about contraceptive methods. ’R‘esnlts in Ch‘apter IV‘reVealed that

| by 2065, the percentage of Muelims whowere;knowledgeable about modern methoda of
,contraception was well over 90% while knowledge among Christians 'Wasv over 96%.
Regional data about knoWledge‘of contracept_ive methods were preaented in Chapter V.
lhe resnlts conﬁrmed those found in Chapter IV. By 2005‘.;total;knowledge of any‘ s
method of contraception for all four regions was 94.‘1 % while total knowledge ofany |
‘modern method of contraception iavas 93.1%. | | - -

‘ Chapter VI used data on family planning eicpenditur‘es and donor aid in order to |
assess Seneg'al’s capacity-building. It Waa found'that during the early 1990s Senegal’s
family planning expenditnrea were low and insufficient. F ami‘ly planning cost per user
was also high, which can be a factor that contributed to low usage levels in 19905. The '

~Government of Senegal’s per capita family planning expenditure Was‘ alsovlow in compar- |
ison toneighboring countries. The percentage of general government spending on health
was also found to be weak in comparison to Mauritania. Overall, donor aid in Senegal

~ decreased over the period of ‘stu'dy indicating that Senegal may need to make a stronger
financial commitment to health and/or find alternative resourcesbt'o achieve family |

planning objectiveS. -
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The Future of Family Planning in Senegal

Dénpite th¢ gen‘éralyﬁnding that progress in family planning has slowgd since

1997 in Senegal, USAID and the Goveinmént of Senegél, along with local léaders, are
| cdntinuing to find creative ways to promote fainily planning. Yet financing in the'health
sector will édntinue to serve as a major issue of concern. If fertility levels do nOt decline‘ k
, significantly in the near future, Senegai will be faced Wiih a growing gap betwéen'neéds
and financial iesources. Althoughr progress has been rna_de towards deCrensing unmet
need, significant future funding wili- be needed in order fo help resoive thin problem. In a’ 7
réport' addresvsingv major farnily pianning issues in Senegai, Janowitz, Measham and West E
(1‘999) argue that “even if dbnoi and government funding is projectedvop"timi‘sticalvly,'
| ,conntries will be faced with a lérge nnd growing gap between needs and resouiceS” (1).
Althnugh it was confirmed 1n an interview with USAID leadership that USAID has no
intentipn of ending snpport to family nlanning in Senegal, finding sufficient funding to
© cover }iealth costs is becoming more difficult and donors cannotcariy the entire burden.
Biadley Barker, former USAID/Senegal Technical Assistancc in AI‘DVS and Child Sur-
vivor Advisor, maintained that USAID’S $15 million annual contribution is “significant”
yet relative to the ecbnomy of Senegal, a pittance'. This claim supports the facf tiiat '
Sénegal,.like many other snb-Saharén African nations, needs to continlié to find c’)therv

sources of revenue to support family planning objectives.

! Bradley Barker, coi'réspondence with Yazmine Watts, Surnmer 2004.
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‘Policy Implications for Donors and Policymakers

The ﬁndings of this research will be of interest to donors and those inv‘ol‘vedin |
the policymaking process. Senegal is only:one of many Muslimcountries' in sub-Saharan
- Africa. Based upon the fact that contraceptive prevalence did not increase 51gn1ﬁcantly

" over two decades as‘1s the case in other African nations, it W1ll be of i 1mportance for
: those 1nvolved in the pol1cymak1ng process to carefully cons1der soc1al and cultural : |
norms in theirfamily planning strategies. This should he a major p’riority.’ v
B As previously argued, after two decades of working towards,controlling the

bfertility rate, USAID and the Govemment of Senegal have more recently changed their
family planmng strategy to one that is more culturally acceptable Other countrles may i
find success in encouraglng couples to pract1ce b1rth spacmg for the safety of mothers '
and ch1ldren rather than simply tellmg people to limit the number of ch1ldren they have'.

A yaluable lesson learned by donors and policymaker's' in‘, Senegal isaccess to
vfamily planning and high levels of knovuledge does not equate to high family planning
usage levels and will not reduce the populatlon growth rate if women want six or more
ch1ldren Therefore it will be of interest to see if significant changes are ach1eved when
the 2010 DHS results are released. Other‘countries can use Senegal’s new family‘plan- '
'ning repositloning strategy for guidance and they can also see hovt/ successful the strategy -
has been based upon 2010 DHS results.

Also lessons may be leamed from the decentrahzatlon process in Senegal
Ouedraogo (2003) argues that “since the 1980s, decentrahzatlon has become a key . |
development theme in Francophone West Africa” (1). Other countries like Senegal may‘ ’

be dissatisfied with centralized approaches to health. With the exception of Senegal,:
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dgcentralization is a relatively new phenomenon in Francophone West Africa so there is
much to be learned from the successes and failures of Senegal’s decentralizatioh program.
By studying the Senegal case,‘other Wesf African policymakers can better understand

how to tailor their specific family plannih‘g programs while considerihg the impact on
existing local institutions. Since, local leaders play an important role in society, policy-
makérs need to put a great emphésis on including them in all aspects of the decentraliza-
tjdn process. | | |
There were several lessons learned from the Senegale‘se case that can be of use to -

other countries. First, loéal leaders need'extensi\;e training on the impénance 6f family
planning; otherwise, many will héve no incentive to prdﬁote aﬁd support it as was the
case with some local leaders in Senegél. 'Many l_bcal Senegalese leaders did not bother to
include farriily planning in their overall health budgets. Also, in order to run a more
_efficient program, elected leaders should be involved in the health planning proceés
(Wilson 2000). Another leéson learned from the Senegalese case is the idea that there
should be more emphasis on involving members of ciVii society. Citizens must be in- _
formed in addition to feeling comfortable expressing their health needs to their local

leaders. Without the support of the local people, progress will be hindered.
‘Broader Implications: The Problem of Foreign Donor Supported Institutionalization

As previously mentioned in Chapter I, Senegal is facing a problem with policy
and program institutionalization. Senegal does not currently have the necessary resources }
to run a family planning program on its own. Relying heavily on donor aid makes it diffi-

cult to see how committed the government is to achieving family planning goals.



Assessing the degree of Senegal’s autonomy is also difficult to determine since many
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African govemments are in need of funding and may follow the path led by donors VS,

~ creating their own. This argument was put forth in Chapter V1 in terms of the eonSeque‘nces _

| of receiving aid from the World Bank.

During an interVieW,‘a sen_ior USAID official maintained thatr),olicy ownership' is
a necessary component toa successful familyiplann‘ing.[v)rogram. He maintained that
’ USAIIS Works in tandem with the Government of Senega}l to hel[‘) them achieve family -

planning objectives:

I believe that policy “ownership” is absolutely necessar'y.‘This is why we don’t

- get out;ahea'd of the Government of Senegal decision makers. This makes it all
happen a lot slower than it might need to happen from our point of view but
nonetheless it is clear to me that if the dec1sron makers and 1mplementers don’t -
endup‘ ‘owning’ the pohcy choice, it will never be 1mplemented

 Based upon Mr. Barker’ s argument policy chorces in Senegal are made w1th the guidance

-of USAID and USAID does not drctate the polrcy path Yet Lev1ne (2007) argues that -

“USAID has played a domrnant role among donors as the source of n money, 1nformat10n

and 1deas about famlly planmng in the developing world” (8). A vital question of concem

‘ is:‘howsuseeptible is Senegal to donor pressure? Does the government agree with USAID
-on strategies just to get the funding? How much say do they'actually have in the family

planmng strategy? Wh11e the Government of Senegal works with USAID towards famrly

. planning goals, many of the 1deas and strategles about controllrng the fertrlrty rate have

»come ﬁ'om the outside. One will only be able to assess the level of commitment to family

planning by the Government of Senegal if USAID ceases to fund the family planning

2 Bradley .'Barker;'correspondence with Yazmine Watts, Summer 2004.



program as it has done in other African countries after decades of support. Howevef, this

is unlikely to occur anytime in the near future because the problem is so acute in Senegal.
Suggestions for Future Research

The research conducted used data for the four SenegalADHS studies: 1986,
1992/1993, 1997 and 2005. Based upon the work of USAID in conjunction with the

- Government of Senegal it will be of interest to see if the new family planning reposition-

ing strategy improves‘family planning outcomes and, if so, to what extent. The new strat--

egy of reducing the number of children using birth spacing for the purposes of reducihg |
maternal and infant mortality is more appealing to Sené;galese pedple; A future study

adding the results of the next 2010 DHS is an o'pﬁoh for a future project. Since this
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project was 2 single case study of Sene_gai, a future cross-country study with other Muslim

West African nations can be useful for those involvéd in the policymaking process through-

out West Africa. A study which interviews sevéral local leaders involved in family plan- '

ning will be of use ‘in order to see how leaders feel about family planhihg in addition to
finding out how much money they are dedicating within their heaith budgets to family
planning initiatives. A study that includes government family f)lanning expenditures over
the past decade would also be useful since as, to date, specific family planning expendi-

tures data are 6nly available from Conly, Chaya and Helsing’s (1995) study.
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