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PREFACE 

The original Grant Agreement for The Family Health and Population Project, executed 
on July 31, 1985, required a number of evaluations to be carried out over the life of the 
Project. These were to include evaluations to determine progress toward attainment of Project 
objectives, to identify problems inhibiting attainment of objectives, to assess information 
needed to overcome problems identified, and to judge, to the degree possible, the overall 
development impact of the Project. 

The Project's evaluation plan called for three evaluations. The first evaluation was to 
be carried out at the end of year two to review whether procedures and institutional 
arrangements were in place for the proper administration and implementation of the Project 
and to determine if arrangements had been worked out to secure technical assistance, procure 
commodities, and assure effective financial management. The first evaluation was to review 
the nature of the coordination mechanisms that had been established and to inquire into 
performance of service delivery, training, education and communication activities, and 
demographic data collection. 

The second evaluation was to have been carried out in the fourth year of the Project, 
building on the first, and moving beyond detailed management and administrative 
considerations to focus on overall program management and performance, policy and strategy 
development, and results of demographic data analysis. 

The final evaluation--the present one--was to have been carried out during the sixth 
year of the Project, building on the first two evaluations. It was to study how the Project 
resolved implementation problems identified earlier and focus on anticipated accomplishments 
such as the impact of the Project on child spacing and the number of mothers having 
undesired or high risk pregnancies. 

A major constraint on the present evaluation is that the first two evaluations were 
never carried out. The Project has gone on for five and a half years without an overall 
independent program review. Minor issues that could have been spotted and corrected earlier 
in the project have now become built in. The present evaluation team quickly became 
enmeshed in hundreds of small, detailed problems which should have been resolved earlier, 
but each of which now had to be followed up and analyzed. 

In view of the large number of Project components and the large number of minute 
problems that the evaluation team found on the ground, including limited access to accurate 
data, the team had to be selective in what it could evaluate. USAID staff agreed that it 



it might have been more effective for separate evaluations of the major Project components to 
have been completed before the present team came to Senegal to synthesize results and reach 
more fundamental conclusions. 

The Project "crises" of 1989/90, a recent Government of Senegal (GOS) 
reorganization, and turnover of Project, USAID and Contractor personnel placed burdens on 
the team not anticipated in the Scope of Work for this third evaluation and made it difficult to 
fully understand the Project background and to secure data and views. In 1989, because of 
suspicions of mismanagement, the A.I.D. Regional Inspector General and the GOS Inspector 
General de 1'Etat audited and inspected the Project. Both found considerable evidence of 
malfeasance, which led to the change of the Project Director and replacing the Project 
Accountant and Logistician. These were three central figures who had been controlling 
Project planning and management, all of whom had major implementation roles from the 
beginning of the Project, and who had received training from the beginning of the Project. 

At about the same time, the Min is~y  of Social Development, under which the Project 
was originally designed, which had negotiated the Project Agreement and first two 
amendments, and which had supervised the Project for the first five years, and the Ministry of 
Health which provided the technical support and family planning personnel, were both 
abolished. A new Ministry of Public Health and Social Action was created which assumed 
the responsibilities of both abolished ministries, for management of this Project. While in the 
long run this reorganization should have a positive impact on the Project, in the short run, 
new GOS structures must learn how to carry out their new responsibilities, and folmer and 
new employees must learn how to fit into the new structure. 

In 1989, at USAID/Senegal there was a turnover in the Chief of the Health, Population 
and Nutrition Division, and the Chief of Party of the technical assistance contractor completed 
his tour. One result of these changes has been a major loss of experience, operational 
knowledge and institutional memory. The evaluation team, therefore, found it difficult to 
locate primary data, to speak with people who could help us understands record and reports, 
or to get first hand views of what "really" occurred in specific cases. In many respects, 
therefore, the present evaluation is a snapshot of the Project as of March-May 1991, when the 
team was in Senegal. 

At the time of the evaluation, USAID/Senegal had made a number of decisions which 
affected the approach of the evaluation team. The Mission had already decided to add money 
to the present Project and extend the Project's activity completion date; the Mission had 
submitted to A.I.D./Washington a Country Program Strategy Plan (CPSP) for 1992 to 1997 
which proposed continuation of family planning activities; and the Mission decided to fund a 
health and a population sector analysis with proposed strategies. Since USAID/Senegal has 
already indicated its continueu interest in family planning, and since A.I.D./W has already 
indicated approval of the CPSP, the evaluation team concentrated on findings and 



recommendations which would help USAIDISenegal to design a better managed and more 
implementable project in the future. Since the sector analysis already provided guidance on 
policy and strategy, the evaluation team focused on management, budget, coordination, and 
the technical details of service delivery. 

The methodology for the conduct of this evaluation and substantive background is 
presented in Chapter I. Chapter 11 covers Project administration and management. The 
substantive portions of the report are organized in accordance with the three main Project 
components. One chapter not specifically called for in the Scope of Work, but deemed 
essential by the evaluation team, is on the development of an effort to generate family 
planning service statistics and to carry out research and evaluations. This is included as 
Chapter X under the Family Planning Program component. 

Because the report is long, it includes two summaries. The first is an extensive 
Executive Summary which contains a cross-cutting synthesis of the substantive chapters; the 
second is a Summary of Findings and Recommendations contained in the substantive 
chapters. This pulls together in one chapter the detailed findings and recommendations for 
the reader who does not want to go through the full description and analysis in the 
evaluation's ten chapters. 

The overall organization of the substantive chapters of the report is: 

The National Family Planning Program Component 

Chapter 111. 
Chapter IV. 
Chapter V. 
Chapter VI. 
Chapter VII. 
Chapter VIII. 
Chapter IX. 
Chapter X. 

Information, Education and Communication 
Family Planning Clinical Services 
Diagnosis and Treatment of Sexually Transmitted Diseases 
Conduct of Bio-Medical and Psycho-Social Research 
Construction and Renovation of Facilities and Equipment 
Contraceptives Logistics Management 
Women in Development 
Family Planning Service Statistics, Research and Evaluation 

The Private and Para-Public Sector Component 

Chapter XI. The Private and Para-Public Sector and Contraceptive Social Marketing 

The National Census Bureau Component 

Chapter XII. Enhancing the Demographic Data Base to Improve Development 
Planning 

iii 



The team left an English draft and a partially completed French translation in Senegal 
before departing from Senegal on May 11, 1991. Additional material was submitted to 
USAIDISenegal by the end of May. The drafts were reviewed between May and August by 
USAID/Senegal, the Project staff, the technical assistance contractor, the U.S. Bureau of the 
Census and the Government of Senegal. Ten sets of separate comments on the draft report 
were received. As was to be expected, comments did not always agree with one another. 
The evaluation team leader attempted to incorporate comments, as appropriate. He was 
particularly responsive to USAID'S concern that the draft did not describe more of the 
Project's accomplishments and that there was insufficient synthesis of detail. All of the 
comments are included in Annex 0 of the report. 
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In the body of the report, we use the following key terms: 

o The Proiect refers to the overall USAD-funded Family Health and Population 
Project; 

o FHPP refers to the Senegalese organization, the Family Health & Population 
Project created to implement the effort; 

o Activity refers to the inputs and outputs covered in each of the chapters of the 
report. 
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EXECUTIVE SUMMARY 

A. Goals, Objectives and Scope of the Proiect 

The Family Health and Population Project (FHPP) is a seven year $28 million project, 
$20.6 million of which is to be provided by USAID, to improve the health of Senegalese 
women and their children and to help the Government of Senegal make available the data 
which will enable better planning to meet basic health and social needs of the people. The 
Project is to provide comprehensive support to integrated maternal and child health services 
and family planning, improve the existing capacity of the country to provide safe and 
effective contraception to 15 percent of married women of reproductive age, improve the 
demographic data base so that more effective planning can take place and increase the 
awareness of policy makers and planners of the impact of rapid population growth on the 
economic development of the country. 

The original Project Agreement was signed July 31, 1985, and amended on August 22, 
1986 and June 10, 1987. The Project activity completion date (PACD) is presently June 30, 
1992. A third amendment is in process to increase the USAID contribution by $1.4 million to 
a total of $22.0 million and to extend the PACD by three months to September 1992. 

B. The Evaluation 

Although the Project has undergone a number of financial audits, and while separate 
studies and research has been funded by the Project on specific topics, this is the first, overall 
program evaluation. The evaluation was carried out by a seven-person team of four 
Americans--a team leader, who is also a management specialist, a demographer, a logistician 
and an infoimation, education and communication specialist, one Malian--a medical doctor, 
and two Senegalese government representatives--a medical doctor and a human resources 
specialist. The evaluation was conducted in Senegal from March 28 to May 10, 1991 for the 
USAID/Senegal Office of Health, Population and Nutrition and for the Senegalese Ministry of 
Public Health and Social Action. 

The Project has a large number of components and activities. The evaluation team was 
able to review most of the components. One gap was the inability, because of limited time, 
to respond to a request of the Government of Senegal (GOS) to conduct cost-benefit analysis 
of Project activities. Additional investigation and follow up should be conducted by the 
teams which will design the next phase of the Project. 
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C. Svnthesis and General Findings and Conclusions 

1. Increased awareness of demographic factors 

USAID, the Government of Senegal, the technical assistance contractor and 
several organizations and individuals that have provided technical assistance have put a great 
deal of serious effort into the Project. Despite the constraints and problems in implementation, 
the family planning environment in Senegal has changed dramatically since the beginning of 
the Project. This is in large part attributable to the important contribution made by the 
Project. The knowledge and practice of family planning has grown significantly; many family 
planning services have been introduced into clinics in many parts of the country; many health 
workers and managers have been trained in clinical services, communications and family 
planning management, effective information, education and communication activities; and an 
important program was begun in the non-government sector. The Project helped to increase 
the awareness of GOS planners and policy makers to the importance of demographic factors 
in development planning. As a result, a National Population Policy was adopted in April 1988 
and the President of Senegal signed a National Family Planning Policy into effect in March 
1990. 

Increased access to modem family planning methods 

The Project has facilitated the access of couples to modern family planning 
methods. For example, data provided by ISTI indicate that: 

o the number 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; 

o the number of active contraceptive acceptors in the private sector has increased 
from 1,000 in 1985 to 9,111 in 1990, an average annual increase of 44 percent; 

o combined public and private sector clients increased from 8,500 to 39,000 
between 1985 and 1990; 

o there was a slowdown in the rate of increase of active clients from 1988 to 
1990 so that the latest annual increase in the public sector was only 14 percent; 
and 

o against the original project goal of 200,000 acceptors by 1992, there were, in 
1990, 70,107 acceptors in all sectors (public, PPPS, commercial and UNFPA) 
using modem contraceptive methods. 
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3. Overdesign and underfunding of the Proiect 

The Project was overdesigned and underfunded in terms of having: 

o Too optimistic and unrealistic a Project purpose to be accomplished within the 
proposed time frame and given the culturar and policy position of Senegal at 
the time the Project was first designed; 

o Too large a number of Project components to be successfully managed by 
USAID, the GOS, the Project, or the technical assistance contractor, during the 
anticipated life of the Project; 

o Too large a number, and too wide a focus, of activities to be carried out under 
each component; 

o An insufficient level of financial resources provided by USAID and/or 
available from the GOS, to support the large number of components and 
activities; and 

o An insufficient amount and types of training and technical assistance provided 
to develop an adequate number and quality of local management and technical 
staff capacity to sustain all Project components and activities. 

4. Change in the proiect environment 

There have been a number of impoi-tant changes in Senegal that have 
aggravated Project design problems. These include: 

o Economic deterioration in the country and an IMF directed structural 
adjustment program which reduced the Government's ability to meet its 
financial obligations to the Project, and which will reduce the Government's 
ability to support a follow-on Project under standard A.I.D. arrangements; 

o Personnel changes in the Project, USAID, and the technical assistance 
contractor, which reduced the number of key people with long term knowledge 
of the Project; and 

o A government reorganization which changed, and in the short run weakened, 
GOS authority and structure to coordinate the Project. 
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5. Weak proiect management and supervision 

Project management and supervision have been weak as reflected by: 

o An audit by the A.I.D. Regional Inspector General which indicated 
inefficiencies in Project financial control and a USAID determination that the 
GOS accounting system was insufficient to control advances of U.S. funds; 

o Approximately 80 findings and 100 recommendations in this evaluation's 
substantive chapters relating to Project improvement, highlighting issues to 
which GOS, USAID and contractor personnel have not given sufficient 
attention; 

o A diffusion of authority within the Project among many Project components so 
that it is difficult to determine who is ultimately responsible for many 
decisions; 

o Internal management and supervision of the family planning network by the 
GOS having just as weak as external management and supervision of the 
Project by USAID; and 

The GOS, sensing, these management difficulties, is moving to correct them in the 
soon to be implemented integrated National Family Planning Program. 

6. Insufficient and inaccurate population service statistics 

Population service statistics were found to be insufficient and inaccurate. 

o Improving the collection, analysis, and use of micro level family planning data 
was not an objective of the Project. 

o Lack of consistent, and supportable clinical data, makes it difficult to use the 
data that are available as a basis for evaluating the quantitative or qualitative 
accomplishments of the Project. 

o Lack of timely and accurate operational information and data is a major 
constraint to improved Project management. 
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D. General Summaw and Synthesis of Recommendations 

1. Improvement of the institutional capacity of the GOS to plan, implement and 
manave the National Family Planning Propram 

o Restructure present technical assistance so that it: 

-- Supports, but does not substitute for, GOS decision making and 
responsibility to manage the project; 

-- Results from joint planning among USAID, GOS, Project and contractor 
personnel, based on ideas provided by the Project itself, and its own 
perceived needs; and 

-- Assists the Project prepare work plans and budgets, manuals and 
procedures for internal processing and decision making. 

o Direct technical assistance under the new Project toward improving the 
management capability of the GOS to assume full responsibility for Project 
implementation. 

o Provide training to improve management skills such as policy planning, budget 
and accounting, and staff management. 

o Improve management procedures and financial controls so that they become 
part of the effort to improve GOS project management capability, as well as to 
achieve accounting control. 

o Develop management information systems, data collection, reporting and 
internal evaluation techniques and systems that will enable the Project to act 
upon the information gathered. 

o Assist GOS to make immediate improvements in its system for assessing the 
need for, ordering, and distributing contraceptives. 

o Increase support for non-governmental organizations such as ASBETH and 
SANFAM to participate in and expand family planning activities and serve as 
model family planning clinics for innovative services. 
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Support of implementation of the GOS April 1988 Declaration of Population 
Policv and its December 1990 Interrrated National Familv Planning Program 

The Government of Senegal should: 

Assure that, at the policy level, all Government Ministries take initiatives to 
support the new family planning Policv and Promam; 

Rationalize the many separate GOS responsibilities in the family planning 
sector such as for family planning policy development, IEC, research, data 
collection and information, and certainly for the delivery of approved family 
planning services; 

Integrate family planning with other health service delivery activities in a way 
that will maintain the in tedty  of the family planning effort; 

Strive for a balance between integration and separate identity is necessary until 
family planning is accepted--culturally and technical--as a regular part of the 
regular health delivery system; 

Make important distinctions between different needs for integration as well as 
the separate identity of family planning at the national, regional and clinical 
levels; 

Ensure the close harmonious relationship among all family planning, Maternal 
and Child Health (MCH), Expanded Program of Vaccination (PEV) and other 
family health activities, at the regional level, under the direction of the 
Regional Medical Director; 

Achieve functional integration at the clinic and health post level, wherein all 
health workers, particularly midwives and nurses would be trained in family 
planning subjects as much as in other aspects of MCH such as Senegal Office 
of Radio and Television (ORT) and PEV; and 

Support current efforts of the Ministry of Planning to engage the participation 
in family planning of other government Ministries such as Youth and Sports, 
Education, Justice, the Military and Women. 

USAIDISenegal should: 

o Encourage cooperation among the development assistance donor's efforts in 
family planning such as in geographic coverage of family planning services, the 
mix, delivery and distribution of contraceptives; and 
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o Support the GOS program integration plan by providing specialized technical 
assistance to help improve the management and institutional capacity of the 
new program. 

3. Ensuring the financial intemitv of the Proiect so that it can be implemented as 
it was desimed 

The implication of the GOS new family planning policy intent must be 
matched by the application of scarce financial resources to implement the policy. The 
Government of Senegal should take actions to guarantee its full financial participation in the 
Project. The GOS should: 

o Consider ways and means to provide an appropriate level of continuing public 
financial support to the Project; 

o Seek ways to increase support from users and the private sector in order to 
keep the public sector financial burden to the minimum necessary; the 
Government might consider establishing fee-for-services based on an ability to 

Pay; 

o Encourage Community Health Committees to do the same as the above to 
assure financial support at the local level; 

o Encourage private sector purchase and sale of contraceptives as a way to 
reduce some of the Government's financial burden to purchase and supply 
commodities on a subsidized basis. This would give the GOS the option to 
apply its limited resources to other important activities such as Project 
supervision and delivery of quality clinical service; and 

o Ensure that internal procedures for mobilizing and securing counterpart funds 
are adequate for the GOS to meet its financial obligations. 

USAID/Senegal's design for the future Project should take into account GOS ability to 
financially support the Project. USAID/Senegal should: 

o Make realistic counterpart fund projections, maintain sufficient records to 
determine if the GOS commitment is being met, and hold the GOS to its 
commitment; 

o Make innovative grant arrangements, such as where budget contributions by 
USAID are tied to Project performance by the GOS; 
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o Study the possibility of a healthffamily planning sector grant as a quid-pro-quo 
for additional policy changes or administrative actions to improve 
implementation of family planning activities; and 

o Support the upcoming study on financing of health services and ensure that 
family planning activities are included in the study. 

4. Investment priorities 

Investment priority should be given to increasing the quality of family planning 
service delivery and focusing on those Project activities which will more rapidly achieve 
project goals. To do this the Project should: 

o Develop a time phased priority plan of action to enable the Government, the 
Natural Family Planning Program (NFPP), and the USAID funded Project to 
become more focused in terms of number and type of components and 
activities, and more realistic in terms of what can be accomplished within 
available financial resources, local staff capability, and different time frames. 

o Consolidate and give priority to efforts to improve clinical services in existing 
family planning facilities over plans to make expansions in the system; the rate 
of construction or renovation of new family planning centers, should be 
slowed, using those funds instead to improve patient care, upgrade counseling, 
and improve the contraceptive mix to provide greater options and flexibility for 
clients; 

o Allocate resources to collecting and analyzing family planning service data to 
improve the management of project operations; and 

o Provide USAlD funds directly to the National Program; USAID should not 
devote technical assistance or project management attention to STD/Infertility 
activities. 

E. Summary of Findings, Conclusions and Recommendations for Substantive Project 
Components 

1. Administration, management and budgetary issues 

Positive results of the Project should be consolidated and reinforced to improve 
Project management capacity and to improve organizational structures and coordination, 
particularly through training of key personnel and definition of their roles in the 
implementation of the Project. Project management improvement should balance USkID's 
need to control of Project funds and to assure that Project goals and purposes are being 
achieved. At the same time improving Project management should meet the need for the 
GOS and Senegalese to learn how to take over, manage, and financially support a sustainable 
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family planning program. The technical assistance contractor should reduce its role in direct 
management of the Project, and concern itself more with monitoring, advising, and arranging 
for technical assistance and training required by Senegalese Project personnel. 

2. Information, education and communication (IEC) 

Efforts to improve IEC concepts and approaches should be continued. 
Considerable progress has been made in the production and broadcasting of family planning 
information, particularly during 1988, the year of an intensive mass media campaign. The 
Project has trained approximately 1,000 social action personnel. Better identification of 
specific target groups, more directly IEC-related research, a more targeted materials 
production and distribution plan, a more incentive-based interpersonal education program, 
more direct involvement of health personnel in education, and a closer coordination between 
the many government agencies active in IEC would all help program perfolmance. 

Clinical services 

The greatest need is for an increased level of technical supervision and 
direction of family planning clinical activities at all level. Improving staff capacity to deliver 
quality services can be achieved by training and technical assistance programs that respond to 
specific clinical problems. For this purpose, supervisors should include medical doctors, 
nurses, midwives, leaders of local health committees, as well as administrative personnel. 
Attention should be given to more effective use of existing facilities and staff resources 
through reorganization of responsibilities, feedback on work perfoimance, and insuring that 
the contraceptive mix supports the national family planning service policy. Clinical workers 
should also receive training in IEC, psycho-social, gender, cultural and religious matters 
associated with the delivery of family planning services. Efforts to improve clinical services 
should focus on the quality of existing family planning facilities rather than making 
substantial expansion to the system. 

4. Sexually transmitted diseases (STDs) and infertility 

The advent of Acquired Immune Deficiency Syndrome (AIDS) and other 
sexually transmitted diseases has caused a disquieting and increasing public health problem in 
Senegal. Before the financial and management crisis of 1989/90, drugs for the treatment of 
the most frequent types of STDs were available and the Project renovated and equipped nine 
regional laboratories to assist STD centers in the diagnosis, detection and follow-up of STD 
patients. Since 1989, STD drugs have been unavailable at most of the Project family planning 
centers visited. Lack of a defined role for the Project to play in the National STDIAIDS 
Program has plagued the relationship between the two programs. The Project should no longer 
be responsible for STD/AIDS activities. Instead, USAID/Senegal funds should be made 
available for direct management by the National STD/AIDS program. 
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5. Research 

Although a considerable number of research studies have been carried out, the 
Project has not developed an overall, long-range, research plan with priorities, schedules and 
suggested uses of limited research funds, nor is there anyone at the Project assigned the 
overall responsibility for managing the research program. At the present time, research 
activities are not a separately identified component, but are diffused throughout the Project. 
While operational research is important, new research should not be approved until the 
Project determines what has already been done, the uses made of existing research results, 
and who in the Project the should be responsibility for research funded by the Project. The 
issue of research should be considered together with the question of the collection, analysis 
and availability of population service statistics. Putting the two activities together could 
achieve Project-wide benefits. 

6.  Construction and renovation of facilities and maintenance of equipment 

The Project has been relatively successful in meeting planned output targets for 
construction and renovation of facilities. Indeed, the provision of facilities has outpaced the 
ability of the system to effectively use the new and expanded family planning centers. The 
new Project should focus on improving service delivery at already existing facilities, rather 
than increasing the number of facilities. With regard to equipment, the Project should 
implement the recommendations of recent equipment specialists and focus on repair and 
maintenance of existing equipment, before additional equipment is purchased. 

7. Contraceptive logistics 

While there are currently sufficient contraceptive stocks in the Project's central 
and regional warehouses or in the pipeline to meet near term requirements, the distribution 
system would work more efficiently if the Project replaced its non-functional 
repol-tinglordering system with improved forecasting techniques and the introduced an 
improved Logistics Management Information System. The computerization of delivery 
statistics and contraceptive inventory data at the Dakar centsal level could be accomplished by 
re-introducing the computer program developed earlier by Management Systems for Health, 
and by training Ministry and Project logisticians in its use. The lack of fuel and vehicles at 
the regional levels is handicapping the transport of contraceptives to the clinics and is the 
reason given for the disruption of supervisory visits of the contraceptives logistics system. 
USAID, the GOS, the Project and the technical assistant contractor must assume active 
responsibility for overcoming these management limitations. 

8. Small-scale economic activities for rural women 

Attempts to develop small projects to generate women's income and to increase 
women's exposure to family planning information have not been successful. Any future 
projects for rural women should be selected according to rigorous criteria and should be based 
on credit rather than grants. Small enterprise development projects require specialized 
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technical skills not ordinarily associated with health and farnily planning and, therefore, 
should be part of productive projects in such areas as agriculture, rural development, or 
forestry, rather than part of a health and family planning activity. 

9. Collection of family p1annin.q service statistics 

During the course of the evaluation, a number of problems were identified in 
the system for collecting, analyzing, and using family planning service statistics at the clinical 
and operational level, and in the availability of accurate, reliable, and timely data and 
information to fully understand, manage, and evaluate the Project. Indicators such as the 
number of new acceptors, levels of STDs, infertility, or women who have abandoned 
contraception, could not be used to judge the quantitative impact of the Project or the quality 
of Project success. While improvement of family planning service statistics was not an 
activity under the present Project, it is strongly recommended for consideration under the new 
Project. See Annex L for a list of service statistics which would be useful as the basis for 
managing and evaluating the Project. 

10. Private and para-public sector (PPPS) activities 

While the team did not spend much time on the PPPS component, visits to five 
PPPS supported clinics indicated a high level of motivation on the part of the PPPS workers. 
Facilities and equipment at these clinics seemed well cared for. While salaries paid to PPPS 
clinic staff are often higher than those paid to public sector personnel, the extra cost seemed 
to be more than justified by a higher level of effort. Many of the recommendations for 
technical training of public sector clinical workers would also be helpful for PPPS personnel. 
Continuing with a PPPS experiment in the new Project is one way to increase support from 
users and the private sector and to reduce the public sector's financial and administrative 
burden for management and delivery of family planning services. Private sector purchase and 
sale of contraceptives through a social marketing mechanism or efforts with PPPS 
organizations should be encouraged as a means of reducing some of the Government's burden 
for commodities, freeing up resources that could be better applied to supervision and deliveiy 
of quality clinical services. 

1 1. Contraceptive social marketing 

Considerable planning has taken place to develop a family planning 
contraceptive social marketing program. Political support has been secured from key sectors, 
such as the Caisse de Securite Nationale, the Institution de Prevoyance des Maladies, and 
various pharmacists' associations. Considerable effort, however, is still required to secure the 
support of the Government of Senegal and the medical profession. 
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12. Data base improvement 

One important activity of the FHPP has been to improve Senegal's 
demographic data base. This activity has increased awareness of the relationship between 
rapid population growth and overall economic and social development, so that more effective 
development planning could take place. Two important demographic and family planning 
surveys and a national census of population were carried out during the project period. While 
data from the surveys and the census have not yet been fully exploited and disseminated, to a 
large extent, the objectives of this component of the Project were achieved. 

The Project has provided useful technical assistance and training to the National 
Bureau of Statistics (BNR) staff in demography and census methodology. Training and 
seminars in population policy and the impact of population growth on development helped to 
increase GOS awareness of population issues and contributed to the development of a national 
population policy. Some internal management and resource problems at BNR were identified 
and solutions were recommended. The Project should continue to improve the demographic 
data base, but at a rate more commensurate with overall need and staff capability. 

A Family Planning Statistical, Research and Evaluation Unit should be established 
within the Ministry of Public Health and Social Action. The BNR should consider the new 
unit as a complementary statistical service, and should provide it with professional assistance 
in analyzing and using macro-level population data. 
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Addendum to Summary Synthesis 

USAID asked the team not only to evaluate the separate Project components and 
activities, but to propose priorities among the components in order to help the Mission design 
the new Project. The team devoted considerable skill to the former question. The substantive 
Chapters that follow represent the results of that evaluation. The team was more reserved on 
the latter question since prioritizing Project components is as much a political and budgetary 
matter as it is a technical question. 

Within an effort such as family planning, certain activities are subject to other political 
agendas--sexually transmitted diseases and women-in-development, to name two. Some, for 
example, do not want to recognize that AIDS exists in Senegal, while others consider it an 
ongoing catastrophe. Some refuse to recognize the role of women as an economic factor, 
while others consider the position of women an issue that should be attacked on all fronts. 
The evaluation team was not in a position to make these political judgements for USAID or 
the GOS. 

The strategy for the new Project must be planned in a collaborative way among 
USAID, the GOS, NGO, private sector, political, technical, administrative, and other 
stakeholders in the activity. Rather than tell the GOS what to do, USAID should set out 
program parameters, including financial and political limitations, technical guidance, and 
lessons learned from this evaluation. USAID should organize workshops or other forms of 
interactive dialogue with the GOS to come up with a program that both governments are 
willing to support. The substantive Chapters of this report provide input for the content and 
structure of such seminars. Such seminars have already begun to take place on the basis of 
material in the first draft of this report. 

The evaluation team ranked thirteen Project components and activities as to their 
importance for the new Project. The Chief of HPNO and the senior American contractor also 
ranked these activities. The results, without attribution, are in Table 1. 

According to these figures, "Improvement of the Quality of Clinical Services," 
deserves the highest ranking. "A Logistic System for Public Sector Provision of 
Contraceptives" and "Programs of Information, Education, and Communication," were also 
very important. On the low end were "Women's Small Enterprise Projects" and "Clinical 
Correction of Infertility." On the other hand, "Improvement to Management and 
Institutionalization of the National Family Planning Program" received the highest ranking 
from one evaluator and the lowest from another. 
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Table 1 : Prioritization of Proiect Components for New Proiect: 
Independent Rankinns by Evaluation Team Members, Chief of 
USAID/Senegal/HPNO and Contractor Administrative Officer 

EVALUATOR AND RANKING PROJECT COMPONENT 

-- 

Improve Management and 
Institutionalization of National 
FP Program 

A Logistic System for Public 
Sector Provision of 
Contraceptives 

Improve Quality of Clinical 
Services 

Collection, Analysis and 
Evaluation of FP Service 
Information 

Programs of Info~mation, 
Education and Communication 

Support to VSPP, CSM and 
Other Private Sector FP 
Programs 

Macro-Demographic Data 

Construction or Improvement of 
New Clinics 

Construction and Support to 
Laboratories 

Women's Small Enterprise 
Projects 

Prevention of Sexually 
Transmitted Disease 

Clinical Correction of 1nfer.tility 
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The evaluation report was not silent on the issue of priorities. It clearly indicates that: 

Actions to improve the quality of the delivery of family planning services 
should have higher priority than actions,designed to expand the quantity of 
services into new geographic areas; 

Improvement of contraceptive logistics management requires immediate 
attention, whether or not a new Project is funded; 

While sexually transmitted diseases constitute a critical public health issue, 
they are not directly related to family planning and should not receive 
additional management attention from the Project; 

Since women's small enterprise projects require skills not ordinarily found in a 
family planning project, this activity should not continue to burden this 
Project's limited management capacity; 

While infertility is also an important social and health problem, it is only 
indirectly related to family planning, and should continue to receive only 
minimal Project attention; 

Assistance to BNR and the collection of basic demographic data has already 
achieved a measure of success so that assistance to this component can be 
reduced; 

Insufficient attention has been given in the present Project to the collection of 
population service statistics; it should receive greater attention in the new 
Project; and 

While assistance to the Private and Para-Public Sector was successful but 
underfunded in the present Project, it should receive higher priority in the new 
Project. 
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SUMMARY OF FINDINGS, CONCLUSIONS AND RECOMMENDATIONS 
FROM SUBSTANTIVE CHAPTERS 

A. Summary of Findings and Conclusions 

1. Project Administration and Management (Chapter II) 

a. On budget matters 

o The Project Agreement required the GOS to make a contribution to the 
Project, in cash and kind, of the FCFA equivalent of $7.4 million for 
local costs. Except for a covenant on total gasoline costs and a 
covenant on total local operating costs, the Agreement did not specify 
the d i s~but ion  of the GOS contribution. Not USAID, ISTI, the GOS 
or the Project is presently aware of the status of more than $220,000 in 
cash that the GOS's allocated toward its $7.4 million commitment. 

o There are presently insufficient financial resources for local operating 
costs for vehicles, gas, per diem, local training, utilities, and other 
operating supplies and equipment. Many GOS and Project personnel 
believe this is a result of USAID'S freezing the US local currency 
contribution. Actually, USAID has made its full contribution. The 
shortage is from amounts that should be provided in cash or in kind as 
the contribution of the GOS. 

o USAID has not insisted that the GOS meet its financial commitment to 
the Project nor has USAID substituted U.S. funds for the local 
contribution which should be made available to the Project by the GOS. 

o Before the financial audit and management crises of 1989/90, a 
collaborative process existed for development of the local currency 
work plan and budget wherein the Project prepared the budget, which 
was accounted for by ISTI. Since the crises, because of the concerns 
raised in the audit, and because of the transition in Project direction, 
USAID and ISTI have taken stronger roles in development and 
accounting of the local currency budget. 
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o The annual dollar budget is prepared by ISTI, after some discussion 
with the Project, and approved by USAID. The arrangement of ISTI as 
an intermediate financial, work planning, budgeting and administration 
unit offers little opportunity for MPHSA and Project personnel to 
develop the capability to manage and financially control, the Project. 

o Project and GOS personnel have indicated that ISTI does not provide 
sufficient reporting and feedback on financial and budgetary activities 
making it difficult for the GOS and the Project to control expenditure of 
funds. ISTI, for example, has the authority to make adjustments in 
dollar budget line items of up to 15 percent without consulting with the 
Project, USAID or the Government, which further contributes to lack of 
control of financial management by the Project. 

o ISTI presently deals directly with Directors of BNR and PPPS Project 
components on advances of funds which further reduces the ability of 
the GOS and the Project Director to properly coordinate Project 
activities. To ISTI, the fact that the GOS signs off on advances means 
the GOS knows what is in these advances. To the GOS, which does not 
fully understand U.S. accounting and management practices, clearing of 
document such as the DAP (as well as PIOs) is just something USAID 
requires them to do, with little understanding of the implication of the 
GOS approval. 

On management and coordination 

o Partly because an official MPHSA/Project component organigrarnme has 
not yet been approved, there is an overlapping of authorities so that it is 
difficult to coordinate the Project and to determine the interrelationships 
among the different components. 

o There were few coordination meetings in the past among Directors of 
different Project components, and there are none now, to help overcome 
overlapping management lines of authority. Some of this confusion was 
built into the basic Project design and continued in ongoing Project 
implementation. 

o The procedure used by ISTI for bidding on local contracts, particularly 
for construction, sometimes did not insure full and open competition 
and insufficiently involve GOS personnel in decisions. 



o No procedure exists in the present Project Agreement to permit USAID 
to review the selection by the GOS of key Senegalese Project personnel. 
USAID has no "right of refusal" on people who are responsible for 
managing significant amounts of U.S. funds. 

2. Information, Education, and Communication (Chapter ID) 

o The IEC program was, in general, well planned and well executed, with a 
complement of mass media, interpersonal, and material support activities. Its 
major focus was on family planninglchild spacing, with a secondary goal of 
providing information on STDs and infertility. The subject of STDs and AIDS 
because of its complexity and uniqueness, was not given the special attention it 
deserved and needed. Conflict of organizational responsibilities (FHPP and 
EPS) may have played a role as well. As the recognition of the AIDS problem 
grows in Senegal, the need for an even more concerted, specific, and intensive 
effort will be required. 

o The mass media campaign was particularly noteworthy, combining message 
research, collaborative planning, creative production, and close working 
relationships with ORTS. Access to radio was particularly successful. Access 
to television was limited because of increasing demands on the network for a 
variety of informational, entertainment, and development broadcasting. 

o A large number of IEC agents and community volunteers were trained in 
family planning communication, close to the overall target figure required. 
These volunteer workers, however, were disproportionately distributed in the 
six Regions of the Project. 

o The recruitment and performance of volunteer workers in certain areas, most 
notably Dakar, was less than hoped for. Many observers have cited the lack of 
any remuneration or incentive as a reason for this difficulty, and some have 
questioned the almost exclusive Project reliance on such volunteers for 
interpersonal education. 

o The involvement of health workers in family planning IEC, particularly of 
midwives working at health centers and health posts, a major goal of the 
Project, was not met. This was largely due to administrative difficulties caused 
in part by the separation of family planning service delivery and IEC activities 
into two ministries. A potentially important interlocutor between the two 
agencies, the EPS Regional Coordinator, was involved only marginally, in most 
cases, in Project activities. 

o Inefficient use was made of audiovisual and print materials. Too liberal public 
access was given to brochures, leaflets, and calendars; too little programmatic 
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focus was given to posters (i,e. to design them for use rather than for 
observation); and too little utilization made of audiovisual equipment such as 
film and slide projectors. 

o Important IEC-related research was undertaken by the project. Information on 
women, men, and overall socio-cultural characteristics of the population was 
made available to IEC planners. Much of the data, however, was of too 
general a demographic nature to be of specific use to IEC planners, and was 
not translated into a form useful for them. As importantly, no significant 
research was undertaken into the knowledge, attitudes, and practices of 
Senegalese concerning STDs and AIDS. No operations research, important for 
determining media mixes, interpersonal strategies, etc., was carried out. 

o Family Life Education, an important element in the Project Document, was not 
treated sufficiently in the Project. The Ministry of Education's reluctance to 
approve the introduction of population issues in the primasy and secondary 
school curricula until 1989 was a significant barrier to Project efforts. 

o IEC consultants, with few exceptions, were appreciated and used well by the 
IEC staff. However, according to FHPP staff, too little consultation between 
ISTI and the Project was held to more carefully and accurately assess Project 
needs and preferences. 

o Supervision was less than considered necessary by the evaluation team, Project 
staff, and collaborators, due to the lack of resources fuel and per diem after 
1989, but also due to the Project-mandated sharing of the supervisory vehicle 
between MSD for IEC activities and MOH for clinical work, and to unrealistic 
supervision programs and schedules in which one extension worker is to 
supervise 25 community volunteers. 

o Although overall educational planning was done well, and involved a wide 
range of professionals and technicians, more detailed planning; i.e., the 
identification of specific, sub-groups of the population (e.g., urban men, older 
women, etc.) and the development of specific strategies to reach them, was not 
done as fully as had been hoped. This holds m e  equally for family planning 
and STDs/Infertility. 

o Although community leaders were reached indirectly through the Project's 
choice of media (press and television), no specifically-designed, concerted 
campaign was developed to reach national, regional, and local religious, 
political, and traditional leaders. 
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o No pre- or periodic post-campaign audience evaluations were carried out under 
the Project. Such evaluations would have permitted an analysis of the 
appropriateness, acceptability, and memorableness of mass and other 
educational media. Similarly, no performance evaluations were carried out on 
personnel trained by the Project. As a result Project staff were unable to 
accurately assess the success of their efforts and take appropriate remedial 
efforts. 

o No archive of Project-produced materials was kept. The lack of such an 
archive deprives future planners of a basis on which to develop new programs, 
and limits the thoroughness of evaluation efforts. 

3. Family Planning Clinical Services (Chapter IV) 

a. Clinical services 

o The project has increased the availability of family planning services for 
the general population. 

-- The number of family planning clinics has increased from 17 in 
1985 to 123 in 1990; (Note: There is disagreement on the exact 
1990 number) 

-- The number of active clients in the public, private, and para- 
public sectors has increased from 8,543 to 39,000, over the same 
period. 

o While health clinics have been improved and an increasing level of 
family planning services has been made available, effective management 
of the system is lacking. While some clinics and family planning 
workers are over-burdened with clients, others may be under-utilized. 
Hours of operation of the clinics and numbers of family planning 
workers assigned to clinics, for example, are not adjusted to workload 
requirements. Allocation of financial resources for operations of the 
clinics is insufficiently related to need. 

o Deficiencies noted at the clinics include: 

-- Working hours Limited to 8:00 a.m. to 12:OO a.m. in 62 percent 
of the public sector centers visited; 

-- A limited range of contraceptive methods and services provided 
by family planning centers (of the oral contraceptives that are 
provided, only low dose pills are included in the mix); 
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-- Laboratory examinations are required in some public sector 
centers and in all Private and Para-Public centers, although not 
always necessary; 

-- Communication of technical information does not flow easily 
through the system; none of the centers visited, for example, had 
received a recent MPHSA circular letter concerning physical 
examinations. 

o The quality of clinical services observed during visits to selected family 
planning centers was considered insufficient. 

-- The taking of clinical histories is often incomplete; 

-- Women are not well-counseled on the advantages and 
disadvantages of different contraceptive methods; 

-- Clients are generally given whatever contraceptive method they 
ask for, if it is available, whether or not it is clinically 
appropriate for them; 

-- Instructions provided to women on the proper use of 
contraceptive methods are not complete; 

-- Clinical follow-up and management of possible side effects to 
the use of contraceptives are not systematic; and 

-- Little effort is made to track and determine why women who 
have received contraceptives do not return. 

o There is a growing community participation in the delivery of family 
planning services which should begin to impact positively on the quality 
of the service. Local family planning committees have been established 
to look over the activities of the clinics and to provide some additional 
resources from community funds and user fees. 

b. Training 

o Training has been insufficient to meet its potential for improving 
delivery of clinical services. 

-- While the absolute goal in the Project Logframe for training of 
midwives has been exceeded--over 300 have been trained--over 
one-third of the midwives at clinics have not received any family 
planning or IEC training. 
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60 physicians have received clinical family planning training 
courses. However, while the latter figure indicates that the 
number of physicians who have received training has exceeded 
project objectives, it also indicates that 60 per cent of medical 
doctors have received no family planning training. 

Study tours have been provided to 16 family planning workers. 

Few nurses--32--have received family planning training. The 
number trained is clearly below Project objectives, although now 
that legislation permitting such training has been passed, the 
situation may change. 

Since the audit and financial crises of 1989, with the reduced 
availability of local currency, local training has been at least 
temporarily suspended. 

The project has not developed a retraining program for trained 
workers. 

The development of a core of national trainers capable of conducting 
training sessions in the regions has been a notable success of the 
Project. However, since the auditffinanciall management crisis of 1989 
and the reduced availability of local currency, local training has been 
delayed. 

Although responsibility for training was decentralized to the regional 
levels, the content and quality of training programs have not fully 
responded to specific local clinical needs and to problems noted in this 
evaluation, such as what action to take when facing medical side-effects 
and complications. 

The GOS is considering an effort to more closely relate assignments of 
public health workers to their levels of skills. Rationalization of 
training needs and programs should begin to have a positive effect on 
family planning personnel resources. 

Family planning has been integrated into the curriculum of the 
Midwives Training School. 

Data collection 

Family planning data collected at the clinical level is inaccurate and 
unreliable. Indicators such as the number of new acceptors, levels of 
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STD, infertility, or women who have abandoned contraception, can not 
be used to judge the quality of impact of the Project. 

o Collection of reliable clinical data is subject to some of the following 
technical limitations: 

-- Definitions of data categories are not clear or well understood by 
health workers who collect and record data; e.g., new or active 
acceptors, drop-outs; 

-- There is often a shortage of forms and client records are not 
always available, filled out, well-stored, or filed; 

-- The system for transmission of data from district to regional to 
national offices does not function adequately; 

-- Guides or protocols on the collection of data do not exist. 

o Collection of reliable data is subject to some of the following 
management limitations: 

-- Midwives and other family planning workers who collect data do 
not understand why the data are being collected; they receive no 
feedback on the use of the data, and they see no benefit to 
themselves or to their clients to collect the data; 

-- Hours of work at the clinics are often too short and workload too 
heavy for family planning workers to both carry out clinical 
duties and also collect family planning data; and 

-- Family planning workers receive insufficient training and 
supervision on their data collection responsibilities. 

d. Supervision 

o Family planning clinics have not received adequate supervision from 
either national level staff or regional supervisors. Reasons given 
include insufficiency of funds for travel, per diem, and gas, confusion 
over organizational roles, uncertain responsibility for people and 
programs, and lack of supervisory protocols, guides, and management 
planning techniques. 

o Inadequate supervision from the national or regional levels has reduced 
operational control of the clinics. A recent written instruction to family 
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planning clinics, for example, indicating that clinics no longer need 
carry out routine laboratory tests on clients before prescribing oral 
contraceptives was not received by the family planning centers visited 
by the team. Because family planning workers do not understand the 
purpose of the tests, clinics continue to carry them out. 

o Private and Para-Public Sector clinics receive significant supervision. 
All such centers funded by the Project have been visited by ISTI staff 
who are primarily responsible for this component. 

Treatment of Sexually Transmitted Diseases and Infertility (Chapter V] 

There has been insufficient attention to treatment of STD and infertility patients 
in the implementation of the Project. Attention, instead, has been given to 
provision of contraceptive and regular family planning activities. 

Services that were provided to patients were poorly handling and of low 
quality. 

There was inadequate use of STD laboratories in the diagnosis of STD cases. 

Few reliable figures exist on the incidence of STD cases and treatment over the 
Project period. Statistics are unreliable because of poor collection and analysis 
methods. This makes it difficult to analyze the impact of Project activities on 
STD clinical conditions. 

There is little coordination between the Project STD component and the 
National STD and AIDS programs. 

There is a lack of training given to family planning workers such as nurses and 
midwives, in special counseling, screening, clinical problems, and interpretation 
of laboratory tests to treat patients with STD and infertility problems. 

There is insufficient collaboration between clinical and laboratory personnel to 
assure full understanding of testing programs and implications of test results. 

Equipment or supplies for STD laboratories were warehoused for 18 months 
before they were released for use. Appropriate drugs are not available at family 
planning clinics to treat STD cases. 

The recommendations of an STD consultant for the Project concerned with 
improving laboratory methods have not been implemented. 

Insufficient research has been carried out on local knowledge, attitudes and 
practices regarding STD, AIDS, sexual behavior, and use of condoms. 
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5. Conduct of Bio-Medical and Psycho-social Research (Chapter VQ 

o In regard to the initial goals of the research component: 

-- The operational research on the feasibility of a community based 
program, was not carried out, neither in Pikine, nor in Kaolack and 
Fatick (one project for Pikine "Yevi Jaboot" was not approved for 
funding); 

-- The survey on the feasibility of a national operational system for 
contraceptive distribution, was not carried out; and 

-- Too much bio-medical, psycho-social, and academic research was 
carried out, in comparison to Project operational studies. 

o The following areas have been identified as needing further attention to 
improve the research activity: 

-- Planning and coordination of research activities encountered during the 
execution of the Project; 

-- Involvement of Project actors in planning research; and 

-- Dissemination and use of research results. 

o Although a considerable number of research studies have been carried out, the 
Project has not yet developed an overall long-range research plan with 
priorities, schedules, and suggested uses of limited research funds. There is no 
one at the Project who is assigned this overall research management 
responsibility. 

o The Project's Technical Director in the Ministry of Public Health and Social 
Action has not been sufficiently involved in the identification of many research 
topics, particularly those on psycho-social issues. 

o Many Project research reports can be found at ISTI and the Project, but very 
few have been disseminated to government ministries or other potential users. 
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6. Construction and Renovation of Infrastructure and Maintenance of Equipment 
(Chapter VII) 

On the physical premises 

o 64 percent of the waiting rooms in the public sector clinics may be 
considered to be inadequate because of: 

-- inadequate space for clients and health workers and insufficient 
seating for patients; 

-- limited space in waiting rooms or waiting areas; and 

-- no seats at all in one center (Dorninique). 

o 36 percent of the consultation and examination rooms may be 
considered inadequate because: 

-- patients' privacy is not respected (other patients and clinical staff 
walk freely into and out of the consultation rooms) and 

-- rooms are small, cramped and often used as storage. 

o Small renovations to provide increased space and improved visiting 
conditions are required at most facilities. 

o Among Private and Para-Public Sector centers, the physical facilities are 
in better condition and well maintained. This may be because they are 
part of private or para-public organizations such as SOTRAC, PORT, 
etc. which make available more funding for improvement to physical 
facilities. 

b. On equipment 

o The equipment provided by the Project was technical equipment used 
for gynecological examination and IUD insertion, and some office 
furniture. 

o While the number of consultations is increasing, insufficient equipment 
(speculums, scissors, forceps, gloves) is available in 67 percent of the 
centers. 
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o Equipment that is available in some centers is poorly maintained, ix., 
broken with no facilities for making repairs, sterilization with flame. 

o Basic sterilization procedures are not known or followed. Few of the 
staff in the centers visited (except for DANTEC and ASBEF) knew how 
to operate autoclaves. 

Contraceptive Logistic Management (Chapter VJTI] 

In April 1991, there were generally sufficient contraceptive stocks at the central 
and regional levels. Periodic "stock outs" of selected contraceptives, however, 
were reported at all the family planning clinics visited by the team. In 
addition, there were reports of over or under supply of particular 
contraceptives. In the early years of the Project, "stock outs" were a result of 
overall stock shortages. More recently, supply problems result from 
weaknesses in the distribution system. 

FolIowing the GOS and donor effort to coordinate contraceptive inputs, the 
Project has recognized the need for increased coordination in the preparation of 
the annual contraceptive procurement tables by forming a "Contraceptives 
Products Requirements Committee" among the donors. The system of 
coordination among donors, principally USAID and UNFPA, however, does not 
yet work. 

Poor control of inventories exists at both the central (Dakar) and clinical levels. 
No clear control exists over the Project's central warehouse. No inventory 
cards or stock register books exist at the PNA warehouse or clinical sites. 
Regional and clinical methods for inventory controls vary considerably. 

The present logistic management information system does not produce the data 
and reports necessary to manage the logistic system. The established MPHSA 
and Project data collection system does not function as it should. ISTI has had 
to make special annual visits to the regions to collect contraceptive inventory 
data in order to plan and prepare annual contraceptive purchase orders. 

Data inconsistencies exist throughout the contraceptive logistic management 
information system. There is often a conflict on numbers of acceptors between 
logistics-based data and clinic-based reports. The Project, for example, has 
reported receiving 24,420 IUDs, but ISTI reports indicate 41,333 as being 
distributed. 

The system for tracking the purchase, shipment, delivery, and storage of 
contraceptives is weak. Since commodities are purchased under USAID's 
worldwide contraceptive procurement system, it is difficult to obtain firm 
financial data on disbursements for Project contraceptives. 



Lack of Project vehicles and fuel at the regional levels are often cited as the 
reasons for delay in the delivery of contraceptives to the clinic sites. 

Logistics staff have not been sufficiently trained in many basic concepts of 
logistics management such as first-in first-out, secure verses working stocks, 
push verses pull, as the guidelines to provision of stock. 

Women in Development Projects (Chapter IX) 

Credit should not be a gift to women entrepreneurs, but an incentive to help 
generate additional revenues for community volunteers. Few of the 62 WID 
projects envisioned under the original Grant Agreement would meet minimum 
credit criteria. 

The Government agency responsible for management of village-level 
development projects does not seem to be prepared to provide the management 
and staff resources to administer the WID sub-projects. 

FHPP is not equipped to deal with the institutional requisites necessary to 
manage the women's sub-projects if they were as complicated as a full-scale, 
small enterprise, credit programs. 

These women's activities seem to be marginal to the central clinical thrust of 
the present family planning Project. 

Family Planning Service Statistics (Chapter XI) 

The Project Agreement and Logfi-arne do not contain a separate component or 
activity for improvement of the system for collection of population service 
statistics, and the scope of work for this evaluation does not request the team to 
look into the matter. 

During the course of the evaluation a number of problems were identified in 
the system for collecting, analyzing and using, family planning service statistics 
at the clinical and operational levels of the Project, and in the availability of 
accurate, reliable, and timely data and information to fully understand and 
manage the Project. The team added a Chapter on the subject. 

The Private and Para-Public Sector Component (Chapter X I )  

a. PPPS 

o Visits to five PPPS supported clinics indicated a high level of 
motivation on the part of the PPPS workers and facilities and equipment 



at these well cared for clinics. While salaries paid to PPPS clinic staff 
are often higher than amounts paid to public sector personnel, they 
seemed more than justified by a higher level of effort. 

o The family health and population activities of private and para-public 
organizations generally conform with the health policies of Senegal and 
further the objectives of FHPP. 

o Client satisfaction at PPPS FP clinics compared very favorable to client 
opinions at public sector facilities. 

o There are no apparent funds that could substitute in any significant way 
to support PPPS clinics if USAID funding were terminated. 

o Present estimates are that 10,000 new acceptors have resulted from 
PPPS component activities. 

b. CSM 

o Considerable effort has been made in the planning and design of a CSM 
program for Senegal, and the basic structure of the program has been 
outlined. 

o Political support for a CSM program has been secured from key sectors 
such as the CSS, the IPM, and pharmacists' associations, but similar 
support must now come from the GOS and the medical establishment. 

o Unspent component funds exist to permit considerable additional work 
in finalizing the CSM program and developing a suitable advertising 
and promotional program. 

The Demographic Data Base Component (Chapter XII) 

The 1986 Demographic and Health Survey was a well-executed representative 
sample survey which provided useful information on maternal and child health 
conditions, vaccination coverage, fertility, family planning and nutrition 
information that was previously not available. A second Demographic and 
Health Survey which will document changes, in contraceptive knowledge and 
use, and its impact on fertility during the Project period is planned for 1992. 

Basic census reports were published within three years of the census as 
specified in the Project logframe. The census was almost two years behind 
schedule and the data have not yet been fully exploited or analyzed in terms of 
fertility and mortality. Important demographic analyses are underway which 
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should provide important information on demographic trends between 1976 and 
1988. Important demographic questions were not included in the 1988 census 
questionnaire which limits the demographic parameters that can be estimated 
from census data. 

o Data are not exchanged among Project components. Information, for example, 
such as the DHS prepared by the BNR Project component has not been 
adequately diffused to, or used by, the clinical sub-components and other data 
users. Existing surveys and census data have not been fully exploited to assist 
the family planning program in planning and evaluation of impact. 

o The regional demographic surveys have not been carried out as planned. It is 
now unlikely that the BNR will be able to carry out these surveys (five 
regional surveys covering two regions in each survey). 

o In-country, long-term overseas and short-term overseas training provided by the 
Project was achieved as planned and appears to have provided needed skills to 
census staff in the areas of demography, statistics, census cartography, census 
and survey data processing software, maintenance of computer hardware, 
software for presentation of census and survey results, and the development of 
a sound system of documentation and data base management. The training 
objectives were achieved during the Project. However, new training needs 
have been identified, and the BNR missed opportunities to participate in two 
regional seminars on census analysis and population models because of its 
delay in initiating necessary paperwork. 

o BNR planning and preparation for some of the visits of U.S. BUCEN 
consultants to BNR were insufficient, often leading to inefficient use of their 
time during BNR visits. 

o During the Project period the BNR had four (4) different Directors and 
undergone a number of reorganizations which has disrupted the continuity and 
coherence of the BNR component of the Project. 

o More technical assistance should have been provided to the FHPP to improve 
the reporting, data processing, analysis, and evaluation of the family planning 
data collected at the family planning clinics. 
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B. Summary of Major Recommendations 

1. Project Administration and Management (Chapter II) 

a. On financial and budget matters 

o The GOS should take appropriate measures to assure that it is able to 
meet its financial commitment to the Project. For example: 

Propose ways and means necessary to assure a level of 
Government support for family planning that is adequate and 
lasting; 

Set service fees to acceptors based on ability to pay for the 
services; 

Improve internal procedures which mobilize and secure local 
funds to assure that the GOS is adrninish-atively capable to meet 
its financial contributions; 

Specify budget preparation procedures and assignment of 
financial responsibilities; 

Assure that GOS counterpart part funds are provided on time; 
and 

Seek ways to increase support from other donors, as well as 
users, and the private sector to keep the public sector burden to 
the minimum. 

o Encourage local Community Health Committees to cany out many of 
the actions cited above at the local level. 

o Encourage private sector purchase and sale of contraceptives as a way 
to reduce some of the Government's burden for commodities that the 
GOS might better apply to supervision and delivery of quality clinical 
services. 

o USAID, in its design of the future Project, should take into account the 
GOS ability to financially support the Project and, 

-- Make realistic counterpart fund projections that anticipate the 
amount of local currencies that will come available to the GOS, 
taking into account the limits imposed by the IMF structural 
adjustment program; 
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-- Maintain sufficient records to determine if the GOS financial 
commitment is being met, hold the GOS to its commitment, and 
establish Project revisions and reductions that will be made if 
sufficient funds are not available; 

-- Make flexible grant agreements, such as where USAID financial 
contributions are tied to pre-determined Project perfo~mance or 
other criteria; 

-- Study the possibility of a health/family planning sector grant to 
encourage policy changes or administrative actions to improve 
implementation of family planning activities; and 

-- Support the upcoming study on financing of health services and 
ensure that FP activities are included in the study. 

On management and coordination matters 

o Make every effort in the new Project to shift decision-making for 
operational and budgetary matters from USAID and any future technical 
assistance contractor, to GOS agencies and personnel so that family 
planning can be institutionalized as a GOS effort. 

o Clarify and strengthen the planning function either by hiring a health 
and family planning planner or improving the planning skills of Project 
personnel. 

o Involve key Project personnel in more financial decisions such as for 
purchases of contraceptives and selecting contractors. 

2. Information, Education, and Communication (Chapter 1111 

o Address the issue of Project sustainability, considering the following three 
alternatives: 

-- Contraceptive Social Marketing, whereby contraceptives are imported 
free of charge from a donor like USAID, then sold on the market at a 
price which reflects consumer purchasing power but also the need for 
operating revenues (including revenues for IEC); 

-- The Bamako Initiative, whereby generic contraceptives are purchased on 
the international market according to competitive bidding; the difference 
between the low purchase price and a fair sales price will provide 
operating revenues, as in (a), above; 



-- Community-Based Distribution, whereby local communities manage 
contraceptive distribution and sale programs. Contraceptives are 
purchased through either (a) or (b), above, then sold at a modest 
margin, providing local operating revenues and incentives for local sales 
agents. 

o Assure the best possible coordination of IEC activities both at the national and 
regional levels of the proposed NFPP, integrating different services from 
different ministries. The roles and interrelationships among the Health 
Education Service of the Ministry of Health, the UNFPA Project staff, and to 
UNICOM (Ministry of Planning) must be clarified. 

o Develop specific messages for target groups of the population. Regional, 
religious, and ethnic differences as well as differences in age, sex, education, 
and place of residence must be taken into consideration when developing 
messages and thematic strategies. A close working relationship with UNICOM 
should be established of particularly importance would be of help to determine 
the best way to reach national, religious, and traditional leaders. 

o Establish a fee-based agreement with ORT to guarantee the correct, timely, and 
error-free broadcasting of family planning and STD/infertility messages. 

o Monitor the IEC program's impact more closely. Both sample survey and 
focus-group data collection methods should be employed to see to what degree 
people receive, understand, favor, accept, and use information provided. 

o Encourage collaboration between IEC specialists and researchers before 
research designs are completed to ensure the inclusion of specific, message- 
related inquiries in all research; and to ensure that research data are analyzed, 
interpreted, and presented with the IEC planner in mind. 

o Strengthen supervisory programs. The allocation of budget resources, to enable 
community volunteer and/or extension worker to participate in regional or 
national group supervision/training, instead of using these resources for gas and 
vehicles, may achieve improved supervisory goals as well as providing an 
opportunity for additional training. 

o Increase the role of clinical personnel--particularly midwives and family 
planning nurses--in family planning education. A review of the curricula in 
professional schools should be conducted to ensure that they include an 
IEC/counselling component. Clinic operations should be reviewed to assure 
that adequate time is allowed for quality provider-client counselling. Regional 
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EPS Coordinators should play a more active role in the in-service education of 
midwives in family planning IEC. All supervision of midwives should include 
a review of education and counselling activities. 

o Limit the production of print materials to those targeted for a specific, literate, 
and reasonably educated audience (doctors, media professionals, health 
workers, etc.). Few additional funds should be spent on audiovisual equipment 
(VCRs and 16mm projectors in particular) since this equipment has a 
discouraging history not only in Senegal but in other countries as well. 

o Renew dialogue between the MPHSA and the Ministry of Education to 
revitalize interest in Family Life Education and to design a program acceptable 
to both parties. In view of the Ministry of Education's current program to 
integrate population issues into the curriculum, the Project's efforts might focus 
on out-of-school education, such as young women's associations. 

o Explore the Community-Based Distribution scheme as a means to increase 
contraceptive availability, to accelerate the rate of family planning acceptance, 
and to provide motivation to individual volunteer workers. Attention should 
also be given to motivate retailers to whom a fee subsidy has been passed to 
provide greater access to contraceptives. 

o Provide additional resources to the Project specifically for STD/AIDS 
education; or transfer the MST/SIDA education program of the Project to 
another agency, such as EPS, which may be better staffed and equipped to 
direct and manage it. In either case a closer working link w i ~ l  the Minisay of 
Public Health and Social Affairs' STD program and the National AIDS 
committee work should be forged. 

3. Family Planning Clinical Services (Chapter IV) 

a. Clinical operations 

o Reorganize responsibilities, personnel assignments, and hours of 
operation, at family planning clinics to permit more effective use of 
available staff time, facilities, and equipment. 

o Insure that a regular supply of an appropriate contraceptive mix is being 
supplied to, and available at, the central, regional and clinic level, 
including injectibles and standard dose pills, in accordance with the 
national service policy. 

o Supervision and training should stress prescription of approved clinical 
methods such as careful attention to client counseling, considered choice 
of contraceptive methods, and client follow-up. 
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Reference documents should be made available to clients and family 
planning service providers. 

Develop and strengthen clinical programs to attract men to clinics and 
facilitate their use of family planning methods. 

Integrate family planning programs with other health activities such as 
health education, nutrition, mother and child and pre- and post-natal 
care, immunization and oral rehydration. 

Training programs 

Improve the GOS management capacity for delivering improved family 
planning services by creating training and retraining programs designed 
for family planning supervisory personnel at all levels--central, district, 
regional and clinical personnel. For this purpose, supe~visors may be 
medical doctors, nurses, midwives or leaders of local family planning 
committees, as well as administrative personnel. 

Provide clinical workers with training in IEC, psycho-social, gender, 
cultural and religious matters, counselling and associated social issues, 
along with the technical issues of the delivery of family planning 
services. 

C o n f m  the responsibility of the National Clinical Coordinator to make 
training more relevant by reviewing the curricula of the various local 
training programs to assure that it is updated according to human 
resource needs actually assessed and clinical problems discovered 
during supervision. 

For an extension of family planning services especially in rural areas, 
the training of physicians and nurses, in particular, is essential. 

Continue integrating family planning subjects into other nurses and 
midwives training schools curriculum as initiated already at the 
Midwives Training School. 

Data collection 

Improve the system for collection, processing, and analysis of health 
service data by developing written guides and training programs for data 
collectors and assuring the availability of basic documents, forms, and 
supplies to carry out the data collection. 

Assure the publication and dissemination of the results of the analysis. 

lviii 



d. Management and supervision of the family planning center 

o Increase supervision at all levels of the family planning system, 
especially for quality of service delivery, improved recordkeeping, and 
technical clinical activities. Develop written protocols along the line of 
Annex C-1, for carrying out supervisory visits. Develop a system of 
evaluations on a time-phased basis, with reports and feedback to units 
supervised, as well as to the next higher level and to the Project itself. 
Supervisory visits should stress the early discovery of problems which 
need management attention, rather than audit and control to "catch" 
someone. 

o C o n f m  the responsibility of the central MCH level for coordination, 
monitoring, and supervision of MCH and family planning activities. 

o Conduct studies on other aspects of family planning activities such as 
causes of dropout rates, profile of users, services, provider role in the 
choice of the contraceptive method. 

o Give more attention to supervision and evaluation of training programs 
receive more attention. Supervision should cover content and 
methodology of training, as well as follow-up to dete~mine the impact 
and effectiveness of training provided. 

o Have the team designing the new Project review the results of the 
supervisory seminar and the supervisory manual that has already been 
published to determine why it was never introduced. A detailed 
supervisory protocol should be included in the new Project. 

4. Treatment of Sexually Transmitted Diseases and Infertility (Chapter V] 

a. In the short term 

o Improve the capability of family planning workers to handle the clinical 
problems of STD and Infertility. 

o Improve the understanding by family planning workers on the uses and 
implications of specialized laboratory test so that workers can make 
better clinical decisions and provide more relevant counseling to clients. 

o Improve the coordination between the Project STD program and the 
National Programs on AIDS and other sexually nansmitted diseases. 
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o Complete activities initiated under the Project, such as the provision of 
laboratory equipment and training in its use for testing. 

b. In the long term 

o Shift management of the STD activity out of the Project, directly into 
the National STD/AIDS Program--in essence, lowering the priority of 
this activity within FHPP. 

5. Conduct of Bio-Medical and Psycho-Social Research (Chapter VI) 

a. Short term 

o Locate copies of prior research funded by the Project and establish a 
library for the reports. Develop a bibliography of studies and research 
that have been completed. Determine who should receive copies of the 
research reports and undertake a purposeful program of dissemination. 

o Begin new operational research only after the Project determines the 
usefulness of what has already been accomplished by the research 
component. 

b. Long term 

Under the new Project, the design team should: 

o Determine who and where in the Project or MPHSA the assignment 
should be made for long-term management responsibility for a 
continued operational research program. The design team should 
consider assigning this responsibility as one of the principal duties of 
the new family planning statistics, research, and evaluation unit 
recommended in Chapter X. 

o Develop a priority plan for the long-term use of operational research 
funds. 

o Seek out local resources whenever possible to carry out studies and 
research. Develop a local capacity to cany out KAP studies, probably 
associated with those responsible for IEC activities. 

o Develop a research study to create protocols to evaluate various family 
planning processes; for example, quality of clinical service, performance 
of family planning workers, client attitudes toward service received, and 
client understanding of family planningconcepts and methods. 



o Develop studies to evaluate the impact of family planning services 
within the Ministry, capacity of family planning staff to deal with 
clients, staff comprehension of family planning concepts and 
methodology, and challenges to integrate family planning with other 
health delivery activities. 

Construction and Renovation of Infrastructure and Maintenance of Equipment 
(Chapter VII) 

Include the condition of the physical facilities of the family planning service, 
including the buildings and equipment, under the increased level of supervision 
and inspection proposed to improve the overall delivery of family planning 
services. 

Give priority to consolidating efforts to improve clinical services in existing 
family planning facilities over making expansions to the system. Sufficient 
budgetary resources should be provided to assure the success of the 
consolidation plan that is approved. 

Slow the rate of construction or renovation of new FP centers and, instead, use 
those funds to improve patient care, counseling, and to improve the 
contraceptive mix. 

Conduct a complete physical inventory of available equipment and need; then, 
provide centers with adequate equipment, and train staff in operation and 
maintenance of the new equipment. 

Increase attention to the availability, quality and use of family planning 
equipment. Develop a program that includes the carrying out of periodic 
equipment needs assessments, the preparation of standards and criteria on the 
number and type of equipment to be used, and develop protocols for the 
continued management and supervision of equipment use. 

Contraceptive Logistic Management (Chapter VIIQ 

Reduce periodic stock ruptures by introducing a logistics management 
information system and by increasing contraceptive stocks at the regional 
warehouses and clinics to a level that better approximates working needs and 
reasonable security stock. 

Commission FPLM to develop and introduce a logistics management 
informationsystem for the Project. 

Stock contraceptive supplies at the following levels: central level, 12 months; 
regional level, 6 months; clinic level, 3 months. 
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Implement the contraceptive commodity exchange agreement between USAID 
and UNFPA to allow a more complete mix of contraceptives, including 
injectibles and standard-dose oral pills to be used by the NFPP. 

Devise and implement a more efficient shipment tracking system for 
contraceptives; disseminate information more widely to MCH and FHPP staff. 

Designate the FHPP logistician as the person responsible for managing the 
Project central warehouse. 

Assure that central and regional financial, logistic, and staff capacity exists for 
USAID to conduct supervisory visits and to transport contraceptives. 

Develop an internal order form, perhaps as part of the new Procedures Manual, 
whereby clinics, regional headquarters and warehouses, and central offices and 
warehouses would use the same procedures and documentation to order and 
account for commodities and contraceptives. 

Devise a logistic supervisory protocol as a checklist for central and regional 
supervisors. See Annex C as a guide for the preparation of such a protocol. 

Reduce the quantities of condoms scheduled for 1991/1992 delivery and 
consider airfreighting a part of the IUDs scheduled for 1991 delivery. 

Make operational the computerized contraceptive and inventory program 
installed at PDFP by MSH and train the MCH and FHPP logisticians to use the 
program. 

Organize, along with MPHSA, Project management, USAID and ISTI, a 
professional formal assessment of the needs for trained staff in management of 
the contraceptive procurement system; develop an organized, long-term, 
training program to help implement the above recommendations. Training 
should be provided in at least the following: 

-- How to prepare CPTs and procure contraceptives; 

-- Contraceptive forecasting techniques; 

-- Collection, analysis and use of contraceptive supply data; 

-- Correct logistics management procedures, including warehousing, 
storage, and transportation; and 

-- Use of the computerized contraceptive and inventory information 
program. 
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Women in Development Proiects (Chapter IX) 

Require rigorous technical and economic appraisal before funding projects. 
Credit projects, for example, should be ranked according to potential 
profitability before selection and inclusion in the program. 

Install rigorous financial and management procedures before the disbursement 
of funds begins. Such procedures include the establishment Capital 
Replacement Accounts and Maintenance and Repair Accounts, establishment of 
clear disbursement procedures, etc. 

Organize a conference on small-scale and rural credit should be organized for 
organizations currently working with small-scale projects in Senegal in order to 
share with the Government of Senegal and Project officials prior local 
development experience. 

Hire specialized technical staff to run the component, or shift funds to another 
GOS agency or a PVO specially staffed to carry out such activities. 

Family Planning Service Statistics, Research and Evaluation (Chapter Xl  

General recommendation 

Establish a Family Planning Statistics, Research and Evaluation Unit 
(FRSRE) in the new GOS NFPP and give it a high priority in the future 
family planning project. 

Detailed recommendations 

Improve the collection of management oriented family planning data 
and information. 

Collect and process data and carry out analysis of family planning 
program activities, and assure feedback to service monitors. 

Organize periodic training of clinic and other family planning systems 
staff in data collection and analysis. 

Improve supervision of data collection in family planning clinics. 

Consider incorporating the Project's operational research activities into 
the newly created FPSRE unit. 
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o Charge the new FPSRE unit with conducting program evaluation studies 
suggested in the logframe, such as studies of quality of care and health 
issues related to contraceptive use. 

o Place future family planning technical assistance consultants directly 
under the responsibility of the FPRSE to meet the needs of the research 
program and to assist in training and institution building of this 
specialized activity. 

o Publish and disseminate existing demographic survey data and family 
planning clinic data. 

o Coordinate with BNR and other statistical units in the GOS on the 
collection and analysis of selected data. 

o Develop ways to motivate midwives to collect complete and accurate 
data (e.g., show them results for their respective clinics and explain the 
purpose and uses of the data collected; offer annual awards to selected 
clinics for quality service statistics (according to pre-specified criteria 
for determining high quality, e.g., timeliness, completeness of forms, 
etc). 

o Encourage the FPSRE unit to take advantage of the expertise available 
through USAID-supported organizations involved in family planning 
program research and evaluation. These organizations could provide 
technical assistance for research and training to the Unit, including the 
development of a long term research program and assistance in the 
execution of studies. 

10. The Private and Para-Public Sector Component (Chapter X n  

a. PPPS 

o Continue support for a PPPS component as one way to increase support 
from users and the private sector and to reduce the public sector 
financial and administrative burden. The considerable energy and 
physical infrastructure of the private, para-public and non-governmental 
sectors should be enlisted more directly to support the objectives of the 
GOS to improve the health and quality of life of the people of Senegal. 

o Apply the relevant recommendations for training of public sector 
clinical workers to the training of PPPS personnel. Subjects for training 
should include improvement in the quality of service delivery, 
application of the GOS new rules on use of physical examinations, and 
coordination among clinics that are part of the same PPPS organization. 
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o Assure that the financial resources made available to the PPPS 
component in the Project Agreement are fully disbursed during the 
remaining life of the Project. 

o Encourage continuation and expansion of the PPPS component, at least 
as an experimental component for further study. 

b. CSM 

o Begin formal negotiations with the GOS to permit the design and 
development of a small-scale contraceptive social marketing component 
under the new Project--either as part of an expanded PPPS component, 
through an NGO, or under public leadership worked out through 
MPHSA. 

o Develop a detailed CSM work plan as part of the new family planning 
Project covering activities in the following categories: political 
mobilization; definition of a distribution network; establishing a pricing 
system; establishing a local packaging system (if necessary); developing 
a detailed institutional and product advertising program. 

o Finalize institutional relationships and responsibilities with SANFAM, 
or another NGO, either under the family planning Project or under the 
new umbrellas PVO Support Project, to bring private, para-public, and 
other non-governmental organizations into the CSM program. 

o Support study tours for GOS, Project, NGO and PPPS personnel to 
neighboring countries such as Mali, Gambia, and Togo, which have 
already embarked on CSM programs. 

o Provide technical assistance, particularly in the areas of institutional 
organization (relationships among public, private, and NGO sectors), 
pricing, and advertising. 

11. The Demographic Data Base Component (Chapter XII) 

General recommendation 

o Continue selected support to macro-demographic data collection and 
analysis through BNR and improve GOS's institutional capacity to carry 
out such activities. 
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b. Data collection and analysis 

o BNR should give high priority to conducting the Demographic and 
Health Survey I .  @HS II) in 1992. Increase the sample size so that 
regional level estimates and analysis of fertility, mortality, and 
contraception can be obtained. Include male sub-sample for the 1992 
DHS. Questions on maternal mortality should be included. Conduct a 
national DHS III again in 1997 (with large sample size). The additional 
costs of increasing the sample size and adding a male sub-sample to the 
DHS I1 will need to be allocated in the next five year Project. Install 
software such as REDATAM for improving BNR's data analysis 
capability at the district, village, and neighborhood level. 

o Assure that adequate funds are allocated for the full exploitation, 
analysis, and dissemination of the fertility, mortality and family 
planning data from the 1986 DHS, 1988 Census, 1990 EPF, and the 
DHS I1 planned for 1992. Include a question on number of children 
ever born (CEB) in the 1998 census for estimation of fertility from 
census data. Family planning survey data collected by BNR should be 
more fully exploited with respect to IEC issues (e.g., obstacles to family 
planning acceptance), access to contraception, fertility desires and 
contraceptive method preferences, and problems associated with 
contraceptive use ( e g ,  side effects, method failure, discontinuation). 

o Do not conduct Regional Demographic Surveys. The regional surveys 
are redundant to the DHS Survey Program and some would cover topics 
(e.g., migration) that are not a priority for the FHPP program. 
Furthermore, a national migration survey of 6000 household is already 
planned for 1991 funded by IDRC, and a national demographic and 
health survey is planned for 1992 (DHS II). Thus, the regional surveys 
would also place a strain on BNR infrastructure, would be of limited 
utility, and the timely analysis of the results would be unlikely. 

o Encourage more collaboration/coordination between BNR, the FHPP 
and MCH in the future on data collection and analysis needs (e.g, joint 
effort on questionnaire design and BNR assistance on analysis of family 
planning program statistics. (Note: Chapter VIII recommends 
establishing a Statistical Research and Evaluation Unit in the 
FHPP/MCH for data processing and programoriented analysis of family 
planning program sktistics and for conducting program evaluation 
studies. BNR staff could provide valuable technical assistance in the 
establishment of this Research and Evaluation Unit, particularly in the 
areas of questionnaire design, sampling, interviewer training, field 
operations, data coding, editing, and analysis.) 
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c. Training 

o Provide training in management procedures to the BNR Director and 
Division Heads at BNR and at BI (e.g., training in how to plan annual 
work programs for data collection, analysis, publication and seminars 
and training; planning for technical assistance visits; setting work 
priorities; delegation of responsibilities and division of labor; intra- 
office communication; conduct of staff meetings; and delegation of 
authority when director and/or division heads are travelling). 

o Encourage BNR to participate in Regional Census Methodology and 
Analysis Seminars (e.g., seminars sponsored by CERPOD; UNFPA; 
U.S.BUCEN; RAPIDII) and improve planning for participation in these 
seminars and the availability of funds for participation. 

o Provide training to selected BNR Staff in data use and dissemination, 
survey sampling techniques, multivariate statistical analysis techniques, 
and the use of survey statistical packages for micro-computers. This 
could be done in-country or as short-term training abroad (e.g., U.S. 
BUCEN; University of Chicago; University of Michigan summer 

IRD-DHS, or University of Montreal). Training in the 
statistical software REDATAM for improving data base management 
capabilities and analysis at BNR. 

d. Technical assistance 

o Provide technical assistance for the 1998 Census of Senegal during the 
1992-1997 period. This includes costs for census planning and 
preparation, consultation with data users, questionnaire design and table 
outlines, the development of computer programs and, especially, 
mapping. Substantial funds are needed for training, staff, computers, 
etc. for the three years preceding the 1998 census. For the short term 
(i.e., the current Project), better planning is needed on the part of BNR 
for technical assistance missions of U.S. BUCEN staff to BNR ( e g ,  
preparation of work agendas for visits; exchanging progress reports and 
analyses completed prior to the visits; and ensuring availability of BNR 
staff during the TA visits). In the future more BNR technical assistance 
should be provided directly to the FHPPNCH for the collection, data 
processing, analysis, evaluation and dissemination of the family 
planning survey data and family planning clinical service statistics. 

o Encourage BNR to continue to take advantage of technical assistance 
from selected USAID Cooperating Organizations (funded by USAID 
central funds), providing that collaboration with these organizations 
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would be for the purpose of achieving specific objectives of the FHPP 
Project and consistent with the work program defined by BNR under the 
Project. 

Support the purchase for BNR of two new printers, and funds to pay for 
analysis, publication and dissemination of results from the 1988 Census 
and the 1990 urban family planning survey. 

Encourage the BNR and the FHPP to identify specific technical 
assistance needs and to have the flexibility to chose the most 
appropriate organization(s) and/or consultant(s) to provide this 
assistance. 

BNR internal and external management 

BNR should adopt a one-year and a five-year work plan and carry out 
an annual evaluation of the execution of the annual plan. 

BNR needs to pay more attention to the following issues: 

Programming of time and keeping to work deadlines; 

Over-committing in survey data collection; 

Documentation of work accomplished; 

Processing financial paperwork, timely requests for training to 
US AID; 

Preparation for visiting consultants; 

Documentation of data files; 

Adequate arrangements with USAID or GOS for the 
maintenance of micro-computers, bernoulli disks, laser and other 
printers; and 

BNR Director's attention to Management and Administrative 
issues. 

lxviii 



I. PROJECT BACKGROUND AND EVALUATION METHODOLOGY 

A. Demographic Summary of Senegal 

Senegal is a West African country with a population of more than 7 million 
inhabitants in 1991. Although 60 percent of the population still lived in rural areas as of 
1988, the country is rapidly urbanizing. Urban areas are growing at almost twice the rate as 
rural populations, due to heavy rural to urban migration combined with high rates of natural 
increase. The current rate of natural increase in Senegal is 2.7 percent annually, implying 
that the population will double in size in 26 years if the rate continues unchanged. About 85 
percent of the population are Muslim and polygamy is widely practiced (47 percent of 
married women were in polygamous marriages in 1986). Women tend to many at an early 
age which contributes to the high fertility in the country. In 1986, the median age at first 
marriage among Senegalese women was 16.6 years, although the average age at marriage is 
later among women with higher education and those living in urban areas. The minimum 
legal age at maxiage is 16 years for women, but this law is not strictly enforced in rural 
areas. 

The provisional estimate of the total fertility rate for 1988, based on births during the 
12 months prior to the 1988 census, is 6.3 births per woman (Ndiaye, 1991). In 1986, the 
total fertility rate was estimated to be 6.6 births per woman, down from 7.1 per woman in 
1978 (1986 EDS; 1978 ESF). Most of the decline in fertility has been among younger 
educated women and women living in urban areas. "Ideal family size" among married 
women declined from 8.8 children in 1978 to 7.2 in 1986, and one-fifth of married women in 
1986 said they did not want any more children. 

Contraceptive knowledge has been increasing over the past decade, with the proportion 
of women knowing of at least one contraceptive method increasing from 59 percent in 1978 
to 90 percent in 1986. Among married couples, the percent practicing any method of 
contraception (modem or traditional) increased from 4 percent in 1978 to 11 percent in 1986. 
However, the percentage of married couples using any modern method was less than 1 
percent in 1978 and only 2 percent in 1986. 

Preliminary results from the 1990 Urban Family Planning Survey show that current 
contraceptive use among currently married urban women ages 15-49 was 21 percent (10 
percent modern methods and 11 percent traditional methods). The 10.4 percent contraceptive 
prevalence rate for modern methods in urban areas estimated for 1990 represents an increase 
in modern contraceptive prevalence of over 50 percent from 1986 when urban contraceptive 
of modem methods w2s estimated to be 6.7 percent. "Ever use" of modern methods among 
currently manied urban women 15-49 in 1990 was 20 percent and ever use of traditional 
methods was even higher at 38 percent (1978 ESF; 1986 EDS; 1990 Urban EPF). The large 
difference between current contraceptive use and ever-use estimates could be an indication of 



a high level of discontinuation of contraceptive use or possible evidence of some 
contraceptive use for spacing purposes. 

Life expectancy at birth was estimated to be 48 years in 1988 up from 42 years in 
1968. During the period 1971-75 to 1981-85, the infant mortality rate was estimated to have 
declined from 120 infant deaths per 1000 live births during the 1971-75 period to 86 infant 
deaths per 1000 live births during the 1981-85 period. The proportion of children dying 
before age five was estimated to be 19 percent in 1986, down from 29 percent in the early 
1970s. 

The population of Senegal is projected to increase from 6.6 million in 1986 to 13.1 
million in the year 201 1, with the population doubling in only 25 years, even under 
conditions of declining fertility. The crude birth rate is estimated to have declined very little 
between the two censuses, from 48 births per 1000 population in 1976 to 46 in 1986. 

In 1988 Senegal adopted an official declaration of population policy for the country 
and in 1990 the President signed into effect a National Family Planning Program. The 
government has stated that the current levels of fertility and population growth are 
unsatisfactory and too high. 

1. Goals 

On July 31, 1985, the Goveinment of Senegal and the Government of the 
United States signed Grant Agreement No. 685-0248 to initiate a seven year, $28 million, 
Family Health and Population Project. This was Phase 2 of an earlier Senegal health and 
population project. The primary goal of the present Project is to improve the health of 
Senegalese women and their children through more effective birth spacing and to achieve 
population growth rates consistent with GOS ability to provide for basic health and social 
services. The long term goal of the project is to achieve a population growth rate which does 
not exceed projected increases in agricultural output and GOS costs for basic health and 
social services. 

2. Purpose 

The overall purposes of the Project are to: 

o Provide comprehensive support to maternal and child health services including 
the detection and treatment of sexually transmitted diseases and infertility, and 
integrated family planning and malaria treatment at the community level; 



Improve the capacity of the country to provide safe and effective contraception 
to 15 percent of "married women of reproductive age" (MWRA)-- 
approximately 200,000 couples; and 

Improve the demographic data base so that more effective development 
planning can take place, and increase the awareness of policy makers and 
planners of the impact of rapid population growth on economic development of 
the country. 

End of proiect status 

Expected end of project accomplishments include: 

Medical, paramedical, and auxiliary health personnel, as well as community 
agents and personnel from public and private institutions, will be trained to 
deliver family planning services and to assure that family planning becomes an 
integrated part of maternal and child care at the national, regional and 
departmental levels; 

Information, education and communication programs concerning the impact of 
rapid population growth on development, the importance of child spacing as a 
health measure, the importance of all aspects of family health such as nutrition, 
immunization, prevention of sexually transmitted diseases and infertility, and 
the use and availability of contraception will be developed, tested and 
modified; and 

The 1987 census will be fully processed and analyzed and accurate data will be 
available for planning purposes. A sufficient number of surveys will have been 
fielded and analyzed so that good quality and timely information on 
contraceptive knowledge, attitudes, practices and standards of MCH will be 
obtained. 

Proiect components 

The project has three components. These are support to: 

The GOS National Family Planning Program (NFPP); 
The Private and Para-Public sector which provide health or population related 
services (PPPS); and 
The Senegal National Census Bureau (l3NR). 



5. Project activities 

Each of the three components incorporates one or more of the following 
activities: 

o Information, education and communication; 
o Clinical family planning and health service delivery; 
o Training; 
o Data base improvement; 
o Population policy development; and 
o Health systems and psycho-social research. 

6. Project outputs 

The logframe issued at the time the Agreement was signed included the 
following outputs: 

Renovation, construction and equipping of 106 health and population facilities; 
Refurbishing the STD and infertility facility at Le Dentec Hospital; 
Equipping and renovating two regional STD centers; 
Providing STD treatment to at least 30,000 patients; 
Making available family planning services to all of Senegal's health centers; 
Training faculty of local health and population schools and centers; 
Overseas training in family planning service delivery for at least 50 
physicians, 100 midwives and 50 IEC specialists; 
In counhy training of at least 50 physicians, 200 midwives and 70 nurses; 
Family planning training for 350 outreach personnel; 
Implementing small scale WID activities; 
Training in demographic data modeling, analysis and interpretation for at least 
35 development planners and 35 statisticians and demographers; 
Publishing by the end of 1990 major findings of the GOS census; 
Fielding at least 5 surveys on family planning subjects; 
Sending policy makers on overseas study tours; and 
Training for at least 100 persons in supply management and logistics. 



7. Proiect budget 

Of the $28 million budgeted for the Project, USAID was to provide $20.6 
million in cash and the GOS was to provide the equivalent of $7.4 million in FCFA and kind. 
USAIDys contribution was distributed among the three major Project components, as follows: 

Family Health and Population Services $ 16,057,000 
Data Base Improvement 3,076,000 
Private and Para-Public Sector 1,467,000 

Total $ 20,600,000 

8. Special local currency counterpart covenants 

Two special covenants with regard to local costs are important to highlight. 
Section 5.3 (g) of the original Grant Agreement states that the Project will finance all 
gasoline for project vehicles for the first three years, after which time the proportion of 
gasoline expenses will shift to the Government of Senegal as follows (in FCFA): 

Year - 
1 
2 
3 
4 
5 
6 
7 

Total - 
5,200,000 
5,720,000 
5,773,200 
6,350,400 
6,985,600 
7,684,000 
8,452,400 

US AID 
5,200,000 
5,720,000 
5,773,200 
4,445,200 
4,191,200 
1,536,800 

0 

GOS - 
0 
0 
0 

1,905,200 (30%) 
2,794,400 (40%) 
6,147,200 (80%) 
8,452,400 (100%) 

Section 5.3 (h) of the Grant Agreement states that USAID, will finance 100 percent of 
the operating costs (utilities, telephone, stationery, etc.) of the headquarters for the national 
project for the first three years of activities, after which time the proportion of these operating 
expenses supported by the Project will shift to the GOS as follows (in FCFA): 

Year - 
1 
2 
3 
4 
5 
6 
7 

Total - 
37,200,000 
39,060,000 
41,012,800 
43,063,600 
45,2 16,400 
47,477,200 
49,850,800 

US AID 
37,200,000 
37,060,000 
41 ,O 12,800 
30,144,400 
18,086,800 
9,495,200 

0 

GOS - 
0 
0 
0 

12,919,200 (30%) 
27,129,600 (60%) 
37,982,000 (80%) 
49,850,800 (100%) 



The purpose of the above covenants was to have the Government of Senegal assume 
greater financial and managerial responsibility for the Project so that it would be fully 
responsible by the PACD date. What appears to have happened, however, was that while 
USAID reduced its support for local expenses according to the Agreement, the GOS did not 
meet its increased financial obligation. As a consequence, beginning in the fourth and fifth 
years, Project activities requiring local costs began to grind down and accomplishments 
achieved in the first three years were not sustained. 

9. Proiect extension 

The original PACD was June 30, 1992. At the time of the evaluation, USAID 
was negotiating with the GOS to add $1.4 million to the Project and to extend the PACD to 
September 30, 1992 when a new Project could be designed and additional funds provided. 

C. USAID/Senegal 's Proposed 1992- 1997 Strategy 

In its February 1991 Country Program Strategy Plan (CPSP) for Senegal for 1992 to 
1997, USAID/Senegal indicated it wished to focus on the linkages among reduced fertility, 
improved health, improved education, increased labor productivity, and improved conservation 
of Senegal's natural resource base. USAID proposed to exploit its experience by assisting 
Senegal to moderate its relatively rapid rate of population growth through the design and 
implementation of policies and programs to decrease family size. USAID/Senegal proposed, 
through a well focused program to increase both demand and supply of family services in the 
public and private sectors, to decrease the fertility rate from an average rate in 1986 of 6.6 
children per woman at age 49 to a rate of 6.0 in 1996. 

The new USAID/Senegal strategy for decreasing family size in Senegal includes two 
targets: 

o Target No. 1: Increased use of modern contraceptive methods in urban areas 
(Benchmark Indicator--Urban con~aceptive prevalence using modern methods 
to be increased from 6.7 percent of mamed women of reproductive age 
(MWRA) in 1986 to 20.0 percent in 1996) 

o Target No. 2: Increased awareness of modern contraceptive methods in rural 
areas (Benchmark Indicator--Knowledge of modern contraceptive methods 
increased from 58 percent of MWRA in 1976 to 75 percent in 1996) 

By the end of the strategy period, USAID expects that every population center in 
Senegal of more than 10,000 inhabitants will be covered by maternal and child health/farnily 
planning (MCH/FP) service delivery points, and that the quality of services will have 
improved, as indicated by increases in contraceptive continuation rates. 



In rural areas, the USAID strategy will concentrate on assisting the GOS to increase 
awareness of the benefits of modern contraceptive practices. USAIDISenegal will employ 
information, education, and communication (IEC) techniques to increase knowledge among 
mothers of the benefits to themselves and their infants of increased child spacing. USAID 
will also attempt to reach half of the traditional healers and local leaders with family planning 
messages. 

The evaluation team is aware of USAID's future strategy which was approved in 
principal by A.I.D./Washington while the team was in Senegal and has taken it into account 
in this evaluation's detailed recommendations. 

D. Methodology for the Present Evaluation 

1. The evaluation team 

The composition of the evaluation team, determined by USAID in consultation 
with the GOS, influenced the choice of substantive subjects to receive attention by the team. 
USAID requested that the evaluation team include a: 

o Team leaderfmanagement specialist with experience in project design, 
management and/or evaluation; 

o Clinical specialist who would be a physician, midwife, or family planning 
nurse practitioner with practical clinical experience; 

o IEC (Information, Education and Communication) specialist with practical 
experience in developing and managing IEC work in family planning; 

o Demographer with advance training in demography and statistics, experience 
with development and implementation of census activities, and knowledge of 
research and special study methodology, particularly in family planning; and 

o Logistics expert with experience in procurement, distribution, storage and 
inventory control of contraceptives. 

In addition to the five person team called for in the contract, a Senegalese Public 
Health and MCH/Family Planning Specialist from the Cabinet of MPHSA was assigned by 
the GOS to assist the team. While this member was not paid for by, or responsible to, the 
contractor, he acted as a substantive team member in his field of expertise. The GOS also 
assigned a second national government employee to travel with, and assist, the evaluation 
team. His specialty was in human resources development. 



Additional technical skills would have been helpful in conducting this evaluation. The 
following specialists could have made insightful contributions: 

o An anthropologist to study and help determine if Project personnel fully 
understood the attitudes, views and cultural patterns of the population with 
regard to family planning, the economic role and social position of children and 
women, and the potential winners and losers in a successful family planning 
program; 

o An engineer to determine if the project properly repaired, renovated and 
reconstructed, at a reasonable cost, family planning clinics and laboratories and 
properly used and maintained special family planning equipment; 

o An economist to assist the team in determining the cost effectiveness of 
different project components and the costbenefit of the overall project; an 
economist might also have helped determine why the government did not meet 
its financial commitments to the project and what alternative 
financialbudgetary arrangements might be suggested for the new project; 

o A private sector/business specialist to review the Private and Para-Public 
component of this Project and to look into the issues of social marketing for 
contraceptives; 

o A training specialist to determine if the scope, content and method of 
delivering local training as well as the provision of training in the U.S. was 
meeting the needs of the Project; and 

o A public administration and management specialist to review government 
organization, procedures, processes, policy and decision making and budget and 
accounting techniques, necessary to support the project. 

2. Level of effort 

The evaluation scope of work provided five weeks for the team to complete its 
work in the field; the demographer was given only four weeks. A five week period to 
evaluate a $28 million project that had not been evaluated in six years insured that not all 
Project components would receive the necessary attention they required. 

The design team was aware that the present Project has 16 months before the PACD 
and that USAID/Senegal is planning a next phase of this Project. While most of the 
recommendations are proposed for implementation within the time remaining in the present 
Project, they also lay the basis for, and take into account, the longer term Project needs. 



3. Steps in the evaluation process 

a. Consultation in Washington with A.I.D./W and ISTI backstop staff 

Because of the long history of this project (6 years) without an 
evaluation, it was necessary to develop background from A.I.D./W and ISTI staff formerly 
assigned to Dakar. Because population and family planning is so sensitive, it was necessary 
to understand A.I.D./W's latest thinking on the sector. 

b. Consultation in Dakar with USAID Mission management and Project 
management 

While this was an "independent evaluation," the team worked very 
closely with the Mission to determine the detailed scope, decide on sites to visit, prepare 
evaluation questionnaires, etc. Consultations were intense during the early days and 
continued throughout the evaluation. 

c. A series of interactive workshops with GOS personnel, project staff and 
Ministry personnel 

Workshops with GOS personnel, Project staff and Ministry personnel 
were necessary to determine which of the Project's many components and activities the 
Government wished to receive priority attention in the evaluation. These workshops took up 
the first two weeks of the evaluation. 

d. Evaluation team meetings 

A series of team meetings was held to: 

o Determine the important project components to evaluate; 

o Make team assignments; 

o Develop a time schedule for completion of drafts and presentations to 
USAID and GOS; 

o Agree on criteria indicators of output; 

o Decide on evaluation criteria for each of the components to be 
reviewed; and 

o Reach team agreement on the content of the final evaluation report, i.e., 
the nature of the "deliverable." 



e. Detailed evaluation questionnaire 

During the third week, detailed evaluation questionnaires were 
developed for each of the Project components and activities to be reviewed. These 
questionnaires were reviewed by USAID to assure that issues of importance to USAID would 
be studied by the team. The questionnaires were also reviewed by the full team to assure a 
measure of commonality among different parts of the evaluation. Since team members did not 
travel as a group, it was important for each member to know what information others were 
seeking so that team members could bring back information from sites not visited by other 
members, and so that the evaluation report could be reviewed by, and considered a team 
report. The detailed questionnaires are attached as Annex C to the evaluation report. 

f. Selection of clinics, hospitals, laboratories, warehouses, villages and 
other project sites to be visited 

The sites were proposed by MPHSA and reviewed by Project personnel, 
USAID and the evaluation team. Visits were planned so that at least one team member would 
visit each of the six regions being supported by the Project--to public as well as PPPS 
facilities, and to sites considered as good, average and bad. The team assumed the family 
planning centers selected were representative. 

g. Findings and conclusions 

Detelmination of findings and recommendations was a team effort. The 
fuIl team met to review, consider, and agree upon the findings and recommendations 
contained in each chapter of the evaluation report. The team approach assured that all 
statements could be verified by the writer and supported by other team members. 

h. Data consistency 

Consistent, reliable and timely data was not available on various project 
activities. The team held a number of meetings to agree what data should be used in all 
chapters of the report. In a number of cases inconsistencies could not be resolved and will 
show up in the report. 

1. Report writing 

The last two weeks were devoted to writing the report to be left with 
the USAID and GOS, and to making presentations to the GOS and USAID officials. The 
final report was prepared in Washington. 



j. Report clearance 

While the original scope of work called for an English language report 
to be left with USAID, three of the seven team members wrote in French. Their work had to 
be translated into English for review by USAID, while the work of the English writers had to 
be translated into French for review by the GOS. This introduced some delays in clearing 
and preparing the final report. 

4. Presentation of report material 

Different evaluation team members wrote different chapters. To assure 
consistency of presentation each substantive chapter will follow the same outline. 

o Goals and Obiectives are presented as found in the amended Project Agreement 
and Logframe. 

o Description of the Component or activity presents sufficient detail to permit the 
reader to understand what is being evaluated. 

o Analvsis and Evaluation of the component compares and analyzes component 
activities against component goals. Where data were not available, the team 
members specified assumptions and hypotheses. 

o Summary of Maior Findings and Conclusions contains the positive, as well as 
the negative, findings and conclusions isolated in the Analysis and Evaluation. 
It also presents neutral observations to help the reader better understand the 
component 

o Sumrnarv of Maior Recommendations for change and improvement of the 
project components to better achieve the stated goals and objectives details of 
the recommendations, and preliminary steps to achieve recommendations 
included in earlier sections. 

5 .  Lessons learned on evaluation methodoloczy 

a. Joint GOS/USAID evaluations 

USAIDPakar should be commended for agreeing to have two 
Senegalese government officials serve as members of the evaluation team--one as the team's 
co-leader. This evaluation, therefore, is a joint endeavor. The facts, information, opinions, 
findings, and conclusions arc deeper than what could have been obtained if the team had been 
made up only of Americans. The recommendations are more realistic and implementable in 
terms of what is economically and culturally possible, and acceptable, given the local political 
situation. 



On the other hand, in moving in this direction, USAID must be prepared to pay the 
additional costs that result from a joint evaluation. Working in two languages--English and 
French--requires more time to work through points, and more funds to translate material into 
both languages. More funds are needed for support staff for local counterparts who do not 
use computers and word processors. In this case, USAID/Senegal was slow to provide the 
additional resources needed. 

b. Timeliness of evaluations 

US AID should not wait six years before carrying out the first project 
evaluation on such a large and complicated project. After six years, minor issues that could 
have been corrected earlier in a Project life become "built in", and accepted as normal. 
Organizations become comfortable with existing approaches. Unless pressed, few bureaucrats 
or technicians will take the initiative to make changes to project implementation. 

c. Appropriate scope of the evaluation 

In a large project such as this one, there is some advantage to having 
separate technical evaluations of independent Project components before conducting an 
integrated program and management evaluation. For this Project, there could have been prior 
evaluations of the BNR demographic component, the IEC component, the logistic component, 
and certainly the clinical component. 



A. Goals and Obiectives 

GOS representatives urged that the evaluation team give attention to project 
administration, especially the cost effectiveness of Project components. Improvement of 
Project administration and creation of an efficiently managed Project that maximizes the use 
of limited financial and human resources and assures project sustainability is not a specific 
goal of the Project. Criteria for evaluating management effectiveness are not included in the 
Project Agreement. The lack of relevant evaluation criteria, lack of a system for collecting 
operational data, and insufficient time of the evaluation team limited an evaluation of 
management issues in any depth. However, a brief description of selected management 
factors, focusing on aspects of decision making, coordination and budgeting is presented 
below. 

B. Description of Psoiect Administration and Management 

1. Administrative organization 

a. At Dakar headquarters 

The USAID/GOS Grant Agreement was signed on July 31, 1985. GOS 
Decree No. 001543/MPHSA/DC of February 12, 1991 (See Annex F-2), formalized the 
existence of an FHPP Project Management Unit made up of the following Senegalese staff: 

o A Project Director/Coordinator; 

o A Deputy Director in charge of the Financial and Administrative Office (BAF); 

o Two Administrative and Financial Office (BAF) officers, in charge of financial 
and inventory accounting (presently an accounting secretary and an 
administrative secretary); 

o Five officers (all female) to manage the following technical activities: 

-- IEC--a technical education teacher and a home economics instructor; 

-- Clinical--a midwife; 

-- Studies, research and evaluation--a social scientist and an administrative 
assistant; and 

o Support staff of secretaries, drivers, messengers and janitors. 



b. Field organization 

Following Senegal's system of decentralized health care, the Project has 
extensions into six geographic regions. Each region is headed by a regional medical doctor 
whose staff includes a regional MCH coordinator and a regional IEC coordinator. 

Before the March 1990 government reorganization, when the Project was under the 
direction of the Ministry of Social Development (MSD), the regional IEC coordinator was 
supervised by the MSD Regional Development Inspector. Coordination between the regional 
medical doctor, who was then under the Ministry of Health (MOH), and the IEC coordinator 
under MSD was not easy. Since March 1990, when MOH and MSD where combined as the 
MPHSA, coordination has improved. 

At the district level, a number of different organizational arrangements exist: 

o At health posts where there is an Health Chief of Post (ICP) and a midwife 
who coordinate well with one another, and the midwife exclusively handles 
family planning activities, there have been few conflicts. 

o At some health posts (e.g., Dioffior) where the chief doctor made a decision to 
have health persons work independently, there were some conflicts. 

o Some health post only have midwives who are concerned with family planning 
activities. 

o At health posts where there are no midwives, but only a home economics 
teacher, she conducts IEC and family planning activities. 

Thus, at the district level, one finds various combinations of multi-disciplinary 
personnel--an ICP, midwives, a home economics teacher, and representatives of other 
technical ministries. These technical personnel are supervised by the head of the local Rural 
Economic Development Center (CER) who represents the local Prefet or Sous-Prefet. The 
CER Head is appointed by, and is an agent of, the Ministry of Interior. 

2. Project direction 

FHPP has coordination and implementation requirements to: 

o Develop the Project's annual work programs and budget; 

o Plan, implement and evaluate Project activities as reflected in its various 
components, i.e., clinical, IEC, PPPS, and BNR; 



o Organize training programs; and 

o Ensure cohesiveness of Project implementation. 

3. Proiect participants 

Project implementation requires the participation and cooperation of several 
organizations: USAID, ISTI, MSD, MOH, MPHSA (since March 1990), PPPS, BNR, MEF, 
MOP, as well as the Project, FHPP. In principle, each organization has a well-defined role. 

USAIDISenegal has a diverse range of responsibilities. It: 

o Is the donor; 

o Supervises the implementation of the Project through its health office, 
HPNO; 

o Sees to compliance with the terms of the Grant Agreement and the 
commitments made by both sides; 

o Manages the dollar fund for purchases in the U.S. and for technical 
assistance from BUCEN, 

o Purchases vehicles, computers and contraceptives; and 

o Delegates the management of the local account to ISTI, the technical 
assistance connactor. 

At present the ISTI Liaison Officer spends a major portion of his time 
acting as a motivating force or catalyst to help the Project Director expeditiously program, 
coordinate and execute Project activities. ISTI: 

o Is in charge of the financial management of the Project; 

o Is responsible for managing the Private and Para-Public component 
(PPPS/VS PP); 

o Takes care of administrative issues relating to external training, 
particularly in the United States, through its headquarters in Washington; 



o Manages the Project local currency account; 

o Arranges for long- and short-term technical assistance; and 

o Is an intermediary between US AID and the Project components. 

c. MSD and MOH (now, MPHSA) 

Before the March 1990 GOS reorganization, the Project was under the 
direction of MSD, and cooperated with MOH. These responsibilities are now combined in the 
new MPHSA. 

MSD: 

o Is in charge of the design and definition of a family planning policy; 

o Implements the family planning policy; and 

o Is responsible for Project aspects dealing with information, education 
and communication. 

MOH: 

o Implements the family planning clinical and technical activities, e.g. 
prescribes pills, inserts IUDs, implants Norplants; 

o Carries out family planning procedures under Letter # 967/PM/SP/ of 
10/25/79 from the Prime Minister, as quoted in letter # 1989/MPC/DRH 
of 5/2/88; 

o Contains the Direction de 1'Hygiene et de la Protection Sanitaire 
(DHPS) which became the Direction de la SantC Publique (DSP) in 
MPHSA; 

o Supervises Project technical implementation through its Service National 
de Sante Matemelle et Infantile (MCH) which reports to the DHPS; 

o Provides the Project technical director; and 

o Carries out clinical aspects of family planning through MCH. 



BNR, the National Bureau of the Census, is a division in the Ministry of 
Economy and Finance. BNR: 

o Is the locus of one of the Projects three substantive components; 

o Is charge of improvement of Senegal's demographic data base; and 

o Maintains the national data bases, and improves collection and analysis 
of data to help improve development planning. 

e. PPPS (VSPP) 

PPPS is one of the Project's three main components. It: 

o Promotes family planning activities through the Private and Para-Public 
sector; and 

o Is under the responsibility of USAID which has delegated supellriso~y 
authority to ISTI. 

The Director of this component is supervised by ISTI. 

f. Ministry of Development Budget (MDP) 

MDP: 

o Ensures that GOS meets its financial commitments by including 
budgetary resources in the national investment budget; 

o Intervenes during the fund mobilization process to assure that ministries 
meet their contribution to development projects; 

o Assures that national expenditures are in accordance with approved 
development plans; and 

o Draws up the annual national balance sheet. 

g. Ministrv of Economics and Finance (MEF) 

MEF: 

o Prepares and manages the national operating budget (Budget National de 
Functionnement); and 



o Mobilizes operating funds for GOS Ministries on the basis of budgets 
prepared by ministries for development projects. 

Family Health and Population Project (FHPP) 

FHPP: 

o Ensures the coordination of all Project interventions with a view to 
maximizing efficiency by providing participants with the necessary 
information, means and direction to carry out their work; 

o Manages and assures the technical coordination of the Project 
components, i.e., clinical, IEC, VSPP, and BNR; 

o Is directly responsible for the clinical component; 

Until August 1989, the Project was managed by a senior civil servant appointed by 
MSD. He was assisted by a doctor designated by MOH who also acted as the technical 
director. The Project's technical director was also Chief of MCH to facilitate the integration 
and coordination of GOS and Project family planning activities. Within the clinical 
component is an MST/CIDA (STD/AIDS) sub-component responsible for the prevention, 
detection and treatment of sexually transmissible diseases. This sub-component is headed by 
the Chief Doctor of the STD/AIDS Department in MPHSA. 

1. Maternal and Child Health (MCH] 

MCH is a unit in MPHSA under the Director of Public Health. It is: 

o Responsible for all matters connected to maternal and child health and 
family planning; 

o In charge of the implementation of the national family planning 
program; and 

o Is responsible for child spacing, the fight against STD and treatment of 
infertility and sterility. 

Prior to March 1990, the Chief of MCH carried out the technical and medical management of 
the Project. 

4. Coordination 

At least four types of coordination are necessary: coordination between the 
Project and the U.S. government, internal Project coordination, coordination between the 
Project and the GOS, and Project coordination with donors. 



a. Coordination with the U. S . government 

The Project is supervised for the United States by USAID/SenegaI's 
Office of Health, Population and Nutrition which ensures overall Project coordination of U.S. 
Government activities in the health sector. USAID/HPNO manages: 

o Direct dollar funding to purchase certain commodities and technical 
assistance in the United States; 

o The Participating Agency Service Agreement with the United States 
Bureau of the Census; and 

o The technical assistance contract with ISTI, which focuses on the 
Project's financial management. ISTI manages dollar fund to finance 
external technical assistance, and a local currency budget for local 
training and other local costs. 

b. Internal Proiect coordination 

(1) Coordination within the Proiect 

Within the Project, each of the three components function, to a 
great extent, on its own. There have been few coordination meetings among component 
Directors--certainly not since the March 1990 GOS reorganization. Such meetings would 
allow for a better understanding of component interrelationships, provide opportunities for 
components to better support one another, and might help improve relationships with MCH. 

(2) Coordination of components 

When the Project was under the direction and supervision of the 
two Ministries, administrative meetings were held once each quarter. After the 
reorganization, during the period between Project Directors, coordination meetings have not 
been held. Organized Project coordination was replaced by direct contacts between component 
directors and ISTI or USAID to resolve administrative or budget issues. Because all budgets 
are not centralized at FHPP, the Project is insufficiently aware of component activities and is 
unable to participate in designing or supervising their activities. This situation is described in 
the newly written Project Procedures Manual, in which it is stipulated, at least with regards to 
the preparation of budgets and replenishment of advances, that ISTI must inform the Project 
and all components of administrative and budget actions taken. 



(3) Coordination with the regions 

The simpler structure at the regional level minimizes the impact 
of lack of coordination at the national level. In the past, orders to the field were assigned by 
MSD, without involving MOH and MCH. At other times, regional coordinators prepared 
statistical reports which were transmitted directly to the Project, no copy being sent to MCH. 
On occasion, MCH was obligated to ask the Project for certain family planning statistical 
data. This situation disturbed MCH which, at one point, asked regional doctors not to receive 
Project teams without the knowledge or participation of MCH. This resulted in blockage of 
Project activities, which in turn, led to a greater desire on the part of MCH for involvement in 
the planning of data needs and collection, training of regional personnel, preparation of 
budgets, etc. 

MCH and other GOS officials have cited the lack of vehicles and local currency for 
gasoline and per diem for limited GOS coordination and supervision of daily Project 
activities. They claim they are dependent on FHPP for resources which recently were fi-ozen 
by the Project, thereby halting MCH supervision and coordination. USAID, in fact, 
completed its financial commitment to the Project for local operating costs. Local resources 
for local expenses must now come from the GOS contribution to the Project. It is these 
contributions that are not being provided. 

c. Coordination between the Project and the GOS central level 

The central level is made up of the Minister's Cabinet, the Technical 
Advisors and the Departments within the Ministry of Public Health and Social Action 
(MPHSA). As already noted, when the Project was initiated, it was under the joint auspices 
of the Ministry of Social Development and the Ministry of Health. MSD was in charge of 
administration, budget and IEC; MOH had the technical role. After the GOS reorganization, 
the Project worked in conjunction with the new Ministry of Public Health and Social Action 
(MPHS A). 

The principal Project contact in MPHSA is the Director of the unit responsible for 
mother and child health (MCH). MCH is responsible for child spacing, cure of sexually 
transmitted diseases, and treatment of sterility. 

MCH is headed by a medical doctor and includes the national MCH coordinator, the 
national IEC coordinator and an STD/AIDS component under the authority of the Office of 
S TD/AIDS responsible for prevention, detection and treatment of STD/AIDS . 

The Senegalese Director of the USAID funded Project now attends weekly 
coordination meetings organized by the MPHSA in which participants are senior members of 
the Ministry. The weekly meetings provide a coordination framework. It has been reported, 
however, that the meetings tend to be ineffective because of the large amount of material to 



be examined, and insufficient time devoted to each problem. This was the reason that a 
Technical Advisor was appointed, within MPHSA, to follow issues relating to the USAID 
funded family planning project (FHPP). 

Two other MPHSA departments are involved in family planning activities: DAGE, 
which prepares the national investment budget for MPHSA and expresses in financial terms, 
the Government's commitment to the Project, and DSP, which ensures the coordination and 
technical supervision of the Project. 

The principal actors, FHPP, MCH, and BNR are all branches of the same government 
and two (FNPP and MCH) are part of the same Ministry (MPHSA). If there is a lack of 
communication between FHPP and the other components, it is not the principle role of ISTI, 
an outside agency, to take direct responsibility for the communication among different 
sections of a host country entity. It is the responsibility of the government, itself. However, 
as the principal provider of technical assistance, ISTIys role is to provide guidance to the 
GOS on how to cairy out coordination. 

d. Project coordination with other donors 

At the time of the signing of the Grant Agreement there was no GOS 
policy framework defining national objectives and strategies in the area of family planning. 
Individual donors who assisted the Government in this field determined Project objectives in 
negotiation with separate GOS ministries. It was in this context that the present USAID 
family health and population Project was initially developed. That situation has now changed 
with the issuance, in January 1991, of the new GOS policy on family planning. 

5. The technical assistance contractor 

USAID signed a technical assistance contract (No. 685-0248-C-00-6001-00) 
with ISTI on September 25, 1985 for $6,500.000. The contract budget, as of April 15, 1991 
is detailed in Table 2. The contract called for five categories of effort by ISTI: 

o Long-term resident technicians who: 

-- Assist the GOS design, implement and monitor FHPP, by ensuring 
compliance to implementation plans and the achievement of Project 
objectives; 

-- Assist Private and Para-Public Sector organizations organize and 
implement educational and other family planning activities; 

-- Serve as liaison between GOS, private, and para-public institutions and 
USAID to assist in Project implementation procedures; and 



Table 2: AID/ISTI Contract Budget of April 15, 1991 

Line Item Dollars 

Salaries and Wages 
Fringe Benefits 
Overhead 
Consultants 
Travel 
Allowances 
Subcontracts 
Other Direct Costs 
Training 
G & A  
Fixed Fee 
Commodity Fixed Fee 
Disallowances 

Total 8,657,777 



-- Provide logistic support for short term consultants hired by the 
contractor; 

o Inventory accounting and management services to all Project's activities; 

o Purchase of equipment and material for small income generating Projects to be 
managed by women's organizations involved in the extension of family 
planning methods; 

o Purchase of commodities for all Project components, with the exception of 
contraceptives, vehicles and computers; and 

o Supply 18 months of short term technical assistance. 

6. Planning within the proiect 

The planning process 

Because of the recent change of key personnel within the GOS, within 
the Project, and USAID, the evaluation team did not succeed in determining precisely who 
made final decisions on a number of project activities. Before the "crisis" of 198911990, each 
component used specialized planning tools to program its activities. These included annual 
action plans and annual budgets which were prepared by the components with the assistance 
of ISTI. Discussions were held between the Project and component managers to ensure 
overall coherence of the plan before USAID approval was requested. Since the "crisis" had 
such an important effect on the operation of the Project some comments are necessary. 

Suspicions of mismanagement, long brewing, got to the point in 1989 where both 
USAID, through the office of the Regional Inspector General, and the GOS, through the 
Inspection Generale de l'Etat, found it necessary to investigate the project. Both found 
considerable evidence of malfeasance, which led not only to a change of Project Directors but 
also to replacing the Project accountant and logistician. These were the three central figures 
who had been controlling Project planning and management, all of whom had major 
implementing roles from the beginning of the Project and had received training , on-the-job 
and off-the-job, at the Project's expense. This was a major loss in terms of experience, 
operational knowledge and institutional memory. 

From the time the Director was removed on July 1, 1990 until he was replaced in 
October, 1990, there was little Project direction. Moreover, during the final stages of the 
investigation, the Director's authority was so weakened, his credibility so diminished, and his 
energies 'so absorbed in self-defense that the lack of effective leadership started long before 
his actual removal. USAID's reaction was one of increased control, and ISTI, reacting to the 
need for increased vigilance, took a more active role to fill the vacuum. 



Added burdens resulted from the investigations--the time and effort spent by USAID, 
ISTI and the GOS responding to the investigations and the increased necessity to document 
every action, combined with the lack of a local currency budget due to the fact that a new 
Procedures Manual had not been agreed upon. This caused a suspension of most project 
activities, in a dramatic reduction of productivity, and serious loss of Project momentum. 
Thus, the amount of money lost through mismanagement only represents part of the problems 
that "the crisis" left in its wake. It is not the place of this evaluation to go further into the 
investigations and determine who was guilty or not. The evaluation is concerned only with 
the impact of the changing direction on the Project. 

During the time of the present evaluation, each component seemed to plan its own 
activities without much reference to the Project. This is where the Project's responsibility 
seemed to be weak, and where ISTI and USAID become more directly involved in certain 
aspects of Project planning and implementation, especially for accounting and financial 
control. 

Since 1989, the planning process seems to have moved further out of the control of 
the Project, to ISTI and to USAID, whose decisions now start from the definition of Project 
plans, For the budget, ISTI's activities have increased to the point that the evaluation team 
could not determine who made final budget decisions. This shift of authority to ISTI for 
financial implementation, control of the local account budget, and arrangements for external 
training is not appreciated by Senegalese Project and GOS personnel. 

But this may already be changing and the role of the project leadership may be 
improved as witnessed by the planning workshop (held July 2-4, 1991 after the evaluation 
team completed its work in Dakar) and the two weeks of programming and budgeting that 
followed--in which PSFP, Bien-etre Familial, MSPAS, USAID, the World Bank, UNFPA and 
ISTI all participated. 

Planning and management tools 

As noted above, component Directors use a number of planning and 
management tools such as annual programs, action plans and budgets. Actions plans, for 
example, cover all activities including training, technical assistance, construction, distribution 
of contraceptives, supervision, etc. 

When these processes were more clearly under the supervision of the Project, overall 
Project coherence was managed and refined by the Project and confirmed in the annual 
budget. The implementation of plans was carried out through quarterly activity programs and 
90 day budget advances. Since the crisis, it has been ISTI, rather than the Project which has 
worked with component managers, and with the MCH teclmical director on Project planning. 
Evaluation team interviews with component Directors could not clarify who was actually in 
charge of the preparation of these planning tools. The link between ISTI's annual work plan 
and the components' action plans was not obvious, nor was it clear who supervised the 
implementation of these plans. 



7. Project financial resources 

a. Summary 

Under the Grant Agreement of July 31, 1985, the U.S. agreed to provide 
$ 9.45 million. Amendments dated April 22, 1986 and June 10, 1987 brought the Grant up to 
$ 20.0 million then to $ 20.6 million. The contribution by the Government of Senegal was to 
be the equivalent of $ 7.4 million in cash and kind. The total FHPP resources thus amount to 
$ 28.0 million. 

b. USAID funds 

Table 3 indicates the distribution of U.S. funds by budget line item and 
component. It is based on the original Project Agreement, as revised in Amendments One 
and Two. 

Table 4 indicates the revised Project budget as of 3/14/91--the time the evaluation 
team was in Senegal. Disbursement and accrual data are current as of 3/31/91. At the time 
the team was in Senegal there were negotiations between USAID and the GOS for a third 
amendment. Planning figures for the third amendment are included in the right hand column. 
The evaluation team could not determine whether the distribution of additional funds was 
done jointly with the GOS, the MPHSA, and/or the Project. 

c. Fund management 

The evaluation team attempted neither a financial audit nor a detailed 
consideration of financial procedures. In view of some of the financial matters resulting from 
the 1989190 crises, USAID contracted with a management accounting firm to write a new 
Procedures Manual which is now an important part of the Project's financial control system. 
Under the new system: 

o USAID, pursuant to its own procedures and regulations, directly 
contracts for services of the technical assistance contractor; 
contraceptives, vehicles and computers; 

o The technical assistance contractor, ISTI, is in charge of the purchase of 
other equipment and services; 

o The contract with ISTI stipulates that a significant portion of the 
technical assistance will be to the Senegalese institutions which are 
responsible for the Project's activities. USAID indicated that the 
contractor should assure that the aided GOS institutions where to 
provide advice on the assistance to be provided to them. 



Table 3: A.I.D. Bilateral Portion of Revised Budget By Maior Component ($US] 

Budget 
Category 

Technical 
Assistance t 
Training 

Contraceptives 

1 Construction 

II Local Costs 

Family Health 
Services 

Research 

WID and IEC 

Private & Para 
Public 

Improve Data 
Base 

US BUCEN // PAS* 

Total 

Evaluation 

Contingency/ 
Inflation 

Grand Total 

%, by 
Component 



Table 4: Summary Financial Status as of 3/31/91 ($US) 

Budget Category 

Technical 
Assistance 

I Training 

Commodities I 2,873,000 1 3,678,000 1 3,854,749 1 14,400 

Authorized 

Contraceptives I 1,667,000 1 1,425,000 1 878,993 1 12,000 

Construction I 750,000 1 850,000 1 862,217 1 134,000 11 

Revised Budget 

Research I 0 1 400,000 1 260,379 1 103,400 (1 

Disbursed & 
Accrued 

I I I I 

Proposed Add- 
on 

Contingency/ 
Inflation 

Local Costs 

I 
' IEC 

Data Base 
Improve 

Evaluation 

3,135,000 3,572,000 

* Original Project Agreement, plus Amendments One and Two 

** 

600,000 

100,000 

Grand Total 

** IEC included in the WID amount 

3,197,924 

*** IEC commodities earmarked in commodity line item because disbursements cannot be 
separately identified. 

360,600 

410,000 

585,000 

130,000 

20,600,000 

**** Contingency and inflation distributed to other line items. 

***** Revised budget based on USAIDIHPNO Report of 3/14/91. Disbursed and accrued data as of 
313 1/91. 

52,200 

194,943 

191,928 

20,600,000 

9 1,200 

264,000 

35,000 

19,057,772 1,400,000 



o Approved budgets are communicated by USAID to the GOS in the form 
of PIL or Project Implementation Letter. USAID corrects proposed 
budgets or suggested expenditures through new PILs or PIL 
amendments. 

o USAID funds are divided into three accounts (See Table 5): 

-- A dollar account managed directly by USAID including the 
activities of the U.S. Census Bureau (BUCEN); 

-- A dollar account managed by ISTI for the funding of external 
training, especially in the USA, external technical assistance, and 
commodities purchased in the U.S.; 

- - A local currency account managed by ISTI for the local costs of 
technical assistance and other local cost items. The two 
accounts managed by ISTI for respectively, $10,672,000 for the 
dollar account and $6,190,000 for the local account. 

o Financing activities are carried out, as follows: 

-- Budgets and programs of activities are established by 
component director, with assistance from ISTI; 

-- A request for advance of funds, distributed by budget item, and 
covering the requirements for three months, supported with a 
detailed program of activities, is transmitted by component 
directors to ISTI; 

-- ISTI centralizes requests for funds from components and 
forwards them, with an SF 1034, to USAID; and 

-- USAID issues an advance of funds check in the name of ISTI. 

This description leaves the Senegalese Project Director out of the loop to reflect the 
situation that existed at the time of the evaluation. The situation may have been different 
before the crisis, but that has been hard to document. ISTI did work directly with component 
Directors to elaborate the 1990-91 Budget, which later became the 90-day Interim Budget, 
due to the lack of a Project Director at the time the budget was being prepared. However, by 
the time it was submitted to USAID for approval, the new Director was on board. 
Recommendations below support efforts to bring GOS personnel into the process. 



Table 5: Analvsis of Revised Budget/Program and Im~lementation Authority 
bv Principal Orgxinizational Unit (in $ 000) 

- - 

Budget 
Category 

Technical 
Assistance 

Training 1.273 1.078 

Commodities 1,852" 1 .063 

Contraceptives 
- Direct 

Contraceptives 
- Transfer 

I/ Construction 1 0 1 900 

Local 
Operating 
Costs 
- - - - -  

Research 0 200 

WID 0 175 

IEC 0 410 

Social 0 0 
Marketing 

Data Base 0 350 
Improvement 

Contingency 1 0 I O 

Evaluation 

BUCEN 

0 

Grand Total 

Total 

0 

10,672 1 6.190 

Data based on USAID/Dakar/HPNO Report of 3/13/91 
* Funds included in a Letter of Commitment 
* Handled by USAID before a local account was set up. 

1 



d. The Senegalese contribution 

The GOS contribution in cash and kind equivalent of $7.4 million is 
approximately FCFA 2,960,000,000 ($1.00 = 400 FCFA) at the time of the signing of the 
Grant Agreement. 

(1) The legal framework 

The GOS contribution to the Project is prepared by National 
Investment Budget (BM) or BNE and is included in the national investment budget. The 
legal framework is broad and includes all the legislative and regulatory texts organizing state 
finance. Of special importance is Decree 66458 on the Regulation of State Public Accounting 
which determines budget preparation procedures and the persons in charge of its 
implementation. 

The annual financial law comprising the budget makes a distinction between the 
general operating budget and the investment or equipment budget. The contribution to the 
Project is posted in the National Investment or Equipment Budget (BNVBNE). 

Each ministry prepares its investment budget for the duration of the 5-year Economic 
and Social Development Plan. This budget includes the necessary contributions to Projects 
under its supervision. If the contribution is to be in cash, the amount is divided according to 
the progamming of actions over the five years. Each portion of the financing bears the 
authorization name of the program. If the funds for any given year are not used, they are 
carried forward to the following year until the end of the fifth year. At the end of the fifth 
year they become free funds, or are deposited into a liquidation account if they had been the 
object of a commitment. 

(2) Fund management 

It is within the above context that MSDPAGE prepares the funds 
necessary to cover the contribution to this Project. The corresponding budget line is Chapter 
2857, Article 701 1-1, and since 1989/1990, Article 7012-1. 

Before the government reorganization, MPC was the institution which could autho~ize 
expenditures, now it is the MEFP. After the budget vote by the National Assembly, MPC 
notifies each Ministry of investment segments for which it is responsible. MSD (now 
MPHSA) draws up an Annual Technical and Financial Implementation Form at the beginning 
of the fiscal year. Together with the implementation program and the Voucher, this Form is 
submitted for the approval of MEF, MPC and Controller of Finance. When all approvals are 
secured, the funds are made available by the Public Treasury and put into a deposit account 
or a bank account. At that time, expenditures can be made. The amounts allocated since the 
beginning of the Project and made available by the Government are shown in Table 6. Of 
these amounts, FCFA 60,000,000 were allocated from 1985 to 1989. The 1989-1990 and 



Table 6: Allocation bv Fiscal Year of GOS Cash Contribution 

Fiscal Year 
FCFA 

Amount Allocated 

TOTAL 190,000,000 



1990-1991 amounts of FCFA 80 million and FCFA 50 millions were not allocated because 
the mobilization procedures established for the Project did not take place, despite 
correspondences between MPHSA and MEF. 

The FCFA 60,000,000 was disbursed according to Table 7. Expenditures amount to 
FCFA 42,436,347, with an unexpended balance of FCFA 17,563,653. The financial 
restructuring imposed on Senegal by the IMF caused a freeze of funds of FCFA 9,500,000 at 
the Union Senegalaise de Banque (USB). A new balance of FCFA 8,063,653 is presently 
deposited at Credit Lyonnais. 

A budget of FCFA 110 million has been earmarked as the GOS contribution to the 
Project for the GOS 1991 - 1992 fiscal year. 

8. Commodity purchasing 

a. Local purchases by ISTI 

Local purchasing is carried out, as follows: 

o Components prepare a DAP (Demande d'Achat et de Prestations) which 
they transmit to ISTI; 

o ISTI determines fund availability and enters the request in its accounting 
register; 

o ISTI initiates the purchase procedure--direct purchase for amounts below 
FCFA 50,000,--proforma invoice from three suppliers for amounts 
between FCFA 50,000-3,000,000.--competitive bids for amounts above 
FCFA 3,000,000; 

o ISTI makes procurement decisions on its own, without Project personnel 
involvement. Deliveries are made to ISTI; 

o ISTI establishes a stock account and issues a delivery order signed by 
the ISTI chief accountant and the liaison officer; and 

o ISTI delivers the commodity to the beneficiary component and pays the 
supplier. 

b. External purchasing. by ISTI 

When external purchases are needed, DAPs are approved by ISTI as 
well as by USAID prior to execution. Before the crisis, local purchases were carried out by 
the Project, with ISTI acting only to effect payments. The new procedures, negotiated 



Table 7: Allocation and Disbursement of the GOS Cash Contributions to the Proiect 

Items Allocated Amounts I Disbursed Amounts I Balance 

Indemnities I 8,568,000 1 8,120,000 1 448,000 

Fuel 

IEC Material 

, 1 I 

9,976,200 ( 9,915,275 

Staff Training 

60,925 

Clinical Pedagogy 

Clinical Materials and 
Maintenance 

7,000,000 1 4,359,000 1 2,640,000 
I I I 

Facilitators for 
Women's 
Organizations 

I I I 

Family Planning 

Total 

Misc. Services 

Source: FHPP Accounting (April 91) 

565,800 

Frozen at Bank 

399,654 

9,500,000 

166,144 

8,063,653 



between USAID and GOS, set safeguards such as expenditure controls, to assure the use of 
funds only for approved purposes. Because of the "crisis" and audit, DAPs were strengthened 
to check the nature, costs and usefulness of expenditures. Budgets, DAPs, and activities 
program are also now submitted to MPHSA for approval. 

The discussion here stems from the bitterness expressed by some GOS personnel that 
responsibility for procurement was taken away from the Project by USAID after the audit. 
From ISTI's perspective, ISTI has taken actions and made decisions to assure that 
procurement follows tightened procedures requested by USAID The Project has argued that 
ISTI is more concerned with price than quality. ISTI has argued that when decision of a 
technical nature need to be made, there is communication between ISTI and the Project and 
that the Project's views are taken into consideration. 

c. Purchases made by USAID 

Purchases made by USAID for heavy equipments and contraceptives 
comply with A.I.D. intemal procedures. Intervention of the Project is limited to the 
expression of needs, the signing of the DAPs, and the reception of materials. 

9. Human resources 

The Grant Agreement requires the Government to provide the Project with a 
sufficient number of competent personnel. The Agreement does not give a description or 
profiles of personnel requirements and the designation of the Project's personnel is not 
submitted for US AID'S approval. 

The staff which is presently working on the Project represents various areas of 
expertise for the execution of the Project mission. The characteristics of the current staff are 
summarized in Annex H. 

The team did not attempt an evaluation of the numbers, quality, or duties of 
Senegalese or expatriate personnel. This could be a very important assessment, particularly 
useful in determining training and technical assistance needs and accomplishments. It could 
be a useful activity for the upcoming project paper design team. 

C. Analvsis and Evaluation 

1. Administrative aspects 

FHPP was initiated before the National Family Planning Program (NFPP) was 
approved on March 15, 1991. Because of this, the Project was not carried out within a 
comprehensive GOS institutional framework which would have allowed for harmonization of 
strategies and better articulation of activities with other GOS programs. Better coordination 



of the Project with MCH would have contributed to a better integration of ongoing activities 
and could have improved coordination and laid the basis for future institutionalization of 
Project activities. 

Supervision of the Project by two ministries which existed at the beginning of the 
Project, established vertical processes and, sometimes, parallel development of programs. At 
the time of Project supervision by MSD and MOH, for example, until March 1990, 
MOH/SN/SMIYs role was limited to clinical aspects of the Project and had no responsibility 
for IEC activities. IEC was the responsibility of MSD which provided agents to design, 
implement and evaluate IEC activities. This vertical and parallel development isolated family 
planning from other health activities, specialized health equipment and other means, even for 
accounting and reporting. In some regions, head doctors were not informed of the arrival of 
family planning materials destined to health centers located in his region. 

This situation created frustrations among and between Project and other health 
personnel. For a period of time, the Project focused primarily on the training of midwives to 
the exclusion of other health personnel. The lack of interest in family planning activities 
demonstrated by some medical doctors may be partly explained by frustration, because they 
were not trained, and had not mastered the latest family planning techniques, which were well 
assimilated by the midwives under their authority. Some regional doctors therefore, 
considered family planning to be the midwife's job, and not their own. 

During the period of Project supervision by the two ministries, there were rivalries 
between the ministries, one determining the means and the other the techniques for family 
planning activities. Field integration was not achieved and collaboration in some localities 
proved to be difficult. There was insufficient definition of duties and responsibilities of each 
ministry, and hence their agents in the field. Indeed, when the Project's technical director 
was appointed, there was no formal description of his role. His responsibilities were clarified 
only as activities unfolded. 

GOS Decrees conferred upon the Project the role of coordinator as well as that of 
implementor of family planning activities. Since these activities can be carried out only 
within health centers, and more precisely within MCH units, MCH must be associated. In 
order to facilitate coordination and integration across GOS departmental lines, the head of 
MCH was designated as the Project's technical supervision. 

Because MCH is responsible, at the national level for the coordination and 
implementation of all farnily planning activities, and because the Project has been outside of 
the regular GOS smcture up to now, it does appear that roles were not clearly defined. All 
persons involved in family planning did not share an understanding of one another's mission 
and they did not 
was competition 
by the Project. 

have the same level of information on family 
between those health workers funded directly 

planning issues. And, there 
by the GOS, and those funded 



The absence of common guidance hindered the harmonization of strategies between 
the Project and the two ministries. Competition between the two ministries exacerbated the 
situation. But even today, there are unresolved differences. MCH feels that the Project should 
limit itself to the planning and coordination of activities and not be involved in the 
implementation of family planning activities, leaving implementation to MCH. Actual roles 
do not seem well defined. The absence of an official organizational chart hinders the 
distribution of responsibilities. 

In an attempt to overcome such difficulties, the GOS has published a decree which 
establishes the Project and clarifies the roles for coordination and implementation of activities. 
See Annex F-1. The recent appointment of a Technical Advisor in MPHSA, in charge of 
family planning, should facilitate better coordination within MPHSA and the other donors 
who play a part in family planning. It is desirable that periodic meetings be held between 
FHPP and MCH to define the type of support expected by MPHSA and the prospect of 
institutionalizing the Project's activities. 

With regard to DAGE, the team is not certain that DAGE has brought all the 
necessary support to the Project by identification of a sufficient contribution or for the 
mobilization of such contribution. 

2. Financial aspects 

The authority given to ISTI by USAID for financial implementation of the 
Project removes much decision making from Project and GOS personnel. It is difficult for 
GOS and Project personnel to understand why the Government of Senegal, upon signing an 
agreement, must have the funds managed, controlled and utilized by an organization other 
than the Government or the Project. They do not understand why more than 35 percent of 
the grant for financing of technical assistance are spent by ISTI without serious discussions 
with the GOS. GOS and Project personnel do not understand why 36 percent of the funds 
deposited in the local account managed by ISTI must be used to cover foreign technical 
assistance costs rather than technical assistance which might be available locally. This 
percentage exceeds 50 percent if one adds the costs of training in the U.S. and equipment 
purchased in the U.S. 

If the BUCEN technical assistance is included, GOS personnel complain that 
approximately 53 percent of the funding goes back to the U.S. Moreover, GOS and Project 
personnel complain that they do not always receive the reports, and conclusions of the work, 
of the technical assistance consultants. Senegalese have asked, therefore, how much actual 
value the GOS receives from these technical assistance services. 

As a result of the management crisis and financial audit, USAID reinforced its direct 
control over Project financing by increasing ISTI's authorities and reducing those of the 
Project. At the present time, since it does not receive significant feed-back from ISTI, the 



Project has stated that it is unaware of the precise status of Project funds. Under these 
circumstances, PHPP cannot monitor the Project, and the GOS cannot control the use of 
funds. 

In the competitive bidding process, since GOS or Project representatives do not 
participate in the selection of companies, the GOS does not have a voice in selecting 
contractors to provide goods or services. It receives equipment, supplies, and services without 
being able to assess their quality or appropriateness. 

It is the view of many Project and GOS personnel, that FHPP is deprived of an 
important management function--the control of financial resources. It is the view of Project 
personnel that they could and should carry out financial management without the intervention 
of ISTI, if more effort and resources had been provided to train Project staff in U.S. 
management practices and procedures. 

Now that it has been agreed to physically, and institutionally, to locate the Project in 
MPHSA, the evaluation team considers the success of the ongoing and new Project will 
depend on a clarification and redefinition of roles that will shift greater authority and 
responsibility to GOS and Project personnel and will help improve coordination among the 
participants. Increased management training should be provided to Senegalese personnel to 
carry out these revised roles. 

D, Summary of Major Findings and Conclusions 

1. On budget matters 

o The Project Agreement required the GOS to make a contribution to the Project, 
in cash and kind, of the FCFA equivalent of $7.4 million for local costs. 
Except for a covenant on total gasoline costs and a covenant on total local 
operating costs, the Agreement did not specify the distribution of the GOS 
contribution, Not USAID, ISTI, the GOS or the Project is presently aware of 
the status of more than $220,000 in cash that the GOS's allocated toward its 
$7.4 million commitment. 

o There is presently insufficient financid resources for local operating costs for 
vehicles, gas, per diem, local training, utilities, and other operating supplies and 
equipment. Many GOS and Project personnel believe this is a result of 
USAID's freezing the US local currency contribution. Actually, USAID has 
made its full contribution. The shortage is from amounts that should be 
provided in cash or in kind as the contribution of the GOS. 

o USAID has not insisted that the GOS meet its financial commitment to the 
Project nor has USAID substituted U.S. funds for the local contribution which 
should be made available to the Project by the GOS. 



Before the financial audit and management crises of 1989/90, a collaborative 
process existed for development of the local currency work plan and budget 
wherein the Project prepared the budget, which was accounted for by ISTI. 
Since the crises, because of the concerns raised in the audit, and because of the 
transition in Project direction, USAID and ISTI have taken stronger roles in 
development and accounting of the local currency budget. 

The annual dollar budget is prepared by ISTI, after some discussion with the 
Project, and approved by USAID. The arrangement of ISTI as an intermediate 
financial, work planning, budgeting and administration unit offers little 
opportunity for MPHSA and Project personnel to develop the capability to 
manage and financially control, the Project. 

Project and GOS personnel state that ISTI does not provide sufficient reporting 
and feedback on financial and budgetary activities. It is difficult, therefore, for 
the GOS and the Project to control expenditure of funds. ISTI, for example, 
has the authority to make adjustments in dollar budget line items of up to 15 
percent without consulting with the Project, USAID or the Government, which 
further contributes to lack of control of financial management by the Project. 

ISTI presently deals directly with Directors of BNR and PPPS Project 
components on advances of funds which further reduces the ability of the GOS 
and the Project Director to properly coordinate and manage Project activities. 
To ISTI, the fact that the GOS signs off on advances means the GOS knows 
what is in these advances, To the GOS, which does not fully understand U.S. 
accounting and management practices, clearing of document such as the DAP 
(as well as PIO) is just something USAID requires them to do, with little 
understanding of the implication of their approval. 

On management and coordination 

Partly because an official MPHSA/MCH/Project component organigramme has 
not yet been approved, there is an overlapping of authorities so that it is 
difficult to coordinate the Project and to determine the interrelationships among 
the different components. 

There were few coordination meetings in the past among Directors of different 
Project components. There are none now to help overcome overlapping 
management lines of authority. Some of this confusion was built into the basic 
Project design and continued in ongoing Roject implementation. 

The procedure used by ISTI for bidding on local contracts, particularly for 
construction, sometimes did not always insure full and open competition and 
insufficiently involve GOS personnel in decisions. 



o No procedure exists in the present Project Agreement to permit USAID to 
review the selection by the GOS of key Senegalese Project personnel. USAID 
has no "right of refusal" on people who are responsible for managing 
significant amounts of U.S. funds. 

E. Summary of Maior Recommendations 

1. On financial and budpet matters 

o The GOS should take appropriate measures to assure that it is able to meet its 
financial commitment to the Project. For example: 

-- Devise ways and means to assure a level of Government 
support for family planning that is adequate and lasting; 

-- Set service fees to acceptors based on ability to pay for the services; 

-- Improve internal procedures which mobilize and secure local funds to 
assure that the GOS is administratively capable to meet its financial 
contributions; 

-- Make budget preparation procedures and assignment of financial 
responsibilities more specific; 

-- Make arrangements to assure that GOS counterpart part funds 
are provided on time; and 

-- Seek ways to increase support from other donors, as well as users, and 
the private sector to keep the public sector burden to the minimum. 

o Encourage local Communitv Health Committees to carry out many of the same 
actions, as above, at the local level. 

o Encourage private sector purchase and sale of contraceptives as a way to 
reduce some of the Government's burden for commodities that the GOS might - 
better apply to supervision and delivery of quality clinical services. 

o USAID, in its design of the future Project, should take into account the GOS 
ability to financially support the Project and, 

-- Make realistic counterpart fund projections that anticipate the amount of 
local currencies that will come available to the GOS, taking into account 
the limits imposed by the IMF structural adjustment program; 



-- Maintain sufficient records to determine if the GOS financial 
commitment is being met, hold the GOS to its commitment, and 
establish Project revisions and reductions that will be made if sufficient 
funds are not available; 

-- Make flexible grant agreements, such as where USAID financial 
contributions are tied to pre-determined Project performance or other 
criteria; 

-- Study the possibility of a health/farnily planning sector grant to 
encourage policy changes or administrative actions to improve 
implementation of family planning activities; and 

-- Support the upcoming study on financing of health services and ensure 
that FP activities are included in the study. 

2. On management and coordination matters 

o Shift decision-making for operational and budgetary matters from USAID and 
any future technical assistance contractor to GOS agencies and personnel so 
that family planning can be institutionalized as a GOS effort. 

o Clarify and strengthen the planning function either by hiring a health and 
family planning planner or improving the planning skills of Project personnel. 

o Involve key Project personnel in more financial decisions such as for purchases 
of contraceptives and selecting contractors. 



111. INFORMATION, EDUCATION, AND COMMUNICATION (IEC) 

A. Goals, Objectives and Output 

The overall goals of the IEC activity are to: 

Promote the adoption of family planning services in Senegal; 

Promote continued contraceptive use among those who have adopted it; 

Decrease the number of dropouts from the program; and 

Provide information on reproduction related topics, such as infertility and 
sexually-transmitted diseases. 

Objectives 

The specific objectives of the IEC program are to: 

Promote the concept of child spacing as a way to better family health and well- 
being; 

Inform about the risks and dangers of sexually-transmitted diseases, particularly 
in regard to fertility, but also in regard to personal health; 

Discuss the issue of adolescent sexuality as a way of preparing future adults for 
responsible parenthood; 

Discuss contraceptive methods, their advantages, disadvantages, and possible 
side effects; and 

Discuss the delivery of family planning services, i.e., where, when, and how to 
get them. 

B. Description 

Summary of IEC activities 

The Family Health and Population Project (FHPP) has an important IEC 
activity. It consists of interpersonal education using a network of IEC agents and community 
volunteers; mass media including radio, television, and the press; and audiovisual materials 
including posters, brochures, flyers, and simple promotional material (T-shirts, key chains). 



The IEC activity is directed and supervised by two FHPP IEC Coordinators in Dakar. 
Six Regional Coordinators of the Ministry of Social Development (now the Ministry of the 
Interior, Directorate of Rural Development [Direction du Developpement a la Base]) supervise 
approximately 54 Monitrices d'Economie Familiale (Family Life Extension Workers) each '. 
Each extension worker in turn supervises an average of 25 village volunteers, chosen 
according to selected criteria and in collaboration with village leaders and trained by the 
Regional IEC Coordinator, a team of regional trainers. These volunteers are the key elements 
in an educational program designed to attract new family planning acceptors. 

A mass media campaign carried out by Project staff, assisted by external and national 
consultants, and executed in collaboration with ORTS (Office de la Radio et de la Television 
Senegalaise) was developed to support this effort. Through radio, and to a lesser degree 
television and the press, the Project conveyed information on child spacing, infertility, and 
sexually transmitted diseases. Audiovisual materials were produced to support training and 
educational activities. 

Women who were motivated to adopt family planning by Project IEC personnel then 
went to Ministry of Health clinics (Health Centers and Health Posts supported by the Project) 
to make their choice of family planning contraceptives, and to be counseled about their use. 

Despite certain financial and administrative difficulties that seriously affected the 
Project from mid-1989 onwards, the IEC component achieved considerable success in 
executing the activities set out for it in the Project Document. Although there has been no 
systematic attempt to measure the changes in knowledge, attitudes, and practices due to 
Project interventions, there are certain positive indicators that suggest that educational 
activities have contributed to increased family planning awareness and acceptance in the 
country as a whole. Since the FHPP is responsible for the large majority of family planning 
activities in the country (90 percent of all public sector programs; and almost 50 percent of 
all family planning activity '), changes in national trends in acceptance can be at least 
partially be attributed to the Project. 

USAID data prepared by the HPN office and based on ISTI records indicates that the 
number of total contraceptive users in the country (public, private, and commercial) has 
grown progressively since 1986 (from approximately 20,000 to 6 1,000 in 1990). Similar 
USAID data for the six regions of the Project show parallel trends, although the growth 
between 1989-90 was not as accelerated. Of the six regions of the FHPP project, only Thies 
showed a decline in active users, and this only between the period of 1989-90. 

1 There are 6 Regions in the Project; 3 Departments per Region; and 3 Anondissements 
per Department. In principle, there is one extension worker per Arrondissement for a total of 
54. 

' USAID data based on ISTI statistics indicate 29,890 total FHPP acceptors of the total 
32,996 public acceptors and of the total 61,376 total public and private acceptors, as of 1990. 



A less sensitive but valid indicator of the success of E C  campaigns--the percentage of 
people who say that they are aware of family planning--has gone up dramatically. In 1978 
the level of awareness of at least one method of contraception was only 60 percent; while in 
1990 it has been estimated at 95 percent in urban areas. During the period of the Project 
1986-90, the percentage of people aware of family planning grew from 85 percent (EDS) to 
the currently estimated 95 percent. 

As important, the number of people reporting that they were aware of at least one 
modern method of contraception in 1990 was an estimated 89 percent (urban areas), 
considerably up from 1978. The one statistic that would be a reliable indicator of IEC 
impact, the number of new family planning acceptors, was not available due to problems of 
record-keeping and reporting. 

Small-scale, regional studies done in 1989 give some indication of IEC impact. In 
Ziguinchor City, for example, 43 percent of women interviewed had attended family planning 
talks; 65 percent had seen family planning posters; 61 percent were aware of the pill; and 60 
percent knew of the proper administration and/or use of the contraceptive method of which 
they were aware. In Dioffior, 42 percent of women and 40 percent of men interviewed had 
heard of family planning on the radio. 

In terms of total numbers of Project outputs, the Project has also had a certain degree 
of operational success. The number of people trained by the Project--approximately 1000 
(including government IEC agents, community volunteers, and radio production people)--is 
double that envisaged in the Project Document. The Roject trained approximately 20 people 
overseas (largely at Santa Cruz), including MSD and MOH staff (Health Education Service). 
Four out of a projected 20 study tours were undertaken. 

A number of research activities were undertaken to help in the development of IEC 
messages. Three studies are of particular note: The Practical Guide to the Development of 
Messages 4; the Posner study on the attitudes of men towards family planning 5; and the 
study by ISTI's demographic consultant and others on knowledge, attitudes, and practices 
concerning family planning in the Region of Thies 6. 

3 Evaluation de 1'Impact du Proiect Sante Familiale et Population dans la Commune de 
Ziguinchor, Sonko, B. and Diop, M., December 22, 1989, Dakar; and Evaluation de 1'Impact 
du Project Sante Familiale et Population: le Cas de Dioffor (Fatick], Samb, F., December 
1989. 

Guide Pratique d7Elaboration de Messages, Makane Kane, Projet de Sante Farniliale et 
Population, Dakar, July 1987. 

Posner, J., Men's Attitudes About Family Planning in Senegal, January 1987, USAID. 

6 Etude sur l'hformation, 19Education, et l'hformation (IEC) en matiere de Planification 
Farniliale dans la Region de Thies, Charbit, u, Dakar, USAID 1990. 



Its performance in the mass media sector was equally noteworthy: an estimated 150 
radio and television events (spots, sketches, dramas, magazines, etc.) were aired in 1987 
compared to a projected 48, over 400 in 1988 compared to a projected 72, and 20 out of a 
projected 72 in 1989, a year in which Project funds were severely curtailed. Its performance 
in the production of educational materials was also significant. In 1987 the Project produced 
20 out of 23 projected educational materials (including slide shows, a brochure, and 
promotional materials); in 1988 it produced 16 out of 23 projected (posters, flyers, calendars, 
diaries). Even in 1989 the Project (PPPS component) produced 2 materials (bus 
 advertisement^)^. 

The financial difficulties caused by the failure of the GOS to mobilize counterpart 
funds, an administrative crisis caused by a USAID financial audit and a subsequent change in 
Project direction, and the removal of the Project from the Social Development Ministry to the 
Ministry of Health (thus isolating IEC Coordinators and extension workers from the central 
management authority) negatively affected activities since early 1989. Most mass media 
activities were curtailed, as were most training supervision and interpersonal education 
activities. Had these continued as planned, it is likely that levels of understanding and family 
planning acceptance would have increased. The 1988 Project Action Plan, as reflected in the 
Joumees d'Etudes relatives a I'elaboration des proiets d'accompapnement et aux activites sur 
I'IEC PFSP, Saly Portudal, January 1988, is a detailed, comprehensive plan whose objectives -7 

were largely met (see above-referenced Project Annual Report 1988). There are no reasons 
suggested why the Project should not have established, set, and met similar objectives set for 
1989. 

Nevertheless, a recent evaluation of the IEC component of the Project indicated that 
while studies like those at Dioffior, undertaken just after the Project's large-scale mass media 
campaign and before administrative and financial difficulties began to have an impact, 
showed a relatively high degree of awareness of family planning messages, understanding was 
superficial. 

Similarly, while overall awareness statistics (95 percent urban areas 1990) are in 
themselves impressive, and while the number of acceptors has also grown progressively, the 
modern contraceptive prevalence rate remains low at 2.4 percent (1986) and has grown 
relatively little from its 1978 level of 0.6. However, this relatively poor performance must be 
seen in the context of similar programs in other countries where a period of relatively slow 

Data compiled from Project Annual Reports for the years 1987, 1988, 1989, 1990 
(draft); and from independent estimates from FHPP IEC staff and from former mass media 
consultants. 

8 Delanoe, u, Evaluation of the IEC Component of the Family Health and Population 
Project, USAID, Dakar, 1989 



growth in contraceptive prevalence was followed by a period of much more significant 
increase. This phenomenon, noted in Lndia and Korea, was a result of a "period of 
consolidation" where information received through IEC programs was being talked about, 
verified, and finally acted upon. 

Data on the rate of new acceptors--as mentioned above, the most direct indicator of 
IEC impact--would have been useful in qualifying the rate. That is, if the rate of new 
acceptors had gone up, it might have indicated that a move from the consolidation phase to a 
more active one was beginning. 

There are a number of factors--in addition to the major financial, administrative, and 
organizational ones mentioned above--which may have limited the impact of IEC campaigns 
and programs. These factors are described in detail in the Analysis section of this IEC 
chapter. 

Volunteer-based support 

A volunteer-based promotional system--particularly one which involves 
no rewards, incentives, or emoluments--may be able to achieve only a modest success. This 
may be particularly true in Dakar where it is said that the demand for remuneration, even for 
volunteer work, is high and persistent. The performance of the volunteer program has been 
limited and a relatively small number of volunteers have been recruited and trained. 
Community-based distribution schemes, in which contraceptive distribution is managed by the 
community, but carried out by local volunteers who receive a commission on sales, has been 
proposed in neighboring African countries, such as Mali, Togo, and the Gambia, and may be 
an appropriate way of generating the interest needed to secure volunteer support. 

b. Health clinic education 

Health clinic educational activities are insufficient. Given midwives 
clinical workloads, short hours of clinic operation, and often difficult physical work 
conditions, individual and group counseling which could increase understanding may not have 
occurred with the frequency and quality that is required to promote understanding and 
acceptance. Improved health center management, longer hours of service, increased facility- 
based family planning education and counseling may be the keys to better family planning 
performance. Even given the best possible motivational work done by IEC agents and 
volunteers, if the close, interpersonal counseling given by health workers is not available and 
of high quality, family planning acceptance is not likely to rapidly increase. Increased 
counseling in maternities is also important, since 38 percent of births take place in health 
facilities '. 

Pillsbury, B., Socio-Cultural Factors Influencing Delivery and Use of Health and Family 
Planning Services in Senegal, USAID, Dakar, August 1990 



c. Integration of services 

The administrative moves, placing the responsibility for family planning 
in the Ministry of Public Health and Social Affairs (from the former Ministry of Social 
Development), offers a significant opportunity for midwives to be brought more fully within 
the program. The continued separation of motivational workers (extension workers and 
community volunteers) from the health system (these IEC agents will be a part of either the 
Ministry of the Interior or the Ministry of Women) poses potential problems, given the need 
for close relationships between motivational workers and health care providers. 

The proposed integration of all services--both health provision and motivation into one 
administrative structure, managed by the MPHSAIMCH is a positive step towards full 
functional coordination of disparate services. The final disposition of this new structure and 
its performance remain to be seen. 

The degree to which the Health Education Service of the Ministry of Health is 
integrated within this structure is an important element. Up till now, the Health Education 
Service has played but a desultory role in the family planning education process. It has now 
been given the mandate by Government decree to manage all such activities, and the degree 
to which it forges an appropriate and strong link with either the Ministry of the Interior or 
Ministry of Women, will indicate the likelihood of even faster family planning acceptance. 
The EPS Regional Coordinator can play an important intermediary role between health clinic 
and social development personnel. 

d. Costs of mass media programming 

The success of the mass media component of the Project (in terms of 
numbers of programs produced and aired) was in large part due to the willingness of the 
radio, and to a lesser degree television, to air family planning broadcasts free of charge. As 
the economic and financial situation of nationally sponsored radio and television broadcasting 
in many African countries has become more precarious, they have increasingly begun to 
charge for even those programs in the public interest. This may likely be the case in Senegal. 
Even if this eventuality is still years away, such financial pressures are already beginning to 
be felt: the insertion and airing of family planning television programs, sketches, and spots-- 
according to Project staff--was extremely difficult. While radio was a far more accessible 
medium (commercial demand for radio time is less), the situation may change. Thus, the real 
costs of mass media programming will have to be considered. 

e. Targetting the message 

Current IEC efforts, while specific in terms of message (i.e. child 
spacing, MST, and infertility) and theme (family harmony, child education, mother and child 
health), may not be directed enough to particular audiences. A more focussed IEC campaign 
directed at men and specific groups of women may be required to complement the more 
general media and educational approach. This targeting and focussing can only be done as a 



result of in-depth research. While the Project was ambitious in its attempts to carry out 
research, the Evaluation Team felt that the data provided from these studies were not always 
presented in a useful form - or not adapted to the needs of communications professionals; and 
it was not always carried out with specific IEC objectives in mind. The Village Monographs, 
for example, provided certain demographic data, such as age of marriage, but did not attempt 
to correlate these data with other information, such as age of mother at birth of first child, 
sixth child, etc, Knowing the age of a mother at the time she reaches the total fertility rate 
(6.6 children 1986 EDS) would help communicators to better tailor their messages. The 
Makane Kane study on developing IEC messages was positive in identifying the many 
resistances men and women have to family planning, such as economics and religion, but did 
not go beyond these well-known factors to probe questions relating to what specific religious 
objections are behind the general resistance; what factors contribute to a conviction that more 
children equal more wealth? The Kane study also did not break down as fully as would have 
been hoped the differences between urban and rural men, for example, who have been shown 
to differ significantly in their attitudes (particularly by Region of the country). 

f. Informational campaigns to reach decision makers 

Informational campaigns specifically designed to reach national, 
religious, and traditional leaders were not carried out with as much vigor as intended in the 
Project document. Such campaigns are important to alert decision-makers to potential 
problems related to demographic growth, mortality and morbidity, the availability of natural 
resources, levels of education and literacy, etc., and to make them more disposed to 
considering family planning programs. These campaigns require special research and 
planning. 

2. Details of IEC activities 

This section will provide more detailed information activities by year and by 
major project category: research, training, materials production, study tours, technical 
assistance, mass media, and interpersonal education. In many instances an approximate 
number is given. While different project documents were in the main consistent, in others a 
reconstruction of events and materials produced was necessary. Mass media programs, such 
as sketches on the radio or television, were not considered to be "Materials producedn--an 
item in the Project Document--but "Mass Median--programs that were produced by ORTS 
performers under the guidance of the Project. 



The first year of the Project was devoted to completion of activities 
begun during the first project (i.e. final training of Social Development personnel; distribution 
of posters printed during the first project), but more importantly the planning for the 1986-87 
period. In April-May 1986 JHUPCS and PIACTPATH consultants came to Senegal to help 
prepare a communications strategy. In August 1986, a three-day workshop was held to set 
forth a detailed IEC program ll. The Posner study on men's attitudes towards family 
planing was also carried out during 1986. A reported 31 higher-level MDS IEC extension 
workers were trained compared to the 50 specified in the Project Document. Production 
targets for educational materials and media production were not met. 

The Posner study was published, the preliminary design for a study on 
inactive family planning clients begun a profile of the typical FHPP client undertaken by 
Columbia University in Diourbel, based on computerized records; and the publication of a 
Government of Senegal National Policy Paper on Family Planning (published January 1990) 
of which IEC was a major component and for which ISTI provided 3 experts. 

Foreign training for IEC Regional Coordinators and other IEC personnel began in 
1987 12. The training of trainers began in the regions, with IEC Coordinators and selected 
extension workers trained as trainers of other extension workers and community volunteer 
workers. A three-week course to train 14 such trainers (along with 10 clinical personnel) was 
organized. 

lo The information presented here on number of materials produced has been 
reconstructed from a number of sources - primarily from the Project Annual Reports and from 
detailed interviews with the IEC staff of the Project and their records. In some cases there 
may be a discrepancy between years, because material development begun in one year may 
have only been completed and reported in the next. As of the writing of this report, no 
detailed budget figures were available to permit a financial corroboration of materials 
produced, personnel trained, etc. There was also no objective way to corroborate the number 
of times a particular mass media program was aired. Neither ISTI nor the Project has kept a 
materials archive in which are kept copies or transcriptions of all media produced, media 
schedules, etc. 

" See Compte-Rendu des Journees de Reflexion sur l'Information, I'Education, et la 
Communication 2 1-23 August 1986, October 16, 1986, PSFP, Dakar 

l2 According to an ISTI document (Liste des apents formes) dated 6/12/90 (print out) a 
total of 20 Senegalese were trained in IEC abroad. These included National Project IEC 
Coordinators, Regional IEC Coordinators, VSPP staff, others MSD staff ("animateurs"), 
MSPAS personnel ("Assistantes sociales"), and ORTS personnel. This number compares to 
25 set forth in the Project Document for the years 1986-90. 



After the training of trainers came the training for extension workers, community 
volunteer workers, and radio production personnel (orientation of national staff on family 
planning). Approximately 41 extension workers and 93 community workers were trained, 
along with 17 ORTS personnel. Study tours to Egypt, Gambia, Jamaica, Mexico, and Zaire 
were taken by senior staff to review family planning IEC efforts in those countries. 

Planning for the mass media campaign began with the arrival of an Academy for 
Educational Development (AED) consultant in 1987 whose job was to assist in the 
development of program objectives, strategies, and activities. Two other JHUPCS 
consultants were invited to Senegal to work on mass media programming issues. A second 
JHUPCS expert on radio production provided assistance on the development of radio 
programs. A staff member of the programming department of ORTS radio provided technical 
assistance and liaison with ORTS radio officials (Sow worked as a consultant while on short- 
term leave from ORTS). A seminar for radio producers was held in Dakar, and a pilot 26- 
minute video was produced. 

Pre-campaign media production and broadcasts were begun in 1987. Three radio spots 
and five radio sketches were produced as well as one 38 minute sketch for television 
(describing how a family in Kaolack learns of the program and adopts family planning). The 
radio spots and sketches were aired once or twice a day for 45 days of the pre-campaign for a 
total of 45-90 broadcasts. These broadcasts were then tested (no detail available on this 
testing), modified, and refined for airing in the actual campaign to begin in 1988. 

An additional video on the FHPP was also produced for national leaders on the 
importance of family planning to reach national goals. An 18 minute slide show on MST was 
produced as well as 15-minute slide show on modern methods of contraception. A Project 
Newsletter was begun in which current information was provided to regional staff. 

The course of the National Extension Workers Training School (Thies) was modified 
to include farnily planning and family planning IEC. 

The private sector PPPS program began many of its programs, including the setting up 
of its clinics in SOTRAC, CNSS, SOS Village Kaolack, and ASBEF. IEC training of 
midwives and other health personnel at these establishments was undertaken. 

Approximately 185 social development workers, including trainers of trainers (24), 
MDS extension workers (41), village volunteers (93), and ORTS personnel (17) were trained 
in 1987 compared to a projected 100 in the Project Document. For radio and television 
broadcasts 45-90 were aired compared to the 48 targeted in the Project Document; and 
approximately 20 educational materials including: three radio spots, two radio sketches, one 
video for television, one video for national leaders, three slide shows, as well as T-shirts 
(10,000 produced), key-chains and pens (10,000 each), one brochure (10,000 copies) were 
produced and distributed compared to the 23 set in the Project Document. 



The year 1988 was the year of most intense IEC activity. Final radio 
and television programs were designed (with the participation of a locally-recruited consultant 
and the continued participation of ORTS' programming staff member); the setting up of an 
IEC working committee, comprised of ISTI, the Project IEC staff, ORTS, the Health 
Education Service of the Ministry of Health, ASBEF, Le Soleil (newspaper) and local 
consultants; a signing of a formal agreement between the Project and ORTS and the 
production of audiovisual and other educational material; the recruitment of a foreign 
consultant to work on slide presentations. The Project Annual Report for 1988 reports the 
following production and distribution of material: 

Three brochures (on condoms, the pill, and the IUD) printed in 10,000 copies 
each; 

One calendar in 20,000 copies; 

One diary in 1000 copies; 

Two flyers--one on the Project; one on contraceptive methods; 

One radio soap opera of 20 episodes; 

Provision of family planning themes and program ideas to local (regional) radio 
stations; 

One video for television on child spacing; 

Four new posters produced and distributed at 2500 each for a total of 10,000 
copies; 

The running of six regional "Information Days" in which regional health and 
social development staff present family planning information at local fairs and 
regional events; 

The running of two (Ziguinchor, Kaolack) "Open Phone" radio programs on 
family planning (one-two hours each); 

Eighteen radio sketches of 15 minutes each; 

Seven radio spots in six regional languages; 

Two television sketches of five minutes each; 

Family planning "Information Days" for journalists; and 



o Production for the Health Education Service of the Ministry of Health (EPS) of 
two posters on AIDS; one leaflet; and one slide show (based on a small-scale 
KAP study carried out by the Project. 

The total number of radio and television broadcasts was 443 compared to the 72 
specified in the Project Document 13. The total number of audiovisual and print materials 
prepared was 15 compared to 23 projected in the Project Document. 

Approximately 350 extension workers and community health workers and 170 private 
clinic workers and community extension agents were trained against a Project Document 
target number of 100. 

A foreign consultant came to Senegal to work on the production of a slide-tape 
presentation. 

In 1989 the PPPS Train du Bien-Etre carried out its journey. Also two 
large bus panel advertisements for family planning were reproduced and affixed on 300 
busses in Dakar. 

Because of the administrative and financial difficulties above-mentioned, no new 
production of materials took place, but distribution of materials already produced continued. 
A modified version of the brochure on condoms was distributed. All the slide presentations 
were delivered and distributed. Approximately 270 social development agents and community 
volunteer workers were trained in 1989, compared to the 100 specified in the Project 
Document. Audiovisual equipment was distributed to each Region: a 16mm projector; a TV 
monitor and VCR, screen, slide projector, overhead projector, and various training materials. 
Work was carried out with local radio stations to ensure some degree of programming. At 
Kaolack, for example, four hours worth of family planning debates and discussions were 
recorded and aired during 1989. 

The Delanoe evaluation of the Project IEC program was carried out. A consultant 
carried out a study on interpersonal education (not yet published); the small-scale village 
studies undertaken with CERPA (France) were undertaken in Thies; and a small-scale KAP 
study in Dakar, Pikine, the Port of Dakar, and Sebikotane was undertaken. 

Few new activities were undertaken. Radio broadcasts were at a virtual standstill. 

l3 Calculated as follows for television: 10 broadcasts of television sketches; 3 of a 
Project-purchased film; 6 broadcasts of a Project-produced video = 19; for radio: 20 episodes 
of a soap opera; 52 of sketches (1 per week for the year of the campaign); and 352 spots (1 
per day) = 424; for a total of 443. 



Training, however went on apace, and between 187 social development agents and 
community volunteer workers were trained (30 extension workers and 157 volunteers). This 
should be compared with the 150 specified in the Project Document. 

A consultant came to advise on IEC training; and final work was done on the study on 
interpersonal communications. 

C. Analysis and Evaluation 

There are a number of major functional elements of the Project's IEC component 
which must be analyzed for appropriateness, quality, and sufficiency: research and planning; 
the interpersonal education progsam; the management and supervision of that program; the 
mass media program; the production of audiovisual and other materials; technical assistance; 
evaluation; inter-agency coordination; and interaction with collateral agencies (such as 
UNFPA). 

1. Research and planning 

The difference between family planning awareness (95 percent of the urban 
population 1990) and family planning coverage (2.4 percent 1986) is significant. While the 
Project has gone a long way towards determining why this gap occurs, considerable additional 
attention needs to be paid to determining even more carefully the factors influencing non- 
adoption for specific sub-groups of the population and the design of individualized 
communications strategies to reach them. 

As one consultant has suggested, there is no such thing as 2 Senegalese woman. She 
is defined much more by her education, her place of residence, her literacy, and her religious, 
ethnic, and cultural ties than she is by her nationality. 

Statistics presented by Pillsbu~y indicate that 52 percent of all manied women have 
their first child by age 19 and 35 percent have their fust child between 15 and 19. If these 
young women are in a polygamous maniage they are even less apt to consider child spacing, 
eager as they are to have a family quickly and establish their position firmly within the 
marriage structure. At an estimated two years between births if no family planning is used, 
these women will have their sixth child by the age of 27. Since the average total fertility rate 
in Senegal is 6.6, a significantly large group of women will be ready to listen attentively to 
family planning messages with at least 15 more reproductive years remaining in their lives. 
These women will be the easiest to reach and in fact are the group that already accounts for 
most family planning acceptance. Women with 3-4 children, having established their family 
position, understanding the realities of child-searing, and old enough to clearly envisage the 
future of 3-4 more children, are likely to be the easiest audience of d l  to reach. These 
relatively older women can also be effective communicators to younger women on matters of 
contraceptive choice and use. Messages addressed to these women should be specifically 
designed with their age, family size, position in the family, and other socio-demographic 
characteristics in mind. 



It is also important, of course, to attempt to reach the young women in the highly 
reproductive 15-19 year old age group. While it is correctly assumed that young married 
women of 15-19 are likely to be rural, poorly educated, and traditional and, therefore, least 
likely to adopt family planning, their cohorts still in school are ideal targets for in-school 
Family Life Education. 

Therefore, while specific family planning campaigns directed to 15-19 married women 
may not be recommended due to their expected strong resistance, in-school programs, 
unsuccessful to a large degree within the Project, may have promise. Although the messages 
of farnily planning might not be appropriate in a school setting, messages of simple 
population dynamics--the relationships between family size and maternal and child health, for 
example--can form the basis for future planning decisions. 

According to EDS (1986) statistics, 14-28 percent of women do not know where to get 
contraceptive devices; and 6-21 percent of them do not adopt because they are concerned 
about "problems" with family planning. Over 12 percent of women say they have not 
adopted family planning measures because they simply do not have any information about 
how to do so. After over 10 years of a Family Health and Population Project, it is surprising 
that this number is not approaching zero. 

Who are these women who only need more information? Who are those who say that 
they do not know where to find family planning services? How deeply-rooted are concerns 
about "problems" with family planning methods, and to what degree are these stated concerns 
really excuses for other, more traditional reasons? 

Approximately 38 percent of women give birth in health facilities. These women 
already have moved into the modern mainstream of health services, and one would assume 
their relative readiness to at least listen to farnily planning messages. Is this a correct 
assumption? Does, as would be expected, birth in a maternity say something about the 
readiness of a woman to adopt family planning? 

A recent study by the Ministry of Health, for example l4 indicates that the highest 
approval rating of family planning is in the South (36 percent of men questioned) and in the 
West (25 percent), compared with 44.8 percent of all women in Senegal (EDS). The average 
positive attitude level for rural men is only between 11-15 percent. This surprising 
percentage of men in the South and West of the country should be explored further: Who are 
these men; why does residence in the South and West have an effect on attitudes; to what 
degree can a communications program be designed to identify those characteristics among 
men in areas with much lower average rates of approval? 

As important, more needs to be known about the vast majority of rural men (88-89 
percent) whose attitudes are unfavorable. Although many say that religion is a factor, current 
research has not shown on what specific basis this religious concern is based and to what 

14 Promamme National de Planning: Familial, MSPAS, DSP, SNISMI, December 1990 
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degree it could be mitigated. More research needs to be done on the perceived relationship 
between economic status and fertility. Although many men may continue to believe that a 
family must have large numbers of children to produce the income needed to live and live 
reasonably well, economic development and capital improvements in some areas may have 
outstripped the need for labor. While this is unlikely to be the case in poorer, more marginal 
rural areas, it may be the case in more productive areas where an increase in family size 
simply reduces the amount of wealth per capita. The development of such relevant economic 
messages may help to mitigate the concern of many traditional religious leaders who feel that 
Islam does not permit family planning for purely economic (i.e., selfish) reasons. 

The Project has planned to recruit more men as volunteers, and the IEC Regional 
Coordinator in Thies has indicated that a list of interested candidates has been drawn up. 
However, it remains to be seen whether such men, without remuneration, will take up these 
positions. While a number of attempts have been made to reach men through mass media 
programs, these attempts have been more couched in general family responsibility. More 
directed and specific messages talking to men by men, have not yet been explored in any 
depth. 

In short, more understanding is needed about the characteristics and peculiaiities of 
specific sub-groups of the population and more individually-tailored educational programs 
developed. The Project has made a start in this area--research has been done and attempts 
have been made to diversify target groups. Family Life Education is clearly for adolescents; 
and the Ministry of Social Development has made a particular effort to reach their Youth 
Groups, sports groups, and men's groups as well as the long-recognized women's groups. 
However, identifying the groups is only the first step. The socio-cultural characteristics of the 
groups must be understood and messages appropriate for the groups designed. 

While basic acceptable message groups have been determined, such as education-child 
spacing, maternal health-child spacing, child health-child spacing, the form in which these 
messages are to be presented still lacks definition. Although, for example, it has been made 
clear that one must not stress the relationship between economic well-being and child spacing 
(elements of religious interpretation are brought into play) in family planning messages, 
relationships between family size and available resources (such as land holdings, farm 
mechanization, return on units of labor invested, etc.) and their ultimate impact on the quality 
of life, may in fact strengthen family planning messages to men. 



Similarly, while certain messages and themes have been developed and found to be 
acceptable (such as "A planned family = A harmonious family"), they may not have the 
impact and memorability of more specific and detailed messages (Delanoe found, for 
example, that in the Dioffior study, although a relatively high number of respondents 
remembered a particular message, their understanding of it was only superficial). Family 
harmony could mean enough to eat, proper education, proper sanitation, uncrowded living 
quarters--all themes which are not at all inconsistent with child spacing. More specificity and 
a deliberate attempt to explore in depth certain themes. 

The Journees d'Etudes held in 1988 to plan for the IEC program for the next year is 
commendable in its attention to planning issues, and it focusses clearly on specific regional 
needs for training, supervision, and other functional elements of programming. What it does 
not explore it the fundamental core of the educational campaign: exactly what is said to 
whom. It is this element which should receive more attention in the future. 

The Project will have to do the following to assure a more targeted campaign: (a) 
draw together all existing research and documentation from Senegal and neighboring countries 
on the social, religious, and demographic issues raised above; (b) develop a national 
educational stTategy, targeting specific groups (this activity, done in successful collaboration 
with expatriate advisors in 1986 and 1987 [see above], should be repeated); (c) develop a 
detailed work/action plan to carry out the strategy. 

The subject of STDs has been included in both the planning for and the production of 
educational materials, and reference is made to STDs in both the 1986 and 1989 Journees 
d'Etudes during which the IEC program was planned and in the FHPP Annual Reports. 
Nevertheless, STDs were not a subject of the Makane Kane study on message development, 
nor was it discussed in any substantive detail in any of the planning documents. It is likely 
that the subject of STDS did not get the attention that may have been warranted because (1) 
the subjects of STDs and AIDS differ significantly from that of family planning. While the 
method to control conception and to control STDs may be the same, the cultural milieu and 
the psycho-social environment in which knowledge, attitudes, and practices concerning STDs 
occur is dramatically different. To a large degree the training, orientation, and mandate of the 
IEC portion of the Project was family planning, and not STDs. Secondly, the major STD 
educational program and the AIDS education program which is growing in importance, is the 
responsibility of EPS. Although the FHPP helped to produce the AIDS poster commonly 
seen, this was an occasional involvement, and it is generally conceded that the major thrust of 
the STD/AIDS program is the responsibility of EPS. 

The Project, as designed, was to make a special, concerted effort to reach opinion 
leaders, particularly religious leaders. Although some effort was made to do so, particularly 
through the use of Le Soleil and television programs on the project, no real progress was 
made by the project to develop a special, specific, and detailed "lobbying" program (to 
borrow the words from UNFPA -see discussion on Collateral relationships, below) for 
individual leadership groups. UMCOM (see below on discussion of inter-agency 
coordination), the family planning IEC support group of the Ministry of Finance, Economics, 



and Planning has, as a major objective, reaching such leaders. ParticuIar work needs to be 
done to identify the many distinct sub-groups of such leaders: the private medical community, 
who may back family planning in principle, but have particular medical reservations about 
certain methods; political leaders who are concerned about the sensitivity of family planning 
messages; religious leaders who may have a particular interpretation of Islam or Catholicism 
that they feel important to represent; traditional leaders whose view of rural society may 
differ significantly from urban inhabitants. 

2. Interpersonal education 

As has been suggested above, the interpersonal education program is based on 
voluntary service. It remains to be seen whether such voluntary service--to date 
unremunerated--can be effective in increasing the number of effective contacts with the 
population. Community-based distribution systems, in which contraceptive supplies are 
managed by community health committees and sold at a small profit by village volunteers has 
worked in other countries and is now being set up in Mali as part of the Bamako Initiative. 
Such village-level sale can guarantee the small financial incentive required to motivate village 
workers. The need for medical surveillance of women who take the pill is at issue, and there 
are differing points of view on the proportion of women experiencing side effects (and hence 
likely to spread negative information about family planning), and the need for medical follow- 
up. This issue is considerable, and will need to be resolved before any CBD program can be 
begun. It is discussed in more detail in the clinical sections of this report. The Project has 
also envisaged that the revenue generated from the women-in-development sub-project could 
act as an incentive, but these projects are too few and too concentrated to enable hundreds of 
volunteers to participate in a remunerative scheme. 

In addition, even if the volunteer system works effectively, it still requires village 
women to travel considerable distances to reach a health center. A CBD scheme would 
permit women and men to have access to contraceptives more conveniently. 

The number of community health volunteers needed to cover the target population has 
been determined as follows: The Project considers that one community volunteer is needed to 
work with one Women's Group, whose size varies, but is generally thought to be between 50- 
100 women. In general, there is one Women's Group per village or per urban neighborhood. 
Some larger neighborhoods and villages have two women's groups. Some have none at all. 
In principle, the proportion of one community worker per women's group seems reasonable. 
It is worthwhile mentioning that the UNFPA-sponsored Bien-Etre Familial (Family Welfare) 
Project's community volunteers (supervised and trained in ways similar to the FHPP) work 
within many community groups, not exclusively the women's groups. Regional IEC 
Coordinators defend this more selective choice, stating that women's groups, from which 
community volunteers come, are their most natural constituency group and have enough 



members to make exclusive contact worthwhile. Family Welfare Project personnel, on the 
other hand, cite the need for diversity in order to reach adolescent girls and boys and other 
important sub-groups of the community. 

Project IEC staff have determined that the target for these volunteers should be 10 
new acceptors per month. To reach this target, the volunteer is expected to give at least one 
group talk per week. However, given an estimated 500-600 population of an average village 
or neighborhood and an estimated 125-150 women in the reproductive age group, at 
maximum efficiency, each volunteer would meet her target after 12-18 months. This seems 
to be an unrealistic target, depending to a large degree on volunteer motivation, quality of 
training and supervision. 

It is a measure of Project impact that it trained an approximate 900 volunteers. 
Calculations based on estimated population size and numbers of women in reproductive ages 
indicates a target of 1296 community volunteers to be trained: There are six Regions in the 
Project; three Departments each; with three Arrondissements per Department; three 
Cornmunautes Rurales per Arrondissement; and an average of eight villages (or 
neighborhoods) per Arrondissement for a total of 1296 villages/neighborhoods and 1296 
community workers at the rate of one worker per village/neighborhood. 

According to Project IEC staff, however, these volunteers are not distributed equally. 
Dakar has a total of only approximately 45 operational volunteers; Fatick and Kaolack are 
reported to have trained a disproportionate number. The data needed to make a more 
quantitative analysis of the actual number of volunteers, the number of women's groups, the 
number of residents per village, etc., and therefore to explain more carefully the discrepancy, 
were not available. 

The number of extension workers needed to supervise these volunteers has been fixed 
at one extension worker for every 25 volunteers. This corresponds to the number of villages 
in an arrondissement, the administrative level at which an extension worker is found. 
However, the IEC Coordinator at Fatick--the Region visited with the most complete and well- 
documented records--indicated that a 1:5 ratio was ideal at a supervision rate of one visit to 
every volunteer at least every three months. 

Even at a 1:5 ratio (20 field visits per year), the amount of direct family planning 
supervision seems high, although not unreasonable. However, a visit to the Professional 
School for Extension Workers at Thies indicated that only five extension workers graduate 
per year from the school. At that rate, it would take five years to meet the demand (instead 
of 1:25, the ratio is reduced to 1 5 ,  thus adding four new extension workers per Region. At a 
graduation rate of five extension workers per year, it would take five years to produce the 24 
new staff needed). 

It is Likely that some new kind of group supervision system will have to be devised in 
which scarce resources are allocated to periodic supervision-cum-training sessions for 
volunteers (and extension workers) held at regional level. Money which was to be spent for 
fuel could be spent on local per diems. 



The form system of control and referral has not worked well. This system, designed 
to help monitor women who have been brought into the family planning system (when first 
contacted by a volunteer, they are given a form which they present to the health clinic for 
family planning services. Once seen by the midwife, the patient is referred back to the 
volunteer who can be sure she stays in the program. If this system were to work, the 
extension worker would have less field work to do, but few people, extension workers 
included, have interest in it. The success of such a tracking system like any other record- 
keeping system is dependent upon provider interest and motivation. If a family planning 
worker's job performance and pay were in part related to proper management of the form 
system; or if it were clear that volunteer contraceptive sales (in proposed community-based 
distribution and sales programs) were directly linked to tracking and follow-up, record- 
keeping would likely improve. 

A persistent problem concerning extension workers has been their reassignment to 
other areas of the country. While this is lamentable, it may be unavoidable, due to the 
relatively few numbers of women graduating from professional schools the continuing 
accepted tradition of women following their husbands when they are transferred, and the 
normal attrition rate from child-bearing. 

One of the biggest and most important links in the interpersonal education chain, the 
midwife, is the weakest. As suggested above, she has neither the time, space,the training to 
provide quality counseling to her patients. Part of the problem is the short clinic day, open 
only in the morning. Administrative reform needs to be effected in order to lengthen the 
clinic day without causing professional mutiny. A second problem is inefficient management 
and supervision. Better management--more efficient work flow, record-keeping, patient 
services organization--can free more quality time for individualized educational contacts. 

Although the Project has made a special point of training the higher-level staff in the 
many social organizations operating at the regional level (CER [Centres d'Expansion Rurale], 
Youth groups, etc.), these core staff are unlikely to do any family planning promotional work 
themselves, nor take it upon themselves to train their lower-level workers. Some mechanism 
must be found for energizing these lower-level echelons, such as institutionalizing training for 
them in family planning, and perhaps bringing them more into an incentive program. These 
workers are particularly important for many of them are men and able to talk directly to men 
about men's particular family planning issues. 

The practical problems of supervision of interpersonal communications staff have been 
considerable. Firstly, only a shared vehicle has been provided to each IEC Regional 
Coordinator. Secondly, the fact that the Government of Senegal was to take over much of the 
operational costs of the Project by 1989 and could not, has affected the ability of supervisors 
to carry out their work. Finally, the administrative difficulties of 1989 have instigated very 
scrupulous auditing measures, and the project staff has yet to fully accommodate themselves 
to the new measures. 



While data on the number of supervisory visits made in each Region are not available, 
it is assumed from anecdotal evidence that very few such visits happened after 1989. It is 
assumed that supervisory visits took place regularly before 1989, but data concerning their 
number and frequency are not collected in a systematic enough way to permit analysis. 

As noted above, considerable training activities have been carried out under the 
auspices of the Project. Some objective indicators should have been developed to measure 
the success and impact of this training. Examinations of trainees, for example, could indicate 
how well they learned. The establishment of objective job performance criteria is useful in 
measuring training program impact and the degree to which trainees improve after training. 

Operations research, investigating many of the above points, particularly those 
concerning proportions of supervisors to field workers, number and type of supervisory visits, 
types of volunteer interventions, etc., will be useful to devise the most cost-effective way to 
run an interpersonal program. 

More detailed data collection, such as the number of group discussions held and the 
number of participants in such discussions, could be helpful in measuring IEC impact, 
particularly when compared with acceptor data. In Fatick, for example, the IEC Coordinator 
had such figures and was able to arrive at a performance proportion of 2500 acceptors (1990) 
out of an estimated 20,000 contacts made in her Region--a rate of more than 10 percent. This 
rate, if verified, would be considered very significant when in the commercial sector, success 
is measured by fractions of percent change in market share. 

3. Mass media 

The mass media component of the campaign appears to be the strongest in 
terms of quality of planning, development, variety, use of consultants, etc. While the 
evaluation team did not have access to the actual written French texts of radio, television, and 
press programs and articles, there is procedural evidence to indicate that the mass media 
program was noteworthy. The fact that a comprehensive working committee was established, 
the services of a trained professional Senegalese radio producer/programmer secured, the 
recruitment of well-known expatriate consultants from a well-respected educational firm 
carried out, all point to a reasonable level of competence in this area. There are, however, a 
number of areas which presented some difficulties. Firstly, according to Delanoe, radio and 
television the performers responsible for turning basic family planning themes and messages 
into sketches and dramas have been left largely to themselves, and have not benefitted from 
more field data-based guidance. Delanoe states that although the Makane Kane study was of 
good quality and potentially useful, it was not translated into terms directly meaningful for 
these comedians. Delanoe also states that the many excellent media programs produced, such 
as Fagaru (television) and the 20 episode radio soap opera, were not aired often enough; nor 
reproduced and distributed for showing on the many video screens provided throughout the 
country (television only). 



More frequent airing has been itself a problem, and there is a consensus that very 
detailed and specific agreements must be concluded between the Project and ORTS to 
guarantee air time. As has been suggested above, it is likely that as with many counmes in 
the West African region, ORTS is sure to begin charging even for social programs, and new 
projects will have to consider this new item in the operational budget. 

It is difficult to fairly assess the reasonableness of the number of spots and programs 
aired--that is, to answer the question: is the number of spots, sketches, etc. sufficient to 
achieve targets set? First, the question has not been entirely answered in the United States. 
Most spots are aired to the maximum saturation limit allowed by often generous advertising 
budgets, particularly those provided for the launching of new products. Few data exist on the 
marginal difference between ten spots per week per station per listener and nine spots, for 
example. 

Second, as accomplished as Project staff and their ORTS collaborators were in the 
research, development and production of media, they were still in the process of improving 
and perfecting their family planning communications skills during the life of the Project. 
Since the number of broadcasts required depends to a large degree on the quality of 
programming, and since the family programming is still considered to be in a developmental 
stage, no clear and confident numbers can be determined. 

There is an issue of apportionment of budget resources, however. Investment in 
audiovisual materials in other countries has been highly cost-ineffective. Although these 
materials have their place, the question should be asked as to whether more of the print and 
promotional materials budget should have been allocated to the mass media. 

Unfortunately, there are few proven models on which to base this judgement. As 
stated above, commercial campaigns if anything are overfunded and overprogrammed. They 
give no indications as to what would happen if promotional T-shirts, for example, were 
eliminated from their campaigns. Only carefully-planned research can give answers: In a 
given project, did those people who heard only the radio, have levels of awareness and 
understanding equal to those who heard radio and received a T-shirt? 

The number of mass media broadcasts reported aired was a reasonable one, compared 
with experiences in other countries. The number of airings on the radio was quite sufficient 
to promote awareness and understanding (the accepted limits of mass media in social 
development--attitudinal shifts and habit change require interpersonal contact over time). 
Radio sketches, for example, were aired once a week; spots at least once a day in heavy- 
listening time; soap opera episodes every week. According to reports both by ORTS and by 
the Project, family planning messages were incorporated into a number of different existing 



radio programs (as differentiated from specially-produced programs). The total air-time for 
family planning, therefore, could be significantly higher than Project figures indicate. 

The programming mix is considered to be good, with a blend of short spots, longer 
programs, serials, and "Open-phone" programs (Antenne du Journal Parle) on family planning. 
Television programming by all accounts was less successful because of limited access to the 
medium. It must be understood, however, that television stations, particularly in countries 
with only one channel, are under extreme pressure from all sides to air social programming. 

A close collaborative relationship should have been maintained with URTNA, a 
respected and well-known association of African radio and television professionals. This 
collaboration was not achieved; no reasons were discovered as to this failure. 

The lack of a complete library of mass media materials--tapes of radio and television 
spots and programs; written texts of these programs; lists of broadcast times, etc.--not only 
impedes the work of an Evaluation Team such as this one, but does not permit the continuity 
required for a well-planned media program. An ISTI consultant, requested to review the IEC 
program, cites this lack a number of times in his report, and an interview with him revealed 
his frustration in being unable to review actual records of material production 15. 

4. Educational materials 

Posters, widely used in most social development programs, are a relatively 
expensive medium which have had their most cost-effective use in generously-financed, 
multi-media commercial advertising campaigns where they serve as a reminder about a brand 
name. Despite their common usage throughout the world in health and family planning 
campaigns, their effectiveness has never been proven although, in comparison to videos, for 
example, they have the advantage of being light enough to transport. But posters are difficult 
to design, relying as they do on one central image and slogan, and even the best pre-tests are 
biased: respondents can only comment on the item shown. Although the Project reports that 
all tests indicated that people liked and understood the posters, there has been no indication 
that they provide crucid information that cannot be provided either by the mass media or, 
more importantly, interpersonal educators. 

T-shirts, pens, key-rings, and other relatively inexpensive "give-away" items have all 
had a role to play in family planning programs of other countries. Condom key chains, 
produced in Thailand were in demand throughout the world. T-shirts, balloons, and other 
inexpensive items have been somewhat successful in rewarding children for participation in 
once- or twice-only vaccination days. Calendars and diaries, while more expensive, have 
been similarly used. These items, however, have been programmed in projects which are 

l5 Memo from Philippe Langlois, JHUPCS Consultant to Albert Baron, ISTI, dated 
February 19th, 1991. Paragraphs 11, 14, 15, and 17 underline the fact that no matesial 
archives nor detailed records of media activity were available. Interview held in Dakar, April 
29, 1991. 



extremely well financed (similar to the new product advertising found in the United States). 
Whether they are appropriate in Senegal, with limited financing, and many negative 
demographic indicators (low contraceptive prevalence, high total fertility, high number of 
desired children) requiring in-depth, detailed, and intensive education, is another question. 
Furthermore, although they might have been potentially useful at the very beginning of the 
mass media campaign, as an added measure of recall, they are likely to have very little 
usefulness now. Yet, distribution of T-shirts, for example, continues until the present and 
stocks of such shirts were seen in Fatick. 

Although detailed budget figures were not available at the time of the writing of this 
report, a significant portion of the IEC budget may have been spent on items which were 
inappropriate for the program (T-shirts, key-rings, etc.), expensive given their useful media 
life and cost-per-effective-educational contact (posters). 

The Delanoe IEC Evaluation further comments that some creative uses of posters were 
used in the Project. Large, billboard-sized posters were affixed to 300 SOTRAC busses and 
were seen by estimated tens of thousands of Dakar residents. 

Other promotional events, such as the Family Planning Train of the PPPS (a specially- 
equipped train which stopped at 17 different towns in the Project area, carried 80 IEC 
professionals, journalists, comedians, etc.), were considered to be a highly successful way of 
reaching large numbers of people in an innovative (and hence memorable) way. Cost data on 
the train were not available. 

The only negative comment of the Delanoe evaluation was that the train was a one- 
time only affair (a Family Planning Bus has been planned, but not yet put into service). 
Delanoe and the current Evaluation Team found that the audiovisual equipment distributed to 
all regions (16rnm film projectors, video equipment, overhead projectors, slide projectors) 
were very poorly used. By their own admission Regional IEC coordinators said they had 
been seldom used. In some cases, coordinators reported taking them out into urban 
neighborhoods or using them during training sessions, but the overall impression was one of 
underutilization. Few reasons were posited for this underuse. The lack of specific 
instructions on how to use, the insufficiency of material (see above on the reproduction of TV 
programs), and frequent breakdown are likely contributing factors. 

The question of family planning advertising in pharmacies was raised by the 
Evaluation Team. Advertising in both public and private establishments could be effective 
point-of-sale advertising. Brochures, flyers, newsletters and similar media produced by the 
Project and which have a particular target audience, can be produced in a long series and 
which can be distributed widely, have been shown to have an impact in other countries. 

The Project was not as successful in recording and adapting of audiovisual materials 
specified in the Project Document. This lack has also been noted in the Delanoe evaluation. 
No particular season was discovered for the failure to meet this Project objective. 



The development of a project logo, reproduced as stickers, is questionable. There is 
no evidence to show that such a logo served a useful purpose (such as unifying diverse 
messages and media or guaranteeing quality), and no evaluation was done of its impact. 

The lack of a materials archive neither permits a thorough evaluation of program 
performance nor enables future media planners to base decisions on past production and 
distribution efforts. 

The Project suffered from the lack of a clear conception of a materials development 
program. Future planning should include a well-justified selection of particular materials for 
particular audiences, specific objectives established for these materials, and a distribution plan 
which takes into account these objectives and the cost of materials. 

5. Technical assistance 

Technical assistance appeared to be the most appropriate and the highest 
quality (judging from Project staff responses) for the mass media. The type and quality of 
research was also considered good (Delanoe evaluation), although it appears that there was 
not enough. More frequent KAP-type studies and more specific, message-based data 
collection such as the kind described above, would have been also useful. Consultants used 
for audiovisual materials were thought to be the least useful. 

Project staff was not involved to the degree to which they feIt they should be in the 
request for consultants, the search for consultants, and the final choice of consultants. 
Consultants were chosen from a variety of different professional sources. The identification 
of one firm which could provide long-term, continuous, but diversified technical assistance 
might have been useful. 

6. Evaluation and monitoring 

As suggested above in the discussion of Interpersonal Education, the f o ~ m  
system of client control--one which enables both midwives and community volunteers to keep 
track of family planning users in an attempt to limit the rate of dropouts--has not worked. It 
is reported to be time-consuming and cumbersome, particularly for unpaid volunteers, and is 
now rarely used. No other system for tracking family planning acceptors has taken its place. 
As with all other record-keeping, successful completion of family planning patient tracking 
forms is related to: the simplicity of the form; an understanding on the part of those who fill 
out the form of its direct usefulness to them; and job recognition--in the form of salary 
increase, supervisor praise, or promotion. In short the form system may still work if the 
question of remuneration is resolved, if correct reporting is linked to some type of improved 
motivation; and if the form becomes an aid to volunteer/community sales agents in identifying 
those customers who have dropped out of the program (and who are not purchasing 
contraceptives). 



The only statistics available to measure overall IEC impact are clinic figures on 
contraceptive coverage. A more direct indicator of IEC success is the rate of new acceptors. 
Data on active coverage reflects clinic counselling, availability of contraceptives, side effects, 
etc.; but the rate of new acceptors measures the degree to which community motivators and 
media support have convinced target populations. It is extremely important, therefore, to 
begin the accurate and continuous reporting of such data. 

There was a significant lack of Operations Research in the Project. Although a study 
on interpersonal communications is nearing completion, more studies of this type should have 
been undertaken. What is particularly needed is a study of the volunteer system, the 
advisability of a remunerations system, and ideal proportions of supervisors: educators, etc. 

7. Inter-agency coordination 

There are a number of government agencies responsible for IEC and for family 
planning/population in particular. In addition to the project activities of the Family Health 
Project and the Family Welfare Project, the Health Education Service (EPS) of the Ministry 
of Health, referred to above, has the mandate, under the official population strategy of the 
GOS, to coordinate all family planning IEC activities within the Ministry of Health, if not to 
play a major active role. Also, there is a population IEC cell within the Human Resources 
Division of the Ministry of Finance, Economics, and Planning. This cell, provided technical 
support by UNICOM (financed by UNFPA), is responsible, according to the official 
population policy of the GOS, for coordinating all population/farnily planning IEC activities 
in the country. This coordination is designed to assure that there are consistent and 
harmonious messages that go out to the population; to assure that appropriate and realistic 
research goals and objectives are set and to avoid duplication of effort; and to be sure that the 
many efforts of many ministries follow overall national planning guidelines. The role of 
UNICOM is also to generate support for the national population policy among traditional, 
political, religious, and other leaders in the country. 

While each of these agencies and units have their own particular identity and 
responsibilities reasonably well-defined, there is no guarantee that each of them will 
necessarily respect the boundaries and limitations set for them. Also, as in all bureaucratic 
structures, administrative relationships evolve, poles of power and influence shift, and 
boundaries become unclear. 



The new organizational structure proposed by the Ministry of Health offers the chance 
for a real, functional integration of family planning within the MCH. Under this system, the 
two family planning projects mentioned above, would be merged under one organizational 
head, and IEC activities combined. However, in the current organigram in circulation, the 
role of EPS--nor that of UNICOM--is not specified. EPS has already named one of its staff 
as the head of Family Planning IEC, but without clarification of the role of EPS vis a vis the 
SMI, productive inter-relationships may not be possible. It is assumed that under this new 
structure, all project IEC staff would work under an IEC head, but it is not clear as to 
whether this would be the EPS Family Planning person, one of the current project IEC staff, 
or someone else. 

Since UNICOM has the intention of developing media programs, special lobbying 
efforts, and seminars specially directed to national and regional leaders, close collaboration 
with this unit will be important for MCH, particularly because the FHPP was less than fully 
successful in achieving this stated Project objective. 

8. Coordination with collateral agencies 

UNFPA has had a major role in family planning and population in Senegal. 
As would be expected, it has also invested a considerable amount in IEC. Recently, UNFPA 
has enunciated its preliminary IEC strategy in an Aide-Memoire prepared by a recent review 
mission16. This strategy has been spelled out in even more considerable detail in Strategie 
IEC en matiere de ~opulation'~. Among the more salient points most relevant to this 
Evaluation are the following: 

o A focus on more qualitative psycho-social research to provide more current 
information on knowledge, attitudes, and practices concerning family planning; 

o More operations research to more objectively analyze the means of 
communication, comparing for their cost-effectiveness, various interpersonal, 
mass media, and other educational techniques; 

o Continuing focus on the coordination of the many current and potential 
programs on population and family planning issues. UNFPA has made a 
considerable effort through its support of UNICOM and inter-ministerial 

l6 Mission de revue du promamme et de developpement de strategies en matiere de 
population au Senegal 25 February - 29 March 1991, UNFPA Dakar, March 29 1991 

17 Handwritten document, unsigned, undated, but provided by USAID to the Evaluation 
Team as a UNFPA document. 



seminars to identify needs and potential programs in government ministries 
responsible for in- and out-of-school education programs, juvenile justice 
programs, military programs, sports programs, etc.; 

o A particular focus on religious leaders, with the objective of engaging them 
more completely in a dialogue on the place of family planning and population 
programs in Islam; 

o A continued emphasis on mass education campaigns, but those which have a 
specific focus for specific target groups; 

o A continued focus on interpersonal education, but an attempt to improve this 
process through more direct contact between,change agents and clients (e.g., 
through smaller, better-facilitated discussion groups); and 

o A strengthening of the audiovisual capability of the EPS to allow it to function 
better as the central health education facility in the country. 

These strategic objectives seem compatible with FHPP activities and principles. 
Assuming both UNFPA Family Welfare and USAID Family Health and Population Projects 
fall under the same, new MCH administrative umbrella, even further harmonization of goals, 
objectives, and activities should result. 

9. Sustainability 

The issue of sustainability applies directly to IEC activities: a way must be 
found to provide for the financing of both mass media and interpersonal activities. The issue 
of sustainability is perhaps particularly important when considering IEC in Senegal, for it is 
likely that ORTS charges for social development communications will increase. There are a 
number of possibilities. 

a. Social marketing 

If contraceptives are still imported free of charge (e.g., through USAID), 
social marketing programs can be developed by which through the revenues realized through 
contraceptive sales, many operational costs of the family planning program can be met-- 
including funds for promotion and publicity. 

b. Bamako Initiative 

The importation of generic drugs and phamaceutical products, including 
contraceptives, according to competitive bidding, can keep the import cost of contraceptives 
very low. Sales prices of these same contraceptives can be high enough to provide operating 
revenues, while, because of low import price, kept to reasonable levels for consumers. 



c. Private and parastatal fiiancing 

The role of parastatals, such as the Caisse de Securite Sociale, is key in 
family planning IEC financing. The Caisse, interested in reducing its currently high family 
welfare entitlement programs (benefits paid per child), has shown considerable interest in 
financing family planning information campaign programs. The Institution de Prevoyance 
Medicale, a health insurer, has shown similar interest in reducing its maternity payments and 
sponsoring educational campaigns. 

d. Community distribution schemes 

CBDs, in which local communities manage their own contraceptive 
distribution programs, is another alternative. In these programs, contraceptives are purchased 
through either mechanism (a) or (b) above, then sold at modest margins to village residents. 
Because of these margins, some of which are paid as incentives to village sales agents, the 
incentive for community promotion exists. 

10. Family life education 

Despite a strong commitment in the Project Document, little progress was made 
on integrating Family Life Education within in-school and out-of-school education programs. 
While at the beginning of the Project there may have been some reluctance on the part of the 
Ministry of Education to undertake what were considered to be politically sensitive topics 
(according to Ministry of Education officials, UNESCO made a series of attempts to promote 
the integration of population issues into the curriculum between 1976 and 1988 with no 
success), this reticence has, in the view of these same ministry officials, disappeared. The 
existence of a Family Life Education Project (supported by UNFPA and executed by 
UNESCO) within the Ministry of Education, in which population topics are included in 
primary and secondary school curricula is evidence of the positive evolution of ministry 
thinking. The basic goal of the project is to integrate population and family planning issues 
into the various school disciplines, and a Groupe d'Etudes en matiere de Population (GEP) , 
comprised of professors at the Ecole de 1'Enseignement Superieur, has been charged with the 
development of modules for this integration. The project has only recently begun (1990). In 
view of this evolution, it is all the more striking that the Project has not progressed further, or 
at least developed a more close working relationship with the Family Life Education Project. 

1 1. S tudy tours 

A number of study tours were taken by Project staff. From the trip reports 
available, visits to Mexico to see that country's ambitious family planning program and 
equally ambitious IEC program were among the most profitable. 



D. Summary of Major Findings and Conclusions 

o The IEC program was, in general, well-planned and -executed, 
with a complement of mass media, interpersonal, and material 
support activities. Its major focus was on family planningkhild 
spacing, but with a secondary goal of providing information on 
STDs and infertility. The subject of STDs and AIDS because of 
its complexity and uniqueness, was not given the special 
attention it deserved and needed. Conflict of organizational 
responsibilities (FHPP and EPS) may have played a role as well. 
As the recognition of the AIDS problem grows in Senegal, the 
need for an even more concerted, specific, and intensive effort 
will be required. 

o The mass media campaign was particularly noteworthy, 
combining message research, collaborative planning, creative 
production, and close working relationships with ORTS. Access 
to radio was particularly successfu1. Access to television was 
limited because of increasing demands on the network for a 
variety of informational, entertainment, and development 
broadcasting. 

o A large number of IEC agents and community volunteers were 
trained in family planning communication, close to the overall 
target figure required. These volunteer workers, however, were 
disproportionately distributed in the six Regions of the Project. 

o The recruitment and performance of volunteer workers in certain 
areas, most notably Dakar, was less than hoped for. Many 
observers have cited the lack of any remuneration or incentive as 
a reason for this difficulty, and some have questioned the almost 
exclusive Project reliance on such volunteers for interpersonal 
education. 

o The involvement of health workers in family planning IEC, 
particularly of midwives working at health centers and health 
posts, a major goal of the Project, was not met. This was 
largely due to administrative difficulties caused in part by the 
separation of family planning service delivery and IEC activities 
into two ministries. A potentially important interlocutor between 
the two agencies, the EPS Regional Coordinator, was involved 
only marginally, in most cases, in Project activities. 



o Inefficient use was made of audiovisual and print materials. Too 
liberal public access was given to brochures, leaflets, and 
calendars; too little programmatic focus was given to posters (i.e. 
to design them for use rather than for observation); and too little 
utilization made of audiovisual equipment such as film and slide 
projectors. 

o Important IEC-related research was undertaken by the project. 
Information on women, men, and overall socio-cultural 
characteristics of the population was made available to IEC 
planners. Much of the data, however, was of too general a 
demographic nature to be of specific use to IEC planners, and 
was not translated into a form useful for them. As importantly, 
no significant research was undertaken into the knowledge, 
attitudes, and practices of Senegalese concerning STDs and 
AIDS. No operations research, important for determining media 
mixes, interpersonal strategies, etc., was carried out. 

o Family Life Education, an important element in the Project 
Document, was not treated sufficiently in the Project. The 
Ministry of Education's reluctance to approve the introduction of 
population issues in the primary and secondary school curricula 
until 1989 was a significant barrier to Project efforts. 

o IEC consultants, with few exceptions, were appreciated and used 
well by the IEC staff. However, according to FHPP staff, too 
little consultation between ISTI and the Project was held to more 
carefully and accurately assess Project needs and preferences. 

o Supervision was less than considered necessary by the 
Evaluation Team, Project staff, and collaborators, due to the lack 
of resources fuel and per diem after 1989, but also due to the 
Project-mandated sharing of the supervisory vehicle between 
MSD for IEC activities and MOH for clinical work, and to 
unrealistic supervision programs and schedules in which one 
extension worker is to supervise 25 community volunteers. 

o Although overall educational planning was done well, and involved a wide 
range of professionals and technicians, more detailed planning; i.e., the 
identification of specific, sub-groups of the population (e.g., urban men, older 
women, etc.) and the development of specific strategies to reach them, was not 
done as fully as would have been hoped. This holds true equally for family 
planning and STDs/Infertility. 



o Although community leaders were reached indirectly through the Project's 
choice of media (press and television), no specifically-designed, concerted 
campaign was developed to reach national, regional, and local religious, 
political, and traditional leaders. 

o No pre- and periodic post-campaign audience evaluations were carried out 
under the Project. Such evaluations would have permitted an analysis of the 
appropriateness, acceptability, and memorableness of mass and other 
educational media. Similarly, no performance evaluations were carried out on 
personnel trained by the Project. As a result Project staff were unable to 
accurately assess the success of their efforts and take appropriate remedial 
efforts. 

o No archive of Project-produced materials was kept. The lack of such an 
archive deprives future planners of a basis on which to develop new programs, 
and limits the thoroughness of evaluation efforts. 

Summary of Maior Recommendations 

o Study and address the issue of Project sustainability as related to the three 
following three options: 

-- Contraceptive Social Marketing, whereby contraceptives are imported 
free of charge from a donor like USAID, then sold on the market at a 
price which reflects consumer purchasing power but also the need for 
operating revenues (including revenues for IEC); 

-- The Bamako Initiative, whereby generic contraceptives are purchased on 
the international market according to competitive bidding. The 
difference between the low purchase price and a fair sales price will 
provide operating revenues, as in (a), above; 

-- Community-Based Distribution, whereby local communities manage 
contraceptive distribution and sale programs. Contraceptives are 
purchased through either (a) or (b), above, then sold at a modest margin, 
providing local operating revenues and incentives for local sales agents. 

o Assure the best possible coordination of lEC activities both at the national and 
regional levels. The roles and interrelationships among the Health Education 
Service of the Ministry of Health, the UNFPA Project staff, and to UNICOM 
(Ministry of Planning) must be clarified. 



o Develop specific messages for specific target groups of the population; 
regional, religious, and ethnic differences as well as differences in age, sex, 
education, and place of residence must be taken into consideration when 
developing messages and thematic strategies. A close working relationship 
with UNICOM should be established of particularly importance would be of 
help to determine the best way to reach national, religious, and traditional 
leaders. 

o Establilsh a fee-based agreement with ORTS to guarantee the correct, timely, 
and error-free broadcasting of family planning and STDhnfertility messages. 

o Monitor more closely the IEC program impact. Both sample survey and focus- 
group data collection methods should be employed to see to what degree 
people receive, understand, favor, accept, and use information provided. 

o Increase collaboration between IEC specialists and researchers before research 
designs are completed to ensure the inclusion of specific, message-related 
inquiries in all research; and to ensure that research data are analyzed, 
interpreted, and presented with the IEC planner in mind. 

o Strengthen supervisory programs while keeping in mind current financial and 
logistical constraints. The allocation of budget resources for community 
volunteer and/or extension worker per diems, for example, to enable them to 
participate in regional or national group supervision/training, instead of using 
these resources for gas and vehicles, may achieve supervisoiy goals as well as 
providing an opportunity for additional training. 

o Assign a more active role in family planning education to clinical personnel-- 
particularly midwives, and nurses when they are trained and engaged in the 
family planning program. A review of the curricula in professional schools 
should be reviewed to be sure that they include an IEC/counselling component. 
Clinic operations should be reviewed to assure that adequate time is allowed 
for quality provider-client counselling. Regional EPS Coordinators should play 
a more active role in the in-service education of midwives in family planning 
IEC. All supervision of midwives should include a review of education and 
counselling activities. 

o Limit the production of print materials to those with a specific, literate, and 
reasonably educated audience (doctors, media professionals, health workers, 
etc.). Few additional funds should be spent on audiovisual equipment (VCRs 
and 16mm projectors in particular) since this equipment has a discouraging 
history not only in Senegal but in other countries as well. 



o Renew dialogue between the MPHSA and the Ministry of Education to 
revitalize interest in Family Life Education and to design a program acceptable 
to both parties. In view of the Ministry of Education's current program to 
integrate population issues into the curriculum, the Project's efforts might focus 
on out-of-school education, such as young women's associations. 

o Explore the Community-Based Distribution scheme to increase contraceptive 
availability, to accelerate the rate of family planning acceptance, and to provide 
a motivation to individual volunteer workers. Attention should also be given to 
motivation retailers to whom a fee subsidy has been passed to provide greater 
access to contraceptives. 

o Provide additional resources (particularly staff) to the Project specifically for 
STD/AIDS education, or transfer the MST/SIDA education program of the 
Project to another agency, such as EPS, which may be better staffed and 
equipped to direct and manage it. In either case a closer working link with the 
Ministry of Public Health and Social Affairs' STD program and the National 
AIDS committee work should be forged. 

While all the above recommendations are applicable for the longer-term, and should be 
considered for the new Project, every effort should be made to incorporate as many of these 
as possible into the present Project. 



IV. FAMILY PLANNING CLINICAL SERVICES 

A. Goals and Obiectives 

This Chapter focuses on the following goals: 

o Provision of family planning clinical services; 

o Training of family planning workers; 

o Collection of family planning sewice statistics; and 

o Supervision of clinical activities. 

1. Goal of family planning clinical activities 

The overall goal of the family planning clinical component of the Project is to 
provide safe and effective clinical services resulting in: 

o 15 percent of married women of childbearing age (200,000 couples) 
through public (170,000 couples) and Private and Para-Public sector services 
(30,000 couples) becoming acceptors of family planning methods; 

o Detection and treatment of 30,000 STD patients; and 

o Improvement of the referral system of STD and Infertility cases, from health 
centers and posts, to regional centers. 

2. Goal of proieet training 

The goal of project training is to provide family planning centers with qualified 
health workers who can provide efficient and reliable family planning services to the client 
population. Specific goals are to provide training in clinical family planning techniques, 
program management, teaching methods, and STD and infertility to: 

o 140 midwives, including 20 who would receive trainer training; 

o 140 male-nurses; 

o 140 family planning aides; 

o At least 20 physicians; and 

o 50 family planning program managers. 



A broader goal is to integrate family planning training into the curriculum at nurses 
and midwives training schools. 

3. Collection of family planning service statistics 

Improving the collection, analysis, and use of micro level family planning data 
was not an objective of the Project. Lack of timely and accurate operational information and 
data is a major constraint to improved Project management and was a weakness in the Project 
design. This Chapter uses the data that are available to come to some conclusions about the 
Project's clinical component. Chapter VIII suggests considerations for developing a family 
planning information system for the follow-on Project. 

4. Supervision 

A specific goal for supervision was not included in the Logframe. In the 
context of this Project, however, it is a subject that requires attention. 

B. Description of Family Planning Clinical Services 

1. Scope of data collection by the evaluation team 

a. Sites visited 

The clinical members of the evaluation team visited 15 sites in three 
regions of the country. Eleven of the sites were public sector clinics; four were in the Private 
and Para-Public sector. The clinical sites visited were: 

o Dakar 

-- ASBEF 
-- DANTEC Maternity 
-- PAD* (Port Authority Clinic) 
-- PMI Medina (MCHC Center) 
-- Thiaroye sur Mer 
-- JOTRAC* (Transport Agency Clinic) 
-- Dorninique (Clinic) 
-- Roi Bandoin (Clinic) 

o Kaolack 

-- Kaswack (Clinic) 
-- S.O.S.* 
-- Regional Center 
-- Kaffrine HC 
-- Regional Laboratory 



o Thies 

-- Randoulene 
-- 10e RIAOM 
-- Malicounda* 
-- MBour MCHC Center 
-- M'Bour Municipal Laboratory 

* Para-Public Family Planning Centers 

b. Officials interviewed 

At the national level, the members of the team reviewing clinical issues 
met with the following persons: 

o The Chief Medical Officer responsible for the national MCH service. 

o The STDIAIDS project coordinator and his deputy; 

o The chief medical officer of Le Dantec Hospital, gyneco-obstetrical clinic; 

o The Deputy Director of the National School of Midwives; 

o The ASBEF Executive Director; and 

o The head of the national bacteria-virology laboratory. 

In the three regions visited, the team met with: 

o The Chief regional medical officers and their staff; 

o Departmental and health center medical officers in Pikine, M'Bour, Kaffrine, 
and Thies; 

o Fifteen midwives and one MCH supervisor; and 

o The Deputy Governor and the Director of the School of Rural Women 
extension agents in Thies. 

2. The system for delivery of clinical services 

Family planning clinical services are provided in hospitals, dispensaries, health 
centers, MCH centers, maternities, and in some health posts that are part of the public as well 
as the Private and Para-Public Sector. Public sector clinicaI services are managed at the 



central government level by the national MCH Service. The MCH Service Chief is also the 
Project's Technical Director. He manages the family planning service with the help of 
National Family Planning Coordinators and coordinators at the regional level. The project 
coordinators at the national and regional levels are responsible for coordination, training, and 
supervision of family planning services in the six regions served by the Project. 

When the Project was under the supervision of the former Ministry of Social 
Development, it was difficult to involve the national Ministry of Health MCH family planning 
service in the coordination and supervision of family planning activities. This resulted in 
"verticalization" in the management and coordination of family planning activities. Chapter 
XI1 includes a more detailed discussion of the problems that existed when the Project was 
managed by the Ministry of Social Development. 

At the regional level, the coordinators who are members of the regional health team 
manage and supervise the various family planning centers. At the clinic levels, family 
planning services are provided in dispensaries and at infirmaries of private companies as well 
as at public health clinics. 

In family planning centers, clinical activities are usually under the responsibility of a 
midwife or, in rare cases, of a nurse. Family planning clinical sewices are provided through 
a series of activities conducted by health and family planning workers and are organized as 
follows: 

o Reception and registration of women clients by a nurse's aide or a female 
social worker; 

o Initial questioning, analysis, and counselling, usually by a midwife; 

o Physical examination, by a midwife; 

o Prescription of an appropriate contraception method; 

o Client follow-up; 

o Maintenance of records (consultation cards, record-books); 

o Preparation of progress reports under the leadership of the center chief; and 

o Sterilization and maintenance of equipment which is camed out by nurses' 
aides. 



3. The system for training 

Family planning training is under the control of ISTI and the project 
coordinators. Initial training of national and regional coordinators was carried out in the 
United States. Local training was developed by ISTI which provided technical assistance. 
After 1989, much of the training was carried out by the National School of Maternal and 
Child Health (NSMCH). In addition to formal training abroad and in Senegal, the Project 
also arranges for the exchange of experience through study tours. 

The development of a core of trainers, made up of a national and regional 
coordinators, has permitted the Project to decentralize its training activities. However, 
because of the shortage of local funds in 1988-1990, organizing and carrying out training 
programs has been delayed. 

As of May 1989, according to a report prepared by the National Project Coordinator, a 
total of 398 workers received clinical training in family planning, of whom 342 were trained 
in Senegal and 56 were trained abroad. Among the workers who received training are 300 
midwives, 32 state nurses, and 65 physicians. 

In 1991, an additional 25 midwives and 20 nurses received clinical family planning 
training, and 16 others participated in study tours to Gambia, Kenya, Sudan, Egypt, Morocco, 
Mexico, United States and France. 

C. Analyses and Evaluation 

The evaluation of clinical services focused on: 

o The number of users on contraceptive methods; 

o The operation of family planning centers, including the availability of 
contraceptive methods; 

o Collection of family planning data; 

o The interactions between family planning service providers and clients, i.e. 
workers' performance; and 

o Physical conditions of facilities and equipment. (Note: This subject is treated in 
Chapter X.) 



Clinical activities 

a. Family planning method users 

Table 8, Evolution of Active Family Planning Users, reflects the 
following. 

o The number of active clients in the public sector, in the six regions 
covered by the project, has increased from 7,543 in 1985 to 29,890 in 
1990. These figures represent a four-fold increase in the number of 
active clients over the five years of the project--for an annual average 
rate of increase of 27.5 percent. 

o For the private and para-public sector, the numbers indicate an even 
more rapid increase. The number of users increased from 1,000 in 1985 
to 9,111 in 1990--an annual average rate of increase of 44 percent. 
This increase is mainly in the number of active ASBEF clients who 
account for 31 percent of the total Private and Para-Public sector active 
clients. The increase in this group can be explained by the fact that the 
majority of private and para-public centers are located in Dakar. 

o The public, para-public, and private sector in the six regions covered by 
the project, recorded a total of 39,001 users as of December 1990--a 30 
percent annual average rate of increase. These figures do not take into 
account the use of condoms by male clients. 

o Since 1988, however, there has been a slowdown in the increase of 
active clients. This slowdown has been stated by USAID and Project 
personnel to have resulted from a slowdown of project activities 
resulting from the vacancy of the Senegalese Project Director during the 
crisis, and a shortage of local resources for supervision of the family 
planning system. 

o There has been a noticeable reduction in the number of active clients in 
the Thies region between 1989 and 1990. This has been blamed on the 
absence of a chief medical officer in that region and on the shortage of 
local funds for vehicles, gas, and per diem for supervision. 

o The figures for the commercial sector (19,300 active users in 1990) 
must be interpreted with some caution. Although the Project did not 
directly intervene in this sector, it created a favorable climate for family 
planning activities. USAID has also played a role in the abolition of 
import taxes on contraceptives which reduced their price in the 
commercial market. 



Table 8: Evolution of Active Family Planning Acceptors, 1985-90 

Region Dec 85 

Dakar 3,836 
Thies 721 
Kaolack 1,359 
Fatick 82 
Kolda 120 
Ziquinchor 1,425 

Tot Pub Sect 7,543 

% Growth 

PPPS 1,000 

6 Rg+PPPS 8,543 

% Growth 

Coinmercial* 8,000 

4 Regions (UNFPA) 

Dec 86 

4,308 
1,854 
1,691 

236 
102 

1,651 

9,842 

30.5 

1,400 

11,242 

31.6 

10,000 

(Number of Active Users) 

Dec 87 

6,407 
3,374 
2,512 

214 
342 

2,439 

15,288 

55.3 

2,700 

17,988 

60.0 

14,000 

Dec 88 

9,053 
4,405 
3,761 

523 
558 

2,725 

2 1,025 

37.5 

4,900 

25,925 

44.1 

16,000 

500 

Dec 89 

1 1,529 
5,053 
4,046 

928 
962 

3,759 

26,277 

25.0 

6,642 

32,9 19 

27 .O 

18,000 

2,850 

Dec 90 

15,171 
4,068 
4,140 
1,040 
1,500 
3,97 1 

29,890 

13.7 

9,111 

39,001 

18.5 

19,269 

3,106 

TOTAL 16,543 21,242 31,988 42,425 53,769 6 1,376 

% Growth 28.4% 50.6% 32.6% 26.7% 30.4% 

* Couple Year Protection calculated from contraceptives sold. 



o In the four UNFPA regions, 3,106 active clients were identified in 
December 1990. It should be noted, however, that UNFPA did not start 
its activities until 1988 and has no more than 29 operational centers in 
its 4 regions. 

o As of December 1990, the total number of acceptors in all sectors was 
61,376. 

Despite management difficulties, including stock outs, insufficient equipment, lack of 
supervision, etc., the Project has reached a significant proportion of the population and has 
helped promote access to modern contraceptive methods. The lack of verifiable data on new 
acceptors and on dropout rates per method, however, makes it difficult to determine the exact 
number of acceptors. 

b. Center operations 

(1) Hours of operation 

In the public sector, family planning activities are generally 
conducted only in the mornings from 8:00 to 12:OO a.m. These limited periods for family 
planning service delivery result in client concentration, and increased workload per service 
provider, in a short period of time, particularly in highly frequented centers. These limited 
service delivery hours affect the way services are organized and provided, making it difficult 
for service providers to carry out their tasks with maximum effectiveness or attention to client 
needs. The situation is somewhat different with the private and para-public clinics where 
services are offered most of the day. 

(2) Availability of contraceptives 

Contraceptive methods that are supposed to be available in the 
public sector centers include pills (Lo-Femenal and Ovrette), IUDs (380A), condoms (Mixed 
brands and logos), and spermicides (out of stock for almost a year in most centers). In 
hospitals, tuba1 ligation and Norplant are also provided (the latter only in Dantec Hospital). 

The unavailability of a complete variety of pill limits the family planning services that 
can be offered and restricts the treatment of side effects such as spotting and bleeding. In all 
of the centers visited, service providers did not fully understand the technical difference of 
various types of pills. Health workers in the centers could not intelligently provide guidance 
when necessary to change from one pill to another, in the event of a stock out. 

(3)  Reference pubTications 

Family planning technical and reference documents for service 
providers or for clients are almost nonexistent in the centers. 



(4) Community participation 

Clients contribute for family planning services they receive at 
local centers. The fee is established for each center by the local health committee which 
manages the money and decides on its use. In most cases, the funds are used for medicines 
and supplies which supplement those provided by MPHSA or the project. 

Rates for consultations vary from one center to another--from FCFA 100 and FCFA 
1,000. This is an important issue for further study to determine impact of payment on service 
provided and accepted, client satisfaction, comparisons among sectors and clinics--including 
comparison with the private sector, and comparisons between urban and rural areas, etc. 

As GOS public funds become more limited, and after USAID Project funds are no 
longer available, local fees may become an important source of revenues. Some have 
suggested these fees be used for clinical purposes such as to purchase contraceptives and 
medicines; others suggest the fees be used to support increased supervision. The issue 
deserves further study when designing the new Project. 

c. Performance of health and farnilv planning workers 

(1) Reception of clients 

This step is poorly carried out or not done at all in many 
centers visited. Poor reception of clients results from poor organization of activities at the 
clinics which is compounded by the lack of space for health workers and clients, and even 
benches for clients in some heavily frequented centers. 

(2) Analysis and counselling of clients 

Anarnnesis, or the taking of medical history, the questioning of 
clients, and recording of health information on the family planning cards, is poorly done. 
Complete sections on the family planning record cards are often empty. Counselling is weak 
and often nonexistent. This deficiency results from lack of time as well as from inadequate 
understanding, by family planning workers, of medical matters and family planning 
techniques. 

(3) Physical examination 

The need for and use of physical examinations, as part of the 
family planning clinical service, is not well understood. General and gynecological 
examinations, essential to the understanding of medical contraindications, are inconsistent and 
incomplete. Health workers do not understand the utility, importance, or limitations of 
physical examinations. In addition, MPHSA .has recently issued an instruction that it is not 
always necessary to conduct a physical examination before prescribing a contraceptive device; 



taking a medical history may suffice. However, none of the 11 public centers visited received 
the circular letter concerning physical checkups. At the present time, therefore, prior to 
prescribing contraceptives, some public sectors centers and most Private and Para-Public 
family planning centers carry out a physical examination. Sometimes a clinical checkup is 
ordered after prescribing the contraceptive. This clearly indicates a lack of understanding of 
the purpose and utility of physical examinations. 

(4) Prescription of contraceptive methods 

Decisions on contraceptive methods for each acceptor is 
mainly based on the client's choice and does not usually take into account the medical history 
of the client or the results of the physical examination. Instructions to new acceptors on 
proper use of the contraceptive selected are incomplete. 

(5) User follow-up and monitoring 

Some important parameters are not systematically followed-up 
on, e.g., blood pressure, date of latest menses, clients' complaints, or effects of treatment. 
Actions to be taken when faced with side-effects and complications from use of contraceptive 
methods and complications have not been mastered by family planning workers. 

Improved management of the family planning centers 

Difficulties to overcome at centers include: 

o Poor organization of clinic activities; 

o Inadequate and poorly maintained technical equipment in some 
centers; 

Inadequate training program content; 

o Lack of retraining for staff; 

o Insufficient qualitative and quantitative supervision of family 
planning activities; and 

o Service delivery sometimes by untrained workers. 

Collection of family planning statistics 

There are three consultation cards in each public sector family planning 
center (one each for Family Planning, STD, or infertility cases), one register, and one 
standard reporting form. These data collection materials are standard in all public sector 



clinics. A seminar on family planning data collection and use of statistics was organized in 
October 1987 and brought together project national coordinators and regional supervisors. 
The data materials and procedures for their use were reviewed but the results of the seminar 
were never disseminated to the centers. 

A series of problems makes collection of statistical data difficult, incomplete, and 
unreliable. For example, the definition of who is an active client is not understood by most 
providers and even by some coordinators. This results in overestimating or underestimating 
the number of active or inactive clients. 

Other problems include: 

o Poor filing of consulting cards, shortage of cards, canceled folders and 
report forms; 

o Ii-regular submission of reports from the centers to the regions and from 
the regions to the central levels; 

o Data not being analyzed at either the central or regional levels, and the 
centers not receiving feedback on the statistics provided; 

o Data collectors' lack of understanding of the use to be made of the data 
they collect, how the data relates to their work, or how it will make 
their work easier or harder; and 

o Lack of a data collection guide. 

2. Clinical training 

a. Status of personnel trained 

Table 9 summarizes training received in four Project regions. 
Analysis of the status of training received by family planning personnel in the four project 
regions for the year 1990 highlights the following: 

o 0 303 midwives working in the MCH family planning services, 110, or 
36 percent have not yet received clinical training. Although the number 
of midwives trained exceeds the project goal, training of midwives 
needs more attention because of their increasing importance and the 
frequent changes and reassignments of these personnel. 

o Of 281 nurses, 278 or 99 percent, have not yet received any family 
planning training. None of the public sector nurses received training 



Table 9: Training; Received by Family Planning; Workers 
in Four Selected Repions and PPPS 

P MW N NA 

THIES 

T 6 47 54 5 5 
N'T 4 15 54 5 5 
%NT 67 32 100 100 

KAOLACK 

FATICK 

T 4 2 1 37 4 
NT 2 10 37 4 
%NT 50 48 100 100 

TOTAL 4 REGIONS 

GRAND TOTAL 

Legend: T = Total 
NT = Not Trained 

%NT = % Not Trained 

P = Physician 
MW = Midwife 
N = Nurse 
NA = Nurse-aide 

Source: December 1990 ISTI Report 



and only 6 percent in the Private and Para-Public sector were trained. 
This is, no doubt, because of the national policy which does not favor 
nurses working in family planning. Lack of training of nurses 
represents one of the weakest points in the project. While most nurses 
are at the level of the clinics and health posts, extension of family 
planning activities to the rural areas would require the training and use 
of these workers. 

o Out of 52 public sector physicians, 31 or 60 percent have not been 
trained. Among physicians in the Private and Para-Public sector, only 
two have received family planning clinical training under the project. 
On the other hand, the number of physicians receiving training exceeds 
the number in the original project plan. 

o Among nurses aides, only 306 out of a total 7,370, or 4 percent, have 
received training. 

o Thirty-seven percent of all trained workers are in the Dakar Region. 

b. Observation of other train in^ issues 

o The teaching of family planning at the Midwives Training School began 
in 1987, after the development of training modules in 1986, and the 
delivery of teaching material and services by the project. One class of 
30 midwives has already received this training. 

o The development of a national core of trainers has been a strong point 
of the Project's training effort. Clinical training sessions have been 
implemented in all project regions. 

o Substantive areas which need increased emphasis include: 

-- Instruction to acceptors who face contraceptive side effects or 
complications; 

-- Use of general and gynecological examinations; 

-- Counselling of clients; 

-- Sterilization and maintenance of equipment; and 

-- Registration and organization of the record keeping system 
and the preparation of reports. 



Supervision 

Supervision of family planning services has been one of the weakest and most 
critical aspects of the project. Supervision has been fragmentary, weak, and, at times, 
nonexistent at both the national and the regional level. At the national level, there has been 
an absence of collaboration between the project and the MCH Family Planning Coordinator. 
This may explain a large part of the coordination problem. The quality of supervision that 
has taken place has been weakened by the lack of independence of the National Coordinator 
from the Chief of MCH. The Coordinator has no funds for supervisory visits and has had to 
"hitch rides" to the field with the logistician or other MCH staff. A supervision protocol 
designed during a workshop conducted in November 1986 by expatriate consultants and 
representatives of DRPF/MSP and WHO/Dakar has never been introduced. 

At the regional level, lack of supervision has been blamed on the lack of resources 
such as vehicles, gas and funds for per diem. Supervision that has taken place has focused on 
quantitative aspect of the project such as data collection and file maintenance, rather than on 
qualitative aspect such as detection and correction of clinical problems or training of health 
workers. 

D. Summarv of Major Findings and Conclusions 

1. Clinical services 

o The project has increased the availability of family planning services for the 
general population. For example: 

-- The number of family planning clinics has increased from 17 in 1985 to 
123 in 1990; (Note: There is still disagreement on the exact 1990 
number.) 

-- The number of active clients in the public, Private, and Para-Public 
sectors has increased from 8,543 to 39,000, over the same period. 

o While health clinics have been improved and an increasing level of family 
planning services has been made available, effective management of the system 
is lacking. While some clinics and family planning workers are over-burdened 
with clients, others may be under-utilized. Hours of operation of the clinics 
and numbers of family planning workers assigned to clinics, for example, are 
not adjusted to workload requirements. Allocation of financial resources for 
operations of the clinics is insufficiently related to need. 

o Deficiencies noted at the clinics include: 

-- In 62 percent of the public sector centers visited, working hours were 
limited to 8:00 a.m. to 12:OO a.m. 



-- Family planning centers do not provide a full range of contraceptive 
methods and services. Of the oral contraceptives that are provided, 
included in the mix are only low dose pills. 

-- Although not always necessary, laboratory examinations are always 
required in some public sector centers and in all Private and Para-Public 
centers. 

-- Communication of technical information does not flow easily through 
the system. None of the centers visited, for example, had received a 
recent MPHSA circular letter concerning physical examinations. 

o The quality of clinical services observed during visits to selected family 
planning centers was considered insufficient. For example, 

-- The taking of clinical histories is often incomplete; 

-- Women are not well-counseled on the advantages and 
disadvantages of different contraceptive methods; 

-- Clients are generally given whatever contraceptive method they 
ask for, if it is available, whether or not it is clinically 
appropriate for them; 

-- Instructions provided to women on the proper use of 
contraceptive methods are not complete; 

-- Clinical follow-up and management of possible side effects to 
the use of contraceptives are not systematic; and 

-- Little effort is made to track and determine why women who 
have received contraceptives do not return. 

o There is a growing community participation in the delivery of family 
planning services which should begin to impact positively on the quality 
of the service. Local family planning committees have been established 
to look over the activities of the clinics and to provide some additional 
resources from community funds and user fees. 

2. Training 

o Training has been insufficient to meet its potential for improving 
delivery of clinical services. 



While the absolute goals in the Project Logframe for training of 
midwives has been exceeded--over 300 have been trained--over 
one-third of the midwives at clinics have not received any family 
planning or IEC training; 

60 physicians have received clinical family planning training 
courses; while that figure indicates that the number of physicians 
who have received training has exceeded project objectives, it 
also indicates that 60 percent of medical doctors have received 
no family planning training; 

Study tours have been provided to 16 family planning workers; 

Few nurses--32--have received family planning training; the 
number trained is clearly below project objectives, although now 
that legislation permitting such training has been passed, the 
situation may change; 

Since the audit and financial crises of 1989, with the reduced 
availability of local currency, local training has been at least 
temporarily suspended; and 

The project has not developed a retraining program for trained 
workers. 

The development of a core of national trainers capable of conducting 
training sessions in the regions has been a notable success of the 
Project. However, since the audit/financial/management crisis of 1989, 
with the reduced availability of local currency, local training has been 
delayed. 

Although responsibility for training was decentralized to the regional 
levels, the content and quality of training programs have not fully 
responded to specific local clinical needs and to problems noted in this 
evaluation, such as action to take when facing medical side-effects and 
complications. 

The GOS is considering an effort to more closely relate assignments of 
public health workers to their levels of skills. Rationalization of 
training needs and programs should begin to have a positive effect on 
family planning personnel resources. 

Family planning has been integrated into the curriculum of the 
Midwives Training School. 



3. Data collection 

o Family planning data collected at the clinical level is inaccurate and 
unreliable. Indicators such as the number of new acceptors, levels of 
STD, infertility, or women who have abandoned contraception, can not 
be used to judge the quality of impact of the Project. 

o Collection of reliable clinical data is subject to some of the following 
technical limitations: 

-- Definitions of data categories are not clear or well understood by 
health workers who collect and record data; e.g., new or active 
acceptors, drop-outs; 

-- There is often a shortage of forms and client records are not 
always available, filled out, well-stored, or filed; 

-- The system for transmission of data from district to regional to 
national offices does not function adequately; 

-- Guides or protocols on the collection of data do not exist. 

o Collection of reliable data is subject to some of the following 
management limitations: 

-- Midwives and other family planning workers who collect data do 
not understand why the data are being collected, they receive no 
feedback on the use of the data, and they see no benefit to 
themselves or to their clients to collect the data; 

-- Hours of work at the clinics are often too short and workload to 
heavy for family planning workers to both carry out clinical 
duties and also collect family planning data; and 

-- Family planning workers receive insufficient training or 
supervision on their data collection responsibilities. 

o Family planning clinics have not received adequate supervision from 
either national level staff or regional supervisors. Reasons given 
include insufficiency of funds for travel, per diem, and gas, confusion 
over organizational roles, uncertain responsibility for people and 
programs, and lack of supervisory protocols, guides, and management 
planning techniques. 



o Inadequate supervision from the national or regional levels has reduced 
operational control of the clinics. A recent written instruction to family 
planning clinics, for example, that clinics no longer need carry out 
routine laboratory tests on clients before prescribing oral contraceptives, 
was not received by the family planning centers visited by the team. 
And, because family planning workers do not understand the purpose of 
the tests, clinics continue to carry them out. 

o Private and Para-Public sector clinics receive significant supervision. 
All such centers funded by the project have been visited by ISTI staff 
which is primarily responsible for this component. 

E. Summary of Maior Recommendations 

Future project activities should be directed to improving the quality rather than 
the expansion of services. 

1. Clinical operations 

o Reorganize responsibilities, personnel assignments, and hours of 
operation, at family planning clinics to permit more effective use of 
available staff time, facilities, and equipment. 

o Insure that a regular supply of an appropriate contraceptive mix is being 
supplied to, and available at, the central, regional and clinic level, 
including injectable and standard dose pills, in accordance with the 
national service policy. 

o Encourage supervision and training to stress prescription of approved 
clinical methods such as careful attention to client counseling, 
considered choice of contraceptive methods, and client follow-up. 

o Make reference documents available to clients and family planning 
service providers. 

o Develop and strengthen clinical programs to attract men to clinics and 
facilitate their use of family planning methods. 

o Integrate family planning programs with other health activities such as 
health education, nutrition, mother and child and pre- and post-natal 
care, immunization and oral rehydration. 



Training programs 

Improve the GOS management capacity for delivering improved family 
planning services by creating training and retraining programs designed 
for family planning supervisory personnel at all levels--central, district, 
regional and clinical personnel. For this purpose, supervisors may be 
medical doctors, nurses, midwives or leaders of local family planning 
committees, as well as administrative personnel. 

Train clinical workers in IEC, psycho-social, gender, cultural and 
religious matters, counselling and associated social issues, along with 
the technical issues on the delivery of family planning services. 

Confirm the responsibility of the National Clinical Coordinator to make 
training more relevant by reviewing the curricula of the various local 
training programs to assure that it is updated according to human 
resource needs actually assessed and clinical problems discovered 
during supervision. 

Emphasize the training of physicians and nurses in plans to extend 
family planning services in rural areas. 

Continue integrating family planning subjects into nurses' and 
midwives' training school curricula, as already initiated at the 
Midwives' Training School. 

Data collection 

Improve the system for collection, processing, analyzing, of health 
service data by developing written guides and training programs for data 
collectors and assuring the availability of basic documents, forms, and 
supplies to carry out the data collection. 

Improve the processing and analysis of data and assure the publication 
and dissemination of the results of the analysis. 

Manacement and supervision of the family planning. center 

Increase supervision at all levels of the family planning system, 
especially for quality of service delivery, improved recordkeeping, and 
technical cl i~ical  activities. Develop written protocols along the line of 
Annex C-1, for carrying out supervisory visits. Develop a system of 
evaluations on a time-phased basis, with reports and feedback to units 
supervised, as well as to the next higher level and to the Project itself. 



Supervisory visits should stress the early discovery of problems which 
need management attention, rather than audit and control to "catch" 
someone. 

o Confirm the responsibility that the central MCH level has for 
coordination, monitoring, and supervision of MCH and family planning 
activities. 

o Conduct studies on other aspects of family planning activities such as 
causes of dropout rates, profile of users, services, provider role in  the 
choice of the contraceptive method. 

o Give more attention to supervision and evaluation of training programs. 
Supervision should cover content and methodology of tsaining, as well 
as follow-up to determine the impact and effectiveness of training 
provided. 

o The team designing the new Project should review the results of the 
supervisory seminar and the supervisory manual that has already been 
published and determine why it was never introduced. Include a 
detailed supervisory protocol in the new Project. 



V. TREATMENT OF SEXUALLY TRANSMITTED DISEASES (STD) 
AND INFERTILITY 

A. Goals and Obiectives 

The Project Paper indicated that this Activity was to provide the institutional 
framework and trained people to help diagnose 25 percent to 30 percent of the annual 
incidence of the main sexually transmitted diseases in Senegal by the end of the 
Project. The Project Agreement established specific output goals and objectives for this 
activity: 

o Treat 30,000 patients by the end of the Project; 

o Train health workers on STD and infertility issues; 

- 5 doctors andlor members of the Faculty of Medicine 
- 140 midwives 
- 140 nurses and other health workers 

o Provide specialized equipment and material for two regional STD 
centers, including Le Dantec Hospital; 

o Provide diagnostic equipment for 27 family planning centers for 
diagnosis of STD; and 

o Improve the system of referrals from health clinics to STD regional 
centers. 

B. Description 

1. General 

The advent of AIDS and non-gonococcic urethritis (chlamydia and 
mycoplasmas), and the increase in the number of other STD cases, has caused a 
disquieting and increasing public health problem in Senegal in the 1980's. In 1982, 
the report titled "Health programming in Senegal" indicated that more than 16,000 
cases of syphilis and 31,000 cases of gonoccitis were diagnosed by health personnel. 

In 1984, Dakar, Kaolack and Saint-Louis registered 3,400 cases of STDs, two- 
thirds of which were men. Gonococcitis accounted for one-third of the diagnosed 
cases. In addition to the high morbidity caused by STDs, this group of diseases has 
had significant effects on maternal and child health in general, and family planning, in 
particular. 



In Senegal and elsewhere in Sub-Saharan Africa, STDs, particularly gonorrhea, 
constitute the main cause of male and female infertility. For this reason, treatment of 
STDs is included as a key activity in the "clinical" component of this family planning 
Project. 

Implementation of this STD/Infertility Activity required the development of 
several actions in coordination with the Senegal National STDIAIDS Program. With 
the support of the Project, for example, the National STDIAIDS Program published 
two excellent manuals on STD diagnosis and treatment. Other activities are discussed 
below. 

2. Training 

In support of the family planning policies of Senegal, the Project 
developed and incorporated STD and Infertility subjects into family planning training 
curricula. Three hundred midwives, 32 nurses and health agents, and 32 doctors 
received training in STD and Infertility subjects. 

The training in STD and Infertility was provided to doctors and midwives at 
sessions organized in Senegal by John Hopkins Program on International Education in 
Gynecology and Obstetrics (JHPIEGO) and the Gynecology and Obstetrics Clinic of 
the Faculty of Medicine of Dakar. Two other doctors and one nurse received STD 
training at JHIEPGO in Baltimore, Maryland. 

Since family planning has been included only recently in the cui-ricula of 
training schools for midwives and nurses, and since the hours of training are minimal, 
the performance on STDhfertility matters, of service providers, has been low in 
almost all of the centers visited. 

3. Treatment of patients 

Before the financial and management crisis of 1989, dugs  for the 
treatment of the most frequent types of STDs were readily available at all Project 
centers. However, personnel at the visited centers declared that, since 1989, they no 
longer had the necessary drugs to treat these diseases. The inability to prescribe drugs 
such as antibiotics, anti-parasites, and antifungicides has become a problem in almost 
all the Project family planning centers. Considering the low purchasing power of the 
patients, this lack of drugs at the centers constitutes a fairly limiting factor for the 
correct handling of STD/Infertility cases. 

The Project renovated and equipped nine regional laboratories in order 
to assist STD centers in the diagnosis, detection and follow-up of STD patients. Eight 
of these laboratories are currently functional. 



C. Analysis and Evaluation 

1. At the regional level 

a. Overall quality of services 

Visits to public family planning clinics found neither the 
diagnostic processes nor the therapeutic procedures for STD and infertility patients 
were appropriate. There was no systematic counselling and the detection and 
treatment of STD/Infertility contacts was not carried out in any organized way. Even 
though traditional curricula included "venereal disease" training, it is clear, considering 
the quality of the services provided by health workers who did not receive any 
pre-employment training in family planning, that the Project has not achieved its goals 
of providing sufficiently trained family planning workers who can offer quality 
treatment of STD patients. A review of the clinical training program for midwives 
showed that, even for those midwives trained by the Project, out of a total of 70 hours 
of teaching provided, only 7.45 hours (or 11 percent) were on STD or Infertility 
subject matter. 

b. Use of STD laboratories 

Inspection of Project funded regional laboratories in Kaolack and 
Kolda showed that support by these laboratories for the family planning centers 
could be improved. Certain midwives and nurses, for example, have serious problems 
interpreting the results of basic laboratory tests such as vaginal and urethral samples. 
There is little collaboration or meetings between clinical and laboratory personnel to 
develop feed back to improve the performances of family planning service providers 
and laboratory personnel. 

In M'Bour, at the community laboratory constructed and equipped by the 
Italians, the situation is somewhat different. The midwife there works on Saturday 
mornings with the technician in charge of the communal laboratory on the 
interpretation of the results of tests. At this center and laboratory, active community 
management and financial participation by the local health committee have been 
responsible for a higher level of cooperation. Ln view of the variety of tests and 
analysis which are proposed, and the self financing system put in place, M'Bour may 
be a model for other areas of the country. 

An inventory of laboratories was carried out in 1989 by a cons~ltant. '~ Eight 
laboratories were visited, including M'Bour and Kaolack. The purpose of the 

l8 End of Mission Report to FHPP, Joanne M. Hauler, 1989. 



consultant's mission was to assess the functioning of STD laboratories, to identify 
their needs for consumables, to ensure the standardization of test and analysis 
protocols in order to help all regional laboratories work according to pre-determined 
standards. 

The consultant determined that M'Bour was one of the best managed and 
functioning laboratories in the country. She found that the situation was quite 
different in Kaolack, where the person in charge of the laboratory was not terribly 
motivated. However, none of the recommendations formulated by the consultant in 
1989 were ever implemented. For example, no retraining session was organized for 
M'Bour or training for Kaolack. The most recent training of laboratory technicians 
was in 1986, when 17 technicians were trained. 

c. Selected laboratory tests 

An analysis of results of the Kaolack regional laboratory tests gives an 
idea of the STD situation in Senegal.lg (See Tables 10, 11 and 12.) Out of a total of 
1771 vaginal samples carried out in 1990, for example, 1037 cases were positive. This 
is a 58.55 percent frequency rate. Among those 1771 samples, 117 or 6.6 percent 
were from the Kaolack family planning centers. This is a low reference of STD 
affected patients for diagnosis from the public clinics. 

In 1990 the Kaolack laboratory carried out fewer tests than it carried out in 
1989. The number of tests fell from 1771 in 1989 to 1020 in 1990, or a 42.40 percent 
reduction. The reduction results, in part, from the lack of laboratory supplies, from 
the lack of personnel motivation, and from the lack of management and supervision to 
correct the situation. 

2. Situation at the national level 

The laboratoxy of A. Le Dantec Hospital assisted the Project in the 
installation of regional laboratories. The five years collaboration were uncertain, 
however, because of lack of definition of duties, responsibilities and the role of Le 
Dantec Hospital in the implementation of the Project STD component. 

Lack of role definition also existed between the USAID funded Project and the 
National STD/AIDS Program. Constraints resulted from lack of coordination between 
the Project and the National Program. There was lack of regular supervision of 
Project laboratories by the National program, as well as shortages of diagnostic 
supplies and drugs. 

l9 Statistical Analysis by Mrs. Deguene Marie Diouf, Chief of the Kaolack Regional 
Laboratory 



Table 10: 

Pathogenic Germs Present 

Trichomonas vaginalis 
Gardenerella vaginalis 
Candida albicans 

Total positive tests 
Number of samples 
Frequency of positive tests 

Results of Analysis of Vaginal Samples Carried 
Out in Kaolack Regional Laboratory, 1990 

Source: Statistical Analysis by Chief of Kaolack Regional Laboratory 



Table 11: Results of Urethral Samples Carried Out 
in Kaolack Regional Laboratory 
(June 1989 to January 1990) 

Patho~enic Germs Present 

Neisherria gonorrhea 
Trichomonas vaginalis 

Total positive tests 
Number of samples 
Frequency of positive tests 

Source: Statistical Analysis by Chief of Kaolack Regional Laboratory 



Table 12: Results of Vaginal Samples Carried Out on 
Patients from Other Family Planning Centers 

Pathogenic Germs Present 

Trichomonas vaginalis 
Neisherria gonorrhea 
Gardenerella vaginalis 
Mobiluncus vibrio 

Total positive tests 
Number of samples carried out 
Frequency of the positive tests 

Source: Statistical Analysis by Chief of Kaolack Regional Laboratory 



There was also an ambiguous situation concerning the financial support to be 
provided by the Project to the bacteria-virologic laboratory of the hospital. There was 
a reported lack of interest by the Project Director in the budgetary situation at that 
laboratory. This may explain the lack of interest shown by the Project Technical 
Office in MCH and the National STD/AIDS program to the Project's STD component. 

3. Epidemiolonic data 

There is a lack of statistics, data and other information on the 
STDDnfertility situation in Senegal. The 1990 ISTI Annual Report stated that there 
were about 33,000 STD cases in family planning centers in 1989, compared to 26,000 
in 1988 or a 26.90 percent increase. The 1990 ISTI Annual Report provides some 
idea of the STDIInfertility frequency in 59 public family planning centers and 24 
PPPS centers in four regions covered by the Project--Dakar, Thies, Kaolack, and 
Fatick. In a total of 8,804 new consultations in Dakar, there were 1405 STD cases or a 
16.46 percent frequency. In Thies the frequency was 14.76 percent, in Fatick 17.9 
percent, and in Kaolack 19.51 percent. For the same year, the frequency in PPPS 
center was 40.36 percent. The total of STD cases in family planning centers of the 
four regions amounts to 9797 in 1990. Assuming that as many cases were seen in each 
year of the Project, a total of 30,000 patients would have been seen in family planning 
centers since the beginning of the Project. 

While the number of venereal syphilis cases, based on statistics from the 
National STD Program, seems to be regularly decreasing--62,033 cases in 1971 and 
3,527 cases in 1988, the number of gonococcitis cases is increasing with a peak of 
19,206 cases in 1987. Even though the prevalence may have decreased in 1988 to 
12,360 cases, the situation is still quite alarming. Table 13 shows the prevalence2' of 
STDs based on a survey on high risk groups carried out by the National STDIAIDS 
Program. 

4. The monitoring program 

In 1988, a review of STDs in Senegal provided a warning and justified 
taking STDs into account by the Project. The study concluded that, despite the 
complications and the human suffering caused, very few quantitative data are available 
on STDs in Africa. The review concluded that, in Senegal: 

o The 30,000 patients goal of patients to be treated was largely exceeded 
after 6 years of Project implementation; 

o Since 1988, drugs for STD treatment are no longer available in most 
Project centers; 

20 Statistics prepared by Dr. Ibra N'Doye, Chief of the National STD Bureau and 
Coordinator of the National STD/AIDS Program. 



Table 13: Results of National STD/AIDS Survey: 
Percentage of High Risk Groups Testing Positive 

Pregnant Women Soldiers Prostitutes 

N. Gonorrhoea 2.0% 0.6% 16.6% 
C. Trachomatous 11.9% 1.8% 12.6% 
T. Vaginalis 30.1 % 0.5% 46.0% 
Syphilis 7.5% 2.5% 29.5% 



o Quantitative training objective was largely exceeded; 

o The quality of trained family planning workers is insufficient, 
particularly among midwives and nurses; and 

o Nine regional centers were renovated and provided with lab equipment. 

D. Summary of Maior Findings and Conclusions 

o There has been insufficient attention to treatment of STD and infertility 
patients in the implementation of the Project. Attention, instead, has 
been given to provision of contraceptive and regular family planning 
activities. 

o Services provided to patients were poorly handled and of low quality. 

o There was inadequate use of STD laboratories in the diagnosis of STD 
cases. 

o Few reliable figures exist on the incidence of STD cases and treatment 
over the Project period. Statistics are unreliable because of poor 
collection and analysis methods. This makes it difficult to analyze the 
impact of Project activities on STD clinical conditions. 

o There is little coordination between the Project STD component and the 
National STD and AIDS programs. 

o There is a lack of training given to family planning workers such as 
nurses and midwives, in special counseling, screening, clinical 
problems, and interpretation of laboratory tests to treat patients with 
STD and infertility problems. 

o There is insufficient collaboration between clinical and laboratory 
personnel to assure full understanding of testing programs and 
implications of test results 

o Equipment and supplies for STD laboratories were kept in warehouses 
for 18 months before they were released for use. Appropriate drugs are 
not available at family planning clinics to treat STD cases. 

o The recommendations of an STD consultant concerned with improving 
laboratory methods have not been implemented. 

o Insufficient research has been carried out on local knowledge, attitudes 
and practices regarding STD, AIDS, sexual behavior, and use of 
condoms. 



Summary of Maior Recommendations 

In the short term 

Improve the capability of family planning workers to handle the clinical 
problems of STD and Infertility. 

Improve the understanding by family planning workers of the uses and 
implications of specialized laboratory test so that workers can make 
better clinical decisions and provide more relevant counseling to clients. 

Improve the coordination between the Project STD program and the 
National Programs on AIDS and other sexually transmitted diseases. 

Complete activities initiated under the Project such as the provision of 
laboratory equipment and training in its use for testing. 

In the l o n ~  term 

Shift management of the STD activity out of the Project, and directly 
into the National STD/AIDS Program--in essence, lowering the priority 
of this activity within FHPP. 



VI. CONDUCT OF BIO-MEDICAL AND PSYCHO-SOCIAL RESEARCH 

A. Goal, Objectives and Outputs 

The goals of the bio-medical and psycho-social research activity are to conduct 
operational research to answer questions pertaining to bio-medical and psycho-social 
topics that are raised during Project implementation; to determine the efficiency of 
cornrnunity-based programs in Pikine, Kaolack and Fatick; and to determine the 
feasibility of a contraceptive distribution network. (See also Chapters III, IV and XII 
on IEC, clinical and demographic research.) 

B. Description 

1. Overall research urorzram 

From a review of Project documents, the team established a partial list 
of studies and research carried out during the Project. The list is partial because 
neither the Project Paper, Project Agreement, nor Logframe are specific on what 
research was to be carried out with Project funds or which Project unit would manage 
this research. No central research plan was developed after Project implementation 
began; no organized process was introduced to review research proposals, evaluate, or 
disseminate research results; and no central library was established as a depository for 
research papers and reports. Our partial list includes the following research activities: 

o A series of studies in bio-medical and psycho-social aspects of 
contraceptive practices; 

o Two socio-demographic/anthropological monographs conducted in the 
rural areas of Thies and Fatick; 

o A study of adolescent fertility by Statistics Office in the Ministry of 
Economy, Finance and Planning, DPS/CRDI; 

o Pre-introductory clinical trials of NORPLANT by FHI; 

o Study for a symposium on laboratory testing requirements for 
contraceptives by FHI; 

o Surveillance of obstetrical services in Kaolack by FHI; 

o Analyses of "Fiches de Consultation des Censtres de Planning 
Farniliale" carsied out by FHPP, BNR, and Columbia University in 
1989: 



o "Socio-cultural Factors Influencing the Delivery and Use of Health and 
Family Planning Services in Senegal; With Special Attention to 
Women's Health," prepared by Barbara Pillsbury for Senegal Health 
Sector Assessment, USAID/Senegal, August 1990; 

o "Men's Attitudes About Family Planning in Urban Senegal," by Jill 
Posner for USAIDISenegal, January 1987; 

o "Study of Interpersonal Communication Between Nurse-Midwives and 
Clients in Family Planning Clinics," Study for ISTI. (Data collected but 
not analyzed at the time of the evaluation); 

o 1978 WFS articles and papers; 

o 1986 EDS articles and papers. Book planned based on 1986 EDS and 
1988 census analyses by Yves Charbit and Salif Ndiaye, editors; 

o 1988 Census (special analyses in progress on fertility and mortality 
study; employment study; migration and urbanization); and 

o 1990 Urban Family Planning Study (reports planned). 

o Diagnostic Study of the Effectiveness of Contraceptive Practice and 
Continuity of Family Planning Service/Contraceptive Method Use, 
(Diop, Francois and Viola Vaughn) The Population Council. In 
progress. (Project funded by the World Bank); 

2. Availabilitv of specific research 

The team was unable to locate, nor did they have the staff time to 
review the entire research portfolio. Four research activities are reported on below as 
examples of the research activity, 

Norplant clinical tests 

(1) Objectives of the study 

The objective of this study was to test the efficiency 
and accuracy of Norplant in a group of Senegalese women. 



(2) Methodology 

The Norplant study was conducted jointly by FHPP, 
FHI and the Gynecology and Obstetrics Clinic of the University of Dakar. The 
sample of women studied was selected on the basis of clearly defined analytic criteria 
and clinical research protocols. The Norplant devices were provided by UNFPA, 
because up to the time of the evaluation, this contraceptive device was not provided by 
US AID 

(3) Results 

By February 1990, 177 women were using the Norplant 
device. As of April 1991, 267 insertions had been carried out. Twenty-eight of these 
had been removed because of: 

o Infections (3) 

o Desire to have a child (9) 

o Disturbances in the menstrual cycle (14) 

o Failures (pregnancy) (2) 

A national "Norplant" cell has been established in MDHSA and the use of the 
Norplant device will be extended to Dakar region family planning centers (PMI 
Medina, Abaso NYDao Hospital Family Planning Center, Dominique Health Center and 
ASBEF-Dakar). Based on the preliminary results of the research, it was concluded that 
Norplant is an efficient method which is well tolerated by Senegalese women.*' The 
Unites States Food and Drugs Administration (FDA) recently approved the use of 
Norplant in the United States. Thus, its adoption by Senegalese officials, with USAID 
financial support, could lead to its introduction in the National Family Planning 
Program. 

b. Preliminarv para-clinical check-up for hormonal contraception 

To cany out a survey to demonstrate that a rigorous 
clinical examination, with a complete anamnesis, could constitute an acceptable 
alternative to the preliminary para-clinical check-up. 

21Strate~v for Introduction of Nomlant in Senegal, FHI/JHPIEGO/Gynecology and 
Obstetrics Clinic of the Faculty of Medicine, Dakar, 1989. 

107 



(2) Obiectives 

The objective of this study was to determine the 
percentage of women who were authorized to use hormonal contraception following 
laboratory exarninations presently recommended in Senegal. The study tried to 
measure the correlation between selection results obtained through laboratory tests and 
those obtained after an anamnesis and a clinical examination. 

(3) Methodology 

Five hundred women who wanted to use oral 
contraception for the first time were recruited at three family planning centers, PMI 
Medina, ASBEF - Dakar, and A. Le Dantec Maternity. Ninety were excluded from the 
survey for various reasons: unavailability, incomplete files, former users. A three-part 
computerized form was filled out for each participant: 

o The first part dealt with the anarnnesis data, including the patient's 
medical history, breast feeding, cigarette smoking; 

o The second part related to the medical examination which was 
completed and rigorous; and 

o The third part related to data provided by additional examinations; 

These tests were carried out at the Pasteur Institute in Dakow in accordance 
with international standards for such research. 

(4) Results 

The analysis uncovered 17 contra-indications, or 3.9 
percent, in 410 cases. Five of the contraindications were from regular clinics (1.219 
percent), and 12 from para-clinics (2.96 percent). The analysis led to the conclusions 
that: 

o Laboratory analysis need not be automatically required for the 
prescription of hormonal contraceptives, and 

o A complete clinical history (anarnnesis) constitutes an acceptable 
alternative to a clinical check-up. 



The study recommended a cervico-vaginal smear once a year for hormonal 
contraception users.22 

An international symposium on "The preliminary para-clinical check-up for 
contraception" was organized in Dakar, in February 1990, to present the results of the 
study. A memorandum from the Ministry of Public Health and Social Action was sent 
to all regional medical doctors for wide distribution of the revised instructions relating 
to this issue. Unfortunately, three months after the distribution of the memorandum, 
during the evaluation team's visit to the field, no mid-wife seemed to have heard of 
the instructions--except for those in the Medina PMI who had participated in the 
symposium. 

STD frequency 

(1) Goal and obiectives 

The goal of the research was to review STD 
epidemiology in SenegaLZ3 

(2) Methodology 

This research consisted of a review of existing 
documents and reports. 

(3) Results 

Despite the lack of reliable STD data, this study 
indicated increasing trends in the number of sexually transmitted diseases, non- 
existence of an STD monitoring strategy, and insufficient resources to develop such a 
strategy. This study included some data on genococcities, syphilis, hepatitis, AIDS, 
papillomavirus and chlmydior frachomatis. 

22 Report on the Results of Research on Preliminary Clinical Check-ups for Oral 
Contraception, F. Diadiou and M. Sangare of HALD, J. Stanback and T. Patrick of FHI, and 
B. Gentile of the Pasteur Institute, Published by the Pasteur Institute, Dakar, 1988. 

23 Review of Data on Sexuallv Transmitted Diseases in Senegal, D. Diop, in 
collaboration with S. M'Boup, I. N'Doye, L. Evison, CNM, Dakar, 1989. 



Recommendations that came out of this research included: 

o Increase and improve training of competent and motivated health 
personnel; 

o Establish additional STD centers and clinics; 

o Promote the use of condoms; 

o Develop health education programs focusing on the nature of STD 
contacts; 

o Adopt national STD treatment protocol; and 

o Institute procedures so doctors, clinicians, and other health workers 
coordinate their efforts to develop an improved STD monitoring system. 
(Note: This recommendation does not change much of the present 
epidemiologic environment.) 

The project has already published two guidebooks on STD diagnosis and 
treatment. (See STD/infertility Chapter V.) 

Survey on statistics of active family ~lanning clients 

(1) Goal and obiectivesN 

The goal of this study was to use existing FHPP data 
to prepare recommendations for improvement of farnily health and population service 
delivery. The objective was to collect and computerize data from each family 
planning center, to ensure the training of managers in data processing procedures, and 
to show them the usefulness of a computer infomation system. The study was to 
design and implement a plan to analyze the data relating to FHPP needs. This effort 
was to give the Project the opportunity to use the existing information system for the 
design of successful information collection and analysis campaigns. The study was to 
help FHPP integrate the regular analysis of data into its activities so as to strengthen 
Project management. 

Analysis of Consultation Forms in FP Centers for Improved Program Manaeement, P. 
Kelly, University of Columbia, July, 1989. 
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Methodology 

The basic information source is the client consultation 
form prepared at the family planning center at the time of the client's first visit and 
updated at subsequent visits. The study covered 20 family planning centers in the six 
regions covered by FHPP. The target population was all active women in the 20 
family planning centers managed by the Project. 16,312 consultation forms were 
studied. 

Women were followed in accordance with ageed upon standards. Women who 
regularly visit the clinic for a resupply of contraceptives are called "actives"; those 
who do not return are called "inactive." 

Results 

The study developed a profile of "actives" according to 
the following criteria: age, ethnic group, religion, marital status, education, status of 
the husband, number of childsen, pathology, and contraceptive method used. 

Although in many centers the clinical staff did not give enough attention to the 
files of the clients, this study concluded that analysis of the files may still provide 
useful infolmation for management of family planning centers. A 100-page report was 
published in 1989. However, it was never distributed, and its results are still not being 
used for improvement of project management. 

C. Analysis and Evaluation 

This evaluation focuses on the research process. Unable to locate research 
proposals or basic data upon which the results were based, the evaluation team has 
accepted the accuracy of the research results described. 

The operation research activity was not well-managed. There were major 
deficiencies in the coordination process. One problem was lack of dissemination and, 
therefore, lack of use of results to solve problems and improve the Project 
management. Some surveys were planned, but not executed; e.g., the survey on 
interpersonal coinmunication among sewice providers. 

Coordination of Project operational research was a problem. 11e  Project 
Technical Director had an undefined and casual involvement in identification of 
research topics, execution of the activities, and dissemination and use of the results. 
The Technical Director did not often participate in the identification of research topics, 
except for clinical topics and issues related to the direct deliveiy of health services. 
The Project Technical Disector was never informed of some KAP suweys, e.g., 
"Excision and Infibulation in Senegal" and "Abortion in Pikine." He never evaluated 



results of the research or ensured that reports were distsibuted. Table 14 summarizes 
his involvement in a number of research activities. 

The Nosplant sulvey is an example where results of the research seem not to 
have been made generally available. The results were not disseminated at the national 
level, not even for the information of clinical people working on the field such as 
midwives, nurses, or IEC/EPS agents. Some midwives (Kaolack regional center and 
rural maternity of Malicounda) had never heard of the Norplant survey before our 
interview. 

While the results of operational research carried out to support improvement of 
basic data were disseminated and used to some extent by BNR, the clinical component 
of the Project does not seem to have benefitted from results of demographic studies 
and surveys. 

D. Summasy of Maior Findings and Conclusions 

o In regard to the initial goals of the research component: 

-- The operational research on the feasibility of a community base 
program, was not carsied out, neither in Pikine, nor in Kaolack 
and Fatick (one project for Pikine "Yevi Jaboot" was not 
approved for funding); 

-- The survey on the feasibility of a national operational system for 
contsaceptive distribution, was not carried out; and 

-- Too much bio-medical, psycho-social, and academic research 
was caiied out, in comparison to needed Project operational 
studies. 

o The following areas have been identified as needing further attention to 
improve the research activity: 

-- Planning and coordination of research activities encountered 
during the execution of the Project; 

-- Involvement of project actors in planning research; and 

-- Dissemination and use of research results. 



Table 14: Level of Participation of the FHPP Technical Director 
in Project Research Activities 

Topics Execution Dissemination Use of 
Research Topics Identified of Research of Results Results 

1. Men's Attitude to FP - - - 

2. Excision & Infibulation - - 

3. Analysis of Farmers 
Attitudes + + ND 

4. Abortion in Pikine NAI NAI 

5. Para-clinic Exam. & 
Contrac + + + + 

7. Village Monograph - + + - 

8. Health Education + + + + 

9. Social Marketing - - NAI NAI 

+ = Involved ND = Not Done 

- = Not involved NAI = Information Not Available 



o Although a considerable number of research studies have been carried 
out, the Project has not yet developed an overall long-range research 
plan with priorities, schedules, and suggested uses of limited research 
f~inds. No one at the Project is assigned this overall research 
management responsibility. 

o The Project's Technical Disector in the Minisby of Public Health and 
Social Action has not been sufficiently involved in the identification of 
many research topics, particularly those on psycho-social issues. 

o Many Psoject research reports can be found at the ISTI and Project 
offices, but very few have been disseminated to government ministries 
or other potential users. 

E. Summan of Major Recolnrnendations 

1. Short term 

o Locate copies of prior research funded by the Project and establish a 
library for the reports. Develop a bibliopraphy of studies and research 
that have been completed. Determine who should receive copies of the 
reseasch reports and undertake a purposeful program of dissemination. 

o Do not begin new operational research until the usefulness of what has 
already been accomplisl~ed by the reseasch component has been 
detelmined. 

2. Lone telm 

In developing the new Project, the design team should: 

o Determine who and where in the Project or MPHSA the assignment 
should be made for long-term management responsibility for a 
continued operational reseasch program. The design team should 
consider assigning this responsibility as one of the principal duties of 
the new family planning statistics, reseasch, and evaluation unit 
recommended in Chapter X. 

o Develop a priority plan for the long-term use sf operational research 
funds. 



o Assure that the Project seeks out local resources whenever possible to 
cany out studies and research. Develop a local capacity to carry out 
Knowledge, Aptitude and Practical (KAP) studies, probably associated 
with those responsible for IEC activities. 

o Develop a reseasch study to create protocols to evaluate valious family 
planning processes; for example, quality of clinical service, performance 
of family planning workers, client attitudes toward service received, and 
client understanding of family planning concepts and methods. 

o Develop studies to evaluate the impact of family planning services 
within the Ministry, capacity of family planning staff to deal with 
clients, staff comprehension of family planning concepts and 
methodology, and challenges to integrate family planning with other 
health delivery activities. 



VII. CONSTRUCTION AND RENOVATION OF PFRASTRUCTURE 
AND MAINTENANCE OF EQUIPMENT 

A. Goals and Obiectives 

The goal of this activity, in the original Logframe, is to consolidate and expand 
the family health and population system by: 

o strengthening and expanding family planning services in the 22 existing 
centers; 

o increasing the number of family centers in the six regions covered by 
the project, at the rate of 10 centers per year (changed to 15 per year in 
a revised Logframe) to a total of 128 by 1992; 

o constructing two additional family planning centers in each of the four 
regions covered by the UNFPA funded "Bien fitre Familial" Project, 
during the 1989-92 period (changed to 5 per year, or a total of 20); 

o renovating and making minor improvements, as needed, to 92 centers 
(changed to 106 centers in a revised Logframe); and 

o providing the family planning centers with appropriate technical 
equipment that can be efficiently used and maintained. 

Description 

1. Facilities 

In the Dakar region, 25 facilities (family planning centers or 
laboratories) were constructed andlor renovated. In the Thiks region, 11 clinics were 
constructed or renovated: three in Fatick, nine in Kaolack, 15 in Kolda and 
Ziguinchor, and one in Saint-Louis. While the latter region is not covered by the 
present Project, one center there was improved by the Private and Para-Public Project 
component. 

Out of the 92 public centers planned, 64 were renovated or constructed. The 
Project renovated one para-public center in Saint-Louis (SAED). From 1986 to 1990, 
approximately FCFA 270,000,000 was spent on renovation and construction activities 
in the six regions of the project, bringing to 64 the number of centers or laboratories 
constructed or renovated. According to the 1989 ISTI Report, a total of 92 public 
sector centers and Private and Para-Public centers are operational in the six regions. 



According to one USAID report, a total of 123 centers are operational. According to 
an April 5, 1991 report by USAID/Senegal/HPNO a total of 119 centers are 
operational. (The team was unabIe to resolve the different numbers.) In addition to 
the centers shown in Table 15, 29 centers are operational in the four other regions 
covered by the "Bien Etre Familial" project funded by UNFPA. 

2. Equipment 

Standard equipment provided by the Project upon request to public and 
PPPS clinics is listed in Table 16. 

C. Summary of Major Findings and Conclusions 

(Note: The evaluation team gave only minor attention to construction and 
equipment activities. The team had neither the staff time nor the specialized skill to 
complete such an evaluation. This evaluation, therefore, does not answer some 
important questions such as whether the Project provided the correct equipment or 
maintenance, repair and replacement of equipment, or whether projected levels of 
construction were sufficient to reach the CYP acceptor goals. To address these issues 
construction and equipment specialists should be part of the team that designs the new 
family planning project.) 

Tables 17-21 summarize the physical status of the FHPP sites visited by 
evaluation team members. In addition to the information in these tables, on the 
physical condition of selected clinical sites, it is also noted that regional warehouses 
are for the most part small and unventilated. The Project-built warehouse at Kaolack 
is still not officially functioning because the contractor has failed to effect 
modifications demanded for providing adequate ventilation. The 1990 audit report 
indicates problems encountered in Project procedures in the area of competitive 
bidding and invitations to bid on renovations. 

Physical premises 

o Sixty-four percent of the waiting rooms in the public sector clinics may 
be considered inadequate because of: 

-- Inadequate space for clients and health workers and insufficient 
seating for patients; 

-- Limited space in waiting rooms or waiting areas; and 

-- No seats at all in one center (Dorninique). 



Table 15: Growth of Family Planning Clinics 1985-1990: Number of 
Operational Centers by Geographical Area and Year 

S ousce: US AIDISenegaVHPNO 

1987 

7 

1986 

4 

Public Sector 

Dept Dakar 

I 

Fatick 

Kaolack 

Kolda 

Thies 

Ziguinchor 

Total 

VSPP 

Grand Total 

1985 

4 

1 

6 

D. Rufisque 

Dakar Region 

1988 

12 

1 

6 

1 

2 

1 

3 

3 

16 

1 

17 

1 

12 

1989 

15 

1 

3 

2 

5 

3 

20 

3 

23 

1990 

17 

5 

24 
- 

2 

7 

3 

7 

6 

37 

11 

48 

6 

30 

6 

36 
- - -  

5 

10 

3 

10 

7 

59 

18 

77 

5 

12 

9 

14 

12 

82 

28 

110 

5 

12 

9 

14 

12 

88 

3 1 

119 



Table 16: Standard Equipment for a Family Planning. Clinic 

Quantity Purchased in the US 

Add t Scale 
Blood Pressure Gauge 
Stethoscope 
Timer 
Baby Scale 
Waste Can 
Instrument Plate 
Stainless S tee1 Container 
Syringes 
Gloves 
Pregnancy Test Kits 

Local Purchases 

Supply Cabinet 
File Cabinet 
Desk 
Examination Table 
Stool 
Chairs 
Benches 
Consultation Forms 
Equipment Cart 
Registration Books 
Shelves 
Hanging Files 
Couch 
Forms 
Pads 



Table 17: Status of Premises in the Centers Visited 

DAKAR 

MEDINA MCH DOMINIQUE 

- No waiting 
room 
- Waiting 
patients must stand 
- Not enough 
benches 

ROI BAUDOIN 

- Veranda only 
- Not enough 
benches 
- Counseling room 
exists 

DANTEC 

WAITING ROOM 
- --- 

- Cramped - Cramped 
- Not enough 
benches in 
counseling room 
- Privacy more or 
less respected 

- Premises 
renovated in 1988 
- Cramped 
- Not enough 
benches 

CONSULTATION 
ROOM 

- 4 cubicles 
without lighting 
- 315 cubicles 
without water 
- Cubicles with 
curtain partitions 
- Samples 
- Walls are dirty 

- Natural lighting 
- Running water 

- Women's 
privacy not 
respected. Several 
people at the same 
time in one room 
- No running water 

- Privacy 
respected but 
limited space. Pre- 
natal and FP visits 
in the same room 
- No sample for 
maintenance 
- Defective 
lighting 
- Running Water 

- Cubicles 
- (not evaluated; 
not enough time) 

REFERENCE 
DOCUMENT- 
ATION 
AVAILABILITY 

- A few brochures - Some Not noticed 

BUSINESS 
HOURS 

- Daily 
8AM - 12 Noon 

- Morning and - Daily 
SAM - 12 Noon 

SAM - 12 Noon SAM - 12 Noon 
- 

Afternoon 



Table 18: Status of Premises in the Centers Visited 

KAOLACK 

WAITING ROOM 

CONSULTATION 
ROOM 

REFERENCE 
DOCUMENTATION 

BUSINESS HOURS 

REGlONAL CENTER 

- Veranda doubles as 
waiting room 
- Not enough benches 
- No posters 
- Very cramped 
- Exposed to inclement 
weather 
- Counseling and 
reception room 

- 2 cubicles (large 
enough) 
- Posters and visual 
aids 
- Walls are dirty 
- 1 cubicle without 
lighting 
- Running water 

None 

Daily 
8AM - 12 Noon 

KASNACK 

- Veranda 
- Enough space 
- A few posters and 
visual aids 
- 1 counseling room 
- 1 reception room 

- Privacy respected 
- Room large enough 
- Lighting sources 
- Running water 

None 

8AM - 12 Noon 

KAFFRINE 

- Veranda 
- Enough space 
- Counseling room 

- Privacy respected 
- Adequate lighting 

None 

8AM - 12 Noon 

- -- 

ASBEF 

- 2 large waiting 
rooms 
- enough benches 
- 2 reception rooms 

- 3 consulta- 
tion rooms 
- Privacy respected 
- 2 rooms without 
water 
- Lighting 

(Time) 
None noticed 



WAITING ROOM 

CONSULTATION 
ROOM 

REFERENCE 
DOCUMENTATION 

- - 

BUSINESS HOURS 

Table 19: Status of Premises in the Centers Visited 

THIES 

RANDOULENE 

- 1 very narrow 
corridor 
- Not enough benches 
- No rest rooms 
- Counseling room 
(large reception area 
and file cabinets 

- Cramped 
- Sometimes 2 
midwives consult 
simultaneously 
- Lighting 
- Running water 

None 

8AM - 12 Noon 

- 1 waiting room 
doubles as counseling 
room 
- Not enough space 

- Privacy respected 
- Lighting 
- Water 

Available 

Daily - Morning and 
Afternoon 

- Large enough 
- Enough benches 
- Benches 
- 1 counseling and 
reception room 

- Privacy respected 
- Lighting 
- Water 

None 

3 days per week 
8AM - 12 Noon 

-- - 

MALICOUNDA 

- Veranda 
- Enough space 

- Delivery room 
doubles as 
consultation room 
- Privacy 

None 

Morning and 
Afternoon 



Table 20: Status of Equipment* in the Centers Visited 

THIES 

RANDOULENE 

Sterilization and Poupinel 
equipment 20 minutes 
maintenance Temp. unknown 

Equipment S 
Scissors are scarce 

Insufficient 

Poupirlel 

* Equipment used for gynecological examination and IUD insertion. 

S = Sufficient 
I = Insufficient 

M'BOUR MCH I MALICOUNDA 

REGIONAL 
CENTER 

Staff often 
unable to 
operate 
Poupinel 

KAFFRINE 

Lacking 
speculum 

Pressure 
Time: 30 
minutes 
Gloves & 
fingertips 
not sterilized 

I 
Only 1 pair of scissors 

s 

Sterilization with flame 
Poupirlel 
Gloves not sterilized 
Time: 2 hours 

Boiling: 1 hour 
Dust on scale and pan 



Table 21 : Cost of Improvement and Renovation of Family 
Planning Clinics (FCFA) 

Region de Dakar 

- -- 

Case de l'H6pital Abass Ndoa 1,235,988 

Foyer du Village de Ngor 6,27768 1 

Foyer du Village de Malika 1 ,020,33 1 

Institut d'Hygiene Sociale de Dakar IHS 10,952,443 

Dispensaire Municipale de Ouakum 1,878,588 

PMI de Thiaroye sur Mer 1,815,151 

Maternit6 de Bargny 

- 

CM Philippe Senghor Yoff 2,059,646 

Dispensaire No 2 de Pikine Icotaf 4,078,566 

Dispensaire Municipale 2 Av Pompidou 1,23 1,725 

Dispensaire Nabil Choucair 1,621,740 

Matemite de Guediawaye 3,003,985 
I 

Dispensaire de Grand Yoff 1 1,932,150 

Bureau du Si&ge PSFP 126,430 

Dispensaire de Thiaroye Gare 1,988,638 

Dispensaire Touba Diacksao de Pikine 4,542,662 

Maternit6 Harold Washington 680,797 

Dispensaire Municipale Av Bourguiba 636,929 

Centre PF Dispensaire de Ngor 620,476 

Magasin PNA 2,767,964 

Poste de Santk Arafat B Rufisque 697,000 

Dispensaire Municipale No 1 B Pikine 2,499,733 

Total - ( 74,259,652 



Table 21: (continued) 

Region de Saint Louis 

Region de Fatick 

7,261,423 

7,261,423 

1 Dispensaire de Diamaguene 

Total - 

1 

2 

Region de Kolda~Ziguinchor 

3 

11 1 I Toill=ettes de Kande et Tenghov 1 1,932,172 

Maternit6 de Sokone 

Local PF de Gossas 

2 Poste de Sant6 de Velingara 9,372,823 
, I 

2,585,533 

862,000 

Maternit6 de Foundioune 

Total - 

11 3 ( Poste de Sand de Oussouye 1 7,537,158 

3,945,544 

7,393,077 

- 

4 

5 

6 

7 

8 

) I 1  1 [e dePLnion CM Bignona 

9 

10 

- -- 

ColIette Senghor 

Plafonnage de Sedhiou 

Poste de Stint6 de Gougomp 

Centre PF de Thionck Essyl 

Poste de Sante de Diouloulou 

3,650,773 

400,000 

3,809,95 1 

9.734.176 

1,976,850 

Maternit6 d'Adeane 

Centre PF de Kandialang 

12 

13 

14 

15 

4,140,167 

9,840,570 

Total - 

PMI Santhiaba 

Region Medicale de Ziguinchor 

PMI de Kounkane 

Centre PF de Kolda 

69,835,213 

590.567 

6,079,167 

5,781,013 

690,096 



Table 21 : (continued) 

Region de Thies 

-- lr LO 1 Centre de Sant6 de Tivaouane 1 5,518,930 
I I 

12,844,647 

4,000,000 

12,708,220 

8,686,835 

937,700 

4,662,220 

659,960 

1 

2 

3 

4 

5 

6 

7 

8 

9 

11 11 I CM Tivaouane 2 1 1,145,000 

Dispensaires de Tivaouane et Khombole 

Dispensaire de Mboro 

Maternit6 de Popenguine 

Centre de Sant6 de Jaol 

Magasin CM de Thies 

Dispensaire de Kayar 

Case de Sant6 de Hersent 

Maternit6 de Mekhe 

Poste CM de Pout 

Re.gion de Kaolack 

2,881,100 

2,23 1,600 

Total - 56,288,212 

11 8 1 Maternit6 de Gandiave 1 1,190,976 

6,842,721 

4,063,54 1 

6,863,108 

13,109,246 

1,418,435 

8,363,64 1 

1 

2 

3 

4 

5 

6 

II - 

Case-Foyer de Sara Ndiougary 

Bureau Medecin-Chef CM de Kasnack 

Dispensaire CM Kaffrine 

CM Kasnack et PMI de Leona 

CM Koungheul 

Dispensaire de Gandiaye 

7 

II 
I I 

Centre PF de Ndoffane 

9 

Total - 

3,056,133 

55,364,933 
I I 

Dispensaire Medina Sabakh 10,457,132 



o Thirty-six percent of the consultation and examination rooms may be 
considered inadequate because: 

-- Patients' privacy is not respected (other patients and clinical staff 
walk freely into and out of the consultation rooms), and 

-- Rooms are small, cramped and often used as storage. 

o Public sector facilities are generally adequate but small renovations, 
such as enlarging facilities' space and improving visiting conditions are 
required at most facilities. 

o Among Private and Para-Public Sector centers the physical facilities are 
in better condition and well maintained. This may be because they are 
part of private or parastatal organizations, such SOTRAC and PORT, 
which make funding available for improvement to physical facilities. 

2. On equipment 

o The equipment provided by the Project was technical equipment used 
for gynecological examination, IUD insertion, and some office furniture. 

o While the number of consultations is increasing, insufficient equipment 
(speculums, scissors, forceps, gloves) is available in 67 percent of the 
centers. 

o Equipment that is available in some centers is poorly maintained, i.e., 
broken with no facilities for making repairs, sterilization with flame. 

o Basic sterilization procedures are not known or followed. Few of the 
staff in the centers visited (except for DANTEC and ASBEF) knew how 
to operate autoclaves. 

D. Summary of Maior Recommendations 

o Address the condition of the physical facilities of the family planning 
service, including the buildings and equipment, under the items needing 
an increased level of supervision and inspection to improve the overall 
delivery of family planning services. 



o Give priority to consolidating efforts to improve clinical services in 
existing family planning facilities over making expansions to the 
system. Provide sufficient budgetary resources to assure the success of 
the consolidation plan that is approved. 

o Slow the rate of construction or renovation of new FP centers; instead, 
use funds to improve patient care, counseling, and to improve the 
contraceptive mix. 

o Provide the centers with adequate equipment based on a complete 
physical inventory of available equipment and need. Train staff in 
operation and maintenance of the new equipment. 

o Give increased attention to the availability, quality and use of family 
planning equipment. Develop a program that includes the carrying out 
of periodic equipment needs assessments, the preparation of standards 
and criteria on the number and type of equipment to be used, and 
develop protocols for the continued management and supervision of 
equipment use. 



VIII. CONTRACEPTIVE LOGISTICS MANAGEMENT 

A. Goals and Objectives 

A principal goal of the Project is to provide safe, effective and adequate 
supplies of contraceptives so that 200,000 couples will be acceptors by the end of the 
Project. The objective of this Project activity is to help establish a logistics system 
which can deliver $2.7 million of commodities, and at least $1.5 million of 
contraceptives on time and where needed in the Project zone. The major outpost will 
be 100 trained logisticians and support staff who can maintain, handle, store, and 
deliver the planned commodity and contraceptive purchases. To evaluate Project 
effectiveness in meeting this objective, the evaluation team reviewed the operations of 
the major components of the Project's logistical system for purchase and distribution 
of contraceptives i.e., procurement of contraceptives; shipping and receiving; the 
distribution network; reporting and supply information; inventory systems; and 
utilization statistics. 

B. Description 

USAID/Senegal orders Project contraceptives through the A.I.D.'s Commodity 
Procurement Support Division (CPSD) by preparing a contraceptive requirements 
projection and ordering document called a Contraceptive Procurement Table (CPT). 
CPTs are prepared annually by USAID/Senegal. Since A.I.D. is restricted by law as 
to the types of contraceptives it can provide, donor coordination is necessary to 
analyze requirements and to arrange the most appropriate contraceptive method mix. 

CPSD arranges air or sea shipments of contraceptives through MATRIX, its 
freight forwarder in the U.S. Sea deliveries require anywhere from two to twelve 
months; air freight is quicker. Shipments are tracked by the USAID/Supply 
Management Office (SMO) and the USAID/Health, Population, Nutrition (HPN) 
Division Project staff. Periodically, A.I.D. sends cables to all Missions, with the 
latest shipping and order status updates. Planning Logistics Management (PLM), an 
A.I.D. centrally-funded contractor which assists in logistics management, is contracted 
to send updated contraceptive shipping and financial statements (NEWVERNS) to 
Missions monthly. (USAID/Senegal indicated that it does not receive the 
NEWVERNS reports.) 

USAID/Senegal/SMO is responsible for receiving and clearing contraceptives 
through Senegalese customs. SMO uses a local agent freight forwarding and customs 
clearance agent in Senegal (SOCOPAO) for this ph-pose. Once the contraceptives 
hr-ve cleared customs, the items are received by a local committee of ISTI, USAID 
and FHPP representatives. Contraceptives are received at the Project's central 
warehouse located at the National Pharmaceutical Supply Office (PNA) in Dakar. 



Contraceptives are transported from the central warehouse to the six Project 
regional warehouses using either a borrowed PNA truck or a Project pick-up vehicle. 
Due to a lack of transport capabilities at the regional level, clinics are often obliged to 
send someone to the regional warehouses to pick up their contraceptives. Management 
of commodities at the central warehouse is the joint responsibility of MCH and FHPP. 
The regional warehouses are under the control of the regional coordinators. 

Project planning calls for the maintenance of a four months stock of 
contraceptives at the regional level, and a one month stock at the clinic level. Low 
and irregular stock levels, however, have resulted in periodic stock ruptures at 
different locations. More recently, due to improved projections of contraceptive 
requirements, the stock supply levels at the central warehouse have approached its 
planning level. Stocks at the regional and clinic levels are only adequate. 

There is a printed inventory form on which to gather logistics information at 
the clinic and regional levels. Clinic level staff are supposed to complete the 
inventory forms on a monthly basis and submit the information to the regional 
coordinators. On a trimestrial basis, regional coordinators are to send regional 
inventory reports to the central level MCH coordinator, where the information is to be 
used for programming future contraceptive orders and deliveries. Reporting has not 
taken place as planned. 

C. Analvsis and Evaluation 

1. Forecasting the need for and procurement of contraceptives 

Contraceptive Procurement Tables (for 1989-91) were prepared for 
USAIDEenegal by a Center for Disease Control (CDC) consultant. In earlier years, 
contraceptive orders were prepared by a contractor, Family Planning International 
Association (FPIA). During 1990, an effort was made to involve personnel from 
FHPP, MCH, and donor agencies to help determine contraceptive requirements. 
Additional efforts are required by ISTI to train its own staff and those of MCH, FHPP, 
and USAID on techniques to prepare the annual CPTs, with an emphasis on involving 
all Project staff in the ordering process. 

Additional training on how to analyze the impact of changes in the 
contraceptive method mix on the contraceptive ordering requirement would be helpful. 
This is an activity that CDC/FPLM consultants could undertake. Regional 
Coordinators and logisticians along with Project central level staff should be included 
in such training. 

Currently, USAID and UNFPA dominate as Senegal's main contraceptive 
funders. Should either of these systems be disrupted, only the weak commercial sector 
remains as a safety net. In 1990, USAID and UNFPA agreed on a national 
contraceptive supply arrangement. USAID was to provide oral pills (Lo-Femenal and 



Ovrette), condoms, IUDs and foaming tabs to all ten regions in Senegal. UNFPA was 
to supply injectables and standard-dose oral pills to the six regions in which the FHPP 
is located. This arrangement has yet to be implemented, with the exception of a few 
injectables made available to the FHPP Dakar region and 12,000 cycles of Lo-Femenal 
transferred by USAID to UNFPA. 

It is important for USAID and UNFPA to act expeditiously on this 
contraceptive exchange. The lack of injectables, for example, in the six FHPP regions, 
will result in weakening the mix of contraceptives available to clients. The Project 
has recognized the need for donor coordination in preparing coherent contraceptive 
procurement plans. It has, therefore, organized a "Contraceptive Products 
Requirements Committee" to plan for 1990/91 requirements, as well as to assist the 
MPHSA in developing a five-year contraceptive requirements plan. 

The GOS has proposed the creation of a new Family Planning Coordination 
Unit within the MPHSA structure. The new Unit would, inter alia, coordinate the 
flow of contraceptive orders by both the public and private sectors. The Unit should 
also address forecasting and procurement related problems such as: 

o The present US AID/UNFPA contraceptive monopoly; 

o Different forecasting methods used by different organizations; 

o USAID's legal restrictions on the types of contraceptives it may 
provide; 

o Intermittent national stock ruptures; and 

o The World Bank's intention to provide 25 percent of Senegal's 
contraceptive requirements under its proposed new Project; and 

o Inclusion of contraceptives on the official list of essential drugs (in 
order to avoid custom duties). 

2. Budget 

It has been difficult to obtain a firm picture of what the Project has 
obligated and disbursed for contraceptives. CPSD's contraceptive procurement system 
does not provide easily accessible financial data. The new Annual Operating Year 
Budget (OYB) transfer system and the Project's use of FPIA procured contraceptives, 
complicates the budget and financial management issue. 

The original Project Agreement budgeted $1,668,000 for contraceptives. This 
was reduced to $1,425.000 in the First Amendment. As of March 31, 1991, the 
Project had earmarked $878,993 and disbursed $539,893. Data based on logistical 



calculations, however, indicate that $524,528 worth of contraceptives have been 
delivered to the Project; $607,377 is in the pipeline for 1991192 deliveries. An 
additional $325,000 to cover 1992 contraceptive requirements is already being 
programmed from the proposed new Population Project. 

Contraceptive financial tracking is presently confined to USAID. One way for 
USAID to track the contraceptive budget is on a shipment-by-shipment basis. A tool 
which could be used by USAIDISenegal is the Family Planning International 
Association (FPLM) NEWVERN shipping and financial monthly statement which, as 
noted above, is not being received by the mission. Further efforts should be directed 
to including ISTI, MCH, and FHPP staff in the contraceptive forecasting, tracking, and 
budget monitoring system. 

3. Shipping, receiving and warehousing 

While the annual determination of contraceptive requirements rests 
mainly with ISTI, with some Project and MCH participation, the ordering, tracking, 
reception, and financial oversight of shipped contraceptives is primarily the 
responsibility of USAID/SMO. 

Delivery can vary from two to over twelve months. A more efficient shipment 
tracking system needs to be devised by SMO and USAID Project staff. The key 
documents to be utilized are the periodic A.I.D. cables listing various shipping dates. 
These dates should be compared to the delivery schedules listed in USAIDISenegal's 
annual CPTs. Delivery dates as well as quantities to be shipped that diverge from 
those listed in the CPTs should be investigated by USAID. SMO may wish to request 
copies of the monthly FPLM/NEWVERN shipment chart as a basis to track shipments 
in the future. 

In 1990, the Project took measures to centralize warehousing sites. This was 
largely in reaction to a critical A.I.D. audit conducted early in 1990. Before this 
action was taken, Project contraceptives were scattered among five Project warehouses 
throughout Dakar. Nevertheless, some problems still exist. 

o There is a lack of inventory and bin cards at the central warehouse. 

o There is no register of stock movements into or out of the central 
warehouse. 

o A physical count of warehouse items is still incomplete. A recent 
count, for example, did not distinguish between Sultan Condoms and 
No-Logo Condoms. 



o The Project storage area at PNA is inefficient. It is actually two 
separate warehouses with insufficient space to control or physically 
count the stocks, or to store the anticipated large contraceptive 
shipments scheduled during CY '91 and '92. 

Although PNA has allocated space to the Project to store Project commodities, 
no protocols have been signed between PNA and the Project on the use of the space 
and management of the contraceptives. All PNA, FHPP, and MCH staff have keys 
permitting access to the storage sites, but it is not clear who controls the Project 
warehouses. Who, for example, is primarily responsible for correcting the deficiencies 
noted in this evaluation? 

Because of the lack of Project competence in managing the contraceptives 
stock, and the Project's inability to correct the present difficulties at the warehouses, 
there has been some discussion about turning over control of the Project central 
warehouse and the stored contraceptives directly to PNA. One argument in favor of 
such an action emphasizes long-term institutional-building for PNA. Sooner or later, 
PNA will demand payment for both the warehouse space and the use of its trucks. If 
PNA were to manage Project commodities, they would request payment for this 
service as well. The budgetary impact of transfer of control and management of 
contraceptives to PNA must be considered carefully. 

In the interim, the Project should adhere to the guidelines established in the 
new "Procedures Manual" naming the FHPP logistician as the sole person responsible 
for warehouse stocks. During the remaining period of the current Project, it is 
essential that acceptable inventory controls be instituted for the central and regional 
warehouses. At a minimum, inventory cards and a register recording stock movement 
should be introduced. The ISTI logistician should concentrate, during the next year, 
on providing logistics management training to the FHPP logistician. At the same time, 
PNA might be able to use its own staff to provide on-the-job training for Project staff. 

4. The distribution network 

a. Contraceptives 

Five types of contraceptives are currently being distributed to over 
100 service delivery points in Senegal. In April 1991, there were sufficient 
contraceptive stocks at the regional and central levels to meet only immediate needs. 
There are bottlenecks throughout the distribution network which need attention. For 
example, due in part to the largely non-functional logistics supply information system, 
central level staff make decisions on when and what contraceptive quantities are to be 
delivered to the regions without knowing what stocks exist at each of the locations. 
Major contraceptive deliveries are implemented at the direction of the MCH logistician 
without the benefit of stock information emanating from the regions. This is a top 



down "push" system of contraceptives distribution. Before this point in the process, 
planning and budgeting were the responsibility of ISTI and USAID. At this point, the 
MCH assumes control over the distribution system. 

Regional coordinators participate in a "pull" system of contraceptive 
distribution by requesting contraceptives re-supply through unscheduled orders to the 
NEI/MCH National Coordinator. The National Coordinator, in turn, relays the request 
to the MCH logistician. The logistician obtains the approval of the MCH National 
Director before any action can be taken. Because of this cumbersome MCH 
procedure, orders and deliveries are often delayed at this key point in the distribution 
system. There are also delays because there is only one MCH staff member to handle 
Project distribution as well as other MCH commodity requests. 

ISTI oversees the general process but FHPP staff are not significantly involved 
in the re-supply system. The FHPP logistician acts as a clerk processing requests 
issued by the MCH logistician. MCH has control over the movements of 
contraceptives, with the roles of FHPP and ISTI not clearly defined. 

This has been a generally unresponsive distribution network highlighted by 
intermittent stock outages. The principle of security and working stocks is not clearly 
understood by MCH staff. Because of the lack of a functioning logistics supply 
information system, the central level often overstocks or understocks the regional 
levels. The distributions system has not achieved the aim to provide predetermined 
working and security stock amounts at the regions warehouses or at the clinic level. 

MCH, FHPP and ISTI must establish a more coherent distribution system. The 
underlying principle should be to treat the central depot as a transit point in the 
system. Greater amounts of contraceptives should be provided to the regions and the 
clinic sites. This strategy fits with MPHSA7s new decentralization policy and will 
help avoid the current supply bottlenecks at MCH and reduce the chances of stock 
ruptures. 

The Project should reach the following stock levels as quickly as possible: 

Central Level: 12 months security stock 

Regional Level: 6 months stock, of which 
4 months = working stock 
2 months = security stock 

Clinic Level: 3 months stock, of which 
2 months = working stock 
1 month = security stock 



One way of overcoming the difficulties of an uncertain "push" situation and 
irregular "pull" system of distribution is for MCH to schedule periodic deliveries of 
commodities, four trips per year to "top-off" regional inventories. Distribution of 
contraceptives from the regional to the clinic levels should also be more flexible. This 
could be accomplished by a mixture of methods: clinical staff could schedule trips to 
the regions for re-supply and regional supervisors could schedule supervisory visits to 
clinics at which time commodities could also be delivered. 

Lack of Project vehicles and fuel are widely stated as reasons for the 
supervision and distribution breakdown at the regional and clinic levels. A resolution 
must be forthcoming. The new USAID health and family planning project must assure 
a regional capacity to conduct this supervision and to transport commodities. While 
the present project may be able to continue to depend on PNA trucks or a light Project 
vehicle, this does not provide a long term, solid base on which to guarantee a set 
schedule of deliveries to the regions. Consideration should be given to purchasing a 
Project vehicle for the upcoming project, specifically to handle contraceptive 
distribution. 

b. Medicines 

The Project originally purchased medicines and pharmaceutical 
products. Midway through the project, the MCH National Director decided to 
discontinue this activity as a Project cost. He preferred that the clinics purchase these 
items on the local market from receipts generated from clinic clients. In general, this 
procedure was not implemented which left many clinics without needed medicines. 
This is an issue to be considered in the new health and family planning project. 

c. Laboratory eauipment 

The Project assisted STD (Sexually Transmitted Disease) 
activities by purchasing a one-year supply of laboratory equipment and supplies 
(Annex G-1) for two national and ten regional labs. Technical assistance was 
provided by an ISTI consultant to start up the laboratories. 

S T '  activities, however, do not fall under the direction of MCH and received 
little attention from the Project. Most of the suggestions provided by the ISTI 
consultant remain to be implemented. Much of the equipment and supplies remained 
in the Project warehouse since 1989. They are now being delivered to the 
laboratories, mainly in response to a 1990 A.I.D. audit. It remains unclear whether the 
Project should continue to provide supplies beyond the one-year supply currently in 
the central warehouse. 



5. Reporting, management information, and inventory systems 

The management information system established for the Project begins 
with a printed inventory form (Annex G-2), to be filled out at the clinical and regional 
levels. The data on the form, if properly collected, tabulated, and analyzed, could 
provide sufficient logistical commodity data for re-supply and other Project decisions. 
As already noted, the reporting system has not worked as planned. Many clinical staff 
do not complete the forms. Some regional coordinators forward the forms to Dakar; 
others file the reports at the regional offices. The MCH logistical person may or may 
not receive the inventory forms. The inventory forms that eventually reach Dakar are 
not always exploited or distributed by the MCH National Coordinator. What might 
have provided a credible basis for a "pull" system of inventory management has never 
gotten off the ground. 

It is highly recommended that the Project request FPLM to introduce its LMIS 
(Logistics Management Information System), to replace the current, non-functioning 
inventory/ordering system. The FPLM LMIS is a simplified reporting system that 
combines, on the same form, both client service statistics and contraceptive inventory 
information. FPLM, an A.I.D. centrally-funded Project, should come to Senegal to 
train Project staff in the use of the LMIS. 

Currently, when clinics or regions require supplies, they write their 
requirements on a piece of paper and send it forward. They neither keep a copy of 
their order nor create an ordering or inventory paper trail. The new "Procedures 
Manual" should be revised to include a cornrnodities/contraceptives order form. 

At the clinic level, and to a lesser degree, at the six regional levels, inventory 
control systems are deficient. Inventory cards with a stock register must be introduced 
to permit correct inventory management. The new system should allow for an 
increase of stock at the clinical level to the proposed three months of security/working 
stocks. FPLM has an excellent daily client service statistic registrar format, that also 
records inventory data, which is a part of their LMIS package. 

The current logistic information system is so inadequate that ISTI is obliged to 
visit annually each region to collect service statistics data and contraceptive inventory 
stock balances. ISTI needs this information to prepare the CPTs. A joint 
FHPP/MCH/ISTVUSAID team is beginning to undertake clinic-by-clinic visits to 
ascertain exact inventories. 

MPHSA provided technical assistance to the FHPP by introducing two 
computerized programs to track contraceptives and other Project inventories. The two 
FHPP staff trained by MPHSA have left the Project and the systems are no longer 
operational. The disks containing the programs, however, have been located and an 
operations manual still is available. It may be valuable to train the MCH and FHPP 
logisticians on how to operate these programs. This activity should be implemented 



during the remaining life of the ongoing Project. The computerizing of contraceptive 
logistical data would be an ideal add-on to the proposed introduction of the FPLM 
LMIS. 

The Project should prepare a logistics supervisory protocol based on the 
logistics questionnaire attached to this report. This protocol would give central and 
regional supervisors a checklist of logistic issues to be covered during their site visits, 
as well as provide a basis of performance review and feedback. 

6. Contraceptive consumption statistics 

The evaluation team attempted to compile logistics-based data in order 
to calculate Project totals for CYPs and users, and to compare these figures with those 
generated by ISTI and USAID (see Table 22). Logistics data were compiled from the 
actual contraceptives received, stock-on-hand, and quantities distributed. The ISTI 
data were collected from a variety of ISTI statistics. The draft ISTI 1990 Annual 
Report did not include statistics for the regions of Kolda and Ziguinchor. To adjust 
for this gap, USAID adds 5,47 1 for the two regions (see Tables 23 and 24). 

Comprehensive data could not be collected because of the many gaps in the 
information, uncertainty as to its completeness, and knowledge of inaccuracies in the 
Project's data collection system. The evaluation team spent an inordinate amount of 
time searching for and attempting to verify inconsistent data. A number of team 
meetings were held in an attempt to agree on appropriate numbers to be used in the 
evaluation report. A key recommendation is for the Project to introduce a new 
logistics information system and a new unit in MPHSA to collect population service 
statistics. A brief analysis of commodity numbers follows. 

a. Condoms 

o There is a problem in clinic-level recording of condoms 
distributed. During 1990, one ISTI report listed 159,961 
condoms distributed, while regional coordinators stated 255,73 1 
as having been distributed. Another ISTI report lists 763,200 
condoms distributed in 1990. 

o All Project regions, except for Dakar, currently have over twelve 
months of condoms stocks. There are some 2,384,000 Project 
condoms stored in central and regional warehouses with 
1,998,000 more due in 1991 and 1,550,000 in 1992. 

o Project logisticians might consider reducing the pending 
shipments since warehousing that many condoms could put a 
strain on existing warehouse space. 



Table 22: Logistics Based Data of Acceptors 

Quantity Estimated Use Impact 
Items Distributed Users C Y P  

Condoms 3,027,100 30,27 1 30,27 1 

IUDs 24,420 24,420 6 1,050 

Orals (Lo-Femenal) 554,300 42,638 42,638 

Orals (Ovrette) 

Foaming Tablets 

TOTALS 

(NOTE: This Table, covering activities through April 1991, does not take into account 
contraceptive losses, client dropouts, or expired items. The figures assume that all 
contraceptive quantities distributed were fully utilized). 



Table 23: ISTI Draft 1990 Annual Report of Contraceptive Use 
(Public and PPPS Sectors) 

Items 

Condoms 

IUDs 

Orals 

TOTALS 

Quantity 
Distributed 

Estimated Use Impact 
Users C Y P  

(NOTE: To the 32,321 users in 1990, should be added approximately 5,471 users in Kolda and 
Ziguinchor. The CYP figure of 60,003 (after adjustments for Kolda and Ziguinchor), compares with 
69,700 CYP in the ISTI 1990 annual report. However, the 1990 report also states, "70,000 women are 
participating in the program, using modem methods." This is double the 32,321 users mentioned in the 
same report. The Project Paper projects a total of 952,000 CYP for 200,000 users by the end of 1992 
(Annex B). ISTI includes 1,329,000 CYPs for the 1988, 1989, 1990 period. One reason for the 
difference may be that ISTI calculates CYP based on CPT Projections. CYP is calculated using either 
program service statistics, population-based prevalence data, or calculations based on logistic data.) 



Items 

Table 24: ISTI Data on Commodities Distributed 

Distributed Distributed Distributed 
11187- 11/88 1/88-6189 1990 TOTAL 

-- - - - - - - - - - - - - - - - - - - 

Condoms 1,700,000 890,000 763,200 3,353,000 

Orals 217,800 282,000 172,800 672,600 

IUDs 16,000 18,900 6,433 41,333 

Foaming Tabs - - 28,000 28,000 

(NOTE: These ISTI data conflict with the quantities received by the Project. 
Divergencies might result from using unrecorded contraceptives remaining from the 
first USAID Project, borrowed FPIA stocks, or the validity of the statistics in the 
various ISTI documents. The data do not seem to agree with the ISTI 1990 report 
which lists 229,771 condoms distributed vs. the 763,200 listed above.) 



o A summary of condoms received and to be received shows: 

Received: 660,000 1985 Scheduled: 600,000 519 1 
756,000 1987 1,398,000 10191 

1,998,000 1989 950,000 3/92 
600,000 1990 600,000 1 1/92 

o The Project received 24,420 IUDs; ISTI lists 41,333 as having 
been distributed. It is unclear where the "extra" IUDs were 
obtained. 

o Four regional stock balances are very low. Approximately 
10,147 IUD's are required at each region. There are 13,280 
IUDs at the central warehouse with 27,000 scheduled for delivery 
in 1991. 

o Thies regional inventory records show 3,420 IUDs distributed 
during the period 10190 - 4/91; ISTI lists 3,186 IUD's distributed 
during CY 1990. 

o A summary of IUDs received and to be received shows: 

Received: 15,000 1989 Scheduled: 12,000 419 1 
3,000 1989 15,000 10191 
6,000 1990 17,900 2/92 
16,000 419 1 28,000 6/92 

30,0001 2/92 
c. - Orals 

o The Dakar region requires a re-supply of 114,800 cycles to have 
a twelve month stock. Dakar inventory records show 8,130 
clients in 1990; ISTI lists 5.159 for the same period. There are 
213,600 cycles in the central warehouse. 

o The 495,000 cycles ordered for 1991 delivery and the 503.000 
cycles for 1992 shipment seems excessive. 

o Ovrette has been oversupplied to Fatick, Kaolack and Kolda 
regions, while Dakar and Thies are low in Ovrette stocks. 

o A summary of pills received and to be received shows: 



Lo - Femenal 

Received: 364,400 1985 Scheduled: 240,000 6/9 1 
164,400 1989 255,000 1 0/9 1 
178,800 1990 253,900 6/92 
294,000 1/9 1 250,000 12/92 

Ovrette 

Received: 69,600 Prior Scheduled: 60,000 3/9 1 
1,200 1987 63,000 719 1 

20,400 1990 16,900 2/92 
46,800 119 1 80,000 7/92 

90,000 12/92 
d. Foaming tabs 

o A summary of foaming tabs received and to be received is: 

Received: 28,800 7/90 Scheduled: 163,200 119 1 
48,000 219 1 48,000 719 1 

100,000 1019 1 
16,000 4/9 1 104,000 1 1/92 

D. Summary of Maior Findings and Conclusions 

o In April 1991, there were generally sufficient contraceptive stocks at the 
centsal and regional levels. Periodic "stock outs" of selected 
contraceptives, however, were reported at all the family planning clinics 
visited by the team. In addition, there were reports of over or under 
supply of particular contraceptives. In the early years of the Project, 
"stock outs" were a result of overall stock shortages. More recently, 
supply problems result from weaknesses in the distribution system. 

o Following the GOS and donor effort to coordinate contraceptive inputs, 
the Project has recognized the need for increased coordination in the 
preparation of the annual contraceptive procurement tables by forming a 
"Contraceptives Products Requirements Committee" among the donors. 
The system of coordination among donors, principally A.I.D. and 
UNFPA, however, does not yet work. 

o Poor control of inventories exists at both" the central (Dakar) and clinical 
levels. No clear control exists over the Project's central warehouse. No 
inventory cards or stock register books exist at the PNA warehouse or 
clinical sites. Regional and clinical methods for inventory controls vary 
considerably. 



o The present logistic management information system does not produce 
the data and reports necessary to manage the logistic system. The 
established MPHSA and Project data collection system does not 
function as it should. ISTI has had to make special annual visits to the 
regions to collect contraceptive inventory data in order to plan and 
prepare annual contraceptive purchase orders. 

o Data inconsistencies exist throughout the contraceptive logistic 
management information system. There is often a conflict on numbers 
of acceptors between logistics-based data and clinic-based reports. The 
Project, for example, has reported receiving 24,420 IUDs; but TSTI 
reports indicate 4 1,333 as being distributed. 

o The system for tracking the purchase, shipment, delivery, and storage of 
contraceptives is weak. Since commodities are purchased under 
A.I.D.'s worldwide contraceptive procurement system, it is difficult to 
obtain firm financial data on disbursements for Project contraceptives. 

o Lack of Project vehicles and fuel at the regional levels are often cited as 
the reasons for delay in the delivery of contraceptives to the clinic sites. 

o Logistic staff have not been sufficiently trained in many basic concepts 
of logistics management such as first-in first-out, secure verses working 
stocks, push verses pull, as the guidelines to provision of stock. 

E. Summarv of Major Recommendations 

o Introduce a logistics management information system and increase 
contraceptive stocks at the regional warehouses and clinics to a level 
that better approximates working needs and reasonable security stock to 
reduce periodic stock ruptures. 

o Commission FPLM to develop and introduce a logistics management 
system for the Project. 

o Stock contraceptive supplies at the following levels: central level, 12 
months; regional level, 6 months; clinic level, 3 months. 

o Implement the contraceptive commodity exchange agreement between 
USAID and UNFPA to allow a more complete mix of contraceptives, 
including injectibles and standard-dose oral pills to be used by the 
N-FF'P. 



Devise a more efficient shipment tracking system for contraceptives 
needs. Assure its use by SMO and USAID Project staff and broader 
dissemination of its information to MCH and FHPP staff. 

Designate the FHPP logistician as the person responsible for managing 
the Project central warehouse. 

Assure that the central and regional financial, logistic, and staff capacity 
exists for USAID to conduct supervisory visits and to transport 
contraceptives. 

Develop an internal order form, perhaps as part of the new Procedures 
Manual, whereby clinics, regional headquarters and warehouses, and 
central offices and warehouses use the same procedures and 
documentation to order and account for commodities and contraceptives. 

Devise a logistics supervisory protocol as a checklist for central and 
regional supervisors. (See Annex C as a guide for the preparation of 
such a protocol.) 

Reduce the quantities of condoms scheduled for 1991/1992 delivery and 
consider airfreighting a part of the IUDs scheduled for 1991 delivery. 

Make operational the computerized contraceptive and inventory program 
installed at PDFP by MSH. Train the MCH and FHPP logisticians to 
use the program. 

MPHSA, Project management, USAID and ISTI should organize a 
professional formal assessment of the needs for trained staff in 
management of the contraceptive procurement system and develop an 
organized, long-term, training program to help implement the above 
recommendations. Training should be provided in at least the 
following: 

-- How to prepare CPTs and procure contraceptives; 

-- Contraceptive forecasting techniques; 

-- Collection, analysis and use of contraceptive supply data; 

-- Correct logistics management procedures, including warehousing, 
storage, and transportation; and 

-- Use of the computerized contraceptive and inventory information 
program. 



IX. WOMEN IN DEVELOPMENT PROJECTS 

A. Goals and Objectives 

Women (WID) in Development sub-projects, financed under the Family Health 
and Population Project, were designed to help women through assistance to women's 
self-help organizations. The goal of these sub-projects, as stated in the Project 
Agreement, is to help integrate women into the rural development process, and at the 
same time to expose then to the beneficial effects of improved family planning and 
maternal and child health. 

An additional objective, stated by Family Health and Population Project 
personnel, is to generate additional revenue to provide a stipend to village volunteer 
family planning workers (described in detail in the IEC chapter of this report). Such 
village volunteers currently receive no remuneration. Many observers of the family 
planning program in Senegal feel that the potential performance and impact of village 
volunteers has been limited by this lack of financial incentive. While commercial 
incentives, such as commission on contraceptive sales, have also been proposed as 
solutions to this problem (see both IEC and Social Marketing sections), community- 
generated stipends represent a legitimate alternative, particularly since the 
organizational framework in which the village volunteer works is the same structure in 
which the proposed WID projects are to operate--the goupernents feminins. 

B. Description. 

This Project component, funded at an initial level of $375,000, but later 
reduced to $350,000, was to include 62 sub-projects, carried out at the level of local 
women's groups, or groupements feminins, in all of the six Project regions. The 
maximum grant for each project was to be $7,500. The projects were to include 
garden projects, small livestock, community poultry-raising, small-scale craft activities, 
and information and educational activities promoting family planning and family well- 
being. Institutional organization, management, and financial control were to be 
significant features of the projects. Project inputs were to be financial and technical 
support to these projects. 

Only four projects of the proposed 62 have been undertaken--all in the Region 
of Thies. According to USAID officials familiar with Project history, there was 
considerable dispute over the selection of the village groups, and concern over the 
disposition of funds provided to them. As a result, financial assistance was stopped, 
and no further projects were undertaken. 

At the same time, discussions were held with the Ministry of Social 
Development to find a more suitable project framework. Both USAID and 



Government of Senegal personnel agreed that a loan rather than a grant system would 
encourage financial responsibility and improve sub-project performance. To this end a 
detailed study by was commissioned by USAID to determine the feasibility of such 
credit schemes. See Sections D and E, below, for the results of that study. 

C. Evaluation 

1. Major issues and auestions 

a. Relevance of small scale sub-proiects 

Are small-scale local development schemes, such as those 
proposed by the Project, closely enough linked with the basic objectives of the Family 
Health and Population Project, to justify their continued existence within it, 
particularly given the many problems experienced and anticipated by the Consultant? 
Given that, in principle, all groupements feminins are to be served by village 
volunteers in their family planning IEC efforts, is this not sufficient to meet the 
objective of the Project Document: to expose women to messages about family 
planning? 

b. Impact on village volunteers 

If such schemes are acceptable and accepted, should they have a 
specific condition requiring them to financially support the family planning village 
volunteer? 

c. Administrative link to FHPP 

If the WID sub-projects do continue, but they are managed 
outside the Project structure (i.e. the subject of a separate project or included in 
another project, such as agriculture or rural development), can a family planning link 
be reasonably made? 

d. Priority use of Proiect resources 

In view of the above concerns and issues, and since all the funds 
budgeted for WID activities have not been earmarked, how can USAID justify adding 
an additional $155,000 in the proposed Project amendment? 

2. Overall gender considerations 

The new GOS National Family Planning Propam (NFPP) and the 
present FHPP are almost exclusively directed towards women. While this is a natural 
and positive development, it has meant the temporary exclusion of men from the 



family planning process. Men need to be involved for obvious reasons: first, they are 
important, if not the principal decision-makers in Senegalese families. Second, many, 
if not most, policy-makers in the country are men. Third, many men are in 
polygamous marriages and, therefore, responsible for paternity in more than one 
conjugal union; and fourth, the incidence and persistence of STDs and the unsettling 
increase of AIDS requires male action for protection, primarily through the condom. 

The reasons for this primary Project focus on women and a secondary focus on 
men are largely related to the delivery of MCH services in the country. It is mainly, 
if not exclusively, women who bring their children to health clinics. Children account 
for the major number of health center visits. As a result of this tendency, family 
planning programs have understandably followed suit. They supply primarily female 
contraceptives and provide female family planning services. 

To increase male family planning acceptors at Health Centers will not be an 
easy task. Family planning workers are overwhelmingly female; and men, unused to 
coming to health centers in any case, might be reluctant to ask for condoms from 
female employees. Experience in other countries has shown (see Population Reports, 
CSM edition, cited in Chapter XI) that men will travel far to purchase condoms either 
in pharmacies or from small retailers. 

IEC mass media and educational materials programs have also been very 
women-oriented in their presentation and tone. Men are portrayed in family groups, 
but are rarely the subject of direct address (except for STDs). 

Interpersonal education programs are similarly directed towards women. Most, 
if not all community volunteers are women, and the primary group covered for social 
action by these volunteers is the Groupement Ferninin. The men reached by family 
planning outreach staff are usually young boys active in sports or other extracurricular 
activities. The Project has not been very active in this regard, but other projects, such 
as UNICOM (Ministry of Finance, Economics, and Planning with financial and 
technical support from UNFPA) have made an attempt to promote these activities. In 
other countries, all male military conscripts are given an orientation in family 
planning. 

Since most family planning programs are directed primarily towards women, 
WID projects which attempt to increase the contact women have with family planning 
information, will probably have marginal results. They should be developed in their 
own right--that is, if sufficient economic and/or social justification can be made for 
them--but should not be considered primarily as ways to increase family planning 
exposure. 

As Barbara Pillsbury has observed (see citation in Chapter 8), a number of 
changes favorable to the status of women and encouraging to family planning, have 



been made in Senegal. Official law guarantees equality of women and equal pay for 
equal work. The 1972 Family Code assures a more equitable divorce settlement for 
women and child support and increases the minimum age of marriage for women to 
16 (20 for men). 

In 1985, Senegal ratified the International Convention for the Elimination of 
All Forms of Discrimination Against Women. However, some traditions and practices 
which tend to.slow the effect of these positive factors persist. According to Pillsbury 
2s: "Ethnic and religious traditions limit women's access to land, capital, and 
technology." The same 1972 Family Code which grants many women's rights also 
acknowledges the husband's right to forbid his wife to work outside the home. Laws 
limit the rights of women to their deceased husbands' wealth. Women still have little 
access to credit. Women are considered responsible for the health and care of their 
children and themselves and are often required to pay for this care out of their own 
resources. Female literacy is low--only an estimated 25 percent. 

According to Pillsbury, anecdotal evidence shows that high rates of voluntary 
abortion exist in Senegal. If this evidence is corroborated by more rigorous 
investigation, it will cast doubts on the high number of desired children reported by 
women. 

Improvement in these areas will clearly be of benefit to women generally and 
will increase the likelihood of their access to family planning services and facilities. 

D. Summary of Maior Findings and Conclusions 

As noted, the team has not evaluated this WID Project component. A 1989 
study presented a number of findings on the subject of credit. While this is only 
issue associated with WID activities, his findings may be useful to repeat here. 

o Credit should not be a gift to women entrepreneur, but an incentive to 
help generate additional revenues for community volunteers. Few of the 
62 WID projects envisioned under the original Grant Agreement would 
meet minimum credit criteria. 

o The Government agency responsible for management of village-level 
development projects does not seem to be prepared to provide the 
management and staff resources to administer the WID sub-projects. 

25 . Pillsbury, B. Socio-Cultural Factors Influencing the Delivery and Use of Health and 
Farnilv Planning Services in Senegal, USAID, Dakar, August 1990, p. 12 



o FHPP is not equipped to deal with the kind of institutional requisites 
necessary to manage the women's sub-projects certainly if they were as 
complicated as a full-scale, small enterprise, credit programs. 

o These women's activities seem to be marginal to the central clinical 
thrust of the present family planning Project. 

E. Summarv of Maior Recommendations 

o Subject projects to rigorous technical and economic appraisal before 
funding them. Credit projects, for example, should be ranked according 
to potential profitability before selection and inclusion in the program. 

o Install rigorous financial and management procedures before the 
disbursement of funds begins. Such procedures include the 
establishment Capital Replacement Accounts and Maintenance and 
Repair Accounts, establishment of clear disbursement procedures, e tc. 

o Organize a conference on small-scale and rural credit for organizations 
currently working with small-scale projects in Senegal in order to share 
with the Government of Senegal and Project officials prior local 
development experience. 

o Hire specialized technical staff to run the component, or shift the funds 
to another GOS agency or to a PVO specially staffed to carry out such 
activities. 



X. FAMILY PLANNING SERVICE STATISTICS, 
RESEARCH AND EVALUATION 

A. Availability of Family Planning Service Statistics and Operational Information 

Reliable clinical data on family planning services are needed to evaluate the 
progress of the family planning program and to determine clinical needs in terms of 
staff training, client counselling, contraceptive supplies, medical equipment and other 
logistical support. In principle, the Project data collection system is quite simple and 
should provide the necessary information. Family planning data is supposed to be 
collected at the clinics and reported on a monthly basis to the regional offices. The 
regional offices are then supposed to report these data to the national office at the 
MCH in Dakar on a quarterly basis. MCH is supposed to analyze and use the data to 
help manage the Project. 

During the course of the evaluation a number of problems were identified in 
the system for collecting, analyzing and using, family planning service statistics at the 
clinical and operational levels of the Project, and in the availability of accurate, 
reliable, and timely data and information to fully understand and manage the Project. 
The Project Agreement and Logframe do not contain a separate component for 
improvement of the system for collection of population service statistics, and the scope 
of work for this evaluation does not request the team to look into the matter. 
However, it is so obviously a pressing concern that the team has elected to add a , 
Chapter on the subject. 

The problems include: 

o Shortcomings in the training of health workers in data collection and 
reporting; 

o Lack of management and supervision of data collection, reporting and 
analysis activities; 

o Poor data quality and missing information on many key variables on the 
basic consultation forms that are filled out at the family planning 
clinics; 

o Unavailability of consultation forms in some clinics; 

o Wide variations in the organization of the recording and filing systems 
at the public and private sector clinic; 



Incomplete coverage of clients visiting clinics; 

Incomplete or late reporting by clinics to the regional offices and 
regional coordinators; 

Misunderstanding of Project terms such as "active", "inactive", and 
"new acceptors" on the part of family planning workers; 

Problems in the complete and timely transmission of clinic data by the 
regional to the national MCH offices and national family planning 
coordinators; 

The lack of exploitation and diffusion of family planning clinical and 
operational data by the Project and MCH; 

Lack of understanding by family planning workers who fill out the 
clinic consultation forms of the importance and utility of the data 
collected--for themselves, for the family planning system, or for their 
clients; 

Omission by the national office of data from some project clinics in the 
region or from some regions in the various summary analyses; 

Lack of computers to process or analyze the data in the national office 
which receives the data from the regions; and 

Inadequate training of MCH or Project staff to analyze these data. 

(Note: According to Madame Ba Oury, National Family Planning Coordinator, 
MCHIMedina was visited by the Institut du Sahel and offered a micro-computer and 
training for establishing a computerized management information system for family 
planning data. Madame Ba Oury expressed an interest, but was told by 
USAID/Senegal that the Institute's assistance would not be necessary because the 
entire MCH (not just family planning) was going to receive micro-computers and 
training. The Project office has a micro-computer which could possibly be used to 
process the clinic data. However, the logistician and accountant currently working for 
the Project do not have computer training and the micro-computer is sitting unused.) 

As a result of the above cited problems, ISTI has assumed responsibility for 
directly collecting annual statistics from the family planning centers. ISTI does this 
by visiting the regional offices and centers in January and February gach year to 
obtain end of the yew statistics. These data are published in various forms and tables 
in the Project Annual Report currently prepared by ISTI. 



While the ISTI field visits each January and February produce the most 
complete picture of annual statistics available, this is a costly and time-consuming 
process and only demonstrates the fact the family planning data collection system is 
not functioning as it was originally intended. (In 1990 the regions of Kolda and 
Ziguinchor were not visited by ISTI, nor did these regions report data to the national 
MCH office.) The role of ISTI is to provide technical assistance to the project to 
ensure that the project functions properly, not to do the work that should be carried 
out by clinic and Project personnel, regional coordinators, and staff at the national 
office of the project. 

B. Summary of Statistical and Information Problems Found in Evaluating Other 
Substantive Proiect Components 

Lack of reliable and consistent data, information and statistics not only make it 
difficult for USAID, GOS and FHPP personnel to manage the Project, but also made it 
difficult for the evaluation team to determine whether the project had met its 
quantitative or qualitative goals. A summary of the findings in the substantive 
Chapters relating to data and information, include the following. 

o The accuracy and timeliness of the collection of family planning data at 
the clinical level have uncertain reliability and do not provide the basis 
to judge the quantity or quality of impact of the Project. (Chapter IV). 

o Collection of reliable clinical data is subject to technical and 
management limitations. (Chapter IV). 

o More technical assistance should have been provided to the FHPP to 
improve the reporting, data processing, analysis, and evaluation of the 
family planning data collected at the family planning clinics. (Chapter 
IV). 

o Few reliable figures exist on the incidence of STD cases and treatment 
over the Project period. (Chapter V). 

o The logistical management information system does not produce the 
data and reports necessary to manage the logistical system. (Chapter 
VIII>. 

o Data inconsistencies exist throughout the contraceptive logistic 
management information system. There is often a conflict on numbers 
of acceptors between logistics based data and clinic based reports. 
(Chapter VIII). 

o Data are not exchanged among project components. (Chapter XTI). 



o Most research is heavily academic and insufficiently related to 
operational project needs. (Chapter VI). 

o No pre- and periodic post-campaign audience evaluations were carried 
out. Such evaluations would have permitted an analysis of the 
appropriateness of mass and other educational media. No performance 
evaluations were carried out on personnel trained by the Project. 
Project staff were unable to accurately assess the success of their 
efforts. (IEC Chapter 111). 

C. Creation of a New Family Planning Statistics, Research and Evaluation Unit 

To resolve the situation described above, the evaluation team proposes the 
establishment of a Family Planning Statistics, Research, and Evaluation Unit (FPSRE) 
within MPHSA's new National Family Planning Program, to be funded and supported 
by the USAID Project. Design of the new FPRSE should be included as part of the 
scope of work for the design of the next phase of the project. 

The Family Planning Statistics, Research and Evaluation Unit should be 
responsible for guiding the collection of relevant data, processing data and 
information, conducting program-oriented operations research, evaluations, and 
analysis, report preparation and presentation, and diffusion of the clinical data on 
family planning. The FPSRE Unit staff would need competent family planning 
research, evaluation, design and methodology experts, data processing and statistical 
analysts, and sufficient availability of micro-computers to carry out in-depth and 
timely analysis. 

Project funds should be available for the analysis, publication and 
dissemination of the family planning data. A standard data collection and reporting 
procedure should be established, with a manual of procedures available at each clinic. 
The FPSRE Unit would develop of indicators to measure progress in service delivery, 
prevalence, problems (side effects, discontinuation), and quality of care. Cost- 
effectiveness and cost-recovery studies should be initiated on client/user satisfaction, 
contraceptive discontinuation, and quality of care during the next phase of the project. 
Management information system and administrative and accounting procedures in the 
clinic should be standardized as much as possible. Studies of all aspects of clinic 
operations should be carried out as part of the family planning information system. 

High quality family planning service statistics should be given a much higher 
priority than in the present project. Logistics statistical information on contraceptive 
and medical supplies could be included in the same family planning information 
system for analysis at the national level on microcomputer. 



An alternative to the formal creation of a new information unit in MPHSA 
would be for the Project to hire a number of individual specialists to collect and 
analyze Project statistical data and to prepare studies and carry out evaluations on the 
basis of the data collected. This was a suggestion by BNR which is somewhat 
concerned with possible overlap of the new unit with BNR's own efforts. 

BNR's concern is something for the new Project designers to consider. But 
instead of seeing BNR and FPSRE in competition with one another, these two 
organizations should be seen as complementary and supporting. While BNR is more 
concerned with macro level demographic data. FPSRE is concerned with micro level, 
operational data on individual client and clinic activity. BNR can assist FPSRE to 
design research and evaluation surveys and questionnaires and analyzing data, while 
FPSRE would be the inside unit bringing the results of BNRs policy level statistics to 
the attention of MPHSA policy makers. 

For a successful family planning statistics and information system, technical 
assistance support would be necessary in the following areas: 

o Techniques for development of an efficient data collection system; 

o Motivation and incentives to family planning workers for collecting 
complete and accurate information and annual awards for quality of 
service statistics; 

o Regional seminars on uses of data collected for the midwives, other 
family planning workers, Project and Ministry personnel; 

o Regular and continuous training and monitoring in data collection; 

o Periodic training seminars and workshops for midwives, doctors and 
regional coordinators in data collection, analysis and reporting; and 

o More supervision, management, and monitoring of the entire system. 

D. Summary of Major Recommendations 

1. General recommendation 

o Establish a Family Planning Statistics, Research and Evaluation 
Unit (FRSRE) in the new GOS NFPP and give this system a high 
priority in the future family planning Project. 



2. Detailed recommendations 

In the remaining months of the Project, emphasis should be placed on 
supervising the collection of clinical data and ensuring that it is reported to the 
regional and national level on a timely basis. Over the early years of the new project, 
the following action should be taken. 

o Improve the collection of management oriented family planning 
data and information. 

o Collect and process data and carry out analysis of family 
planning program statistics, and assure feedback to service 
monitors. 

o Organize periodic training of clinic and other family planning 
systems staff in data collection and analysis. 

o Improve supervision of data collection in family planning clinics. 

o Consider incorporating the Project's operational research 
activities into the newly created FPSRE unit. 

o Conduct program evaluation studies suggested in the logframe, as 
operation research, such as studies of quality of care and health 
issues related to contraceptive use. 

o Place family planning technical assistance consultants directly 
under the responsibility of the FPRSE to meet the needs of the 
research program and to assist in training and institution building 
of this specialized activity. 

o Publish and disseminate existing demographic survey data and 
family planning clinic data. 

o Coordinate with BNR and other statistical units in the GOS on 
the collection and analysis of selected data. 

o Develop ways to motivate midwives to collect complete and 
accurate data (e.g., show them results for their respective clinics 
and explain the purpose and uses of the data collected; offer 
annual awards to selected clinics for quality service statistics 
(according to pre-specified criteria for determining high quality, 
e.g., timeliness, completeness of forms.) 



o Encourage FPSRE Unit to take advantage of the expertise 
available through USAID-supported organizations involved in 
family planning program research and evaluation. These 
organizations could provide technical assistance for research and 
training to the Unit, including the development of a long term 
research program and assistance in the execution of studies. 
These organizations include: 

-- Population CouncilDakar for Operations Research in 
Family Planning, Management Information Systems, 
Quality of Care Research; 

- - Family Health International for Clinical Studies, Program 
Evaluation, and Family Planning Service Statistics Data 
Collection and Analysis; 

- - Center for Population and Family Health, Columbia 
University for Family PlanningMCH Operations 
Research Studies; 

-- Management Sciences for Health for Family Planning 
Program Management and Evaluation; and 

-- Centers for Disease Control for Family Planning 
Information System and Epidemiological Studies. 



XI. THE PRIVATE AND PARA-PUBLIC SECTOR (PPPS) AND 
CONTRACEPTIVE SOCIAL MARKETING (CSM) 

A. Goals, Obiectives and Anticipated Outputs 

This Chapter covers PPPS, one of the three major Project components 
identified in the A.I.D. Project Agreement and CSM, a program concept, cai~ied out 
primarily through this component. The overall goal and objectives of the PPPS 
component and contraceptive social marketing are to encourage private voluntary 
organizations and other private sector participation in contraceptive dismbution and 
sales, increase the number of family planning clinics and distribution points for 
contraceptives, and thereby, improve the access of more of the population, particularly 
those in remote rural areas, to family planning services. 

The objectives of the CSM program are: 

o To design and establish a product distribution system which reaches 
private pharmacies; the network of para-public corporations, such as 
CNSS and SOTRAC, beneficiaries of the PPPS program; small, private 
merchants; community-run depots; and pharmacies villageoises; 

o To design and establish a pricing system which both guarantees an 
affordable price to consumers while assuring cost recovery as well; and 

o To develop and implement a promotional and publicity system which 
advertises both concept (family planning) and product (contraceptives). 

The expectation in the original Agreement was that by the end of the Project 
500,000 people would be sensitized to family planning issues by the educational 
activities of the PPPS component and that about 30,000 persons would be acceptors of 
family planning service and contraceptive methods through the PPPS network. 

B. Description 

1. The private and para-public sector component (PPPS) 

One-and-one-half million of the Project's $28 million was made 
available to directly assist private and para-public organizations such as those that 
provide family planning information to the community, that expand service delivery 
systems for integrated family planning, that train family planning and family health 
workers, and that carry out research on ways to improve service delivery, evaluate 
community or client satisfaction, or analyze relevant demographic variables. 



Formal beneficiaries of this Project component are health structures that are 
part of private associations, para-public organizations, or other non-governmental 
institutions that carry out family planning activities. Other beneficiaries include 
private clinics, individual doctors in private practice, private dispensaries and 
laboratories. The present plan is that not more that the equivalent of $10,000 be 
provided to any one beneficiary within a two year period. 

The illustrative dollar budget in the original Grant Agreement included the 
following proposed distribution. Only about one third of the planned budget has been 
expended by the time of the evaluation. Implementation of the PPPS component was 
slowed because of the financial and management crises and because the GOS does not 
yet fully support these activities. 

Category Budget Expenditures Unearmarked 

Training $ 600,000 $178,700 $ 421,330 
Equipment, Supplies 
and Medicines 567,000 284,000 282,670 

Contraceptives 300,000 8,330 28 1.700 
Total $1,467,000 $ 48 1,030 $ 985,670 

Table 25 indicates the 27 PPPS organizations that have received support from 
the Project and the purpose for which the funds were used, i.e., training, equipment, 
medicines or contraceptives. 

Present estimates are that 10,000 acceptors have resulted from PPPS activities. 
A recent PPPS report indicates that if the GOS were to release the unearmarked funds 
they would be used, as follows: 

Dollars 
Reinforce Ongoing GOS FP actions 48,830 
Assistance to new family planning groups 330,000 
Social marketing of contraceptives 240,000 
Internal studies 40,000 
Outside study tours 36,700 
Allocations to other NGOs 290,170 

Total 985,700 

2. A social marketing: program 

A contraceptive social marketing program has not yet been implemented 
by the Project and few expenditures for social marketing have been made against the 
budgeted amount in the Project Agreement. Considerable progress, however, has been 
made in the design and promotion of a CSM program for Senegal. These design and 
promotional activities were accomplished largely within the framework of the PPPS 
component. 



The CSM program, as envisaged and planned by PPPS, is as follows: 
Contraceptives are imported free from the United States through USAID. The 
contraceptives are in turn sold to one or more Senegalese wholesalers Wossiste), who 
distribute them onward through the private pharmaceutical system (private wholesaler 
outlets--0fficines--larger pharmacies, and smaller village-level depots pharmaceutiques. 

The price charged these wholesalers by USAID or its authorized agent 
(presently proposed to be SANFAM, a Senegalese PVO derived and constituted from 
the PPPS, whose term and financing expired in December 1990), is based on estimated 
consumer ability and willingness to pay; and the need for CSM operating revenues for 
overall management, promotion and publicity, and evaluation. 

The price the wholesaler charges its retailers on Government-designated 
essential drugs (of which contraceptives are a part) is limited by a Government profit- 
margin cap of nine percent (compared to a permitted 33 percent on non-essential drugs 
and pharmaceutical products). Retailers are also limited by the nine percent cap on 
their sales to the public. 

A second route of contraceptive distribution under the proposed CSM plan is 
directly through the PPPS network, larger para-public and private sector industries. 
Either the private wholesalers or SANFAM (in the event the private sector was 
unwilling to move out of its traditional distribution network) would supply 
contraceptives to these para-publics and private industries for sale in their clinics. 
Although the para-public family planning clinics have received contraceptives free of 
charge through the PPPS program, FHPPPPPS officials feel that the new sales system 
would readily be accepted for two reasons: first, reliance on a private distribution 
network from which they would be able to freely choose among competitors, would 
guarantee uninterrupted contraceptive supplies. 

A second and more important reason is cost reduction. The major insurers of 
workers --the Institution de Prevoyance des Maladies (IPM) which covers worker 
medical costs and the Caisse de Securite Sociale (CSS) which provides maternity 
benefits--would clearly benefit from the CSM program. The CSS currently provides 
millions of CFA in benefits under the allocation familiale system, in which parents 
with more than two children receive an allowance, and under the maternity leave 
benefit program whereby salaries of new mothers are paid for 3.5 months-after 
delivery. It is clearly less expensive for the IPM to cover the cost of contraceptives 
rather than maternity costs; and certainly in the interest of the CSS to reduce its total 
maternity benefits. 

A third route of CSM distribution would be to small private merchants who, 
along with matches, cigarettes, and other low-cost items, could also sell condoms. 



A fourth route could be through pharmacies villa~eoises who would purchase 
contraceptives from either private officines or from the proposed SANFAM network, 
and who would charge their customers a small profit margin in order to provide an 
incentive to the village pharmacist and a small operating revenue to the pharmacy. 

All contraceptives currently available in the country would be included in the 
CSM program, but this sale would be contingent on a number of factors. Firstly, 
IUDs would not be sold without a doctor's prescription. Secondly, the use of pills 
would have to be closely monitored to pick up complications before they caused 
personal harm and/or became a subject of negative community discussion. Thirdly, 
local merchants would be authorized to sell only condoms. Finally, pharmacies 
villageoises would be authorized to sell condoms and perhaps pills, depending on the 
availability of trained medical or paramedical personnel (infirmiers, the health 
personnel closest to the village, have only recently been given Government 
authorization to provide family planning services, and they could be a key link in the 
CSM system). 

Private drug wholesalers have already been contacted by PPPS staff and 
assessed for interest and quality of service; seminars have been held for government 
officials, presenting to them the basic concepts and operating principles of CSM, and 
discussions held with the three major pharmacist associations in Senegal: the Ordre de 
Pharmaciens, the Association de Pharmaciens, and the Syndicat de Pharmaciens. 
Work on a logo has also begun. A number of consultants (Holmes, and Maher inter 
alia) have already worked with PPPS staff on the development of the CSM program. 

Three sources of funds are available for the final design and establishment of a 
CSM program in Senegal: CFA 7.0 million given to PPPS to cover costs of the 
interim (PPPS-S ANFAM) period; CFA 15.0 million in unspent FHPP funds; and a 
proposed CFA 60.0 million for the execution of the CSM program including 
advertising, technical assistance, sales agent training, etc. A project proposal has 
already been submitted to USAID for a CSM program that deals exclusively with 
condom sales 26; and a cable sent to US consulting group to request technical 
assistance to help develop these initial ideas. 

The Project has supported a number of study tours to countries with family 
planning projects that have used the private sector to distribute contraceptives. 
According to USAID, however, the CFA 7.0 million and the CFA 15.0 million 
reported available by PPPSISANFAM, in fact are not available, and additional 
resources will have to be sought, According to USAID, $109,000 in TA funds and 
$64,000 in local costs have been "reserved" (set aside) out of FHPP funds. The use of 
these funds is a matter of further negotiation with the Government. 

26 Population Services International, SANFAM Technical Assistance Proposal: Condom 
Social Marketing for AIDS prevention and Family Planning, September 1990 
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C. Analysis and Evaluation 

1. The private and para-pu blic sector (PPPS) component 

Visits to five PPPS supported clinics indicated a high level of 
motivation on the part of the PPPS workers. The PPPS component has been quite 
active in expanding service delivery to the private sector. Facilities and equipment at 
these clinics seemed well used and maintained. While salaries paid to PPPS clinic staff 
are higher than amounts paid to public sector personnel, the extra cost was more than 
justified by a higher level of effort. 

All the PPPS clinics expressed concern that with the completion of the 
Project's PPPS activities, they did not know how they would receive additional 
contraceptives. There are no apparent other funds that could substitute in any 
significant way to support PPPS clinics if U.S. funding were terminated. The Mission 
should continue with a PPPS experiment as one way to increase support from users 
and the private sector and to reduce the public sector financial and administrative 
burden. This issue requires early Project attention. 

One way to encourage increased private sector family planning coverage is for 
the Project to investigate the possibility of expanding ASBEF model clinics to each of 
the Project's six regions. Model clinics, on a regional level, could be useful as 
training centers for the area's doctors and nurses and encourage the development of 
new privately funded family planning activities. 

The Mission should study CPSD guidelines for the procurement of 
private/social marketing contraceptives. (See Chapter VIII on Logistic Management.) 
CPSD has different regulations for public versus private sectors. Private sector 
purchase and sale of contraceptives through a CSM mechanism or efforts with the 
private and para-public should be encouraged as a way to reduce some of the 
Government's burden for commodities that it could better apply to supervision and 
delivery of quality clinical services. 

In designing a PPPS component in the next family planning Project, the design 
team should consider such questions as: How can the PPPS component reach 
populations that are not reached by the public sector alone? How can such a PPPS 
component leverage other resources from the private sector where these would not 
exist except for the Project? What should be the relationship between the public and 
private sectors? What kind of technical assistance should be provided to the private 
sector. How should management and financing of this component be institutionalized? 
What should be the relationship between the PPPS component and CSM activities? 
How should PPPS and CSM be better coordinated by the new GOS family planning 
program? The design team should also consider the value of expanding family 



planning services via the private sector to complement the public sector. They should 
also consider the necessity of assisting private companies to sustain their activities, as 
well as the importance of adding new private organizations or strengthening existing 
site. 

2. Contraceptive social marketing 

Contraceptive Social Marketing has been an accepted way of increasing 
contraceptive distribution in many countries " since the early 1980s, and has been 
endorsed for Senegal in the Draft Population Sector Analysis and Proposed Strategies 
28. The Sector Analysis states: 

"To foster an expanded role for the private sector delivery of health and 
family planning goods and services, USAID should promote commercial 
delivery of modern contraceptives by developing a social marketing 
project to expand the present market for contraceptives. Social 
Marketing projects can take up where IEC campaigns leave off by 
promoting specific products and developing a consistent and accessible 
supply of products." 

Interest in Contraceptive Social Marketing has been generated in Senegal 
because of a growing awareness of the AIDS problem in the country (see Clinical 
sections of this report for data). WHO has already assisted the national AIDS program 
in this regard. Recently (1989) in Senegal, WHO conducted a study of condom social 
marketing in the country in which wholesalers and retailers were interviewed to assess 
interest and capacity; prices and demand were analyzed to determine commercial 
expectations and consumer ability-to-pay; and potential target groups surveyed 
(prostitutes, bar patrons, etc.) to determine KAP towards AIDS and condom use 'g. 

To assist the National STD/AIDS program to implement a social marketing 
program, WHO provided two million condoms for free distribution among specially 
targeted at-risk groups (as noted above). These two million condoms were provided 
free under the proviso that all further condoms would be purchased. A national 
condom social marketing program, in which contraceptives would be sold to these 
high-risk groups is still under consideration. 

27 See Population Reports, Population Information Service, Johns Hopkins University, 
Issue of 1984 (?) devoted entirely to CSM and translated into different languages. 

28 Hmis,  N., Hart, C., and Maher, S., Seneg-a1 Po~ulation Sector Analysis and Proposed 
Strategies DRAFT, US AID Senegal, January 199 1 

*' This study was not made available to the Evaluation Team but, according to National 
STDIAIDS Program staff, will soon be available at their offices. 



The plan set forth by the PPPS follows the classic CSM model--the 
identification of private wholesalers, and the establishment of a non-profit distributor 
(i.e., SANFAM), establishment of a pricing structure which provides retailer incentive, 
return-to-Project funds, and assures a reasonable consumer price. A number of issues 
which have been raised here and in other countries must be resolved before a CSM 
program can be implemented. 

a. Government concurrence 

Many governments have been hesitant to turn over even a portion 
of the family planning program to the private sector. They have felt that government, 
by legal statute is the only legitimate provider of health and family planning services 
and can best look out for client interests; that government services can provide goods 
at lower cost than the private sector, once efficiency is improved; and that private 
enterprises cannot always be trusted to maintain both reasonable price and quality 
service. Religious and social concerns have also been raised by certain governments, 
the Government of Senegal among them. An aggressive social marketing program, 
they argue, making condoms widely available and easily accessible to all, could come 
under unfavorable religious and social scrutiny from those who associate them with 
illicit sex and promiscuity. Because of this reticence, it is not clear to what degree the 
Government of Senegal is fully and finally disposed to the development of a private 
distribution network. 

b. Medical concerns 

Many doctors and other health professionals are concerned about 
the unlicensed sale and distribution of contraceptive pills. They feel that the risk of 
complications is high enough, particularly in the first three months, to warrant some 
kind of medical control. Many doctors, both within and outside of the public health 
system in Senegal, feel that pills cannot be made more widely available unless medical 
services are readily available. Since such medical personnel is not always available in 
rural areas (only larger villages, for example, have an infmier), they are loath to 
commit themselves to a CSM distribution scheme which would encourage self- 
administration of drugs and contraceptives. Condom-only distribution is much less of 
a problem, but the demand for condoms is not full known in the country. A 
compromise might be to establish CSM programs in urban areas, where distances to 
health clinics are not extreme. 

Government management and control 

Few governments are willing to let contraceptives come in to the 
country through purely private channels and be distributed through them without some 
degree of monitoring and/or control. I€ USAID, for example, were to import 
contraceptives and negotiate directly with a private wholesaler (as was initially 
proposed in the USAIDjMali CSM program), thus avoiding the government network, 



at least some opposition would be expected. Governments have legitimate concerns 
about product quality and protection. If USAID were to contract directly with a US 
NGO, a Senegalese NGO, licensed in the United States, or a Senegalese NGO 
affiliated with an American NGO, the problem would be less serious, but a potential 
point of contention nevertheless. 

d. Comrnunity-based distribution 

While often considered a different program from CSM, 
community-based distribution as envisaged for Senegal is really an extension of it. 
Existing pharmacies villa~eoises, set up as part of the Primary Health Care program, 
can potentially serve as depots for contraceptive sale. The village pharmacist would 
make a small commission on contraceptive sales. However, there is no reason why 
village-level sales cannot be purely private, with no affiliation with a village 
pharmacy. Village family planning volunteers, whose activities have been described in 
detail in the IEC section of this Evaluation Report, could be selected as local sales 
agents, with their commission considered compensation or remuneration for their 
volunteer family planning work. It is not clear whether Government would be 
receptive to a scheme which existed outside the Primary Health Care framework. 

e. Purchase of contraceptives on the international market 

Although CSM programs have been based on the principle of 
free importation of contraceptives (enabling the CSM projects to realize operating 
revenues from the onward sale), the CSM program could be purely private. 
Wholesalers are invited to purchase contraceptives on the international market and sell 
them at regulated psices while an externally-assisted project provides advertising and 
promotional support. The argument for this alternative is that eventually co~nhiies will 
have to purchase their contraceptives from the market, and that supporting them now, 
through advertising and promotional efforts, will facilitate that transition. 

Contraceptives are already available on the private market and such a plan 
would simply provide advertising support for the extension of that market. However, 
as the above-mentioned Sector Analysis states, "The commercial market for 
contraceptives is weak because of the extremely limited size of the present market. 
Present pricing structures have emphasized skimming policies which direct sales to 
higher income consumers where profit margins are more attractive" 30. The Sector 
Analysis also goes on to say, "However, commercial manufacturers and marketers are 
interested in supporting market development to lower income consumers", suggesting 
that a new and quite distinct marketing effort to reach these consumers would have to 
be undertaken. By whatever means, any CSM program carried out in Senegal will 
have to plan for the progressive decline in imported free contraceptives and the 
increased purchase of imported or locally-produced commodities. 

30 Harris, N. et al, op. cit., p.32 



f. SANFAM 

SANFAM currently does not have authorized status to execute a 
CSM program. It needs US NGO accreditation or affiliation with a US firm or NGO. 
In principle SANFAM could affiliate with any of the many US NGOs or private 
consulting groups operating in Senegal. Accreditation would give the program the 
legitimacy that many proponents of Senegalese ownership of development programs 
desire; affiliation would provide a more conservative and perhaps quicker and more 
familiar solution to problems of management, financial control, and administration. 
During the period of the evaluation, the evaluation team met with another USAID 
funded team which was in Dakar to consider ways of assisting SANFAM to carry out 
these new activities. 

g. Technical assistance 

Technical assistance needs for the development of the CSM 
progam need to be carefully assessed. From discussions held with PPPS staff, 
considerable progress has been made to date in structuring a CSM program. What is 
now required is the more delicate process of obtaining government approval, 
developing strict criteria for wholesaler selection, establishing a fair and reasonable 
pricing structure, carefully defining the distribution network and working out 
satisfactory compromises on retailer channels, medical controls, and government 
oversight. 

h. Advertising and promotion 

The IEC component of a CSM program differ considerably from 
that of a traditional family planning program in that specific products are promoted. 
In an ideal situation, Government (or its Project representatives) is responsible for 
"institutional advertisingw-- the promotion of the program and the concept (family 
planning)--while the private sector is responsible for product advertising. However, at 
a low sales price and with a Government controlled and relatively low profit margin, 
the private sector may be unwilling to cany out even product advertising, unless and 
until it sees the volume of sales generated to be economically profitable. In the 
interim, the Project would likely have to provide product advertising. Such 
advertising, including new elements such as packaging, point-of-sale advertising, etc., 
often require the professional help of private advertising firms. 

1. Participation by GOS/CSS 

Since GOS/CSS sees CSM as being in its economic interest, and 
in the long-range self-interest of Senegal, it may be well disposed to providing funding 
for a significant portion of the advertising budget. 



D. Summary of Maior Findings and Conclusions 

PPPS 

Visits to five PPPS supported clinics, indicated a high level of 
motivation on the part of the PPPS workers and facilities and equipment 
at these clinics that seemed well cared for. While salaries paid to PPPS 
clinic staff are often higher than amounts paid to public sector 
personnel, they seemed to be more than justified by a higher level of 
effort. 

The family health and population activities of private and para-public 
organizations generally conform with the health policies of Senegal and 
further the objectives of FHPP. 

Client satisfaction at PPPS FP clinics compared very favorably to client 
opinions at public sector facilities. 

There are no apparent funds that could substitute in any significant way 
to support PPPS clinics if USAID funding were terminated. 

Present estimates are that 10,000 new acceptors have resulted from 
PPPS component activities. 

Considerable effort has been made in the planning and design of a CSM 
program for Senegal, and the basic structure of the program has been 
outlined. 

PoIitical support for a CSM program has been secured from key sectors, 
such as the CSS, the IPM, and pharmacists' associations; similar 
support must now come from the GOS and the medical establishment. 

Unspent component funds exist to permit considerable additional work 
in finalizing the CSM program and developing a suitable advertising 
and promotional program. 

E. Summary of Maior Recommendations 

1. PPPS 

o Continue support for a PPPS component as one way to increase support 
from users and the private sector and to reduce the public sector 
financial and administrative burden. The considerable energy and 



physical infrastructure of the private, para-public and non-governmental 
sectors should be enlisted more directly to support the objectives of the 
GOS to improve the health and quality of life of the people of Senegal. 

o Consider the recommendations for training of public sector clinical 
workers for training of PPPS personnel. Subjects to be covered in 
training should include improvement in the quality of service delivery, 
application of the GOS new rules on use of physical examinations, and 
coordination among clinics that are part of the same PPPS organization. 

o Assure that the financial resources made available to the PPPS 
component in the Project Agreement are fully disbursed during the 
remaining life of the Project. 

o Encourage continuation and expansion of the PPPS component, at least, 
as an experimental component for further study. In the long run, 
USAIDISenegal should assure that a PPPS component is included in the 
new family planning project to be designed. 

2. CSM 

o Begin formal negotiations with the GOS to permit the design and 
development of a small-scale contraceptive social marketing component 
under the new Project--either as part of an expanded PPPS component, 
through an NGO, or under public leadership worked out through 
MPHSA. 

o Develop a detailed CSM work plan as part of the new family planning 
Project covering activities in the following categories: political 
mobilization; definition of a distribution network; establishment of a 
pricing system; establishment of a local packaging system (if 
necessary); development of a detailed institutional and product 
advertising program. 

o Finalize institutional relationships and responsibilities with SANFAM, 
or another NGO, either under the family planning Project, or under the 
new umbrellas PVO Support Project, to bring private, para-public, and 
other non-governmental organizations into the CSM program. 

o Support study tours for GOS, Project, NGO and PPPS personnel to 
neighboring countries, such as Mali, Gambia, and Togo, which have 
already embarked on C6M programs. 

o Provide technical assistance, particularly in the areas of institutional 
organization (relationships among public, private, and NGO sectors), 
pricing, and advertising. 



XII. ENHANCING THE DEMOGRAPHIC DATA BASE 
TO IMPROVE DEVELOPMENT PLANNING 

A. Goals, Objectives and Outputs 

This chapter examines the goals and activities of FHPP related to the 
improvement of demographic data for use in population policy development, planning 
and program evaluation carried out by BNR. The review and evaluation of BNR was 
carried out through discussions with staff at BNR, USAIDISenegal, ISTI, FHPP, the 
MCH, UNFPA, World Bank, and Project consultants from the U.S. Bureau of Census; 
and the Project demographic consultant; reviewing Project documents, annual reports, 
consultant trip reports, sector analyses, country program strategic plans and 
evaluations, budgets, and published and unpublished documents, reports, tables and 
other statistics relating to the 1986 DHS, 1988 Census of Senegal, 1990 EPF, and 
other special studies carried out under this component. 

Output is measured in terms of surveys completed, reports published, people 
trained, and technical assistance provided. Evaluation of the organization, 
management and administration of the data improvement activities at BNR was made 
in terms of expenditures, timeliness of work programmed, availability of 
documentation, state of work facilities (micro-computers; printers; files) and the 
quality of the work produced, published and disseminated. An effort was made to 
assess both the quantity and quality of output by BNR and how these outputs were 
used to improve population and development planning and assist the family health 
program. 

The Project document identified indicators for verifying that activity goals have 
been achieved. For example: 

o Observed reductions in Senegal's crude birth rate from 48 to 42 births 
per 1000 by the end of the Project period; 

o Reductions of 10 percent in the infant and maternal mortality and 
morbidity levels; 

o Improvements in children's nutritional status; and 

o Reductions by 30 percent in high risk pregnancies. 

Verification of these reductions in fertility and mortality was to be achieved 
through the analysis of demographic survey data collected by the National Census 
Bureau and through this final Project evaluation. 



B. Description of Component Activities 

1. Organization for data base development 

In March of 1990 there was a restructuring of Ministries. The census office 
now falls under the Direction de la Prevision et de la Statistique (DPS) within the 
Ministere de l'Economie, des Finances et du Plan. The DPS is organized into three 
divisions: General Statistics; Economic Statistics; and Demographic Statistics. The 
national census office, known previously as BNR, is now called the Demographic 
Statistics Division @SD) of DPS. The DPS is charged with the collection, 
centralization, coordination and dissemination of statistics necessary for the 
development and execution of economic and social policies and national development 
plans. The Bureau Informatique (BI) plays a key role in the processing of the census 
data. The BI is at the same administrative level as the BNR. They are both under the 
direction of the DPS (formerly Direction de la Statistique (DS)). The BI was 
responsible for the data entry and processing activities, as well as for the production of 
the data base that contains the geographic codes, names and housing and population 
counts for the census. It was in the BI building that the census questionnaires were 
received and coded. They are still stored there. 

Senegal was one of the first African countries to use microcomputers to 
successfully process their census. This was due to the commitment of the Senegalese 
working at the Bureau Informatique and the support received by the BNR staff. 
However, the Senegalese would not have been able to computerize their census 
without the financial support provided by USAID through the Family Health and 
Population Project in the form of resources, training and technical assistance, including 
the participation of the U.S. Bureau of the Census. 

In spite of the many difficulties that have been and are still being encountered, 
the Senegalese have already improved their performance as compared to their 1976 
census. It was not until 1981, five years after the data were collected, that the 
tabulations were made available. This did not include demographic analysis which 
was done in subsequent years. For the current 1988 census, the BI tabulated the data 
based on a 10 percent sample by the summer of 1989. The BNR published the report 
based on these data in November of 1990. The BI started to make available in the 
summer of 1989 the tabulated data based on the 100 percent data by region. 
Unfortunately, these tabulations were not reviewed by the BNR staff until June 1990. 
The specified changes were incorporated into the tabulation programs. The BNR 
demographers are using these regional tabulations for demographic analysis. A census 
data dissemination seminar was scheduled for the winter of 1991, three and a half 
years after the data were collected. (Additionally, the BNR conducted a Post- 
Enumeration Survey (PES) to measure census content and coverage. Most of the 
analysis of the PES has been completed. The PES conducted during the 1976 census 
was never processed or analyzed.) If this schedule is retained, this will be a 



significant improvement over the availability of the 1976 census tabulations in 198 1. 
The coordination of technical assistance trips by the U.S. Bureau of the Census to 
assist the BI was well conducted and timely. 

The U.S. Bureau of the Census found the BNR and BI staff to be well 
intentioned, taking professional pride in their work, and having a good overall level of 
expertise. BI is a separate entity from the BNR. The BI is at the same administrative 
level as the BNR under the direction of the Direction de la Prevision et de la 
Statistique. The BI is responsible for receiving, coding, keying and processing the 
census data.) 

However, the BNR and, to a lesser extent, the BI staff were handicapped by 
poor organizational habits, unavailability of clearly defined priorities, lack of effective 
coordination, and low motivation due to low salaries and/or limited career 
advancement possibilities. This had a direct impact on the processing, analysis, and 
the dissemination of the census data. The generally accepted practice of doing other 
paying jobs (such as teaching, consultancies, and assistance to researchers) during 
work hours had a direct effect on the delays in obtaining census results. 

2. Demopraphic data improvement and support for the BNR 

Project support for improvement of the demographic data base for 
development planning is one of three major components of the Project and is 
comprised of support for the collection of census and survey demographic data; 
technical assistance in census methodology from the U.S. Bureau of the Census and 
special studies by special consultants; and training of demographers and statisticians in 
census and survey methodology and analysis, 

3. Census and survey data collection 

One of the purposes of the Project was to ensure that sufficient 
demographic survey and census data and analytic capability exist to inform policy 
makers of the impacts of rapid population growth. The 1988 census, periodic surveys, 
health and family planning service statistics, Project reviews, evaluations and 
monitoring reports serve as means of verifying the achievement of this purpose. It 
was assumed that the documents and study results would be available for analysis and 
that the GOS would publish the results of the census and surveys. 



4. Training 

a. Training of census demographers and statisticians 

The BNR component of the Project included long- and short-te~m 
training of demographers and statisticians in census and survey procedures and 
techniques of analysis. The indicators for the output of demographers and statisticians 
trained in census methodology would be 35 statistician1 demographers trained during 
the Project period. A verification of this training would be the improvement in the 
demographic census and demographic survey data base. The success of the training of 
demographers and statisticians under this Project will depend on whether a sufficient 
number of personnel are interested and available for statistical training. (Two long- 
term overseas trained; seven seminar/workshops in computer/statistical methods in- 
country were planned for the Project period). Up to three micro-computer and/or 
statistical methods workshops were to be held in Senegal during the first four years of 
the Project. This again is to be verified through attendance at workshops. It was 
assumed that computer hardware and software would be available. 

The "demographic data base" of census and survey data has not been organized 
and stored in one place using a data base software package such as dBASE. For 
maximum exploitation of the data, an organized, centrally located computer data base 
of relevant population, health and family planning data, with all the necessary 
documentation could be established in the future. 

b. Training of development planners and policy-makers 

The training component of the overall Project also includes the 
training of GOS planners and policy makers in relating population growth to 
development objectives. To achieve this goal during the Project period, 35 
development planners were to be trained. This was to be verified through workshops 
and presentations made to high level GOS policy makers. An important assumption in 
the achievement of this Project goal was that GOS political leaders would be 
interested in Population and Development presentations. (Note: a more recent logframe 
for the Project listed only five development planners trained as the objectively 
verifiable indicator) 

At least three seminars were to be held during the Project on impact of 
population growth on development in Senegal and the effect of cultural factors on 
family planning acceptance. The number of workshops/seminars planned in the 
original logframe to educate development planners throughout the GOS on the impact 
of rapid population growth on sectoral goals were as follows: 



o One seminar per year through the first four years and 

o Two seminars per year for the last three years. 

These activities were to be verified by attendance at seminars and workshops 
and through monitoring reports. It was assumed that the content of the workshops 
would be relevant interest to GOS planners and policy-makers. Updated RAPID 
model/presentations for public and private sector audiences were to be completed by 
the end of year three. 

5. Technical assistance 

An important part of the development of a reliable demographic data 
base for evaluation and policy-making has been technical assistance to the BNR and 
BI provided by the U.S. Bureau of Census and special consultants. Technical 
assistance to be provided to the BNR and BI included the following activities: 

Technical assistance for the 1988 Census 

-- Design and pretest of the questionnaire; 

-- Production of updated census maps; 

-- Installation of software packages and provide micro-computers 
to assist in the editing, tabulating, presentation and analysis of 
the 1988 census; and 

-- Creation of a master sample frame. 

Workshops and seminars for development planners, demographers, and 
census statisticians and computer staff; 

Support for periodic surveys on Project family planning, MCH, and 
demographic trends; 

Support for a national DHS Reports; 

Updating of RAPID modeVpresentation for public and private audiences 
completed; and 

Support for seminars/research held during the Project on impact of 
population growth on development and the effect of cultural factors on 
family planning acceptance. 



6. Quantitative summary of outputs 

a. Census and survey data collection 

o Field work for the 1986 Demographic and Health Survey was 
completed in 1986. Outputs included: 

-- Two published reports; 

-- Seven papers presented (BNR staff); 

-- Thirteen papers in process (BNR staff); and 

-- One dissemination seminar (1989). 

o Field work for the 1988 Census was completed in June 1988. 
Outputs included: 

-- Two census reports published: "Resultats Preliminaires" 
(September 198 8) and "Le Principaux Resultats 
Provisions" (December 1989); 

-- Fourteen Regional and Village level analyses and reports 
produced; and 

-- Four special studies underway, 

o Field work for the Post-Enumeration Survey 1988 was completed 
in June 1988. Preliminary analysis has been completed. 

o Field work for the 1990 Urban Family Planning Survey was 
completed in 1990. Preliminary tabulations were conducted in 
1990. 

o No Regional Socio-demographic Surveys have been conducted. 

o Other project studies and data analysis activities of BNR include: 

-- Five special EMISPIK studies completed (USAIDIFORD) 
and 

-- Two village monograph studies. 



b. Training 

o The information available to the evaluation team showed that at 
least 39 demographers, statisticians, and computer specialists at 
BNR/BI/DPS received relevant training under the Project during 
the 1985-91 period. The break-down is as follows: 

-- In-Country Training: 29 
-- Short-Term Overseas Training: 6 
-- Long-Term Overseas Training: 4 

o Development planners and policy maker training outputs 
included: 

-- 20 persons trained (Population policy and planning, study 
tours), including 2 cabinet directors and 2 technical 
advisors); 

-- 23 RAPID11 demonstrations made to planners at various 
government ministries; and 

-- 3 seminars held during the Project on the impact of 
population growth on development in Senegal and the 
effect of cultural factors on family planning acceptance. 

c. Technical assistance 

o Technical assistance activities provided to BNR and BI by the 
U.S. BUCEN included: 

-- Sixteen U.S. Census bureau consultants on 31 missions 
(including TA trips, on- the-job training, and formal 
training) to BNRPakar during the 1985-1991 period; 

-- Preliminary census design (questionnaire design; 
tabulation plan; principal definitions to be used in the 
Census); 

-- CENTS 4 installation and workshop; 

-- Editing and tabulation specifications; 

-- Data processing systems design and programming support 
(in-country and in Washington, DC); 



-- Post-Enumeration Survey assistance in planning and 
implementation; 

-- Pilot census data processing assistance; 

-- Revision of computer programs and present CONCOR 
work-study; 

-- Census data processing assistance; 

-- Monitoring census production activities; 

-- Development of a master sample frame; 

-- Assistance with the planning, data processing and 
evaluation of the Post-Enumeration Survey results; 

-- Training on presentation of census data; and IMPS 
software training; and 

-- Thematic mapping training. 

o Technical assistance provided to BNR and also to the FHPP by a 
demographic consultant included: 

-- 20 Missions over six years; 

-- General technical assistance in the coordination of 
research and secondary analysis of the 1986 DHS and the 
1988 national census; and 

-- Technical assistance for the Village Monograph Studies 
conducted in Fatick and Thies (assistance in the design, 
fieldwork, analysis, and dissemination of the findings). 

o Technical assistance was also provided by the U.S. Bureau of the 
Census in cartography. This assistance was funded by 
USADISenegal under a separate Project. 



C. Analysis and Evaluation 

1. Census and survey data 

During the Project period significant progress was made in the 
improvement of demographic data available for documenting the level of fertility, 
mortality, population growth, and contraceptive knowledge and use in Senegal, and for 
the analysis of demographic trends in these parameters over time. 

The 1986 Demographic and Health Survey was a well-executed representative 
sample survey which provided useful information on maternal and child health 
conditions, vaccination coverage, fertility, family planning and nutrition information 
that was previously not available at the national level in such detail. A second 
Demographic and Health Survey which will enable us to document changes in 
contraceptive knowledge and use and its impact on fertility during the Project period is 
planned for 1992. There was relatively free access of surveys results to researchers. 

The 1988 national census produced data of relatively good quality based on the 
analysis of the Post-Enumeration Survey. The original Project logfrarne called for the 
results of the 1988 Census of Senegal (originally planned for 1986) to be published 
within three years after data collection. 

Basic census tabulations and published reports were completed within three 
years of the census, as specified in the logfrarne. The census was almost two years 
behind schedule (due partly to funding shortages) and the data have not yet been fully 
exploited or analyzed in terms of fertility and mortality. Important demographic 
analyses are underway however, and these analyses should provide important 
information on the demographic situation in Senegal in 1988 and determining 
demographic trends between 1976 and 1988. 

The 1990 Urban Family Planning Survey is another important contribution to 
the demographic and family planning data base. Only preliminary tabulations are 
available at present and the ultimate usefulness of the data will depend on whether the 
information is analyzed and disseminated adequately. The limitation of the survey is 
that it covers only urban areas in Senegal and even excludes some of the smaller 
urban areas which make up 15 percent of the total urban population. 

The regional demographic surveys have not been carried out as planned. It is 
not likely that the BNR will be able to carry out these surveys (five regional surveys 
covering two regions in each survey) because of financial and time constraints. The 
utility of this survey is questionable in light of the fact that similar information will be 
collected in a national demographic surveys (DHS 11) planned for 1992, and a large 
migration survey planned for 199 1. 



The rationale for the regional surveys was to get estimates of demographic, 
social and economic variables at the regional level. The information to be collected in 
the regional survey appears to be either redundant or not totally relevant to the PSFP 
program. The data will refer to different benchmark years making comparisons to 
other regions difficult, and the costs and demands placed on BNR are excessive. 
Furthermore, it is unlikely that these data will be analyzed adequateIy given the 
already heavy survey load of BNR (for example, a large migration survey is planned 
for 1991 and the DHS II for 1992). If the sample size is increased for the DHS I1 for 
1992, it may be possible to obtain regional level estimates on demographic and family 
planning parameters. 

The original logframe called for at least six surveys (one in year 1) over the 
Project period on family planning, MCH, and demographic trends. This would be 
verified through the examination of survey reports. It was assumed that the GOS 
would allow free access to survey results. If the 1986 EDS, the 1988 Post- 
Enumeration Survey, and the 1990 Urban Family Planning Survey are included that 
three surveys have been successfully carried out by BNR out of a total of at least six 
surveys planned. Two village monograph studies which included a quantitative survey 
component were also carried out under the Project with the assistance of ISTI 
demographic consultant. 

The demographic and family planning data have not been adequately 
exchanged Project components. Not only are data not exchanged among Project 
components but with other data users. Like many other African statistical offices, the 
DPS/BNR/BI have concentrated their efforts in collecting and processing data. 
Sometimes the tabulation of these data would take years to obtain; sometimes never. 
Technological developments have allowed the tabulated data to be available much 
faster. Statistical offices are getting used to their new roles as data disseminators. 
The DPS/BNR/BI is no exception. The Project needs to establish a unit or group of 
persons that can take care of coordinating disseminating data on a full time basis. 
This includes presenting these data so that it is easily understood by persons of 
different backgrounds, particularly, policy makers. Additionally, this includes 
informing the users about the availability of these data. 

2. Training 

The in-country, long-term overseas and short-term overseas training 
provided by the Project was achieved as planned and have provided important and 
needed skills in the areas of demography, statistics, census cartography, census and 
survey data processing software, maintenance of computer hardware, software for 
presentation of censuS and survey results, and data base management. The training 
objectives were achieved during the Project. 



Interest was expressed by some of the census staff in receiving training in 
survey sampling and design, and in multivariate statistical techniques and statistical 
packages for the micro-computer. Such training would increase the BNR's ability to 
carry out high quality sample surveys and to more fully exploit the census and survey 
data. Some of the BNR staff have already been trained to use ISSA and SPSS-PC and 
have effectively used these software programs to analyze survey data in Senegal. 

Long-term training is important for the development of the BNR staff and the 
institution's research and technical capabilities, but the time allocated for training must 
be weighed against the workload of the BNR. 

3. Technical assistance 

The technical assistance provided by the U.S. Bureau of Census played 
a crucial role in the planning, execution, data processing, data analysis and evaluation 
of the 1988 Senegal Census. The technical training, advice and computer software 
provided by the more than 15 professionals from the U.S. BUCEN who visited 
Senegal during the 1985-91 period have enhanced the ability of the BNR to conduct a 
census of high quality in 1998. 

Technical assistance provided during the 1985- 199 1 period by ISTI's the 
demographic consultant from the University of the Sorbonne Paris has contributed to 
the progress made in census activities (census tabulations and secondary analyses), in 
the execution of the FHPP village monographes and other socio-demographic studies 
co-financed by USAID, Ford Foundation and UNFPA, and in the establishment of 
collaborative arrangements for analysis of survey and census data with INED and the 
Sorbonne University in Paris. The disadvantage of having one demographic consultant 
assigned to BNR over the entire Project period was that it limited the flexibility of 
BNR and the FHPP to utilize the different kinds of expertise needed for the 
demographic and family planning service components of the Project (family planning 
program statistics evaluation, data base management, survey sampling, and a variety of 
applications of multi-variate statistical techniques and computer software). There 
appeared to be good coordination in the BNR institution building tasks performed by 
the U.S. BUCEN staff and the demographic consultant. From the perspective of the 
U.S. BUCEN monitor of BNR census activities and the BNR director, the ISTI 
demographic consultant provided welcomed, timely, and complementary assistance to 
the BNR staff, both in terms of increasing the research and organizing the capacity of 
the BNR staff and coordinating specific work tasks. The demographic consultant 
volunteered to assist in the census questionnaire development and in the design of the 
census tabulation plan even though these tasks were not originally included in his 
scope of work. 



Consultancy visits to BNR by the demographic consultant were arranged 
between the consultant and BNR with approval from ISTI. The demographic 
consultant deserves credit for playing an important role in helping ensure that Project 
tasks were accomplished at BNR, despite a difficult working environment with limited 
resources available to BNR. He coordinated a number of studies based on the 1988 
census DPS/WPS study and the village monograph studies. 

BNR planning and preparation for the TA visits of U.S. BUCEN consultants to 
BNR were often insufficient, leading to inefficient use of TA's time during BNR 
visits. As a matter of fact, the U.S. Bureau of the Census staff grew impatient with 
the cycle of verifying the status of the activities the BNR was supposed to have 
accomplished before the proposed trip, the BNR assuring the U.S. Bureau of the 
Census that they had been accomplished, and then finding out upon arrival to Dakar 
that they had not been accomplished. This was particularly true for the development 
of edit and tabulation specifications, the review of table outputs, and the Post- 
Enumeration Survey. 

However, this was not the case with the trips from the U.S. Bureau of the 
Census to assist the BI. As a matter of fact, the BI was able to enter, edit and 
tabulate the census data for the 10 percent by Summer 1989 and the 100 percent in 
early 1990. 

4. Organization and management of BNR 

Although progress was made in the improvement of the demographic 
data base, in the training of census staff, and in the quality of the technical assistance 
provided to the BNR, a number of problems were identified in the management, 
administration, and planning of Project activities by BNR. These problems included 
delays in the publication and analysis of census and survey data due primarily to a 
shortage of funds. BNR staff did not participate in some potentially useful training 
seminars in Dakar, Bamako, and Ouagadougou during the last three years of the 
Project, due to administrative delays and funding problems. This raises an even larger 
issue relating to the organizational structure of the DPS/BNR/BI. First, although the 
chief of the BNR and the BI both report to the Director of the DPS, the Director is 
occupied with many other responsibilities, limiting the amount of time dedicated to the 
closer coordination and guidance of the BNR and BI activities. Furthermore, the three 
organizations are physically in separate buildings that are miles apart. This makes the 
coordination of day-to-day activities hard and time-consuming, particularly between 
the BNR and the BI. 

Some of the productivity problems were related to the unavailability of funds at 
the time of the planned activity, but other delays were clearly due to failure to follow 
time schedules or submit necessary documentation on time. Other problems identified 
were the lack of sufficient documentation of survey data files, coding manuals, and 



sample design, a tendency for BNR to commit to doing too many surveys, while 
surveys already conducted have hardly been analyzed, and census study reports being 
behind schedule. Although BNR had access to micro-computers and software, some 
of the BNR micro-computers and the laser printer were not working at the time of the 
evaluation and computer paper was in short supply. Some of the management and 
administrative difficulties at BNR may have been compounded by reorganizations of 
the DPS and BNR and the fact that four different persons served as head of BNR 
during the 1985-90 period. 

During the six years of the Project there have been four different heads of the 
BNR, two different heads of the FHPP, three different persons responsible for 
monitoring the Project at USAID and two different heads of the ISTI portion of the 
Project, and several reorganizations within BNR/DPS and other ministries. The 
frequent changes in management and organizational structure did not contribute to the 
coherence and coordination between the various components of the Project. 

The director of BNR may need to concentrate more of his time on the 
management and planning of work activities of his Division and delegate more of the 
research responsibilities to his research staff. There are currently no one-year or five- 
year work plans operating for the BNR, only an inter-censal workplan. Although the 
quantity of output (surveys, reports, and publication) has been acceptable given the 
staff and resources available, more attention needs to be paid to the quality of the 
work and the timeliness of the output. BNR and BI need to determine a realistic 
workload and workplans on an annual basis. There has been a tendency to do a lot of 
surveys at BNR, but not enough analysis of the data collected. A precise work 
program needs to be developed and followed. BNR should avoid accepting and 
carrying out most surveys that are proposed to them and be more selective and 
targeted in the studies they undertake. 

The demands for data collection and the need to train a relatively small census 
staff in demography, statistical, computers, data management and technical census 
operations come into conflict with the need for high quality in-depth analyses and 
reports for the family planning program and population policy makers. Frequent 
surveys and training abroad have contributed to delays in analysis and publication of 
research, but these are essential for the long term institutional development of BNR. 

Although some meetings have been held between BNR and USAID/HPN, the 
FHPP, and ISTI, more effort is necessary in the coordination of BNR research 
activities in relation to the family planning and population data needs, and technical 
assistance needs of the FHPP and the MCH. The roles of ISTI, FHPP, BNR and 
USAID in the selection of Project activities and in the financial management of the 
data base improvement part of the Project are not clearly defined which has added to 
the planning and management problems of BNR component of the Project. The FHPP 
staff needs to play a larger role in the selection of studies and analyses undertaken by 
the BNR and the Project demographic consultant relevant to the family planning 



program. For example, greater involvement of the Project IEC staff in the design, 
analysis and diffusion of the village monograph studies of family planning attitudes 
and IEC issues in Thies and Fatick may have led to better use of the study results for 
program purposes. 

5. Budget 

The estimated budget for the Improvement of the Demographic Data 
Base was $3,076,000 or approximately 15 percent of the total budget for the Project 
(as of 22 August 1986). These funds are divided into six major categories: 

Technical Assistance $ 554,000 
Training $ 437,000 
Commodities $ 340,000 
Local Costs $ 847,000 
PASA to BUCEN $ 585,000 
Inflation Costs $ 313,000 

TOTAL $3,076,000 

As of March 31, 1991 a total of $2,388,000 of the BNR budget was disbursed 
or 78 percent of the total allocated. For the rest of 1991 expenses totaling $149,000 
are anticipated, and from January to September 30, 1992 the end of the Project, 
another $273,000. However, all money has apparently now been spent on other line 
items, and therefore the remaining $422,000 dollars needed to complete the BNR 
component must be obtained from outside of the Project. The two regional surveys 
planned for the last year and a half of the Project are Projected to cost $280,000. 
These surveys could be canceled without seriously affecting the Project. 

Training is included in in-country training costs and short-term and long-term 
foreign training costs. Technical assistance and coordination of some BNR research 
activities was provided by the demograpphic consultant from the University of Paris, 
implemented through an ISTI contract, and a number of U.S. BUCEN consultants 
paid through a PASA agreement between the U.S. Bureau of Census and USAID. In- 
country census and survey costs such as commodities (gas, micro-computers), survey 
team salaries, in-country seminars and training and local publication costs were usually 
paid for with Project money through ISTI. 

6. Population policy development and training of planners 

o At least two dozen RAPIDIX demonstrations were conducted for 
government planners and policy-makers in different agencies of the 
government. A special presentation on Population was made to the 
President of Senegal, using data collected in the DHS I. 



o At least 20 planners/policy makers were trained in population policy or 
participated in population policy and program study tours. 

o Data collected in the DHS I1 and the 1988 Census (funded by Project) 
are being used in Population Policy Development and Planning. 
However, these data need to be more fully diffused and used by the 
various ministries of the government. 

o The problems of population growth and the options available to the 
government of Senegal were communicated to the President of Senegal 
and the planners and policy makers in the different ministries of the 
government. 

o At least three seminars were held in Senegal highlighting the impact of 
population growth on development and the effect of cultural factors on 
family planning acceptance. The content of the models and seminars 
presented were viewed by the evaluation team to be relevant and 
appropriate topics for presentation to the GOS policy makers, planners 
and population specialists. 

D. Summary of Major Findings and Conclusions 

o The 1986 Demographic and Health Survey was a well-executed 
representative sample survey which provided useful information on 
maternal and child health conditions, vaccination coverage, fertility, 
family planning and nutrition information that was previously not 
available. A second Demographic and Health Survey is planned for 
1992 which will document changes, in contraceptive knowledge and 
use, and its impact on fertility during the Project period. 

o Basic census reports were published within three years of the census as 
specified in the Project logframe. The census was almost two years 
behind schedule and the data have not yet been fully exploited or 
analyzed in terms of fertility and mortality. Important demographic 
analyses are underway which should provide important information on 
demographic trends between 1976 and 1988. Important demographic 
questions were not included in the 1988 census questionnaire which 
limits the demographic parameters that can be estimated from census 
c'ata. 

o Data are not exchanged among Project components. Information, for 
example, such as the DHS prepared by the BNR Project component has 
not been adequately diffused to, or used by, the clinical sub-components 
and other data users. Existing surveys and census data have not been 



fully exploited to assist the family planning program in planning and 
evaluation of impact. 

o The regional demographic surveys have not been carried out as planned. 
It is now unlikely that the BNR will be able to carry out these surveys 
(five regional surveys covering two regions in each survey). 

o In-country, long-term overseas and short-term overseas training provided 
by the Project was achieved as planned and appears to have provided 
needed skills to census staff in the areas of demography, statistics, 
census cartography, census and survey data processing software, 
maintenance of computer hardware, software for presentation of census 
and survey results, and the development of a sound system of 
documentation and data base management. The training objectives were 
achieved during the Project. However, new training needs have been 
identified, and the BNR missed opportunities to participate in two 
regional seminars on census analysis and population models because of 
its delay in initiating necessary paperwork. 

o BNR planning and preparation for some of the visits of U.S. BUCEN 
consultants to BNR were insufficient, often leading to inefficient use of 
their time during BNR visits. 

o During the Project period the BNR had four (4) different Directors and 
undergone a number of reorganizations which has disrupted the 
continuity and coherence of the BNR component of the Project. 

o More technical assistance should have been provided to the FHPP to 
improve the reporting, data processing, analysis, and evaluation of the 
family planning data collected at the family planning clinics. 

E. Summary of Maior Recommendations 

1. General recommendation 

o Continue selected support to macro-demographic data collection and 
analysis through BNR and improve GOS's institutional capacity to carry 
out such activities. 

2. Data collection and analysis 

o Give high priority to conducting the Demo$aphic and Health Survey I1 
(DHS 11) in 1992. Increase the sample size so that regional level 
estimates and analysis of fertility, mortality, and contraception can be 
obtained. Include male sub-sample for the 1992 DHS. Questions on 
maternal mortality should be included. Conduct a national DHS 111 
again in 1997 (with large sample size). The additional costs of 



increasing the sample size and adding a male sub-sample to the DHS II 
will need to be allocated in the next five year Project. Install software 
such as REDATAM for improving BNRYs data analysis capability at the 
district, village, and neighborhood level. 

o Assure that adequate funds are allocated for the full exploitation, 
analysis, and dissemination of the fertility, mortality and family 
planning data from the 1986 DHS, 1988 Census, 1990 EPF, and the 
DHS I1 planned for 1992. Include a question on the number of children 
ever born (CEB) in the 1998 census for estimation of fertility from 
census data. Family planning survey data collected by BNR should be 
more fully exploited with respect to IEC issues (e.g., obstacles to family 
planning acceptance), access to contraception, fertility desires and 
contraceptive method preferences, and problems associated with 
contraceptive use (e.g., side effects, method failure, discontinuation). 

o Do not conduct Regional Demographic Surveys. They are redundant to 
the DHS Survey Program or cover topics (e.g., migration) that are not a 
priority for the FHPP program. Furthermore, a national migration 
survey of 6000 household is already planned for 1991 funded by IDRC, 
and a national demographic and health survey is planned for 1992 (DHS 
11). Thus, the regional surveys would also place a strain on BNR 
infrastructure, would be of limited utility, and the timely analysis of the 
results would be unlikely. 

o Encourage more collaboration/coordination between BNR and the FHPP 
and MCH in the future on data collection and analysis needs (e.g, joint 
effort on questionnaire design; BNR assistance on analysis of family 
planning program statistics. (Note: In Chapter VIII establishing a 
Statistical Research and Evaluation Unit in the FHPP/MCH is 
recommended for data processing and program-oriented analysis of 
family planning program statistics and for conducting program 
evaluation studies. BNR staff could provide valuable technical 
assistance in the establishment of this Research and Evaluation Unit, 
particularly in the areas of questionnaire design, sampling, interviewer 
training, field operations, data coding, editing, and analysis. 

o Conduct training in management procedures for the BNR Director and 
Division Heads at BNR and at BI (e.g., training in how to plan annual 
work programs for data collection, analysis, publkation and seminars 
and training; planning for technical assistance visits; setting work 
priorities; delegation of responsibilities and division of labor; intra- 
office communication; conduct of staff meetings; and delegation of 
authority when director and/or division heads are travelling). 



o Support the participation of BNR in Regional Census Methodology and 
Analysis Seminars (e.g., seminars sponsored by CERPOD; UNFPA; 
U.S.BUCEN; RAPIDII) and improve planning for participation in these 
seminars and the availability of funds for participation. 

o Provide training to selected BNR Staff in data use and dissemination, 
survey sampling techniques, multivariate statistical analysis techniques, 
and the use of survey statistical packages for micro-computers. This 
could be done in-country or as short-term training abroad (e.g., U.S. 
BUCEN; University of Chicago; University of Michigan summer 
program; IRD-DHS, or University of Montreal). Training in the 
statistical software REDATAM for improving data base management 
capabilities and analysis at BNR. 

4. Technical assistance 

o Provide technical assistance for the 1998 Census of Senegal during the 
1992-1997 period. This includes costs for census planning and 
preparation, consultation with data users, questionnaire design and table 
outlines, the development of computer programs and, especially, 
mapping. Substantial funds are needed for training, staff, computers, 
etc. for the three years preceding the 1998 census. For the short term 
(i.e., the current Project), better planning is needed on the part of BNR 
for technical assistance missions of U.S. BUCEN staff to BNR (e.g., 
preparation of work agendas for visits; exchanging progress reports and 
analyses completed prior to the visits; and ensuring availability of BNR 
staff during the TA visits). In the future more BNR technical assistance 
should be provided directly to the FHPPNCH for the collection, data 
processing, analysis, evaluation and dissemination of the family 
planning survey data and family planning clinical service statistics. 

o Encourage BNR to take advantage of technical assistance from selected 
USAID Cooperating Organizations (funded by USAID central funds), 
provided that collaboration with these organizations is be for the 
purpose of achieving specific objectives of the FHPP Project and 
consistent with the work program defined by BNR under the Project. 

o Provide funds to BNR for the purchase of two new printers and to pay 
for analysis, publication and dissemination of results from the 1988 
Census and the 1990 urban family planning survey. 

o Encourage the BNR and the FHPP to identify specific technical 
assistance needs and have the flexibility to chose the most appropriate 
organization(s) and/or consultant(s) to provide this assistance. 



5. BNR internal and external management 

o Adopt a one-year and a five-year work plan and carry out an annual 
evaluation of the execution of the annual plan. 

o Pay more attention to the following issues: 

-- Programming of time and keeping to work deadlines; 

-- Over-committing in survey data collection; 

-- Documentation of work accomplished; 

-- Processing financial papenvork, timely requests for training to 
US AID; 

-- Preparation for visiting consultants; 

-- Documentation of data files; 

-- Adequate arrangements with USAID or GOS for the maintenance 
of micro-computers, bernoulli disks, laser and other printers; and 

-- BNR Director's attention to Management and Administrative 
issues at BNR. 

6. Population policy development and training of planners 

o Seek central AID/W funding and encourage the use of Project funds to 
assist in population policy development including the practical 
applications of RAPID11 type models (e.g., INTEGRA and TARGET) so 
that the government can set realistic targets and goals and incorporate 
population factors in development plans in the areas of family planning, 
health, education, employment, housing, water and natural resource 
management, agriculture, transportation, and social services. 



Addendum A 

MEASURING PROJECT IMPACT ON DEMOGRAPHIC VARIABLES 

The logframe for the Project set targeted changes in demographic indicators as a 
means of verifying achievement of Project goals during the Project period. It is not clear 
how these targets were chosen or what implications these targets would have for service 
delivery in order to achieve these targets. At the same time, some important indicators 
of progress of the Project were not requested in the logframe (e.g., a contraceptive 
prevalence rate for specific methods; a certain level of method continuation rates. 
Nevertheless, an attempt is made here to respond to the logframe and evaluation mandate 
to be impact oriented. In some cases, it will not be possible to measure Project impact 
on the variables specified in the logfrarne because the appropriate data were not collected 
at all; because the data is available for only one point in time during the Project period 
and thus measurement of trends or changes in demographic parameters is not possible; 
because some of the data collected is of questionable quality and/or completeness (e.g., 
the data from the PSFP clinics); or because the data has not yet been analyzed (e.g., 1988 
census and the 1990 Urban Family Planning Survey). 

1. Crude Birth Rate 

Indicator: Reduction in Senegal's crude birth rate (CBR) from 48 to 42 
births over the end of the Project. 

Comment: Between 1978 and 1988 the crude birth rate declined very little, 
from 48 births per 1000 in 1978 to an estimated 46 births per 1000 in 1986 (1978 ESF; 
1986 DHS). The EDSDHS 11 planned for 1992 will provide an estimate of the crude 
birth rate for the end of the FHPP Project period. Changes in the crude birth rate depend 
not only on contraceptive use levels but also on changes in the age composition of the 
population, proportions married, and patteins of breastfeeding. 

2. Infant and Maternal Mortality and Morbidity 

Indicator: Reduction of 10 percent. 

Comment: Infant mortality has been declining over the past two decades 
from 120 infant deaths per 1000 live births during the 1971-1975 to 86 infant deaths per 
1000 in 1981-85 (1986 EDS). There are no recent national estimates of infant mortality 
during the Project period. Data collected during the Project do not permit an estimation 
of the direct impact of the Project on infant mortality. Infant mortality estimates for the 
end of the Project period will be available from the EDS/DHS I1 planned for 1992. 



3. Maternal Mortality 

Indicator: Undefined 

Comment: Maternal mortality in Senegal for the early 1980s is roughly 
estimated to be around 600 maternal deaths per 100,000 live births (PRB Options 
Database, 1990). No reliable national population-based estimates of maternal mortality 
are available and it is therefore not possible to measure change in the maternal mortality 
ratio over the Project period. If the EDSPHS I1 planned for 1992 includes special 
questions on maternal mortality it would be possible to obtain a national estimate. 

Although it is quite possible that infant and maternal mortaIity declined by 10 
percent during the 1985-91 period, we will have to wait for the DHS 11 to be canied out 
in 1992 to measure changes in mortality over the period. 

4. Improvement in Children's Nutritional Status 

Comment: In 1986,22 percent of infants between ages 6 months and three 
years of age suffered from chronic moderate or severe malnutrition. Malnutrition levels 
were higher in rural areas and in the north-east and central regions of the country. 
Children spaced farther apart showed lower levels of malnutrition that children born 
closer together. (1986 EDS) 

The EDSPHS It planned for 1992 will enable us to determine whether the 
prevalence of malnutrition for children has declined during the Project period (assuming 
anthropometric measurements will again be taken). However, we will not be able to say 
definitively that the family planning program and increased birth spacing contributed to 
an improvement in nutritional levels. 

5. Reduction by 30 Percent in High Risk Pregnancies 

Indicator: Reduce high risk pregnancies by 30 percent. 

Comment: Family planning statistics for a sample of 11,300 active users 
at 20 PSFP family planning clinics in the six Project regions show that a significant 
proportion of high-risk women are using effective family planning methods provided by 
the Project. One-fifth of the family planning users were between the ages 35 and 49 years 
old, and 41 percent of the users had five or more live births (Columbia University, 1989). 
Since women in these age and parity categories are at a considerably higher risk of 
pregnancy complications and maternal death, it is very likely that their use of effective 
modern contraception has reduced the number of high risk pregnancies and prevented a 
number of maternal deaths. However, the percent reduction in high risk pregnancies 
cannot be calculated with available data. 



6. Couple Years of Protection 

Indicator: Safe and Effective Contraceptive Services Provided by the 
Public and Private Sector to 200,000 Couples 

Comment: According to the latest analysis of family planning statistics for 
the Project, 61,376 women are active users of modern contraceptive methods. This 
figures includes users from public, private and commercial sector, but excludes condom 
users from these sources. Given the decline in the rate of increase in new acceptors and 
the general slowdown in all areas of the service progam since 1989, it is very unlikely 
that the Project will reach 200,000 couples by the end of the Project period in 1992. 

7. Availabilitv of Familv Planning Services 

Indicator: Family Planning Services Available in all 10 Regions: 

Comment: Family planning services are now available in all ten regions. 
Six regions are covered by the USAID-funded PSFP (approximately 92 public clinics and 
32 VSPP and ASBEF private clinics operating in 1990); and 4 regions are covered by the 
UNFPA-funded BEF Project (29 centers operating in 1990). 

8. Censuses Processed 

Indicator: 1987 census will be fully processed and analyzed and published 
within three years. 

Comment: The 1988 Census of Senegal was fully processed and all basic 
analyses were completed within three years. Two published census reports, 14 regional 
and subregional tabulation documents were completed. The remaining analyses are 
special studies of fertility and mortality, migration and urbanization, employment, and 
social characteristics. These special studies are currently underway or will begin this 
summer. 

9. Access to Family Planning Clinics 

Indicator: 25 Percent of Health Posts Providing Family Planning Services 
by the end of the Project 

Comments: 62 out of 435 health posts (or 14.3 percent) provide FP 
services. Of all health posts in the country (urban and rural), the Project is currently 
providing family planning services in 14 percent of them. 



10. STDTreatment 

Indicator: STD provided treatment to at least 30,000 patients: 

Comments: The STD Project is incomplete and of questionable quality. 
Data are not available for all Projects centers and although the numbers of consultation 
visits for STDs is estimated, it is not possible to determine from the service statistics how 
many of the clients received proper treatment (e.g., medication provided by the Project) 
for the STDs. STD data are discussed in more detail in Chapter V (Dr. Thiem). 

1 1. NGO Acceptors 

Indicator: 30,000 Acceptors by end of Project: (Non-governmental sector 
Family Planning Activities implemented by PVOs and a variety of other organizations). 

Comment: VSPP/ASBEF by end of 1990: 9,111 active contraceptors 
Commercial Sector in 1990: 19,269 couple-years of protection 

Total: 28,380 estimated active users in private/comrnercial sector 
(excludes condom users) 

Thus, if we include data from the commercial sector the goal of 30,000 acceptors from 
the non-governmental sector was nearly achieved by the end of 1990. If we exclude the 
commercial sector figures we observe that only one third of the Project goal has been 
achieved. 

12. Number of Couple-Years of Protection Provided 

Indicator: 200,000 CYPs by the end of the Project from all modern 
methods including condoms 

Comment: 70,000 CYP in 1990 (Public sector plus VSPP) 
2,500 CYP in 1990 (ASBEF) 

23,500 CYP in 1990 (Commercial sector) 
96,000 CYP in 1990 (All sectors) 

13. Number of Births Averted in 1990 Directly from the Program 

Indicator: Undefined 

Comment: If we assume that four couple years of protection equals one 
birth averted we have: CYP/4 = number of births averted; then, 70,000/4 = 17,425 births 
averted in 1990 as result of Project. 22 



Estimated total births in Senegal in 1990: (.046 X 7,327,000) = 337,042.The 17,425 
births averted in 1990 implies a five percent reduction in the number of births. This 
means that the birth rate in 1990 would have been be 2.4 points higher (or a CBR of 48.4 
births per 1000) without these couple-years of protection. If we include contraceptive 
users from the commercial sector, the estimated number of births averted in 1990 would 
be higher. With the data available to the team, it was not possible to estimate the total 
number of births averted during the entire Project. 

14. Contraceptive Continuation/Discontinuation Rate 

Indicator: Undefined 

Comment: A crude measure of dropouts is the ratio of contraceptive 
acceptors who drop out during the year divided by the total number of active 
contraceptors at the end of year. Below are the estimated ratios of inactives in 1990 (i.e., 
dropouts during the year) per 100 actives users at the end of the year (1990), by region, 
based on service statistics for all program methods combined (except condoms): 

Dakar 1125115169 X 100 = 7 inactives per 100 actives 
Thies 97414068 X 100 = 24 inactives per 100 actives 
Kaolack 724/3940 X 100 = 18 inactives per 100 actives 
Fatick 25511040 X 100 = 25 inactives per 100 actives 

Thus, according to these data, for every 100 active contraceptors in Fatick clinics in 1990 
there were 25 acceptors who dropped out during the year. 

15. Discontinuation of Pill Use 

Indicator: Undefined 

Comment: Preliminary estimates of discontinuation among a sample of 
341 pill users at selected Project clinics in the Dakar Region show that 30 percent of pill 
acceptors dropped out after two months of use, increasing to 65 percent of pill users 
dropping out by 12 months of use (Diop, 1991). This analysis will be expanded to 
include a larger sample of pill users, and will also be done of IUD users, using life table 
techniques 



16. Level of Knowledge of Modern Contraception 

Indicator: Undefined 

Comment: Percent Having Knowledge of Modem Contraception (CMW 
15-49) 

Total Urban - Total Urban Urban 

Pill 18 5 1 8 1 
IUD 9 2 9 7 1 
Condom 8 26 6 1 
Any Modern 20 6 8 8 8 89 
Any Method 60 70 92 97 95 

Note: The 1990 Urban Family Planning Survey covered only urban areas including 85 
percent of the total urban population of Senegal. CMW = currently married women. 

17. Level of Use of Modem Methods (total and by method) Among Married 
Women of Reproductive Age 

Indicator: Undefined 

Comment: Percent Ever Using Modern Contraception (CMW 15-49) 

Total - Urban - Total Urban Urban 

Pill 0.7 3.5 14.2 
IUD 0.2 1.5 5.8 
Condom 0.2 1.4 6.7 
Any Modern 1.0 5.7 15.4 19.7 
Any Method 1 1.0 9.3 37.9 41.8 46.6 

Note: The 1990 Urban Family Planning Survey covered only urban areas including 85 
percent of the total urban population of Senegal. CMW = currently married women. 



Percent Currently Using of Modern Contraception (CMW 15-49) 

Total Urban Total Urban Urban 

Pill 0.3 
IUD 0.2 
Condom 0.1 
Any Modern 0.6 
Any Method 3.9 

Note: The 1990 Urban Family Planning Survey covered only urban areas including 85 
percent of the total urban population of Senegal. CMW = currently married women. Data 
for 1990 are provisional. 

18. Prevalence of Modern Contraceptive Use 

Indicator: Undefined 

Comment: If we take the estimated number of users of modern methods 
in 1990 from program statistics and the commercial sector (61,376 plus 7000 condom 
user) and divide it by the total number of women ages 15-49 in Senegal in 1990 
(1,680,000) we obtain a national prevalence of modern method use of 4.1 percent in 1990. 
This estimate compares to an estimated prevalence of modern contraceptive use for all 
women ages 15-49 of 2.6 percent in 1986 from the 1986 EDS. Modern methods include 
the pill, IUD, condoms, injectables, sterilization and vaginal contraceptives. 

The estimate of urban contraceptive prevalence of modern methods from the 1990 
Urban EPF is 10.4 percent, compared to 6.7 percent estimated for urban areas in 1986 
(EDS). This represents an increase of more than 50 percent between 1986 and 1990 in 
modern contraceptive use in urban areas. 

19. Change in Ideal Family Size 

Indicator: Undefined 

Comment: 

Desired Family Size 8.8 7.2 
(Currently Married Women 15-49) 



20. Need for Family Planning 

Indicator: Meet unmet need 

Comment: Although 11 percent of currently married women were currently 
using contraception, an additional 12 percent of women stated they wanted no more 
children and an additional 25 percent said they would like to space their births ( 1986 
EDS). 

21. Total Fertility Rate (average births per woman) 

Indicator: Decline 

Comment: 
1978 - 

Total Fertility Rate 7.1 
(Women 15-49) 

* Provisional estimate based on 1988 census. 

According to these independent estimates, total fertility has declined by 11.3 percent 
between 1978 and 1988, and by 4.5 percent between 1986 and 1988. Decline in the total 
fertility rate may be due to a rise in the age at marriage, changing age compositions, and 
an increase in contraceptive use. The amount of decline due to contraceptive use alone 
has not been estimated. 



Addendum B 

TIME FRAME: ACTIVITIES AND OUTPUTS BY YEAR 

Project Signed and Initiated 

Two Planning technical assistance trips to Dakar for the 1988 Census of Senegal 
(USBUCEN) (Three main areas identified for U.S. BUCEN technical assistance were 
cartography, data processing and analysis, and design of a master sample frame). technical 
assistance given on the development of the census questionnaire and the tabulation plan. 

Two technical assistance trips by ISTI's demographic consultant from University of Paris 

Planning and technical assistance for the 1986 Demographic and Health Survey @HS) 

National Seminar on Census Mapping held during 9-22 September 1985 (organized by 
U.S. BUCEN) 

Senegal Demographic and Health Survey @HS I) fieldwork carried out 21 April-19 July 
1986 

One Planning trip to Dakar for the 1988 Census of Senegal (USBUCEN) 

Three technical assistance trips to BNR by ISTI's demographic consultant 

One the job training at the U..S. Bureau of the Census in Washington, DC for two BI data 
processors. 

Training of 11 BNR/DPS staff in CENTS4 (Census Tabulation System Version 4) was 
in a workshop in Dakar 20 January-7 February, 1986, organized by the U.S. Bureau of 
Census. 

Four technical assistance trips to Dakar for the 1988 Census of Senegal (USBUCEN): 
cartography; questionnaire design, data processing and post-enumeration survey (PES). 

During the period 1985-1987 20 staff members of BNR received census or statistical 
training, which included a workshop on census cartography. Four of those trained received 
overseas training (1987 Annual Report, FHPP). 



Nineteen government planners and policy makers received training in population policy 
in the form of study tours. 

Two technical assistance trips to BNR by ISTI'S demographic consultant. 

1988: - 
Five Technical Assistance trips to Dakar for the 1988 Census of Senegal (USBUCEN) 

Two technical assistance trips to BNR by ISTI'S demographic consultant 

Senegal National Census conducted 21 May-June 3 1988 (about 28 percent of the $7 
million cost of the census was funded by the Project and most financing being expended 
in 1988. 

Senegal Census Post Enumeration Survey (PES) conducted 16-30 June. 

Report on the Preliminary Results of 1988 Census, September 1988. 

Population Planning (Univ. of Michigan), C. Diop, 18 Sept-1 Oct 

DHS I Final Report Published March 1988 

DHS I Resume Report Published December 1988 

Five Demographic Studies carried out by BNR and supported by the Project were 
presented at the African Population Conference in Dakar, 7-12 November, 1988. 

1. Nuptiality and Fertility in Senegal - K. L. Ndiaye, A. Sadio, I. Sarr, and 
Y. Charbit. 

2. Recent Evolution of Nuptiality in Senegal - Salif Ndiaye and I. Sarr. 
3. Recent Evolution of Fertility in Senegal - Salif Ndiaye and I. Sam. 
4. Development of Demographic Research in Senegal - Y. Charbit. 
5. Child Health in Senegal - Salif Ndiaye and Malik Dime. 

Three census staff received foreign training under the Project in 1988. 

1. Census Training, Ivory Coast, Statistician, BNR, 25 Feb.-4 March. 
2. Census Data Processing, Niger, Chief of Data Processing, Statistics 

Directorate, 23 April-4 May. (Data Entry using Bernouli Boxes) 
3. Microcomputer Workshop in Chicago 5-30 Sept, BNR. 



1990 Urban Family Planning Survey designed and pre-tested. 

Seminar on the Presentation and Dissemination of the Results of the 1986 Senegal 
Demographic and Health Survey held in Dakar, 6-8 March, 1989. (7 papers presented that 
were supported by the Project) 

Communication on Mortality - M. Gueye and P. D. Diouf 
Maternal and Child Health - F.G. Mbodji 
Communication on Nuptiality and Exposure to the Risk of Pregnancy - I. 
Sarr and B. Mane. 
Communication on Fertility - A. Gaye and P. N'Gom. 
Communication on Fertility Preferences - Rodriquez 
Contraception and Family Planning - H. Ba. 
Communication on the Methodology of the Survey - Salif Ndiaye. 

Five Applied research Projects co-financed by the Project were completed: 

1. Family Structure in Dakar (Landing Savane) 
2. The Informal Sector in Dakar (Marnadou Ba) 
3. The Role of Training in Youth Employment (W. Badiane) 
4. Population Dynamics and Food Production Problems in Senegal (Babacar 

Mane) 
5. Survey of Abortion in Pikine (Papa Demba Diouf) 

Four Technical Assistance trips to Dakar for the 1988 Census of Senegal (USBUCEN): 
data processing and PES. 

Six technical assistance trips to BNR and for Village Monographs by ISTI's demographic 
consultant. 

Collaborative Study by PSFP, BNR, and the Center for Population and Family Health 
(CPFH) at Columbia University was completed in July 1989, entitled "Analyse des fiches 
de Consultation des Centres de Planning Farniliale en Tant QuYOutil de Gestion du 
Programme". 

Preliminary Results based on monval counts of the 1988 Census published, December 
1989. 

Two census staff received demographic and computer training (one short term - Cheihk 
Gueye on managing information systems on computers at the Center for Social 
Development in Chicago 17 August to 22 SeptTmber; and one long term--received 
masters training in demography at Brown University) 

Seven BNR/BI/DPS staff were trained by U.S. Bureau of Census consultants in the use 
of ATLAS*GRAPHICS and ATLASeDRAW software to produce thematic census maps. 



First Village Monograph Study conducted in Thies on demography, IEC and family 
planning in rural areas. Field work was completed and report was finished during the 
year. 

Urban Family Planning Survey 1990 fieldwork carried out (March-June 1990). 

Methodology for regional demographic studies was completed and design for a regional 
demographic survey in St Louis and Louga was prepared. 

Six Technical Assistance trips to Dakar for the 1988 Census of Senegal (USBUCEN); 
thematic mapping, data processing, PES, master sample design and editing software 
programs CONCOR and CENTS4. 

Three technical assistance trips to BNR and for Village Monographs by ISTI's 
demographic consultant 

Two long-term training of census staff began in 1990: Chief of data processing at the 
Bureau Informatique of DPS started a Master's program in management information 
systems and another staff member began a training program of maintenance and repair 
of micro-computers and elaboration of computer systems. 

Two staff members of BNR/BI/DPS participated in a summer workshop organized by 
U.S. BUCEN on IMPS. 

Work-study visit of a statistician from the BNR to prepare to co-teach with a statistician 
from the US. Bureau of Census a seminar in data presentation techniques. 

In-country serninar/workshop/training on census data presentation was held from 3-10 
August, which included 11 regional staff members from DPS. It was co-taught by the 
U.S. Bureau of Census and a statistician from BNR. 

199 1 (Accomplished and planned activities) - 
Three technical assistance trips to Dakar for the 1988 Census of Senegal (USBUCEN). 
Two of them from a Data Processing Advisor in January and June and one from a 
Mathematical Statistician. The purposes of these trips were to obtain final census 
tabulations, to assist in implementing the master sample design and the final coverage and 
content of PES tabulations, and to assist with Integrated Microcomputer Processing 
System (IMPS) software applications for ESAM. 



Work study visits to BUCEN by two DED staff members for demographic analysis of 
census data for six weeks. 

Second Village Monograph Study field work completed (Thies and Fatick) and seminar 
held in January 1991. 

Between 1988 and 1991: Sixteen 1988 census reports and documents were produced by 
BNR. In addition to the census reports already published, four special analyses of the 
census data are now underway or planned for the summer 1991: 

1. Fertility and Mortality Analysis-Salif Ndiaye (INED/Paris) 
2. Migration and Urbanization - Cheihk Gueye (CERPOD/Bamako) 
3. Employment - Momodou Ndiaye (CERPOD/Bamako) 
4. Social Characteristics - Edmond Rodriquez (BNRDakar) 

BUCEN statisticians are planning to present two workshops at DPS: a data users and 
producers workshop (concerning census data dissemination); and a statistical analysis 
workshop with emphasis on the 1988 census data. 

Dissemination Seminar of 1988 Census results and special analyses is planned for 
December 199 1. 

U.S. Bureau of the Census statistician/demographer to provide technical assistance to the 
DPS in establishing a database on women's statistics using the census data. 

Two technical assistance trips to BNR and for Village Monographs by ISTI's 
demographic consultant. 
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Family Health and Population - (685-0248) 

ARTICLE I1 - OBJECTIVE 

The purpose of this final evaluation is to assess project impact 
and to review the progress made towards achieving the outputs 
and the objectives of the project after five years and five 
months of implementation. This evaluation will answer 
programmatically important questions about project design, 
program management, the level and appropriateness of technical 
assistance as well as the timeliness and appropriateness o f  
project inputs. Finally, this evaluation will recommend future 
interventions in family planning/family health that should be 
supported. 

ARTICLE I11 - STATEMENT OF WORK 
ACTIVITY TO BE EVALUATED 

Project Name: Family Health and Population 
Project Number: 685-0248 
Authorization Date: 
Grant Agreement (G.A.) dated July 31, 1985 $9,450,000 
G.A. Amendment No. 1 dated August 22, 1986 $10,550,000 
G.A. Amendment No. 2 dated June 10, 1987 $600,000 
Life of Project (LOP) funding: 

Total USAID: .$20,600,000 
GOS, in kind and counterpart: $7,400,000 

Life of Project Funding: 
Amount obligated: 

USAID: $20,600,000 
GOS: ' $220,000 + in-kind contribution 

Project Assistance Completion Date (PACD): June 30, 1992. 

The Evaluation Team will: 

A. Review data from the Demographic Health Survey (DHS) 
1989, the Urban Knowledge, Attitude and Practice (KAP) 1990, 1988 
Census data and other existing documentation in order to assess 
the project impact on fertility reduction. Review project data in 
order to project contraceptive utilization, couple year protection 
(CYP), and number of births avsrted as to review the "drop out 
survey" initials results to project continuation rates. 
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B. Review the nature and level of planned outputs as 
identified in the Project Paper and the Logframe in terms of 
feasibility and importance to the program purpose. Determine 
whether key assumptions remain valid. Recommended any changes in 
quality or quantity, and any additions or deletions that appear 
appropriate. 

C. Review the level and timeliness of planned inputs, 
both GOS's and USAID's in terms of feasibility and of importance 
to the attainment of the purpose. Determine whether key 
assumptions remain valid. Recommend any changes in quality or 
quantity, and any additions or deletion that appear appropriate. 

QUESTIONS D-E SHOULD BE ANSWERED SEPARATELY FOR FAMILY PLANNING 
CLINICAL SERVICES (BOTH PUBLIC AND PRIVATE); STD/AIDS; IEC; DATA 
BASE ACTIVITIES AND WID COMPONENT (as appropriate). 

and 
Fro 

gen 
j ect 

D. Assess strategy and plans for attaining the purpose 
erating anticipated outputs over the remaining life of the . Determine whether key assumptions remain valid. Are the 

purposes likely to be met and the outputs produced in the time, 
and with the resources available? Identify any areas that appear 
weak, and any that may appear over-emphasized. What changes, if 
any, are recommended. 

1) In the context of strategy, give attention to: 

training/staffing; 
public/private sector emphasis; 
"qualityu vs "quantity" of centers of services; 
"inactivesu (the drop-outs); 
IEC methodologies, e.g. mass media vs personal 

contact; 
GOS policy/attitude change; 
sustainability issues: 
- treatment; 
- drugs, diagnostic and contraceptive supplies; 
- recurrent costs (administrative). 
use of technical assistance. 
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2) Assess the roles attributed to MSPAS, BNR, VSPP and 
assess implementing strategy for each of the project 
components; of ISTI and the U.S. Bureau of the Census (BUCEN) 
for data base activities. 

3) In reviewing plans for attaining the project purpose 
and generating anticipated outputs over the remaining life of 
its project, focus on the nature and completeness of the 
planning as well as the content. Do plans clearly show that 
levels of input (including key staff time) required for 
various activities are known and taken into account, 
particularly as the pace of implementation accelerates? 

E. Review current GOS/ISTI/USAID management structures, 
practices and relationships in terms of how helpful they are for 
the successful attainment of purpose and output targets. Identify 
and action that might be taken to make them more effective. Give 
particular attention to the following items: 

1) PLANNING: Process. Participants and roles. 
Communication. Implementation of plans. Follow-up. 

2) SERVICE DELIVERY: Definition of the type of 
performance. Inaicators and standards; monitoring 
process. Quantity and quality of services; corrective 
processes. 

3) SUPPLY SYSTEM: Effectiveness: central, regional and 
local. Appropriateness for expected levels of activity. 

4) MANAGEMENT INFORMATION SYSTEM (MIS): How 
adequately/correctly does it describe resource use; 
outputs.and progress? How is it used by management? 
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F. Identify any policies, practices, structures or other 
aspects of involved government agencies that may be (or may 
become) impediments to the successful attainment of purposes and 
output targets. Identify any offsetting or corrective actions 
that should be considered. Issues for attention include at least: 

* inter-ministerial coordination/collaboration; 
R staff transfer practices; 
* supervision (process vs results oriented) 
* pharmaceutical supply system; 
x role of different service providers in family 

health/planning services. 

G. Assess the project purpose. Do the indicators 
anticipated appear to be reasonable? What changes, if any, should 
be made? How can this evaluation help design of the new project? 
Recommend future potential of USAID assistance in this sector. 

H. Assess what has worked and what has not worked and 
the relative effectiveness of the various interventions to assist 
USAID in planning for our future role in the population sector. 

Given the importance of gender considerations in 
assessing the "people level impacts" of the Family Health and 
Population project in the future, the Evaluation Team will 
document the differential participation of men and women at each 
level of project activity subject to the availability of data. 
Special attention will be given to documenting on a gender 
disaggregated basis the participation by men and women in project 
activities/components. Based on this analysis, the Evaluation 
Team will draw conclusions regarding the principal constraints to 
effective participation by men and women in project activities, 
and will draw conclusions regarding opportunities to maximize 
effective participation by men and women in Population activities 
in future A.I.D. - funded projects in Senegal. 
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BRTICTsE IV - REPORTS 
The questions to be answered in the SOW are extensive and cannot 
all be addressed to the same level of detail and completeness. 
Therefore, the evaluation team will meet with a joint USAID/MSPAS 
advisory group to assess the relative importance of the expected 
evaluation and prepare a modified SOW (Table of Contents of 
evaluation report) for review by the advisory group at the end of 
week 1. 

The preliminary conclusions and recommendations will be orally 
presented in English and French at a pre-departure briefing 
organized by USAID, and a draft report in English and a draft 
Project Evaluation Summary will be submitted to USAID prior to the 
departure of the team. Five copies of the final report in English 
will be submitted to USAID/Dakar for review and comment within 45 
days of departure of the Team Leader. 

The  valuation Team Leader will be responsible for completing the 
Abstract and Narrative sections of the A.I.D. Evaluation Summary 
form. Detailed instructions for completing theses sections of the 
form will be provided to the Contractor in USAID/Dakar together 
with A.I.D.'s required format for evaluation reports. 

ARTICLE V - TECHNICAL DIRECTIONS 
Technical directions during the performance of this delivery order 
will be provided by USAID/Senegal Evaluation Officer , pursuant to 
Section F. 3 of the IQC contract. 

Under the supervision of USAID/HPNO and the general guidance 
of the USAID Evaluation Officer, Chief of Party will direct 
contractor and Senegalese members of evaluation team. 

Cooperating Country Liaison Officials: Commandant Aboubakry 
Thiam, CT Family Planning; Commandant Lamine Cisse Sarr, 
Directeur de la Sante Publique; Dr. Alassane Nakoulima, MSPAS; 
Mme. Marieme Diop, MSPAS; Mme. Awa Thiongane, MEFP/DPS. 

A.I.D. Liaison Officials: Dr. Mary Ann Micka, Chief HPNO under 
the direction of USAID's Deputy Director and Director and in 
coordination with USAID's Evaluation Officer; Contractor: ISTI 
(Tim Rosche). Linda Lankenau, Deputy Chief HPNO w i 1 . 1 .  backstop 
the team and provide day to day guidance. 
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ARTICLE VI TERM OF PERFORMANCE 

A. The effective date of this delivery order is March 27, 1991 
and the estimated completion date is June 27, 1991. 

B. Subject to the ceiling price established in this delivery 
order and with prior written approval of the Project Manager 
(see block 5 of the Cover Page), Contractor is authorized to 
extend the estimated completion date, provided that such 
extension does not cause the elapsed time for completion of 
the work, including furnishing of all deliverables, to extend 
beyond 30 calendar days from the origi'nal estimated completion 
date. The contractor shall attach a copy of the Project 
Manager's approval for any extension of the term of this order 
to the final voucher submitted for payment. 

C. It is the contractor's responsibility to ensure that Project 
Manager-approved adjustments to the original estimated 
completion date do not result in costs incurred which exceed 
the ceiling price of this delivery order. Under no 
circumstances shall such adjustments authorize the Contractor 
to be paid any sum in excess of the delivery order. 

D. Adjustments which will cause the elapsed'time for completion 
of the work to exceed the original estimated completion date 
by more than 30 days must be approved in advance by the 
Contracting.0fficer. 
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PROJECT 'SIGN SUMMARY 

LOGICAL FRAMEWORK 

Life of Project: 
From FY 85 to FY 92 
Total U.S. Funding 20,000,0( 
Date prepared: 5/13/85 

Project Title & Number: Family Health and Population (685-0248) 

Inputs: 

Technical assistance 

Training 

Commodities 
a) contraceptives 
b) other 

Construction (renovation) 

IEC activities 

Operating expenses 

Account ing/f inancial management 

Evaluation 

Contingency and inflation 

GOS - 
1. Personnel 

2. Facilities 

1 

Implementation Target (Type & Quality) ! 

348 pm LTTA 
50 pm STTA 

240 pm LT training 
500 pm ST 
70 in-country seminars & workshops. 

$l,667,OOO 
$2,457,000 

106 health facilities renovated. 

$1,082,000 

$2,727,000 

$500,000 

$150,000 

$3,311,000 

$7,457,000 
By 1992 550 personnel (profesional 
and non professional) equivalent 
working on project activities. 

By 1992, family health services being 
provided in 126 facilities for which 
GOS is paying operatinspst 

! 
I 

I 

1 

Financial and monitoring ! 
reports. I 

Evaluat0 & project reviews. ! 

Functioning centers and 
headquarters. 

Monitoring reports. 
Site visits. 

Assumptions for achievil 
inputs 

GOS will make time of 
personnel available. 

GOS will provide 
facilitates & assure an 
increase propq~r+on qf 
basic operati xpenses 



I. . 
%... d NARRATIVE SUMMARY : OBJECTIVELY VERI~:, Xi E INDICATORS ! MEANS OF VERIFICATION : IMPORTANT A: 'TIONS -------------------------------------- : .................... :4&: - - - - - - - - - - -  ----! --------,----- A .a%, r -----,-- 

ACHIEVEMENTS I INDICATORS I VERIFICATION 1 ASSUI.IPTIONS 
----------------------------------------*----------------,-----------------------~---------------------------~--------------------------- 

1 I I 

. LONG TERJ GOAL: Achieve population growth rate ! Reduction in Senegal's Crude Birth 1 Demographic surveys by BNR. ! GOS continues support for 
which does not exceed projected increases in ! rate (CBR) from 48 to 42 births over ! Final project evaluation. ! family planning program. 
agricultural output & GOS ability to provide 1 1000 by the end of the project. I 1 

1 I 1 

Project goal: Improve health of Senegalese women : Reductions of 10% in infant & maternal 1 Demographic surveys .by BNR. ! Basic preventive health 
and their children through more effective birth ! mortality and morbidity. ! Final project evaluation. ! programs for children 
spacing and to achieve population growth rates 1 - Improvement in children's nutrition ! : suceed in lowering infant 
consistent with GOS ability to provide for basic I a1 status. 1 ! mortality rate. 
health and social services. : - Reduction by 30% in high risk : 1 

: pregnancies. 1 1 

----------------------------------------l----------------------------------------I-,-------------------------~-------------------------- 

I I 1 

. PURPOSE: 1 

) Public and private sector carrying out an I 

effective nationwide family planning program : 
by 1992. 1 

1 

) Sufficient demographic survey and analytic I 

capability exists to inform policy makers of 1 
the impacts of rapid population growth. I 

1 

I 

I 

_-------------------------,-,-----------------,--I-- 

. OUTPUTS: . Nationwide system of family health services 
delivery. 

. Consolidation & expansion of service delivery. 

outputs: 

I Training 
) Physicians trained in family planning & treat- 
ment of sexually transmitted diseases and 
infertility. 

la) Safe and effective contraceptive ! 
services provided by the public and : 
private sector to 200,000 couples. I 

lb) Family planning services available I 
in all 10 regions. I 

la) Consolidation & expansion of 
service delivery in the 22 original 
centers. 

lb) Expansion of number of MSD/MOH 
centers in original 6 regions by 10 
per year to a total of an additional 

lc) In years 1989-1992, addition of 2 
2 MSD/MOH centers in each of last 4 
regions (8 centers) in coordination 
with UNFPA. 

Id) Renovation & minor construction 
as needed for the above 92 centers. 

le) Commodities delivered on time, 
where needed. 

If) Establishment of commercial ratail 
-? 

Magnitude of Outputs 

a) At least 20 physicians trained. 

Periodic surveys & I GOS will provide staff & 
statistics & collection of 1 facilities necessary for 
statistics. Project evalu- I family planning project. 
ations. Monitoring reports ! 
Availability of documents- : GOS will allow publicat0 
results. ! of census. 

t 

t 

1 I 

, , 
! Periodic survey & statistics: 
1 & collection of service I 

! statistics. 1 

1 1 

: Project monitoring/site ! 
! visits. Annual project 
: reviews. 1 

I I 

! Project evaluation. I , , 
1 1 

I 1 

I 

: Engineer inspections. , 
I 

! Receiving reports submitted.! 
1 1 

! Visits to retail outlets. 
: 
: 
I 

I 

I 

! 2. (all points) - Project 
! monitoring reports and 
! evaluations. 
1 

: Annual project reviews. 
I 

Private/public sector 
interested in & capable 
of involvement in family 
planning. 

MPHSA continue to 
collaborate. 

SMO can handle procure- 
ment of contraceptives; 
contractor, other procure 
ment. 

Assumptions for achieving 
Outputs: 

2a. Sufficient number of 
physicians available and 
interested in family 
planning. 



Nurses and midwives trained in clinical skills ! 
program in management, and in pedagogical skills.! 

I 

1 

I 

1 

Logistics, supply, & statistical staff in hand- : 
linglstoring commodities & in keeping records. ! 

1 

I 

IEC personnel in all aspects of developing and ! 
managing a complete I E C  program. I 

I 

I 

I 

Pharmacists & other private groups in providing ! 
family planning materials and information. I 

I 

Health post & health hut personnel in family I 
planning concepts. 1 

I 

Demographers (BNR) in census methodology. I 

I 

GOS planners and policy makers in relating I 

population growth to development objectives. I 

1 

I 

Natural family planning (NFP). I 

1 

b) 140 nurses, 140 midwives, 140 I 

auxiliary trained in clinical skills ! 
- 50 trained in FP management, I 

record keeping & data collection. ! 
- 20 nurse/midwives trained as 1 

trainers. t 

I 

C) 100 logisticians & support staff : 
trained. I 

1 

I 

d) 140 I E C  agents trained in-country, ! 
including outreach workers and 1 

national level mass media specialists,! 
& 35 I E C  agents trained overseas. 

2 workshops/year for pharmacists & 
other private & parastatal sector 
groups. 

25% of health posts providing 
family planning services. 

- 2 long-term overseas trained. 
- 7 seminars/workshops on computer/ 

statistical methods in-country. 

5 development planners trained. 

An annual workshop on FP. 

I E C  materials & activities: 
Information, materials & programs made available ! 3a) I E C  training, preparation and 
through clinics, community education & special ! distribut" of IEC materials will be 
groups. ! occuring in all 2 of the MSD/MOH 

I existing at the beginning of the 
I project. 
1 

Use of radio, TV, newspaper & magazines. ! By the end year 7, the full range of 
! I E C  activities will be occuring in 
! 10 regions. 
I 

Family life education for youth. : 3b) By year 3, regional radio broadcast;: 
! by the project mid-national level ! 

level radio broadcasts; & televised : 
broadcasts. Implement I E C  efforts ! 
through establishing televised ! 
broadcasts. 1 

1 

Establishing family health educatO ! 
program for secondary school students.! 

I 

Participation in workshops. ! 

Improved record keeping 
systems. 

National/regional family 
planning radio programs, 
product" of I E C  materials, 
knowledge of FP. 

Workshops held. 
NGO projects funded. 

FP availability in rural 
areas. 

Improved demographic data 
base. 

Workshops & presentations 
to high level GOS policy 
makers. 

3a 1) Project monitoring & 
visits. 

2) Inspection of I E C  
materials. 

3) Project evaluations. 

3b) TV & radio broadcasts. 

3c) Monitoring reports - - 

Inspection of curriculum. : 
I 

2b. Sufficient number 
of midwives & related 
personnel interested in 
& available for FP trg. 

2c. Trainees will 
continue work in family 
planning. 

2d. MSD will allot a 
sufficient number of 
outreach-workers for 
family planning. 

2e. content of work- 
shops relevant for 
Senegal. 

2f. GOS will approve 
nurses increased role 
in FP provision. 

2g. Sufficient personnel 
interested in & available 
for statistical training. 

2h. GOS political leaders 
interested in ~op/~evelop 
ment presentations. 

3a) MSD will allot a 
sufficient number of 
I E C  personnel. 

3c) GOS will permit 
family health education 
program. 



I 1 

) In-service, pre-service training and study tours ! 3d) Renovat" & proviso of equipment as ! 
of project staff & political & religious leaders.! required in the MSD/MOH centers 1 

I pa;ticipating in the project. I 
1 I 

. Treatment of sexually transmitted diseases 
(STD) and infertility. 

. Support to women's groups for income-generating 
activities combined with family health educat0. 

. Undertake operations research. 

. Non-governmental sector Family planning 
activities implemented by PVOs and a variety 
of other organizations. 

. Enhanced demographic data base to improve 
development planning. 

! 70 political & religious leaders & I 
: project staff sent on study tours. ! 
1 I 

I , 
: a) Provide STD treatment to at least I 
! 30,000 patients. I 

I 

! 4a) 5 physicians & medical faculty I 

! trained in STD and infertility 1 

! 3.5. m. per year. I 

1 1 

I 1 

! b) two regional centers equiped and : 
! materials provided. I 
1 1 

: c) Improved referrals from health I 

! centers & health posts to STD centers.! 
1 ! 
! d) Refurnish & equip STD center at I 
! Le Dantec Hospital. I 
I I 

! e) Equip 27 health center for STD I 

I diagnosis. I 
I : 
! 5a) 62 small projects over LOP. 1 

I : 
I 

a) OR study to assess the effective- ! 
ness of integrated community based ! 
program (in Pikine, Kaolack, Fatick). ! 

I 

b) Feasibility study to assess a I 

national &adequate distribution of ! 
contraceptives. I 

I 

c) Bio/medical/psycho social research ! 
studies as needed. 1 

I 

B. 30,000 acceptors by and of project. ! 
I 

! C. Assist 1987 Census by: I 

! 1)- design & pretest question I 

! - produce updated census maps 1 

! - install software packages & I 

: provide micro computers to assist : 
f in the editing, tabulating, I 

! presentation & analysis of the I 

1 1987 census I 

3d) Monitoring reports 
Debriefing and reports 
of participants. 

For all items under 4: 
Monitoring reports 
Project reviews and 
evaluations. 

Monitoring reports 
Project reviews. 

N.B. Project monitoring 
reports evaluations, and 
project reviews. 

1) Project monitoring 
reports. 

! Collaborating countries 
! will permit visits. 
I 

I 

, 
I 

1 

I 

! IEC regional coordinators 
: take responsibility to 
1 

I initiate projects. 
t 

1 

1 1) GOS will publish re- 
I sults of census & surveys 
I 



I 

2) Workshopslseminars to educate I 

development planners throughout the : 
GOS on the impact of rapid populatD : 
growth on sectoral goals. I 

1 

3) Support periodic surveys on project ! 
on family planning, MCH, & demographic ! 
trends. 

4 )  Support 
reports. 

5) Updated 
for public 
completed. 

6) Support 

: 
: 

a national DHS. I 

I 

I 

RAPID model/presentation ! 
& private sector audiences ! 

I 

seminardresearch held I 

during project on impact of rapid I 

population growth on development in ! 
and the effect of cultural factors on 1 
on family planning acceptance. I 

I 

2) Attendance at seminars; 
monitoring reports. 

3) Attendance at workshops. 

4 )  Examination of survey 
reports. 

5) Attendance at presentat' 

6) Attendance at seminars. 

2 )  Content of workshops 
relevant to GOS planners. 

3 )  Availability of 
computer hardware and 
software. 

4 GOS will allow free 
access to survey results. 

5 + 6 Models and seminars 
are relevant to Senegal & 



ANNEX B-2 

Amendment of May 13, 1985 



LOGICAL FRAMEWORK 

Pro jec t  T i t l e  & Number: Fcmily 'Health and ~ b ~ u l a t i o n  685-0248 

L i f e  of P ro j ec t :  
From FY 85 t o  PY 92 
T o t a l  US Funding 20,000,000 
Date prepared 5/13/85 

. . 
! OBJECTIVELY VERIFIABLE INDICATORS ! MEANS OF VERIFI- ! IMPORTANT 
1 

I . CATION ! ASSUMPTIONS 

* . 9 

ACHIEVEMENTS . INDICATORS ! Vl2UPICATION ! ASSUMPTIONS 
1 . 1 1 

I. LONG TERM GOAL: Achieve popula- Reduction i n  Senegal 's  Crude B i r t h  Demographic sur- GOS con t inues  
t i on  growth r a t e  which does r a t e  (CBR) from 48 t o  42 b i r t h s  veys by BNR. suppor t  f o r  f ami 
not  exceed projected increases  over 1000 by t h e  end of t h e  F i n a l  p r o j e c t  l y  p lanning  
i n  a g r i c u l t u r a l  output and GOS p r o j e c t  . eva lua t ion  program. 
a b i l i t y  t o  provide f o r  basic 
h e a l t h  and s o c i a l  services. 

P ro j ec t  goal: Improve heal th  of  
Senegalese women and t h e i r  
ch i ldren  through more e f f ec t ive  
b i r t h  spacing and to'achieve 
population growth r a t e s  . 
cons i s t en t  with GOS a b i l i t y  t o  
provide f o r  bas i c  heal th  and 

Reductions of 10% i n  i n f a n t  and 
maternal  mor t a l i t y  and morbidi ty  
- Improvement i n  c h i l d r e n ' s  

n u t r i t i o n a l  e t a tu s .  
- Reduction by 30% i n  h igh  r i s k  

pregnancies 

Demographic Basic  p reven t ive  
surveys  by BNR. h e a l t h  programs 
F i n a l  p r o j e c t  f o r  c h i l d r e n  
eva lua t ion  suceed i n  low- 

e r i n g  i n f a n t  
m o r t a l i t y  r a t e  

. . s o c i a l  s e rv i ces  
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Id) Renovation of 106 centers Engineer 
completed by 1992 inspectiona 

le) Commodities delivered on time, Receiving 
where needed. reports 

submitted 

If) Establishment of commercial 
retail sales project if study 
indicates appropriate. 

Visits to retail 
outlets 

,k . , .- , 
P* -. r. 

SMO can handle . f; T ,  . 
. I .  

procurement .' '. ; 
, 'y 

of contraceptives; I... 

contractor, other t 4' 

procurement 
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ANNEX C 

Evaluation Ouestionnaires 



ANNEX C- 1 

Family Planning Clinical Services 



ANNEX C- 1 

Evaluation Questionnaire--Family Planning Clinics: 11 Services 

A. Family Planning Sites 

At the PF Center 

Is there a waiting room in the center? 

Is there enough space for the consultants (patients)? 

Toilets for the consultants? 

Posters and other visual aids? 

Leaflets and booklets for the consultants? 

Consulting Room 

*Preservations of the consultants privacy? 
*Availability of contraceptive samples (for demonstrations)? 
*Availability of booklets, leaflets, magazines for service providers? 
*Light? 
*Water supply? 

Restoration or construction work carried out in the center? 

Quality of the existing infrastructure? 

Does the center need improvements? 
*if yes, in which area? 

At the laboratory 

1. Is there adequate space for lab activities? 
*if yes, why? 

2. Is there adequate equipment? 
*if no, what is missing? 

3. Have improvements been made? 
*if yes, in which area? 

4. Note other constraints. 



Family planning equipment 

1. Is there enough equipment for the center to provide good quality services? 

2. List of needed standard equipment as compared with the existing equipment. 

3. Which sterilization process is used for FP equipment? Indicate the process, the 
time, the temperature, etc. for: 

*syringes and needles 
*metal equipment (speculum, forceps, scissors etc ...) 
*gloves 
*examination table 

4. Special problems and constraints. 

B. Training 

1. Number of people trained in key professional categories such as family planing 
clinical services, health and population management, communications, etc. 

*Doctors 
*Midwives 
*Nurses 
*Social woskers 
Others 

2. Number and types of training seminars. Determine objectives of seminar and 
number and types of trainees. 

3. Number and types of study missions. Determine places visited, profile of trainees 
and objectives of mission. 

4. Number and type of retraining services. Determine types of training and trainees. 

5. Who decides on the cuniculum of health agent's tsaining and which agents 
participate in the tsaining? 

SFE 
IDE/AS 
TS 
Doctors 
Other 



Which areas :ed further attention? 

*Clinical (theory and practice) 
*IEC 
*Management 
*Training 
*Other 

Are there problems which specifically relate to this training? Which are they? 

What do trainees think about the training they were are provided? How could 
training be improved? 

What is the cuniculum and training modules introduced into FP training centers? 

Problems relating to the introduction of FP in training centers. 

How was FP integrated in the school curriculum? 

If yes 

enumber of hours 
*scheduling 
*ratio of theory to practice 

Had students been previously trained in family planning? 
*if yes, how many? 

How have trainees pelformed in the field? 

What support has the project given for the introduction of FP in the training 
schools' curriculum? 



Clinical services 

Contraception 

1. Days and schedule of FP activities? 

2. Numbers and percentages of hours for FP activities? 

3. Organization of activities 

*reception 
*registsation of consultants (patients) 
*counselling and examination 
*prescription of methods 
*follow-up activities 

4. Are there systematic laboratory examinations in this center? 

5. Types of available contraceptive productions and cost services? 

6. Performance of the agents--very good; good; average? 

*Reception 
*Counselling 
*Questioning 
Clinical examination--general breast, gyneco, etc. 

7. Selection of the appropriate method 

*Administration of the method 
contra-indications 
introductions 
IUD insertion technique 
injection technique (Depa-Noristerat) 

*Follow-up activities 

control the follow-up parameters 
satisfaction with the method 
DDR, weight, TA 
correct use of the method 
CAT for side-effects 
periodicity of the follow-up activities 



*Is there a system for finding consultants who did not come to their appointments? 
If yes, describe the system? 

8. What is the relationship of the PF Center with other SMI services? 

*Maternity 
*Nutrition 
*CNP 
*PEV 
*Consultation of deceased childsen 

9. What is the integration of FP in MCC (SMI) activities? 

1. What is the frequency of STDs among consultants? 

2.  Perfoimance of the agents in the diagnosis and treatment of STDs and infertility? 

3. What is the relationship of clinical personnel with the lab seivice and the 
importance of lab analysis in the diagnosis and treatment of STDs and infertility? 

4. Is a sufficient supply of appropriate hugs  available for the treatment of STDs? 

5. Do clinicians systematically treat all other contacts for each STD case? 

D. The Health Information Svstem 

1. Is there a patient card-index system? 

2. What is the organization;n of this system. 

3. Is there a manual for the elaboration of files, registers and periodic reports? 

4. Evaluate the cards, registers or other bases of the report you ase sing in this 
program? (content, format, etc.) 

5. Describe the types of consultants 



6. How are consultants called who attended the center in the past and comes back? 

7. How are consultants counted who attended another center and comes to a new 
center for the first time? 

8. A consultant who benefitted from the services of another center and comes to your 
center for temporary services? 

9. A consultant who uses a contraceptive method which is not available in the center 
and has a prescription? Is she registered? 

10. What were the numbers in the latest (December 1990) report? 
FP Consultants Total 
STD Consultants Total 
Infertility - 

1 1. Is there report on FP only? 

12. If no, is it part of the other SMI activities? 

13. What is the purpose of this data collection? 

14. To whom are reports sent? 

15. Is there any feed-back from higher authorities? 

16. Do PF Centers carry out an initial analysis of the data collected? 

17. If yes, do they help you make better decisions for the improvement of services? 

18. Problems and constraints in the collection of population service data? 

19. Suggestions for the improvement for services. 

E. Supervision 

1. Is there a supervision system? 
*if yes, describe the system (actors and components) 



2. FP Center 
*Who supervises the Center? 
*Frequency of the supervising activities? 
*Is there a supervision instrument? 
*Is it an integrated approach (FP only)? 
*If no, does it involve other SMI components? 
*Is there a feed-back mechanism? 
*If yes, describe the mechanism 

3. Which sectors of activity constitute the object of supelvision during your visits 
to the FP center? 

4. What are the constraints to the execution of supervision programs? 

Reference Systems 

1. Are some cases sent into a reference structures? 

2. If yes, which cases? 

3. What is the reference structure? 

4. Is there any feed-back concerning those cases? 

G. Questions For Doctors and Coordinators 

1. What are your activities in relation to PSFP? 

2. Time dedicated to FlP (%) 

3. Did you get any FP training? 

4. If yes, which type of training and when? 

5. Did you have any recycling session 



6. Could you describe your supervising system? 

7. Did you ever get any results of the various studies which have been carried out 
on SMI/PF? If yes, which results? 

8. Did you use those results to make decisions destined to improve the 
implementation of FP programs? 

9. Make a brief description of the current situation in the delivery of FP services in 
your region (Programs, management, epidemics and public health) 

10. Problems and constraints at all levels. 
*Region 
*Center 

H. Questions for Consultants (Patients) 

1. How long have you been using a modern contraceptive method? 
1 year 
> 2 years 5 5 years 
> 5 years 

2. Do you think that the opening days and hours of the clinic are convenient? 

3. Are you satisfied with the services provided? 
*explain 

4. Are you satisfied with the reception you get at the clinic? 
.explain 

5. What do you think of your relationship with the person? 
*explain 

6.  What do you think of the cost of services? 
*very expensive; reasonable; cheap? 

7. How long do you wait before service is provided? 
- 14 - 30 IIXI 
- 30 - 60 IIXI 
- > 1 hour 

8. Do you have any suggestions for the improvement of the services? 
*if yes, indicate your suggestions 



9. Do you think that it is good to separate FP from other SMI activities? 
*explain 

10. Do you think that FP is good for the health of mothers and/or children? 
*explain 

11. Would you recommend your daughter or your or your sister to practice FP? 

12. Did you need or have your husband's approval for the use of an FP method? 
*explain. 

13. Is there any other person, besides your husband who influence your decision (for 
or against) to use a modern FP method? Indicate whom. 

I. Questions for Community Leaders 

1. What do you think of FP? 

2. What is your relationship with FP centers? 

3. What do you think of services provided by MCC/FP (SMWP) centers? 

4. Do you have suggestions for the improvement of FP sel-vices? 
*if yes, which suggestions? 



ANNEX C-2 
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ANNEX C-2 

Evaluation Questionnaire-Commodity and Contraceptives Logistics 

A. What types and quantities of contraceptives are currently in stock? If more than one 
manufacturer per item, indicate so. 

B. How are the contraceptives stored? (e.g., thrown together in a desk drawer; sorted by 
item in a locked cupboard.) Are there different types of storage systems, e.g,  a 
dailylweekly stock maintained separately from a larger stock? 

C. Are inventorybin cards maintained for each type of contraceptive? Are they kept up 
to date? Which clinic staff member is responsible for filling out inventory cards. Is 
there any supervisory controls over the inventory system? If bin cards are not used 
describe the way stock movements are controlled. 

D. Review receiving/issuing documents on contraceptives - if any. 

E. Perfom a sample physical count of 2 or 3 items to check veracity of inventory cards 
or other inventory system maintained. 

F. Are any contraceptives expired - or close to being expired? Is the expiration date 
listed on the inventory cards? Do the clinic staff follow the "First-In - First-Out" 
principle? 

G. If clinics have received more than one shipment of any one single type of 
contraceptive with different lot or manufacture dates - do they maintain separate bin 
cards for these items? 

H. How does the SMWF clinic site receivelorder contraceptives? 
*Does the clinic initiate the contraceptive order? (full system.) 
*If so - what order forms do they use; from whom do they order (describe the 
ordering procedure, i.e.: clinic -> medecin chef -> regional/district coordinator 
-> central level) and what approvals are required? 
*On what time frame basis are contraceptives ordered, i.e.: as needed: every 
month; every six months, etc? How long does it normally require to receive 
the commodities after placing the order? 
*Does the clinic staff understand the principle of safetylsecurity stocks as 
against working stocks? How many months of stock do they maintain? 
*Do they always receive the same quantities as they ordered -if not, why not? 



I. How are the contraceptives delivered/transported to the clinic site? (Describe any 
problems in the transport system and discuss options to perform this task, i.e. 
cornrnerciaVprivate vehicles?) 

J. Do stock outages/ruptures occur? If so at what frequencies? What does the clinic do 
if outages occur - what are the reasons/causes for any stock ruptures? (In such cases 
can they "borrow" items from another source - issue 'ordinances' to private 
pharmacies/clinic?) 

The Regional coordinators - do they utilize a push system or combination push/pull? 
*Do they maintain their clinics stock separate from other clinics in their region 
stocks? Months of supply on-hand; how ordered and frequency from central 
level? 
*How (and based on what infosmation/reports/statistics) do they supply the 
clinics in their region? Do they always provide quantities ordered. If not, why 
not? What do they do when their own stocks are low/ruptured? 
*How do they distribute/transport contraceptives to clinics in their region if 
their vehicle/fuel is not available? What are other options? Do they schedule 
regular deliveries? What are the frequencies? 
*On what basis do they report to the central level - what forms/frequencies - is 
1ogisticaVinventory information contained in the reports - is there any centsal 
level feedback on the reports they send? What feedback does the receiving 
officer give on the reports she receives from the clinics under her control?) 

L. At the clinic level what types (and frequencies) of supervisory visits do they receive? 
(From Regional Coordinators, MPHSA/Central level, USAID, ISTI, others?) Are 
supervisory protocols used? Are any inventory management controls undertaken 
during these supervisory visits? 

M. Do they receive contraceptives from other donors? i.e.: UNFPA, IPPF, Pathfinder, 
etc? (List items and quantities) If a client desires a method not in stock, i.e. 
injectables -what does the clinic do? 

N. 19 project staff were trained in logistics - are there any at the clinic? - if so, have 
them describe the training. Do they require additional training? What is their opinion 
of the training (quality and subject) that they received? 

0. Project Coordination: What are the present decisions mode re commodities by GOS, 
Project, ISTI, USAID? Are there any coordination/responsibility/budgetary issues? 

P. Service Statistics: Attempt for the past six or twelve months to quantify the actual 
amounts of individual contraceptives distributed to clients, i.e.: X IUDs, X condoms, 
etc. Reconcile these totals from amounts received by the clinics (use 
shippingh-eception documents) and stocks-on-hand. The purpose of this exercise is to 



determine the amount of "losses" and any explanations there-of. 

Other General Logistical Issues to be Investigated 

How does the central level provide contraceptives to the regions? (push, pull, or 
combination) 

Which new or improved reporting should be recommended? 
*Describe the path reports take emanating from the regional coordinators. What 
does the National Coordinatrice do with the quarterly reports she receives? 
What should she do with them? (e.g. involvement or distribution to the 
Project, ISTI, AID, technical or clinical directors.) 
*Are there sufficient logistical/inventory data contained in the regional repoits 
to enable central level to determine quantities to be sent to the regions? 
*On what basis does the central level distribute contraceptives to the regions? 

a) based on reports? 
b) based on quantities in the central warehouse? 
c) Is there a set schedule for deliveries to the regions? i.e. evely six 

months? 
d) Who prepares actual distribution plans (i.e., Technical Directors, 

Project, National Coordinator, ISTI, Project, AID?) What is the 
role of each of the above in the preparation of contraceptive 
distribution plans; who approves; who receives copies, etc. 

e) Who initiateslarranges for transport - prepares shipping 
documents, arranges PNA truck, fuel, laborers? 

f )  Review shipping forms - who receives/controls the returned 
copies? 

What does the central level do when informed of stock outages in a region? 

How are annual contraceptive orders (CPTS) prepared? Who is involved in the 
process - using what data - what percent for expansion, preparation/sending of CPTS? 
Who receives and controls shipment? Are the 2-way memos sent back? 

In response to the informal logistics audit what is the current status of the central 
warehouse? Are inventory cards filled-out; who has keys; how many people are 
responsible for items in the warehouse and commodity movements inlout of the 
warehouse? Is there a precise understanding of the responsibility process? 

Transport: Can we continue to rely on PNA for their trucks to transport Project 
commodities? If items are lost during shipping - who is responsible? Should we 
budget for 'rented' transport? 



Using the latest service statistics and contraceptives distributed to date, determine CYP 
totals to date. 

Review all contraceptive orders to date, compare to quantities received and review 
contraceptive budget allocation to determine amount balance of funds remaining. 

Attempt to reconcile amount of contraceptives received, distributed to clients, stocks 
on-hand to determine amount of losses. 

Address the issue of approximately 800.000 condoms, many from the Project, being 
sold on black-market. Address the issue of Project staff misappropriating 
contraceptives for personal sales/profit. 

To relieve dependance on AID provided contraceptives, and their cost, review the 
potential for increasing the cost to the client to at least recover costs of contraceptives. 

Is UNFPA distributing, or and plans to distribute, non-AID available contraceptives to 
Project regions? How does the Project determine contraceptive needs for the four 
UNFPA regions? What will be the impact of the World Bank's proposal to supply 
25% of Senegal's contraceptive needs under their new project? 

Review logistical training needs for project staff. 

Review supervisory protocols, schedules, trip reports of central level staff and 
problems, i.e., no fuel, per-diems, etc. 

Review ordering of social marketing condoms (500.000 units) under public sector 
instead of the private sector. 

Investigate possibility instituting within MPHSA one Division 
only responsible coordinating all FP activities for ordering of 
contraceptives for both public/private sectors. 

Push to introduce L MIS (L = logistics) reporting system for Project i.e.: one form 
that contains both service statistics and inventory information. 

NOTE: Many of those, some questions will be asked as regards to private sector 
purchase, distribution, storage and sale of contraceptive. An attempt will be 
made to compare quality, service and cost between the public and private 
sectors. 
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ANNEX C-3 

Evaluation Questionnaire--Information, Education and Communications 

A. Strategy 

1. What is the overall strategy of the Project IEC program? 

is it directed to increasing acceptance? 

increasing continuance? 

is it different for urban and rural areas? 

is there a special strategy for men? women? Urban men? Urban 
women? 

is there an attempt to promote a particular contraceptive method, or are 
all equally promoted? 

what is the communications strategy: child spacing, health of mother, 
economic benefit, child health? 

have different themes been developed for different audiences, such as 
men, young women, etc.? 

of the 6 Project regions, is there a different strategy for each; if so, 
what is it and on what socio-economic differences has it been based? 

what research was carried out to provide information about the target 
population and how was this research used to develop a communications 
strategy? 

2. What is the media/educational strategy designed for each target group of the 
population, defined as in #I, above? 

for whom are the mass media intended? All groups? Influentials only? 

what is the specific purpose of the mass media? To inform, to increase 
knowledge, to effect a positive attitudinal shift? To influence 
behavioral change? 



who are the interpersonal agents in the progam and why were they 
chosen? 

what are the relationships among the public, private, and voluntary 
sectors in the project? 

B. Implementation 

1. How are mass media, interpersonal, audio visual elements of the IEC program 
developed? 

how are they conceived, and by whom? Project staff? Consultants? 
National radio and television personnel? Other, relevant ministries? 

how are they produced? Private sector? Public sector? Did consultants 
play a role? 

how are they disseminated? What is the interpersonal program: who are 
the key actors and who are their supervisors? For mass media, what are 
the formal agreements between producers and disseminators (i.e., the 
Project and National Radio and Television; or the Project and the 
press)? Are dissemination fees charged? For audio-visual and print 
materials, what distribution plan has been established: what materials 
are distributed, in what numbers, to whom, and over what period of 
time? Are materials distributed in series, or simply additional copies of 
the same material? 

how are those involved in any of the IEC program elements trained? 
Where are they trained, by whom, for how long, with what curriculum? 

2. Is the IEC program integrated; that is, functionally relating elements of mass 
media, interpersonal communication, the use of audio-visual and print 
materials? 

have distinct, functional goals been set: i.e., so many new acceptors per 
Region, per length of time? 

what are the monitoring procedures put into place to determine program 
performance? 



3. What is the institutionaVmanagement framework of the IEC component? What 
institutions - Project, public, parastatal, private, community - must work 
together and under what agreements? 

how are Project elements supervised? 

managed? 

financially controlled? 

4. What non-IEC factors constrain the IEC program? 

the organization and management of health center staff? 

logistics - the availability and regularity of delivery of contraceptives? 

administrative, bureaucratic, political environment? 

C. Program details 

1. Interpersonal 

What staff, at what institutional level are the IEC agents? 

What training have they received? and what measures of the quality, 
appropriateness, or sufficiency of this training have been developed and 
applied? 

Was the training comprehensive, and did it focus on: family planning, 
educational methods, the use of educational materials? 

What supervisory system was set up to monitor interpersonal activity? 

Was re-training envisaged and carried out in the Project? 

2. Mass Media 

Who was responsible for conception, development, production, 
dissemination, evaluation? 

What kind of research, pre-testing was carried out? 

What was the final media mix and how was it determined? 



What was the final frequency plan? How many spots, for example, 
over what period of time, using how many stations? 

What was the specific target audience? 

3. Other educational material 

What educational materials were developed for the Project and what did 
they cost (low cost-benefit has been a particular problem for such 
materials)? 

For whom were the material intended? For what specific groups? For 
what use were they intended? Reminder media? As teaching materials? 

Who produced the material? 

4. Management 

Overall Project IEC responsibility? 

Coordination of public, private, volunteer activities? 

Supervision? 

D Data collection? Reporting procedures? 
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Data Base Improvement 



ANNEX C-4 

Evaluation Questionnaire--Data Base Improvement 

A. BNR - Development of Demographic Data Base 

1. How many census reports have been published during the project period? On 
what topics? Has the census data been used for making population policy, 
development planning, and population projections? Have study findings been 
disseminated? 

2. How many training serninars/workshops on census methodology and analysis 
have been held in Senegal for demographers and statisticians? 

3. How many demographers have received short-term and/or long-term training 
abroad during the project period? 

4. How many demographic and health surveys were carried out by BNR during 
the study period? Were the results used for population policy development and 
for the family planning program? Were the findings disseminated? Has the 
quality of census and survey data been good, or improved, during the project 
period? What is the function and utility of the regional surveys and how many 
have been conducted? 

5. How much TA was given to the BNR by the U.S. Bureau of Census and in 
what areas? Was it useful TA and appreciated? 

6. What special demographic studies were conducted during the project period 
(demographic, bio-medical, psycho-social)? Were the results published and 
disseminated? Were the special consultants useful (village monographes)? 

7. Has the BNR budget been expended according to schedule (for data collection, 
training, TA, publication and dissemination)? Did the Senegalese government 
pay for publication, staff, gas? 

8. Are fertility and mortality datdtables available from the 100% results of the 
1988 census? 

9. Are fertility and family planning datdtables available from the 1990 Urban 
family Planning/KAP study? If so, what are the results? 



What do the national census data, the 1986 DHS, 1990 Urban FPKAP study 
and the family planning service statistics, and data on training tell us about the 
progress of the SFHP project during the 1985-91 period? Has contraceptive 
prevalence increased during the period? Has the total fertility rate and infant 
mortality rate been reduced in the project and non-project areas during the 
period and if so, by how much? 

How does the BNR interact with the PSFP, ISTI, and Ministry of Public Health 
in the collection and dissemination of health, family planning and population 
data? Should coordination and cooperation be increased between these 
organizations? 

Has the BNR kept to their deadlines for collecting and analyzing census and 
survey data, and publishing census and survey results? 

What are the BNR, the Ministry of Public Health, and the Family Health and 
Population Project staffs' perceptions regarding the technical assistance 
provided by ISTI and other NGOs supported by USAID (training, computer 
software, management evaluation advice, research and data analysis, provision 
of contraceptives and IEC information, local currency support for data 
collection, etc.)? 

Who makes the decisions on the workplan and execution of the BNR activities 
under the Senegal Family Health and Population Project? Does BNR have an 
annual workplan (regarding studies, training, and TA) ? 

What are the demands placed on the BNR, the Ministry of Public Health 
family planning project centers, and the VSPP center activities from other 
donors (World Bank, UNFPA, IDRC, WHO, private foundation) and NGOs 
(e.g., Population Council, FHI, MSH, JSI, Futures Group, JHU, PRB, IRD)? 
Do these other activities complement or compete with the SFHP project 
activities? Could they be coordinated better? 

B. Population Policy Development - RAPID 11 Program 

16. What has been the progression in the development of population policy for 
Senegal during the 1985-91 project period? Has population, family planning 
and demographic change become an integral part of development planning and 
policy? 



17. What precise demographic targets have been adopted for the country (if any), 
e.g., increase in life expectancy, reduction of infant, child and maternal 
mortality, reduction of fertility and rate of population growth, increase in 
contraceptive prevalence? Are the targets realistic/achievable? Have the 
targets been achieved or on course to be realized? 

18. How many RAPID I1 presentations and impact of population growth seminars 
have been held during the project period? 

C. Family Planning Information System PSFPISNSMI 

How many births were averted as a result of the PSFP? 

What are the number of contraceptive acceptors of each contraceptive method, 
by year and center (govt/SNSMI and privateNSPP)? (new acceptors and active 
acceptors) 

What is the total couple-years of contraceptive protection provided by the 
government centers, the private sector/VSPP, and the commercial sector (use 
imports/distribution/sales figures for commercial sector). 

Has contraceptive continuation and user satisfaction improved during the 
period? Has knowledge and attitudes towards family planning improved during 
the period? Have the quality and availability of family planning services 
improved during the project period? 

What are the standard forms (fiches) used at the government and private 
centers for collecting information on acceptors (e.g., client characteristics, 
counseling, follow-up visits, side effects, drop-outs,etc)? What are the basic 
data collected on these forms? Are the data used for program decision- 
making? 

How do the family planning center staff record, tally, and forward these 
statistics to the regional centers and national headquarters for the project? 

Are PF center staff satisfied with these forms and the system of record 
keeping? If no, what would they like changed in the forms or procedures for 
reporting? Should the forms be simplified? Is more training needed in record 
keepingdata collection? Should the family planning data collection be more 
fully integrated into the general system for the collecting and reporting of 
health data from government health centers? 



26. Have many centers have standardized data collection systems in place (i.e., 
using standard forms)? How many have computerized data bases for monthly, 
quarterly reporting of statistics? 

27. How many nurses, doctors, health workers, clerks, and sages femmes have 
received training under this project, by year of training and duration of 
training? 

28. Who is responsible in the centers, and at the regional and national level for the 
family planning service statistics reporting system? Have there been supervision 
problems in filling out the forms? Are they a low priority? 
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ANNEX C-5 

Evaluation Questionnaire--Private and Para-Public Component 

A. Determine and analyze the goals for each of the categorize of the private and para- 
public organizations (VSPP) that receive assistance from the FHPP. 

Local NGOs 
International PVOs 
Private Doctors 
Private Clinics 
Private Pharmacies 
Private Enterprises that support FP with 
-payment programs 
-SMI/PF centers 
Religious Organizations 
Semi-Public Organizations 

B. What type of FP and health related activities are carried out by the above VSPP 
organizations? How do actual activities relate to their potential role. 

IEC 
Policy development assistance for policy makers . Individual FP Counseling and Advice 
Other health and medical services including vaccinations 
Free or subsidized distribution of contraceptives 
Commercial sale or distribution of contraceptives 
Pre and post natal SMI 
MST analysis and treatment 

C. Determine and analyze the amount and type of external donor, public budget and 
private resources that flow through the above VSPP organizations. What portion of 
VSPP financing comes from the project? What is the relative effectiveness of each? 

D. What is the attitude of participants and beneficiaries for the involvement of the private 
sector in FP activities? E.g., quality, quantity and demand. 

. Senegal's political leadership . Ministry officials concerned with 
-health, and 
-family planning 
Private Sector Actors . Present and Potential Users of FP Services 



E. What has been the relative impact and cost effectiveness of private and para-public 
sector PF activities? 

4 on population planning indicators 
4 relative cost and quality of private sector services 

comparison with similar public sector services 
means of verification exist for evaluating the impact. 

F. What new, different, expanded, or reduced role should be proposed for the private and 
para-public sector in a future FP project? To what extent could the private and par- 
public sector in Senegal substitute for public services or reduce the cost of public 
services? 

G. Should VSPP be a core, portion of Senegal's national family planning effort, or should 
it have a lower priority than some other components in a future project? 

H. What role could the VSPP component play in a national social marketing program? 

I. What would happen to the PF activities of the private and para-public organizations, if 
the project no longer provided them with some measure of support? Are there 
alternative sources of financing? 



ANNEX D 

Justification for, and Notes on. a Field Trip to Kolda and Zipuinchor 



UNITED S T A T E S  A G E N C Y  FOR INTERNATIONAL D E V E L O P M E N T  
USAlD - B P  4 9  D A K A R .  SENEGAL 

Dakar, le 23 avril 1991 

Madame Marigme Diop 
Directeur 
Projet Santg Familiale 
s / c  ISTI 
fJoint E 
D W  

Madame le Directeur, 

Dans le cadre de l'iivaluation du PSFP, M. Jack Packard, expert en logistique, 
se rendra en mission 2 Kolda et 5 Ziguinchor du 28 avril au ler mai 1991. 
Lt6quipe df6valuation sollicite votre assistance pour effectuer un test du 
systsme logistique durant cette visite. 

Pour dgterminer l'efficacitg du systgme de distribution du PSFP et tester la 
possibilit6 d'accroftre les stocks au niveau rggional, nous vous saurions gr6 
de bien vouloir prendre les dispositions suivantes : 

- Contacter les coordinatrices rGgionales de Kolda et Ziguinchor en 
vue de dgterminer leurs besoins en contraceptifs pour un 
approvisionnement de six mois. (Un objectif principal de ce test est 
de dgterminer la faisabilitg de la mise en place d'un stock de 
travail/sgcurit6 de six mois dans les rggions). 

- Affr6ter un camion de la PNA pour transporter les contraceptifs 
dans les deux rggions. Le camion devra 6tre chargg le samedi 27 avril 
1991. 

Avec l'arrivge de 163.000 Conceptrol le 20 avril 1991, il y a suffisamment de 
stocks de Conceptrol, de prgservatifs et de Lo-feminal disponibles dans le 
magasin de la PNA de Dakar pour assurer un approvisionnement de six mois aux 
deux r6gions. D'autre part, il ne semble pas y avoir un stock suffisant pour 
un approvisionnement de six mois en stgrilets et en ovrettes. Par consgquent, 
le nombre exact sera dgterming avec les logisticiens du MSPAS et du PSFP et M. . 
J. Packard les 22 et 23 avril 1991. Un nombre approprig de gants (stgriles et 
non stgriles) sera Ggalement distribug aprGs concertations. 

M. Jack Packard, le membre de l'squipe chargg de la logistique, vous serait 
reconnaissant de bien vouloir l'associer Gtroitement 2 toutes les Gtapes du 
test notamment le dgplacement avec le camion dans les deux r&gions (1'USAID 
s'occupera de l'obtention de l'ordre de mission de M. Packard). Au cours de la 
mission, M. Packard Gvaluera Ggalement la situation logistique/ clinique dans 
ces deux rGgions. - 



Vous remerciant 6 l'avance de votre assistance dans cette affaire, nous vous 
prions d'agrger, Madame le Directeur, l'expression de nos salutations 
distingu6es. 

.- 

/ 

Linda Lankenau 
Kesponsable des Programmes 
de Population 

Ampliations 

* .. . .  Dr. A. Nakoulina, SN/SMI 
Dr. A. Thiam, CT~/MSPAS 
M. T. Roschii, ISTI 

N.B. : Mme. Diop Gtant en mission hors du pays, nous - 
comptons entisrement sur l'assistance du D r .  Nakoulima 
e t  de Mr. Laty Gugye NDoye pour la &ussite de cette 
op6ration. 



ANNEX D 

NOTES ON FIELD TRIP TO KOLDA AND ZIGUINCHOR 

During the last days of the evaluation, at the urging of Mission management, one 
evaluation team member, the logistician, visted clinics and warehouses in the Kolda and 
Zinuinchor regions. Beacause his visit was completed affter most of the evaluation report was 
drafted and because team members did not have an opportunity to fully consider the 
information learned on this trip, the trip report is included as a refrence in this annex 

1. Kolda 

It requires eight hours to drive from Dakar to Kolda. No security problems 
were encountered as some had feared. From the information that was obtained during the 
brief visit, the project in this Region appears to be in serious difficulty. The situation is 
nowhere being attacked since supervisory visits to the Regions have not been made to the 11 
clinic in the region in almost 2 years by Dakar-based staff or by the Regional Coordinator . 
Some of the more important observations on the situation at Kolda are listed below: 

the Regional Coordinator stated she had not visited the 11 clinics for over a 
year and a half due to the cutoff of Project fuel, 

only two visits were made by Dakar-based staff during the past year and a half, 
and these were by the SMI logistician delivering supplies, 

only four of the 11 clinics reported 1990 service delivery statistics; and the 
Regional Coordinator had not sent the Kolda region's 1990 data to Dakar, 

no contraceptives have been distributed during 1991 from the regional 
warehouse, 

98,100 condoms are stored in a hot, unventilated, regional warehouse in Kolda; 
these should be tested for quality in the Dakar laboratory before further 
distribution is made, 

if the condoms prove to be in good condition, most of them should be 
transferred for use in Zinguinchor or another Region, 

there is no inventory control systems at the regional warehouse, and no 
inventory records, 

at only four of the 11 clinics have staff been trained in family planning. 



Due primarily to a dynamic Regional Coordinator, the Project in Ziguinchor 
appears to be operating fairly smoothly. The Coordinator has taken advantage of weekly 
visits of a French doctor based at the regional hospital to regularly visit most of the 11 
clinics. While inventory control systems were found to be inadequate, the Coordinator is 
aware of the problems and is in the process of correcting them. 

Contraceptives and other supplies are delivered by military airplane on a monthly basis 
from Dakar. 

The MIS is operational in Ziguinchor. 
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Government of Senegal Declaration of Po~ulation Policy, April 1988 
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L c  Gouvernernent dv Senkgal, conscient de I'irnportance des problernes demographiques et de 
I'enjeu quSils representent face a ses objectifs de developpement, convaincu que la population, tant dans 
ses aspects quantitatifs que qualitatifs, doit gtre considerbe comme partie integrante et fondamentale 
du developpement dont elle est a la fois Finitiatrice et la beneficiaire, a decide d'elaborer cette politique 
de population qui a ete adoptee aprhs examen par la Commission Nationale de la Population, a la suite 

.: de largcs consultations et dbbats, et approuv6e par le President de la Rkpublique en conseil 
J intern~ir~istl'!riel. 

LC; I. -dbl&tnes de population, touchant par nature a la fecondite, la mortalit6, la reproduction, la 
famille, 19 !dux de croissance, la mobilite et la localisation des personnes, ont ceci de particulier qu'ils 
interpdlm' a la fois I'individu dans ce qu'il a parfois de plus intime.et, dans le m6me temps, la 
cornmu;ia:;te toute entiere., C'est ce qui juslifie leur prise en charge par les individus eux-m6mes qui 
operent dcs choix personnels conformes a leur situation, leurs valeurs et croyances, leurs aspirations, 
et par 1'Etclt qui a obligation de promouvoir le dkveloppement du pays et de favoriser le bien-&re des 
individus et des groupes. 

Les pouvoirs publics, depuis plusieurs .annees deja, ont pris d'importantes mesures dans le 
domaine de la population, pour une meilleure' maitrise des problhmes dbmographiques dans une 
approche integree du developpement. I 

Au niveau des institutions politiques de I'Etat, le Gouvernement a mis en place un systeme de 
protection en faveur de la femme dans un c~ntexte de promotion sociale generale apte a creer les 
conditions d'un bien-&re social et familial. A I'heure actuelle, plusieurs ministf?res sont impliques dans 
lapolitique de population : Developpement Social, Sante Publique, Plan et Cooperation, Developpement 
Rural, Education Nationale, etc ... Le Ministere du Plan et de la Cooperation, tutelle de la politique de 
population, abrite une Direction des Ressources humaines et une structure consultative, la Commission 
Nationale de la Population (CONAPOP) qui, depuis sa creation en 1979, a vocation de faire des 
recommandations au Gouvernement en matiere de population. 

La creation de ces supports institutionnels a suscitb bon nombre de s@minaires, de conferences 
et de projets qui ont contribue & entretenir une reflexion feconde sur les probl&mes de population. Parmi 
les projets, on peut citer ceux de I'UnitB de Communication, I'UnitB de Population, avec I'appui du FNUAP 
et, actuellement, le Proiet Sant6 Familiale en collaboration avec I'USAID, etc ... Plusieurs ONG et 
associations feminines, impliqu6es dans ces problemes, se sont mobilisees et menent des actions de 
sensibilisation et de vulgarisation aupres des populations tant urbaines que rurales. . :: 

, . 
'. . . , .ia .* .. ' . . 

- Dans le domaine de la li.gislation, des dispositions ont 6t6 prises powfavoriser cette politique 
. , .  de population. Parmi les plus importantes, on peut noter : 

le code de la famille, adopt6 en 1973, qui s'est preoccupe de protkger la cellule familiale et ses 
membres, particuli6.rement la femme et I'enfant. ll a port6 I'sge au premier mariage de la femme a 16 
ans et ame!iore certaines dispositions concernant le mariage et le divorce; 

* I'abrrgation, en 1980, de la Ioi de 1920 interdisant la propagande anti-conceptionnelle et I'usage 
des contra.xptifs. Cette importante decision a permis I'integration des programmes et services 
modernes cie p1anification"aux services de sante materneile et infantile dispenses dans les etablisse- 
ments publics. - '1 .. ._ . . . , . 

. 
' D'autres facteurs contribuent favorablernent B la rkalisation de cette-pdlitique.' notamment 

['adoption ue la strategie des soins de santk primaire et d'un schema national d'am61 agement du 
territoire. 

Toutes cesactions et mesures temoignent clairement de la volonte du Gouvernement de rbsoudre 
Ies problemes be population que connait le Senegal et qui constituent encore de serieux obstacles a 
son developpement. 

I1 convient donc de reconsiderer, de maniere plus systematique, toutes les questions de population 
% 

en les integi-ant davantage dans une stratbgie globale de developpement. L'Blaboratlon et la mise en 
j: euvre d'uno politique de population coherente et efficace apparait comme une nbcessite d'une grande 

actualite. 



2. - POPULATION ET DEVELOPPEMEI\IT : 
LA PROBLEMATIQUE AU SENEGAL 

2.1. LES FACTEURS SOCIO-CULTURELS 1 

La population sbn6galaise est corgposbe de groupes diffkrents dans leurs conditions de vie, leur 
conception du monde, leur philosophie, leur religion, la vision de leur avenir. Cependant, une tongue co- 
habitation et interpenetration ont forge, au cours de I'histoire, un fonds culture1 qui leur est comrnun. 

' 2.1 .I .  Les Traditions 
Les principales caracteristiques traditionnelles de nos societes peuvent se r6sumer ainsi : 
- Ce sont des groupes ruraux, pratiquant une economie de subsistance de type agraire dans leur 

grande rnajoritk, avec des systemes d'exploitation et de mise en valeur bases sur des techniques 
souveni, klaborbes mais reposant sur I'energie humaine. 

- ( groupes possitdent une o'rganisation fortement communautaire permettant de compenser la 
faiblc:: xhnologique de I'agriculture, et d'assurer la production dans le cadre du travail collectif oC la 
femme. jo te un r61e important. 

I 

D m s  un tel systitme, avant I'introduction de la loi sur le domaine national, la terre 6tait propriklb 
commurle de la famille, du lignage ou du village. 

- C;es societes adherent Zt des croyances et cultes du terroir exaltant la solidariti, du groupe, ainsi 
que la fAconditb et la fertili'rb, favorables a leur survie. Le mariage y est prkcoce, la fecondite est tres 
importantc et la polygamie repandue. 

El! ?: 3doptent une attitude fondamentalement nataliste. Celle-ci trouve sa justification historique 
dans Ic . i i  ,:au &eve de la mortalit6 infantile et dans leurs syst&mes et modes d'exploitation, agraires en 
particuh.;~ L'enfant contribue assez t6t Ztlaproduction famiiiale et constitue une garantie de s6curite pour 
les par(*!>! dont il perpetue la iignke. 

Ces societes qui vatorisent la fonction procrbatrice de la femme ont, cependant, le souci 'ie la sant6 
de la mere et de I'enfant, c'est-&-dire du bien-&re familial. Elles connaissent des pratiques d'e: pacement 

-?t 
des naissances, I'utilisation de mbthodes traditionnelles anti-conceptionnelles, comme 1'6loignement 

3 des 6poux a p r b  accouchement de la femme et I'abstinence post-partum jusqu'au sevrage tle I'enfant; - l'allaitement prolong6 est considbr6 comme prevenant les grossesses rapprocht5es. ' ' ' 

0 ,  1 I ' .  . , 

2.1.2. Les Mutations en cows .. . 
Ces caractBristiques ne sont pas fig6es.Les traditions se sont adaptees face aux contraintes de 

I'cmvironnement et au nouveau contexte socio~economique et socio-culturel pour permettre aux groupes 
de resoudre leurs problernes de survie et de s'bpanouir. 

% I ,  

Toutes nos societh ont connu des transformations profondes, surtout depuis I'epoque coloniale. 
Celle-ci a favorise, par I'introduction brutale de I'education et de 1'6conomie modernes, la 
d6sorganisation des "equilibres" antbrieurs creant ainsi des situations et des~aspirations nouvelles. 

8 i f 

L'adoption de I 'konohie  de march6 et ses corollaires, I'introduction de I16l6ment monbtaire et du 
salariat, I'intbgration dans les circuits Bconomiques et les reseaux de transport'et de communication 
mondiaux ont contribue au bouleversement des systbmes de soiidarite et d'echanges traditionnels. 

L'urbanisation est certes un facteur de promotion Bconomique et social, d'bmancipation collective 
et individuelle. Cependant, elle est de plus en plus lice a I'exode rural et non ii un dbveloppement 
consequent des activites 6conomiques et des structures urbaines elles-mBmes, constituant ainsi, pour 
le plus grand nombre, une source de multiples contraintes, de mutations socio-culturelies aux effets 
negatifs, voire de deviances des comportements dans un contexte oh la survie de I'individu depend 
principalement de son revenu monbtaire. 

Toutes ces crises qui affectent la socicSt6 se cristallisent dans sa cellule fondamentale, la famille. 
r La notion c;e famiile a evoluti dans son organisation et sa fonction. La cornmunuat6 familiale; nagul?re 

&endue, s'zst rbctrecie du fait des transformations bconomiques et socio-culturelles. 



Les ra:rallons 11 couple sont affectees par ces changements qui concernent, en particulier, les rdles 
ct statuts respectils les conjoints, changements qui sont sources de conflits s'ils sont ma1 assumes. 

Lcs rotations 3'< ~utorite entre parents et enfants, ainsi que le contenu de I'education de ces derniers,, 
sont de plus en pl~rs remis en cause. Lesmodeles educatifs, les valeurs a transmettre sont en crise. 

La place de 'e Ifant reste importante dans la famille, mais les changements intervenus dans la 
structure et la fonc:tion de celle-ci se traduisent par une autre conception de la famille dans son r61e 
d'education. Elle ear Iuve de plus en plus la necessite .dtassurer a I'enfant, dans son propre interet, un 
developpement phyc ique, mental et affectif harrnonieux. 

Jeunes et fenmes aspirent a un statut meilleur. 11s veulent W e  mieux eduques, mieux informes et 
avoir une plus gra1id2 maitrise sur leur propre vie. 

Les religions re\46es, le Christianisme et particulierement I'lslam, ont eu une influence certaine sur 
nos societes et on1 fzvoris6 les mutations socio-culturelles. II convient de noter qu'elles se preoccupent, 
aussi bien dans lel~rc; principes que dans leurs pratiques,du bien-6tre familial des populations. 

I1 faut relever a l~ssi  I'ouverture d'esprit des Senegalais qui les rend particulierement receptifs aux 
innovations. 

2.2. LA SITUI \- 'ION DEMOGRAPHIQUE 
La pcpulatior ( J SQn6gal se caracterise d'abord par sa grande jeunesse et son accroissement 

rapide qui ront dOs a In niveau eleve de fecondite associe a un niveau de mortalit6 qui reste, malgre une 
baisse ceri -line, en :! -e trop 6lev6e. Le Senegal est un pays relativement urbanisdqui connait encore un 
exodc rurc import. Ir en d6pit des programmes de developpement rural. 

2.2.;. Le ,c lume de la ,  population , 

Au recensem 21 t du 15 Avril 1976, la population du Senegal etait de 4.997.885 hbts; elle 6tait 
estim6e a 6.784.01)O au premier Juillet 1986. Selon les projections dbmographiques officielles, cette 
population s'etablir 2 1 9.865.000 hbts en I'an 2000 (hypoth8se moyenne). 

2.2.2. La : t i  ucture par age et par sexe 
La population c J Senkgal est tres jeune, puisque 47 des Senegalais ont moins'de 15 ans, 

57 % ont n-.oins de 2( ans, alors que 4 O/O seulement ont 60 ans et plus. C'est dire que le coefficient de 
dependance est Gilt vl !. II correspond 3 104 personnes inactives (moins de 15 ans et 60 et plus) pour 100 
personnes actives (1 5 a 59 ans ). On note, par ailleurs, que le nombre des femmes est lbgerement 
superieur 2i celui dl!s hommes; le rapport de masculinite est de 98,s hommes pour 100 femmes. 

! 
2.2.3. La r ellartition geographique de la population. 

L , .  3 

La population j~ Sen6gal est inegalement repartie. Elle est concentree pour l'essentiel a llOuest du 
pays, tandis que I'l is et le Nord sont faiblement peupl6s. La densite de la population est de 34 hbts au 
km2. La region de C al.ar est, de loin, la plus densement peuplee. Sa population est estimee a 1.482.612 
hbts au 1 "' Juillet 1iL8 ;, soit pr8s de 22 % de la population totale sur une superficie representant 0'27 % 
seulement de celle d 1 pays, alors que le Senegal orienhl, qui represente un tiers de la superficie, ne 
regroupe que 6 % c e a population. Le Senegal est un des pays les plus urbanises d'Afrique de I'Ouest, 
avec un taux d'urblm sation estime a 40 % envirbn en 1986. 

1 

2.2.4. La tl) namique de la popu1a:ion 
Etie comporte j c  ux aspects essentiels : les mouvements naturels de la population et les migrations. 

2.2.4.1. Les mouvements naturels 
L'accroissement naturel ou accroissement demographique est estim6 a 3 % par an, pou .la pkriode 

1976/1986.11  result^ dl? la difference entre les taux de natalit6 (48 pour mille) et de mortalite (1 8 pour mille). 
11 faut noterque le ta l~x d'accroissement naturel n'etait estime qu'h 2,2 %, dans les annees 60. Le potentiel 
d'accroissement de I:. population s6nkgalaise reste important d'autant plus que la mortalit6 demeure 
devee. 



1. La fecon j i  5 est 6lev6e au Senega1.d~ fait de'la precocite du premier mariage (plus de la moitie 
' dss fem~nes se Ill; rio avant 16'ans.)'et dc la forte interisit6 de la nuptialite (au-dela de 30 ans, le celibat 
dcs femrn6s est ? ltiquement inexistant). . , i 

, . 
i 

., :I,; Veurs, I j: femmes passont'plus de 90 %de leui pkriode feconde (entre 15 et 50 ans) dans ie 
niariqye La des: :~  ]dance finale des . fammes . est estimeea 7;l enfants. , .  

i 
, . 

! , . / 
J 

2. L J  taux c 5 nortalite a baisse, bas i in j  de 26 p. milk dn I 960 n 1 9 3  b. mitre en 19;'8. Estime e 
10 p, mille en 1: 8 ', il reste cependant tro6eleve. Ceci @st dO essentiellement au niveau eleve de la 

: mortalife infantilt ( t jdvenile. Le quotient de mortalite infantile est, en effet, estime a 91 F .  mille et le 
' 1  quotient cle mort; lil 5 juvenile a.130 p. mille, pour la pbriode l976/1986. Au total, 58 % des decks observes 

corrispondent a dl IS d e c h  dlenfants,de moinslde 5 ans. 
I I 

De plus, sel ,r lesstatistiques hospitali&res, 20 % desdec8s de femmes en age be procrbe;ont pour 
origidc 1~ grosst s e, I'accouchement et les suites de couches. I I  faut, cependant, reconnaitre que less 
donnbes rclative . ; la mortalit6 sont beaucoup moins fiables etlcompl&tes que celles disponibles sur la 
flS~onclitC . I .  

* ,' . \ 

l 1 ,' I 

. I  I I 

2.2.4.2. L b : .,migrations I .' 

. . 
I .  L-s rnigri ii. ihtbileures ont uno grande amolcurdahs un paysrsahblien comme le Sknbgal et' 

sont dive~sifiees. E I effet, on observe, a c6t8 de I'exode rural qui alimente I'urbanisation, des migrations 
rurales des regio 1: enclavees et defavorisbes ov  frappkes par la desertification vers des regions qui 
offrent de plus gral des potentialitbs. Quelques rBgions (Fatick, Kolda et.Tambacounda) ,ont un faible 
solde rnigratoire. Nais les donnbes relatives aux .migrations restent tr&s grossi6i-es'et le.ph6nomene 
merite d'etre miel~x Btudib. Les migrations de travail telles que le nav6tanat et,le nomadisme doivent 
retenir aussi I'attcn.ion. 

. .  . , i :& 
. .., 

2. Les migraiic ns internationales sont importantes mais ma1 connues et leursolde est gbnbralement 
neglige dans les 1)rt ~jections dbmographiques. L'emigration touche certaines ethnies ou communautbs - 
(Hal pulaar et Sorlir ke au depart et de plus en plus les Baol-Baol et les Casaman~ais). Elle a un impact 
dbmographique qui n'est pas bien connu, il est vrai, mais une influence. reelle: sur la situation socio- 
6conomique des r e    ions de dbpart de ces migrants. -L3immigration concerne principalement les pays - 
voisins (Mali, Guin€~3, Mauritanie,-nptamment) mais aussi certains pays non africains (Liban, France, 
etc ...). Ces flux son. ma1 connus, de m8me que leur impact economique, dbmographique e l  social. 

. . .. . . I . .  

2.3. LES FACTE URS SOCIO-ECONOMIQUES .:. 1 . .  :i .. . 

I1 existe une ~eri table controverse, au plan international et national, sur, les relations entre la 
croissance de la population .et la croissance kconomique. Tous admettent, neanmoins, que 11am61ioration 
du niveau de vie des populations ne peut &re assurke que si les ressources supplbmentaires crB6es par 
1'6conomie augmentent A un taux supbrieur au taux de croissance de la population. De meme, un niveau 
de d6veloppement : uffisant peut certainement avoir une incidence sur les comportements en matiere 
de fbcondite. 

I 

Si I'on exan ir 3, dans le cas du Sbnegal, 116volution du PIB durant la dkcennie 1970-1980, 00 
constate qu'il n'a al.gmentb que de 2,7 % en moyenne par an alors que, dans le meme temps, la 
population s'accrc is ;sit a un taux de I'ordre de 2,8 % par an. Ainsi, globalement, les performances 
Bconomiql les ont :I< annihilkes par I'accroissement de la population. C'est dire que le revenu par t&e 
a quasirnent stagr 3 ~endqnt cette periode. 

I .  

En pi IS, le p: j :  a connu de sbrieux d6s6quilibres intbrieurs et extbrieurs pendant la pbriode et une 
forte stagr .ation, v 1i1 2 une regression de la croissance. 

. & '  . I .  

.. . Afin de renve ,s ?r cette tendance dkfavorable, exacerbee par I'action de facteurs negatifs tels $e. 
las6cheresse, la cr is ! bconomique mondiale et I'inegalite des termes de I18change, ItEtat a pris un certain 
nombre de dispo:iti ms qui ont conduit A I'application d'un Plan de Redressement Economique et 
Financier (PREF) fr 1980 et, depuis 1985, d'un Programme dlAjustement structure1 A Moyen et Long 
Termes (PAML). 

Les r~>sultats o )tenus durant cette pbriode de redressement et d'ajustement sont dbjA encou- 
-1 rageants. 



C'est ainsi qu.> e taux de croissance de la Production lnterieure Brute s'est sensiblement amdiore, 
se situant a un n i v c a ~ ~  moyen annuel de 4 %, depuis 1985, et depassant m6me I'objectif fixe par le PAML 
(3,5 %). . . 

Cependant, ce:; resultats risquent d'irtre encore corpprornjs pqr pne croissm.ce rapide de la 
.population i,lzique/le il est urgent de porter rembde: s5 I'on veut consolider.durablement nos bases de 
developpe;i?ent q u ~  reposent sur I'am6li~ration des performances de production des secteurs clBs de 
notre economic. . I  I l l $ ~ ; :  

, 1 I I  . I; , i j l  

Dans la definition d'une politique dkmographique rationnelle, il convient d'attacher une attention 
particuliere a la production c&&ali&e, base de I'alimentation de la population. Or, cette production n'a 
augment@, en moyenne, que de 1 % entre 1961 st 1985. 

Sa croissance rc?lativement favorable, dans les annees 60, a et6 compromise, dans les annbes 70, 
par les effcts des ~(icheresses repetees qui expliquent, en grande partie, les mauvaises performances 
agricolcs puisque i ' ~ : , c  sentiel de la production est issue de ['agriculture pluviale fortement dependante des 
aleas clirnatiques. 

Malgre la real s.ition d'investissements importants qu'exigeait le secteur agricole, les importations 
agro-alinientaires o i t  augmente de f a ~ o n  considerable, au cours des annees 70 et 80, pour combler les 
deficits de 13 product~m et concourir B la mise en euvre d'une stratbgie de skcurite alimentaire. 

, . . I  I I I 

Cepei~dant, il iste encore au Sknegal d1imp&antes superficies de terres cultivables qui ne sd i t  
pas exploitces. Ce .tc s, I'agriculture senegalaise est peu diversifiee et est dominee par les cultures 
pluviales, mais cues- r ssentiellement le manque d'eau qui a entrave son developpement et cornpromis 
les objectifs d'auto: u fisance alimentaire. 

I ,  4 

C'est Ilour cel;: rlu'un vaste programme d'amknagement de terres et de construction de barrages 
a etb rnis c n  ceuvr ?, paralMement au programme de forages. 11 est ainsi prevu I'ambnagement de 
300 000 ha de terrcs dans les regions pdripheriques du pays. . 

La poldlique ac u Ale cherche a alleger les contraintes d'ordre sociologique, Bcologique 'et sanitaire 
qui risqucnl d1entrIn er la realisation correcte d'un tel programme. Ainsi, par exemple, s'effectue la 
reallocation des terre:; au benefice des populations les plus defavorisees des regions concernees. 

! ,. ' . ,,*: ; '. La , ,. 0 . 1 .  

De rnbme, des a3ions pour prevenir les cons6quences nefastes des grands barrages suf.!asant& 
des populations et la :;urvie de certaines espdces halieutiques seront entreprises"f': ".'. ''. .: '"'.."''' ,''''I 

, . , : . , : < ,  ' . . i,'..., . .  
, :. i .  ! :, . I f .  

. . r . , ,  & ,. ," ;:*,-,\;:-: {;!:fV t! !&. &q.pIj~~$:%4 if + *,, 

Durant le VI"lai1, le taux de couverture des besoins cerealiers a 6th de 52;%::Les'efforts prevus 
d'ici I'an 2000 (auQmentation des rendements de mil, du sorgho et du mais, augmentation des superficies 
irriguees et intensification des cultures cprrespondantes) .devront porter ce taux:h.80,~%~;:: . :. 

, . . . , . ,  , .  . , *  ;. . , a \  !: . - ., .. 
Par ailleurs, se o I I'analyse contenue dans le pian c6r6alierl I'amknagement du territoire qui est un 

d6ment fondamenbd de la politique de dtScentralisation economique du SQn6gal peut ouvrir des 
possibiiites reelles d'alnelioration de la situation agricole par une redistribution optimale de la population. 
En effet, actuellemer 11, 43 % du territoire national (Bassin arachidier, zone sylvo-pastorale, Dakar et ses 
environs) correspon~lrlnt a des zones dont les capacitbs d'accueil des populations A I'avenir restent 
rhduites; alors que IGS autres zones (SBnBgal Oriental, Bassin du Fleuve Shegal ,  Casamance) 
representant 57 % da la su~erf ic ie du pays ne regroupent, malgr6 leurs potentialites r6elles,:que 27 % 
de la population. e 

5 ,  , 
- Malgrh fous be:; efforts dhploy6s, la production agricole ne parviendra pas rksorber I; d6ficit: 
- alimentaire au SBnhcal qui risque meme de s'aggraver au rythme od va f'accroissement d6mographique 

du pays. 

- Le d6vcloppem.?rit des secteurs sociaux est, lui aussi, particuli&rement influenc6 par la croissance 
dbmographique. 

- 
- I 

?. 

I / 

- 



1 
2.3.1. Eiclucation et Fpr rna t ion  
Los act iv i t  d'bd"cation et dk formation entreprises, depuis une dbcennie, ont entraine une hausse 

se~ls ib$e des d 3; ,enses budgetair& consacrkes a ce secteur. . : 

I 
En effet, :i lies-ci ~nt~augrnentb environ de 7-points, entre 1970-71 et 1984-85, passant ainsi de 

18 O/O a 25 % c 2 ; d6penses.d~ budget de t'Etat. . .  , I 
w 

Selon les statistiques du Ministbre de I'Education Ngtionale, e taux brut,de sqol?risgtiq~ dans 
, ,a I'ensejgnement r i l ~ m , e . n ~ a i r e ~ ~ , 9 s ~ d k ~ ~ ~ ~ E d I , a a ~ d a , ~ 2 a a ~ A ~ t d f l ~ s " ~ d e  &k net esl 8er39,6 '10. Eh terme , 

' ' , , G ,  - ~d '~ i idc \ i t~ ,~celak;~st  traduit par un doublernent dunombre dqb18ves de I'enseignement blbmentaire entre 
5 

, 1 197,Q-119,71 et 1,934-1 985. Durant cetie &riode, les effectifs de I'enseignernent elementaire sorit passes 
: ' 1 ;  ,"I d6293.276 A c.65.439 el6veSdans Itensemble des~etablissements publics et privbs du Sbnbgal., 

. t  . , .  ! : . ,  . . ,  
. I , , , .  e . .  '1 . ;  ; 

, t Lg ; ! ' .. . . 

: I ;  , :Malgrb cc: doublement des effectifs et les moyens financiers consentis par l l~tat, ' le taux net de 
scolarisation n'atteint pas 40 %. Ce qui montre qu'un effqt dbit &re entrepris pour majtriser la population 

' scolarisable, si I'on veut arriver A I'objectif de scolarisation urliverselle en Itan 2000. Signalons que le taux 
I d'alphabetisation a atteint 28 % en 1984/85. 

1 

II faut, 'pi .illeurs, noter que -d'autces actions de formgtion ont etb initibes. Ainsi, la formation 
permanente, mais surtout la forrnati,on professionnelle, avec la creation de I'Office National de Formation 
Professionnelk (ONFP), confirment l'option des autoritks pour le dbveloppement des ressources 
humaines. , .  . ,  . 

. , . . . '  , 

Enfin, bier1 que difficilement maTtrisable, du point de vue statistique'notamment, I'65~cation non 
formelle confessionnelle, eu bgard au nombre &evb d'enfants qui la frbquente, ." .., merite , I . une.,attention: plus 
grande. " . . . . . . , .. 

2.3.2. Sante . . 

Le secteur de la Sant6 connait encore, lui aussi, des problemes li6s a la, faiblesse relative des 
ressources budgetaires qui lui sont consacrbes (5,5 % du budget national). Ce taux est encore loin des 
9 % preconis6s par I'OMS. \ \ * .  

. . ., . .  :. . I : '  t 

Neanmoins, on a pu diversifier'les infrastructures. En effet, depuis les annees 70, d'importants. ; 
moyens financiers ont btb consacrbs B la multiplication des maternit& rurales, des cases et postes de 

.k 3 
sant6, des centres de protection maternelle et infantile, des dispensaires' et hbpitaux;. etc ... Mais des. 

+I_ difficult6s persistent dans la mise en ~ u v r e  du systeme de soins de santb primaire, du fait de '.. 
I'insulfisance. du personnel et .des moyens financiers, malgrb une  participation' importante de la 

? . .  . i . population. . , . .  . . ., !; :.;:-; ; ...; . . I - : ,  . . .  ,:,J , ., . ,. . . . .  q . 
.. , 

; ., ,,*.,. : < )  . . , : : . ; '~, .~: . , l , ;s:; . . . : -  ,,,* . . '  !, ,::..,;:.; : . . . . ..+' . . .. ','!;.'.,,. . .. . . , ,;'i;:-.. , . . . I. 
II faudrait, sans doute; continuer B mettre davantage l'&cent sur cerlains domaines l ibsa la 

prevention : 1'6ducation sanitaire; I'hygihne du milieu, I'assainissement, la iutte, contre la malnutrition et 
I'am6liorafion de I'environnement, la planification familiale et lasensibilisation aux dangers,potentieIsdes 

. ,  . .  maladies sexuellement transmissibles (MST) et du SIDA. . . I . i :  ,,... . . ': . .  I :  . . . , 

. .. .; , ~ > '  ) 

Mais on doit avoir A I'esprit que I'am8lioiation de l'elat d i  santb des pop~lations, qui est leur vceu 
le plus cher, se Ircduira, a court et moyen termes, par une augmentation du taux d'accroissement de la 
population si de; nesures ne sont pas prises, au meme moment, pour reduire la fecondite. Or, cette 
derniere demeur~ 6levee et la baisse apparue B travers les rbsultats provisoires de.:t9Enqu&te de 
Demographie el c I Sadtb (baisse de 7;2 a 6,6 enfants par femme entre 1978 et 1986) restent &&re 
confirmees. De: 1mqu6'tes devront vbrifier, par ailleurs, la tendance une adoption plus large des 
mblhodes contnic?ptives modernes utilishes en 1986,par 6 % des femmes (Enqubte de DBrnographih 
et de Sante) contre 1 % seulement en 1978 (Enqubte SBnegalaise sur la Feconditb). De meme, 

, I'Qvaluation continue du programme de planification familiale mis en czuvre dans le pays, depuis 1973, 
s'impose. .. . . . . 

. I ,. . . 

C'est dire que les problbmes de sant6, poses dans la perspective du dbveloppement du pays sont 
inseparables du pl.obleme de maftrise de la fecondite. 

2.3.3. Ha bitat 
L'Habitat, en tant qu'environnement irnmkdiat de I'individu, merite evidemrnent une attention 

particuliere. L'hal~itat planifib (SICAP, OHLM, HAMO) ou I'auto-construction (par des persbnnes privees 



-- On prrwoit, eptr : 1980 et I'an 2001, 1.820.000 hbts supplementaires dans la seule region de Dakar 

- 
corresponc'mt A u i besoin de 230.500 logements supplementaires. Or, de 1980 A 1987, I'offre n'a 
represer~te qu'envi cn 50% des besoins de la periode. LA encore, on voit qu'il faudra faire face de 
grandes di{iicultes lour r6souclre les problkmes de logements dans les ann6es a venir. ;' 

- 

C 

- Devar~t cette : iiuation, I'Etat a pris des mesures visant A promouvoir la constru~tion de logements 
.sociaux pollr r6poriice a la rnajorite des demandeurs 21 revenu modeste. I I I 

* .  
-- i 

Ces mcsurcs ;1: sont traduites non seulement par la creation de la Banque de I'Habitat du Senegal 
(BHS),  chargee d(! collecter I'epargne, mais aussi par I'arnenagement de parcelles assainies, la 

) promotion de socibiCs privees de construction immobijihe et de l~autoconstruction. 
, . 

(. 

Des programnws &habitat en direction du monde rural, qui represente 60 de la population totale, 
.. . . . 

mOritenl d'Elre d~vr:Iopp8s. , , , . , ;,1, . ; ., . b 1 ,: 1. 8 4 
. , .  . . 

,. , . : t i :  ;., , , , .;;,. .,:; , !  'h ... . 
Mais I'am6lior;~tion de I'efficacite de la politique sociale du gouvernement passe nh%ssairement par 

( la maitrise de I'6volu!ion du taux de croissancc demographiqus et du mouvement de la population. . 

2.3.4. Emploi et Securite Sociale 
L'insuffisance des donnees statistiques fiables rend malaisee I'6tude des tendances do I'emploi au I S6n6gal. Cependa~il. les informations disponibles permetlent de se faire uno idee sur la situation de ce 

secteur et sur Ies efforts qui ont 6t6 deploy& pour altenuer le ch6mage dans le pays. Des progrbs 
notables ont et6 ac~:omplis en rnatiere de creation d'emploi, aussi bien dans le secteur public que dans I le secteur prive, au cours des quinze dernieres annkes,. 

Ainsi, I'effectif du secteur public a triple durant cette periode, passant de 22.900 3 quelques 70.249 

) agents. Dans le m&nc temps, le secteur privb connaissait un doublement de son effectif qui 6tait estimk, 
en 1987, a 100.000 agents, alors qu'il n'elait que de 52.094 agents en 1970/71.. . . :. ' - .  .:c . . , ,  

. , . , . , I .  . ;, i , i ! : : . .. I ._., , . . L'. 

Au total. I'effectif du secteur moderne a double entre lWO/7 l  et 1987. passant de75.000 A l9O.OOO ( agents. Mais ces eflels sont presque passes inaperpus; B cause de la croissance ypide de la population 
active sen6galaise, strrtout entre 1976 et 1985, p6riode pendant laquelle el1e:a augment6 environ de 

..._. 22 h. correspondar.i a quelques 400.000 individus. 4 , , , :+. .. .- -. . ..* . ... 
v .  . . o ,  , . . , 'A '  

. . ..:. . . ;;~.>j;;~:,>;,.l:~?;;::. ; :,:; !.. . * I  :. 
L'augmentation Aes actifs urbains a bte la plus importante, avec un taux'decroissance~annuel de 

4,4 % contrc 1,6 % p3r an pour la population active rurale. Cette situation est B I'origine de l a  hausse 
sensible de la dem;.r;ge d'ernplois et du niveau de ch8mage que connaii le pays.: ... 

< '  * q,: .?i:. :... , 

Afin d'anibliorc!r le niveau de I'emploi, tout en tenant compte de la conjoncture Bconomique que 
traverse le pays, le wvernement a pris des series de mesures dont I'une des plus importantes est la 
creation d'un Fond: I lational de I'Emploi en faveur des travailleurs dbflatbs. des jeunes dipl6rnes a la 
recherche de travai:, $jes bmigres de retour, des agents de I'Etat candidats a un depart volontaire. 

. 3 : .  , , . , l a \ ' .  : . ., . :  C .  

L'effort en mati 21 e d'emploi doit gtre soutenu, de m8me que la politique de s6curit6 socialc! doit etre 
. .  , . .  

. . 
revue en fonction dl:: orientations et objectifs de la politique de population. . ,  . . ,  . . 

, . .  
: , ' I . .  . .  

Certes, les t a ~  x xtuellement pratiquks en matiere d'ailocations farniliales sont bas et les acquis 
doivent etre sauveg 31  des, sinon renforcbs. ,... . 

, . 
II reste, cepen 3; nt, que I'extension de la couverture a tous les enfants en matiere d'allocations 

familiales cornme c lr toutes les prestations sociales, ajoutke aux all6gements fiscaux et autres 
avaqtayes tsls que I 2  xolongation retardant la mise Q la ,retraite du travailleur ayant des enfants en bas 
ige, n'est pas de nz ti re a dbcourager la recherche d'une progeniture nombreuse. 

Une politique tle population tendant A rbduire la croissance demographique devrait inverser la 
tendance en cette rnatikre, d'autant plus que cette politique n'est pas incompatible avec une amblioration 
de la qualit6 des services sociaux offerts aux populations. , . 



2.3.5. Environnement , I  , ;  I :  

Le secteur de l'environnernent connait aujourd'hui une situation critiqd6.. 
En effet, la demande en charbon de bois et bois de chauffe (4.250.000 M: en 1976 et 6.760.000 M3 

environ en 1986 ) s'est accrue consid6rablement par le fait de I'explosion demographique et d'une 
exploitation abusive des 6,~systBmes naturels.Celle-ci a entrain6 une deforestation devenue un . fleau . 
national et la disparition de 'certaine? espkces fauniques. .I 

Par illeurs, ,,la fqqture, p6tro!i&r~, quj, ?:a , cps~~: ,de~~ro i t re i+g~&ve  ~ounlirnerit .hofk Batance 
. ::.. .~$h rnemi  k le ($&dIllil;a~ds d'n 'nm et 85'fnlTliar8sl~h 1984). Cette situation est due, certes en grande partie, 

:, la flap/bee dq prix du p6holb, mais egdlement a I'augmenlation de la demande en Bnergie. 
I ,I 1 ;  j i' 1 '  ' 

1 
I 

I ;  " I ':~Lfin, la pollution par les dkchets (solides etliquides) surtout dans la region de Dakar ( I  200 t de 
i ':, Lk$ets solides par jour en l986/87 et plus de 120.000 M3 d'eaux us6es par jour en l985/86). qui est 

; dBji.prboccupante. Bvolue vers une situation incontrdlablb si des mesures appropikes ne sont pas 
pr~ses. I 

I , 
. . I I  

3. - LA POLITIQUE DE POPULATION DU SENEGAL 
I 4  

I .  

3.1. FONDEMENTS ET PRINCIPES DE BASE 
3.1 .I. Fondements 
L1interv$ntion de I'Etat dans ce qui peut apparaitre comme un problkme individuelse Justifie et se 

Iegitime par,Ie rBle qul lul est devolu par la Constltutlon meme. Ce r61e peut &re apprbcie de deux 
. . . .  manikres : > I 

- D'abord, il apparlient au Gouvernement de traduire en actes concrels les politiques dbfinies par 
le Prksident de la Republique dans tous les secteurs de la vie nationale. II lui revient donc la charge de 
rnettre en ceuvre une politique de population comme il le fait, par. ailleurs, dans le.. domaine de 

... . . . .  I'hydraulique, de l'agriculture ou de la peche.. . . . . .  , . , , I ! ,  . . ! :  .8 . ,!.:: 

- ~nsuitk, I'Etat est lie par un certain nombre d'obllgations sp6clflq&s vls-a-& de la'f&llle 
qu'il reconnait, avec le mariage, comme la base naturelle et morale de la'comm'unautc? hurnaine. En'kffet,' 
I'Etat a I'obligation de respecter. et de proteger la personne humaine'(ArLi6'de la Constitution). It doit 
proteger la farnille et veiller a sa sant6 physique et morale. Meme si I'article 16 recon-nait que les parents 

a . ont le droit nature1 et le devoir d'6lever leurs enfants, il stipule clairement cependant qu"'i1s (les pabnts) 
3 sont soutenus dans cette tache par,l'Etat et les collectivit6s p u b ~ i q u e s " ~ ~ ~ ~ ~ ~ ' ~ ~ ' ~ ~ : ~ : '  ':':'"'-+ , . i! 

. . .  . I '  ..; , ' ' .. , . . .... . .. . . . .  A;] 2. ' - ,  I I .  . . .  .:. . ..... ;. : . . . .  ..; . . .,#.r ,,,,, (:;::<~,i.~j'i~-~ :!?J !:'., .:.. ;,:;. :': : .  
t .  

Par allleurs, I'adoptlon d'une polltlque de populatlon est un element de la stratbgie vlsant ie 
redressernetit Bconornlque et social de I'Afrlque dans son ensemble . II est permis d'affirmer qu'8 
I'echelle africaine, aujourd'hui, il s'est degage un consensus pour consid&er,que, quelle que soit la 

' position idtiologique des Etats face ii la wise actuelle, la population doit W e  intbgree comme une 
composante fondamentale dans la strategic africaine pour le redressement kconomique et le 
dQveloppement autonome du continent. . . .  

C'est pourquoi, A I'issue de la deuxihme Conference africaine sur la population, tenue ~3 ARUSHA 
en Janvier 1984, un programme d'action dit "Programme de KILIMANDJARO concernant la population" 
a ete adopt&.' II concerne tous les Etats africains, y compris le S4n6gal qui a,"par ailleurs, souscrit aux 
differentes recommandations issues des conferences africaines comme mondiales. . - a  

. . : , ' , . : I  &'I  

Dans le prc?ambule de ce programme, il est dit que les Etats africains'notent "avec inquietude 
I'accroissement rapide de la population au cours des dernieres annkes, les pressions et cont. aintes qu'il 
exerce sur les efforts de d6veloppement des gouvernernents africains et sur les maigres ressources". Ils 
reconnaissent que "les problbmes d4mographlques entravent A I'heure actuelle le d6veloppement . .  . .J. ; ' . de la region afrlcalne". 

, , 

II est donc iogique, dans ce contexte, que le Program\me Prioritiire' pour le Redressement 
.Bconomique de I'Afrique pour la periode1986-1990, adopt6 par l'OU~,''recommande;:entre autres, 
mesures ayant un effet direct ou indirect sur la population, I'Qlaboration de'politiq~es'd6mographiques 

I' . . . . .  . . appropriees. , . . . . ,  . . 

. . . . . .  . . . I '  .. 
En choisissant donc d'asseoir une politique de population, le S6nBgal met en pratique une : 

recomrnandation africaine et, tout en visant la solution de problemes nationaux , contribue A. ['effort de 
redressement entrepris a I'echelle du continent. 



- 

Si Ie Shn6c~:il ,? adhBr6 aux rccomrnand;itionr, ..:iizaines en cettc nmlihrc, c'cst bier1 I m e  quc Its 
problBrnes idenll l i&s au niveau afrlcain sont ceux-Id 1n6rne auxquels il est confront6 e que, sur tes 
points essentiels, les analyses sont convergentes. 

- 

Le diagnostic des experts nationaux &aye par des etudes et un ensemble de donnees pertinents, ainsi 
- que la situ:!t~i?n de crise economique sBv6re dans le court, voire le moyen terme, font apparaitre comme une 

necessitc I't'L~boration d'une politique definie et volontariste dans le domaine de la population. Une telle 
- 

politique pr!iii~ettrait aussi de concevoir, dans un cadre coherent, toutes Ies activitbs ayant un impact direct 
-- . ou illdirect :;:?r la population comme le v ~ u  en a 6te maintes fois exprime. 

d 

3.1.2. Principes 
Cettc nnlitique de population, dont I'Blaboration obBit a des ndcessitks de ddveloppement prenant 

enti&remcnt cn'compte les facteurs demographiques, 6conomiques, sociaux et culturels, doit reposer sur des 
principes rw yuident I'action. L'importance de ces principes est d'autant pus grande que cette politique 
concerne I:::: mdividus ct les groupes jusque dans leur vie intime. 

' 

Les p:ir ~cipes retenus sont les suivants : 
- Rcsp:,3 des droits fondamentaux de la personne humaine, tels que ces droits' sont. definis dans la 

Constitutim ~ l t  les Textes internationaux auxquels le SBnegal a souscrit; 
- Nkcssite de preserver la cellule familiale, entit6 de base de la sociBt6 et cadre privilegie 

d'epanouisw~nent des hommes, des femmes et des enfants; ;. 
- Respect du droit des individus et des couples a ctloisir la taillo de leur famille et A maTtriser leur fecondite; 
- Appel a la responsabilitb des individus en tan! qu'epoux et parents, face a leur procr'6ation.et'aux- 

. .. , . , . .< 

exigences du developpemen t national; .,,, );,.', -;j:; L,:!!. .: , #  , .$ +43 !:i(,:.i{ij$+t 
'.. . - Respect du droit des enfants a la survie, la sante, I'bducation et la formation;. , - <-I 

- Respect du droit des individus a acceder a i'bducation et a I'information objective en matiere de 
, . . population, ainsi qu'aux moyens de maitriser leur fbccndit8; 

- Necessite de considerer qu'il y a des relations d'interdbpendance entre Ies variables dbrnographiques 
et les facteurs economiques et socio-culturels, impliquant une approche integree du developpement; 

- Necessite de considBrer que la population est un element fondamental dans les strategies et plans de 
developpement et que le Senegal ale droit etJe devoirde resoudre ses problbmes d6mographiques nationaux; 

-- Recherche d'un large consensus . . dans la definition et.l'application des objectifs d'une politique de 
~o~u la t i on :  .(.a . , I .  

I .  

(. ?- 
- Fiespect des engagements pris par le SQn6gal, d'une pai-t aupres de la communaute africaine, pour ( . $surer le redressernent economique et 1% developpernent du continent, dans le cadre de lasolidarite africaine 

"affirmee en tete du preambule de la Constitution, d'autre part aupres de la Comrnunaute internationale. . , . , .  
, ,,I ;;, ;.; :.... >-, - .  tS.* . > ,. , . 7 .,.. :ir. 6.8, ' ,,.;.,'., , , 

. ,,I 2 
3.2. OBJECTIFS $.. .. 

. 1 . 
. . ;_ 1 1  . ,; . &,,i .,~,ri<%fj,~t.:, ,, .:fy/;. 5;: ; $ ~ i & * ~  . . I., . , . . 

.. ..., . . ., . . . .I* . ' ' :*. 7 I 

La politique'de pdpulaiion.ie fix'e les objectifssuivants que ~a 'mise . . ,  e n  cevvre de progrqrnrnes 
, >.  d'Actions et d'lnvestlssements Prioritaires devront permettre d'atteindre '1-' '.:: ' !' '.. . .. 

. . ,. . . . . ... .. . : . i '  . .. . . 

3.2.1. Objectifs gen6raux 
- Ameliorer la qualite de la vie et favoriser I'instauration d'un bien-Gtre pour toutes les categories de la 

population. Cette action sera le fruit des progres obtenus dans les domaines bconorniques et sociaux, gr8ce 
a la realisation d'une meilleure adequation entre les ressources humaines, en termes quantitatifs et qualitatifs, 
et les possibilites de developpement du pays; :: . ,. 

- Reduire la morbidite et la mortalite, en particulier celle des meres et des enfants par la mise en ceuvre 
de programmes de sante matkrnelle et infantile incluant la planification familiale; . . .. 

- Reduire le taux de feconditb et le rythme de croissance dbmogr,aphique par ['adoption de mesures. 
appropriees; . .;I - , . .  

- Appuyer toutes les actions tendant aaccroitre la mise en valeurdes regions et I'am6lioration de la qualit6 
de vie dans celles-ci, afin de freiner I'exode rural et d'assurer une meilleure rkparlition de la population sur le 
territoire; 

. - Ameliorer l a  qualite de *jie des populations de toutes les regions par une meilleure couverture des 
Sesoins de base dans les domaines de I'alimentation et de la nutrition, de la sant6, de ['assistance sociale, du 
logement, de I'education, de la formation, de I'environnement, mais aussi de I'information, des activites 
culturelles et des loisirs; -, 

. . -  Ameliorcr les compbtences nationales dans le domaine des sciences de la population p:\r le biais de 
3 formation; 



- ~mel iorer  sans cesse la connaissance .des problemes de population en entreprenant des 
rqcherc 'es  appropriees dans les domaines de la dkmographie, de la sociologie, de I'histoire, de la 
planifici hon du devejoppement, etc ... 

? ; '  . ;, 
I d.,:st dire que le Senegal preconise une approche ;lobalk de sesproblkmes de population et que 

la dlanircaii*n farniliale ne constitue, dans ce contexte, qu'une composante de la politique nationale de 
populat~m. I I 

1 . I ' I  
1 

'3.2.2. ~dbjectifs 'd6rnographiques : ~ers 'pk t i ves  I 

1 ; . ' S'il estprbmaturb de dhterminerdes objectifs dbmographiques quantifies ~ourlapolitique nationale 
; de'populatbn faute de.donn6es scientifiques fiables, il n'en reste pas moins qu'il est utile d'analyser les 
perspectives dbmographiques pourbclairer.les choix futurs; a opbrer perrnettant . . , I , . i . :  ;. . .'i!il:..,, d'atteindre . . , ., les buts que 
le senegal s'est fix&. # !  

I ) , , +  ' I 1  . ...% - .. ..-,. ...... . . . . . I .  

I I 

I ; Ainsi, les projectidns dbmographiques du Projet RAPID II - Sbri6gal ont reten? deux variantes 
'significatives, une variante moyenne et une variante basse dont nous rappelons ci-dessous certains 
elements, a titre d'illustration. I 

I 
I 

I 

1 I : I 
I I I 1 ,  

I -' Variante moyenne : TABLEAU I 

lndicateur 

I Descendance finale 
I , I 

7,10 6,44 I 5,80 1 
I Espbrance de vie A la naissance 1 48.7 1 56.0 ' 1  60,9 1 I 
I Population totale en (milliersj 1 6.821 1 11.179 . I 15.403 I 
I Population urbaine (%) 1 40.2 1 48,4 . 1 53,7 1 

. . Variante moyenne : TABLEAU I1 ' .:: : ' . . 
" I  

Pr6valence cont,raceptive requise (%) 

I lndlcateur 

L 

Taux d'accroissement nature1 (% par an) 3,24 3,211 1 : .  3,18 

I 4,90 1 15.30 . , 
...,,.. !), . . 

I ' t  I 

' 1 1  Il faut remarquer que cette variante moyenne privilkgie consid4rablement la baisse de la mortalite 
qui favorisera certainement celle de la natalitb, et demontre qu'une stratbgie dynamique de promotion 
de la planification farniliale peut permettre d'obtenir des rGsultats meilleurs en terme de baisse de la 
fbcondite, donc de ralentissement du rythme d'accroissement de la population. r i p e  . e l  

, - .  24,04 

A c8te de ce premier scenario,en usant de la m&me stratbgie, la variante basse de RAPID I1 donne 
une Bvolution diffkrente des indicateurs prbc6dents : 



Variante, basse : TABLEAU I 'I ' 

lndlcateur 
, 8 

( .  , ,  

~sperdnce devi$% la naissapce 1' 
I i  ( 1  
3- 1 

. . 
r)opukition toraie cn (mil1ie.r~) ., " 

i ~ o ~ u ~ a t i b n  urbaine (%.) , , , 

.Pr@valence contraceptive requise (%) 

Variante basse : TABLEAU 11 
I I 

lndicateur 
1 986-9 1 2001-06 . 2006-11 . 

1 
1 I 

Taux de natalilk (pour mille) 49 ,O 38,8 35'3 

Taux de morlalite (pour rnille) 16,8 10,l 8,s 
. % 

- 

Taux d'accroissernent nature1 (% par an) 3,22 2,87 . 2,68 
1 

. - , : . . ' I  

" . ? .  I A,.. ' 9. . 
" <  ' .  , 

I 
- 7 ,  < . *  1 ! 

Mais il faudra atiendre les rksultats des programmes et des etudes', actuel lemen~n coursi sur la 
planification familiale, pour preciser les objeciifs quantitatifs qui, en tout btat de'cause, devront viser" la -- ' baisse significative de la fecondite. 

' 

3.3. LES STRATEGIES EN MATIERE DE POLITIQUE DE POPULATION 
3.3.1.  ante d e  ia mere et de I'enfant 
La mocalite de I'enfant et de I'adulte est une preoccupation pour les services de sante publique. 

Neanmoins, la sant6 de la mere et de I'enfant demeure la premiere prioritb. . 

On sait, griice aux enqugtes effectuees, que 58 % des d6c&s annuels concernent les enfants de 
moins de 5 ans et que les maladies diarrhbiques sont la premiere cause de mortalit6.j.nfanto-juvenile. 
Selon les statistiques du Ministhe de la Sante, les principales causes de moytalit6.et de.morbidit6,ch.e~ 
les enfants de 0 a 5 ans sont le paludisme (39 %), les diarrhees (23,8 %) et les maladies infectieuses, 
a savoir les maladies respiratoires (23 %), la rougeole (1 0,9 %), le tetanos ,(5,4 %) .et la meningite 
(3,5 O/O). 

La mortalite maternelle est tres Qlevee. Elle est estimee, par des recherches recentes, a 530'decck 
pour 100 000 naissances vivantes. Les principales causes de ces d e c h  sont les hemorragies du post- 
partum, les'dystocies et les infections. La mortalit6 maternelle est, par ailleurs, fortement affectbe par les 
dangers lies aux naissances multiples et rapprochees, ainsi qu'aux grossesses de femmes tres jeunes 
(moins de 20 ans) ou Bgees ( plus de 40 ans). 

L'amelioration de I'etat de sante des enfants est une condition de leur sante a I'age adulte qui est 

1 
un des elemehts importants de leur productivitb. 11 existe, en effet, unecorrblation directe..entre"~ISetat 

i de sante dans i'enfance et I'Qtat de sante a I'Sge adulte. De plus, la mortalit6. des jeunes adultes est une - perk pour un pays oG le coefficient de dependance est eleve. 



Ceci est aussi particuli6xernent vrai pour la sante des meres. En effet,4esfemmes']ouent un rdle 
central dans la cohesion de la famille .. . et , I'education , des enfants. Elles sont .. aussi , , .  ..A:. des , _  . agents,6conomiques ,.. . . . 
de tout premier plan. . ! d . ,:.) . iliil . . , .  , , , 

1 .  
, ,  " , ; . , : , I '  . . ,  , 

L'amelloratiofi de la sant6 de la mere et de I'enfant passe' par I'adoption des mesures suivantes : 
1 t 

1. Renforccment des .'services d'education sanitaire et familiale et. organisation regulihre de 
. . .. . . 

carnpagnes au niveau national; 
:. 2. ~ e n j p r c c ~ e ~ ~  ~ ; , g ~ n ~ r a ~ i s a t t i i &  &3s~e,rvices I* .,.,, &,. .. LI iJ" . ,? d , e . F p q ~ ~ } ~ ~ i ~ n p ~ ~ n a ~ ~ l e l ~ X i , ~ ~ t ~ ~ t ~ ~ ~ e ~ t ~ ~ n f ~ n ~ ~ ~ e ;  A . b  

, ' ..,, .,. ' :.. ' '3:'1rrig,isiti$titi,n 'kt $m;ineBUoiatioii)'~e?blor,rnation du pkrsonnel chargeoes services de santb 

1 '  , :maternelp'kt inf&tile,. Orgariisalion de stages peripdiques de recyclage A leur ., intention, . avec une prise 
I , .~~.:,,o!i:.~~:;.~;~,~~, t ; , 

I!',! . I en charge .appropribe des accoucheuses traditionnellesi ' , . 
.I,. :I /: 

I .  , ! 4. Extension de la couverture vaccinale A tous les enfants du  pay^;^^'?:^";' : -  

.';. . 1 '  . '. , > 

. ; j /  5. ~rn6lidration et  exterkioi du'programme nutritionne), informatign',sui'l:allaiteme<t maternel et 
. . <!;;I;;,: , , . .,;, , : a .  

artificiel, l'alirnentation des enfants en bas Age etles;conditions du s'evrage: ; , 
f 

6. Promotion et diffusion, 1'8chelle nationale, de la thkrapie 'de r$hyd;atati6n'par . . .", voieo!ale; 
7. Poursuite de Itint8gralion des services d'espacement des naissances'au skin de I1e,nsembledes 

,, .: I.:..;)! ;,:.:!a ;&;,; I , > ,  . . ..,\ , 

centres de.sant@ maternelle et infantile; 
, , . .  . .. , ( ' I  ; ; : ! I  ,, ' , . 

3.3.2. Fecondite et espacement des naissances : I 

La descendance finale des femmes s6ne&ilaises est parmi les plus klev6es au monde. Elle 
comporte des risques graves pour la sant6 de la mhre et de I'enfant. C'est pourquoi I'espacement des 
naissances constitue un volet important de la politique d'am6lioration de la sant6 de Iamhre et de I'enfant. 

I I 

De plus, la multiplication des avortements provoqu6s inciter& la promotion de la planification 
farniliale pour une meilleure maitrise de la f6condit6, pour la sauvegarde de l'harmonie de la famille et 
de la societe, pour le plein epanouissement des hommes et des femmes. A cet effet, les mesures 
pr6conisees sont les suivantes : . a  ; , , . ' : 

1. Renforcement et amelioration des programmes d'information et:d~c6mtnunicatidn destinds B 
diffuser une bonne connaissance des methodes contraceptives et . des ; , possibiiit6s 1 .. . . ,'I '-. qu'ellds I , .  donnent . . en, 
matiere d'espacement des naissances; . ! ~ , ~ ~ . ; , i i i i ~ : :  .. a , ; I  i!, .:-.I 

9 3 .  
. .- 2. Renforcement et amelioration de programmes d'education en mati6re de population, dans le but 
- de sensibiliser: la population, A tous 'les niveaux,.sur les avantages m6dico~sanitaires;'~~socio-8co-' 

nomiques et socio-culture[s de !a planification de la familie;' : ::! . a  ;2::?i;.;:,'.<:.:~y.i;jii i;:i(!!ii!..:l02 p ! ' :  ;* ; I ;  ', sL; . . . : ...., 
3. Introduction systematique d e  It8ducation I:. en matiere de population;~,dans . le~, '~ro~ramrnes ;. . :; , .!:.*;I i.:k! 1 2 :  * cu j;;'..a2 * .  ;,-. .,:I.,i i,.,. ".. , . < .  .,.*.,. scolaires et dans les cours de :.,, formation . a ! ; : f .  ! .. des.formaieur~;~,., ,.. . , 8 . , f 7 , ,  ,,ir?!ili! ~:?+tT;~~qi~j!~~i~i~t if: : ; + ~ i : ~ l ~ < l ~ ; ~ ~ j  

4. Renforcement, .l;l amOlioration,,~,et,'~extension ..... . , .  . ,des.seryices:de: planifi.cati~f;l~~f,aqiIiaIe, &, toutes. leqi 
regions, avec une prise en charge des trois volets : espacement des naissances,,lutte conire la stbrilitb 
et lutte contre les maladies sexuellement transmissibles; I , - I 

5. Renforcernent des cours et des stages de formation et de rekyclage en'planification familiale I 
I'intention du corps medical et param8dica1, pour une mise en czuvre optimale d e ~ ' ~ r o ~ r a m m e s '  
nationaux. . I >  

6. ~armqnisation el  intbgration des programmes gouvernementaux de planification familiale, en w e  
iie leur rationalisation, pbur une plus grande efficacil8; 

7. Adoption de mesures appropri6es pour la sensibilisation 21 I'application effective du code de la 
famille, dans 1e.sens d'une protection reelle de la femme et de I'enfant et de la pr6sevation de I'harmonie. 

j .  .. . . I , .  .. . , . . .  1 de la cellule familiale; . . .  . . . , ! . . , . :  : , I . ,  .. 
8. Organisation de camp,agnes'p6,riodiquos d'exptication sur lcs m8faits des grossesses pr6c6cek 

. : .  , . . . .  , . *. i .'..I. . . 
et en faveur d'une parent6 responsable; . . .  . .  - : , ,  .-,: . : : , . . I  .. ,. ' a  , , .  . .  , , . .. 

9. Appui appropri6 aux entreptjses publiques et privees, aux ONG, aux associations privees, en' 
somme, a toutes personnes physiques et morales qui exercent des activites significalives dans le 
domaine de la planification familiale; 

10. Evaluation continue des programmes et des services de planification familial0 pour une plus 
: grande efficacit6. 



3.3.3. P r o n ~ o f i o n  dc la fcmrnc 
, 

, . 

Cllc cst une condition essentielle du succ6s de toute politique de population. Au Senegal, en d6$ 
dcs lois et mesures qui ont 6te adoptees, le statut de la femme s6negaIaise devrait Gtre am6lior6. Pour 
cela, il faut renforcer la politique de la promotion de la femme senegalaise par I'adoption des mesures 
ci-apres : 

1. Adoption de dispositions particulieres destinees a accroitre, le taux de scolarisation ,et 
d'alphabetisation des femmes et leur niveau d'instruction; , /  . .. , . , . 

2. Adoption de mesures appropriees destinees a promouvoir la formation technique et profession- 
ncllc dcs femmes; . . , . , . : ,I....\,- . , . . , I ,  : ;$, 

3. Adoption de dispositions particulieres destinees a promouvoir l'emploi des femmes, leur 
responsabilisation et leur Opanouissement professionnel, de m8mebque leur accbs au crOdit;?i 2.i; , ,  , i 

4. Organisation de campagnes de sensibilisation et d'education des . . fem,mes et des,hommeq~su#~ ., ,, 

planification de la famille et les autres problemes de population; .,., . - . <  . . , . '.. . . .  , , :.,:+. ,.. s"t,-. ,!.t 

5. Diffusion plus large de technologies destinkes a alleger les taches domestiques. et les travaux 
.:sf 

industriels et agricoles generalement executes par les femmes; , . , . , , ! I  I ,  

6. Soutieri aux organisations et groupements fbminins; .. , . ,  

7. Multiplication des creches et garderies d'enfants, en milieu urbain et rural, pour favoriser la 
parlicipation dcs femmes aux activitbs productives et a I'ensemble des activitbs socio-culturelles; 

8. Organisation continue dc campagnes d'jnformations destinees a promouvoir une image positive 
de la femme en tant qu'agent dynamique et creatif du developpement economique et social. 

9. Adoption de mesures specifiques en direction des femmes chefs de famille. 
. %  , 

Certaines de ces rnesures sont preconisees dans le Plan dlAction de la Femme adopt6 au cours 
. : !  8 ,  ' 

. .. de la decennie de la femme; il reste a suivre leur mise en ceuvre. !. . ' . .  , $ .  li;;.c '., - .  :.,I ..... 
, . , , *  . , . .; , . , ,  ,ld 

. . .  . . "'i 
. I . . .!. , ;: I,::, , , r, :.y,,: . , . . . . . -. , 

3.3.4. Promotion des jeunes . . . .  :... : . ,  ,.. . , . ,..; ,;, \ :  ,*. .&,':,'. . . . .  , . .  .I;,:. ...... 
. ., 

Les jeunes constituent plus de la moitie de la population du Senegal. De leur naissance a leur entree 
dans la population active, ils constituent une preoccupation majeure pour la population adulte qui dojt 
assurer la satisfaction de tous leurs besoins (alimentation, sante, 6ducation,loisirs, habillement, loge- 

: . , .  " .  , . ment, notamment). - .  0 , 4 *  

I .  
. I 

, I  

Du fait des difficult& rencontrees, beaucoup de jeunes adolescents ne reunissent pas, A I'age 
adulte, les conditions nkcessaires 21 leur epanouissement mental et physique, moral et materiel.. . :I: .:  

, . . . ;., : : 2. 

Du fait surtout des la deperdition scolaire importante, de l'analphat$tisme, de ;absence da 
debouches pour les dipl6rnes, du ch6mage et du sous-emploi en'milieux~rural et,urbain; beaucoupde 
jeunes sont rhduits A 110isivet6. Cette realit6 existentielle est la caus,e de'la,d6Iinquancel de I'alcoolism.e 
et de la toxicomanie, particulierement en milieu urbain. , . . . ',:.! a . , ! .  . : . '  .. . ,,,;.. 

.. . .,.,;.,7:. 
. ., 

.. . . . . . < . . '  . .. 
. . ' . '  . . . ,  , .. :, : ,. ,.:I. L::..,; . . , .. . # . _ _ I .  _ 

II est donc indispensable d'adopter des mesures appropriees pour favoriser 116panouissement des 
jeunes, a savoir : . . . . ! .  

I : 
1. Poursuite de I'application du Plan dlAction Dbcennal pour les jeunes; 
2. Integration dans la formation scolaire et extra-scolaire des enfants et des jeunes d'6lements 

dt6ducation B la  vie f a h i a l e  pour les preparer Q une conduite responsable Q I'Sge adulte; 
3. Soutien aux organisations de jeunes et mise sur pied d'un mouvement de la jeu7esse capable 

d'offrir aux jeunes des perspectives de mobilisation, de concertation et de loisirs qui s'inz xivent dans le 
cadre de leur epanouissement et de leur participation au dbveloppement national reel; 

4. Mise en place d'un programme de lutte contre la deperdition scolaire et I'analpl~abetisme des 
. I  I jeunes et p&paration a leur insertion dans la vie professionnelle; I.. 

5. Multiplication, equipement et decentralisation des infrastructures scolaires, sanitaires,'socio- 
*.,! \ 

educatives et socio-culturelles destinees a favoriser 1'6~anouissement des je'unes; 
1 f.,? , .;of1 

6. Recherche d'une meilleure comprbhension entre parents et enfants par I'instauration d'un 
. , 

dialogue autour des problkmes de la soci,et&; , *; , , ! : I ;  



7. Sensibilisation des jeunes sur les risques lies B la sexualit6 et la maternit6 precoce; 
8. Mise en ceuvre de programmes de sensibilisation sur les dangers tels que le banditisme, la 

drogue, la prostitution, le vagabondage; , ' ' I '  I -  

9. Creation d'emplois prioritairement destines aux jeunes afin d'assurdi leur pleine participation A 
I 

, '  

I'euvre de rjbveloppement -4ational. ' / I 

,'>, f :',', 
I 

I I i 11; 1 . ,, 8 :  I I 

, i ,  ' .I ": 
, 3 . 3 5 ,  Promotion des peisonnes du 3"' Bge , W :  

, . ' a  j,; ,.,; . I  1 ,h ,; ,,,,, , :,.:. .,. , u,,2 !,,, ,h ,d', 
, I  ,. 
d.!, , ,,,.., . .  ~l~~,~~~~~oq(l&s~r~~lri~p~o;hbtio~~t I( I , I ,,I lasa~&~e$prnannes 'du A,, .I{ ' ,  , , jbfi age, I l l  d convient . I ,  I <  de .. 

. , ci-&pr&s";,l. {I," '  ' 
I I ,  . , ..;:;ii[.,;l I ) ~ ! I . I : \ . . !  , : I ) ' I ' , . . , ,  1 ' $ I , . . 6 " . ' I 

i I '  I 
' 1  : : i i 14; :Mettre eln plack, conform6ment au Plan dfAction Mondial sur le Vieillissement, des politiques et 

3 \  , , , I  ' ,  1 .  . 
; . ; prbgrarnmes d'kducation, de formation et dinsertiondes personnes du'38me age dans le processus de 
1, , . I .  t I !  

; d&eloppement Bconomique et social; , , , ,I . \ , 57 :u&?q;Q , . +Ld4:, :, , , , ! ; J ; : ,  , , 8 ., 
! . ' >  ., I., '!. 7 : , . I ,  

2. Mettre en euvre des programmes de . recherche; . 'en mati&re 5 . 1 1 f ! ,  de 1 1  ...., g8riatrie : : ,  . et d6:lgt$r&ntologie 
... , , . . ,  

sociale; . . , . I . . , , :>,+) f t  ! . .. : I I <  

I 3. Former le personnel rnbdical et pararnbdica! pour une meilleure pris,? en charge des besoins des 
personnes du 3" 2ge. , I ,. - . ,  . , 

' I 

3.3.6. Preservation de la famille 
La larnille, entitB Bconomique, sociale et culhelle, est dans notre cohtexte africain le cadre de vie 

et d'epanouissement des individus. - , : . l ~ j ~  ! I ,. . n 
I;' 

$ 8  ~ i t l * ,  4 . i l , \ b , t $  . ! ,  . 
En rnilidu urbain dornrne en miiieu rural, la farnille sbnBgalaise est A la recherchk.dlun nouvel 

Bquilibre entre la tradition et la rnodernite. C'est pourquoi, il irnporte aujourd'hui, plus que jamais, de la 
proteger et de la promouvoir. I l r  , . . ;v :.' , 11 .  , 

Outre les actions specifiques A entreprendre en direction des enfantsllddi'femmes,'des jeunes et 
des personnes du 3&" age, il convient d'engager toutes les actions tendant A assurer I'harmonie et un 
meilleur Qquilibre au sein de la famille, savoir : ; I , ~ , *  . . I 6 4  

c!..,'.,.. ..,., --;, p , , : 3 : :  ' 

' 1. ~evalorisation de la famille'comme.cadre d~ducation,.d~;,concertatiori'et de dialogue entre 
hommes et femmes, parents et enfants:' .': . . , .  I ,  i ; ! : i i l , ; : . ,  . I +  I :q 

5 
f 

2. Lutte contre ies phknom6nes destabilisateurs de la famille, pour une'meill'eure"prot&ti&i d6 
Iqintegrite de la cellule familiale, ! :; ! ::sfmr : 

.. . ' .  : t i 1  .i;...:.;:,..; 8 .  ; . ii,:.; i i . i f c ! ( , , j j  ; I . .>[!  

3. Recherches et sensibilisation sur la nature et Ses probl&mes de l a  fagill* actuelle:,!,;:.: - . , .  :;~>.!-,' , , I I C ~  
+ ! .; . , . , . , . .-. ., .'. , ‘,?- ,,! ; I~ t i \  i ; .  .i ;.ii:j: 8 1 !!':I~~?~!T"~?YJ. $$j. !{!~~0~7~~3fi~:;~1r)li~][?j~~'4, i.', . , :-jC . .  . 

3.3.7. ;:~igrations, AJrhanisation . et,;Am$nagernent~duji~er:~i~.~ire,~~!~~~~ .:<,;!,: ios  

Historiquement, le SBn6gal se caract8rise'par d'importantsr~moudments"rnigratoires' quilont' 
d8termin8, en partie, larkpartition spatiale de sapopulation. L'Bconomie colonialede traite avait contribub 
a concentrer u e grande partie de la population dans le centre et I'ouest du pays (bassin arachidier et 
region de Da & r). Par ailleurs, les besoins de I'administration territoriale .oflL,determinb, en partie, .. . 
I'irnplantation des principales zones de peuplement. 

::f !, . I 

Depuis I1ind6pendance, les mefaits de lasecheresse ont entrain6 une8acc&tuation de 'exode rural, 
une croissance urbaine plus rapide et un dBs6quilibre regional plus grand, particuli&rement s ?risible entre 
la rBgion de Dakar et le rbste du pays. La mise en euvre de projets de dbveloppement rural, dans le sud, 
et surtout les grands barrages, dans le nord, vont entrainer de nouveaux mouvements et concentrations 
demographiques. Ainsi, I'urbanisation s1acc81ere, tandis que de vastes regions se vident et risquent de 
connailre un dkclin durable. Pour redresser cette.situation, les mesures suivantes sont pr8conis8es .;! 

.a- ,.. r .  , . ,  . 
; ..,. ! ' " I . '  * , - . , , a  :.; - : .  .. , , . : . . I .  , . $ I .  +;..,qt b r ~ : ~ , ,  11' ' ' . ' ,; !.' " I ,  

1. Finalisation et application du Plan National dtdmBnagement du Territoire et des plans rkgionaux 
' de dbveloppement intkgr6 qui seront des instruments essentiels depolitique en matiere de repartition de 
in population. Ceci devra. entrainer la constitution progressive de veritables pdles rkgionaux de 
dbveloppement Bconomique, social et culturel ob seront impulsbes des activites de production et de 
creation qui stabiliseni la population locale et freinent la migration vers la region de Dakar; 



2. Adoption de mcsures incitativcs pour I'implanhtion de petites et tnoyenncs entreprisc; :l 
l'interieur du pays, et d'activites nouvelles dans les villes secondaires en vue d'une repartition plus 
equilibree de la main-d'ceuvre nationale et d'une attenuation de I'exode vers Dakar; , , I :  . 

8 .  .@ 
3. Amenagement rationnel des zones de grands barrages pour .le,ur, utilisation adbquate2au 

benefice des populations locales, d'abord, mais aussi de I'ensemble,,de.:!a,c,p~,munaut6 nationale;,,, 
4. Restructuration des bquipements urbains, des reseaux d'assainissement et d'alimentation en 

eau dans les quartiers d'habitat sPontan6, a Dakar et en banlieue, afi,n"$am@iorer, les conditions 
sanitaires et de vie des populations qui y resident; 

5. Adoption de mesures efficaces, pour faciliter le relour des travailleurskmigr6s et leur reinsertion 
dynamique dans I'economie nationale. 

. : 
. I  t 

X.3.8. Emploi 
Tit! ?,m I 

II constitue, aujourd'hui, une preoccupation essentielle des Senegalais. En milieu rural, le..sggis; 
einploi est structurel, d u  fait du caractere saisonnier de la production -agricole (l'hivernage. ne dure quc 
quelques trois a six mois). En milieu urbain, le ch6mage n'a cessb de se dbvelopper, a) ec I'aggravation 
de la crise economique et des difficult& rencontrees par les entreprises. Par ailleul;, de nombr~ux 
'jeuries diplbmes des instituts de formation professionnelle et du supbrieur ne peuvent plus 6tre recrutks 
par la Fonction Publique, sans pour autant trouver une insertion dans les projets d'activitSs Bconomiques 
appuyes par le Gouvernement. 

,*., " . .  . . .  . '  . 1 .,.. 
Or, sans assurer aux ~ e & ~ a l a i s  un emplai stable et remun&ateur, il sera difficile d'obtenir le succ&s 

de la politique nationale de population. C'est pourquoi, il est important de promouvoir les mesures ci- 
apres, que du reste le Gouvernement a initikes, notamment dans le cadre de'.la Nouvelle Politiqu'e Agri- 
cole (NPA), de la Nouvelle Politique lndustrielle (NPI), et plus gbneralement, . . de la Nouvelle . . . .  Politique 

. . .  Economique (NPE) : . . ,  . ! . .  . ..,:. 
. . . . .  , , , I  , ;::;.;!j!:; : 

. . a .  ..!,.; . 
1. Amblioration et valorisation effective des r6sultats de la recherche a'gricoie; : '"' ' 

; ..,.I:$. , , 

2. Rborganisation du march6 des produits agricoles (produits vivriers . ,- et . produits de rente) de.fapon 
B favoriser une politique d'autosuffisance et de sbcurite alimentaire . . . . .  conlorme ,',.l'.l. : .  ,;:,e,:,; aux . . .  p h ~ r i t & d ~ ~ a $ e s , a u  .-. .. ,.. ... 

.. : ;J.y?q; ...... plan national; , . . . t i . . : .  I.. .... :. +*.$ ..,; ,.%. c,;l,;-;;. .,:... ;:;i;y:! !,:r::::! .~j;ii,fsr., 
3. ~ ~ o r ~ a n i s a t i o n d c s  coo&-atives agricoles et appui aux gr@p&ne"ts ,a , .S  .::;. de:/nt6ret 8 & o ~ o r n i q $ ( ~ l ~ )  

pour une r&ponsabilisation plus effective dans IadBfinition, lamiSe . . .  eg .,. ce,uyrs. ..., ,,... et,ie&ttr&i ..., . ( .  , , s t . . .  deipolilic(&s ... ) , : .  . 
de developpement rural; . . . , . .  l;.,;c;:.~:~q.~?.~~ ' --. I ,,,, :.:.: , : . '  :<.,. :, . ,  a ?:: 

4. Promotion 2 I'6chelle nationale, en privilbgiant les regions de'l'int~fle.ur,,dlinvdsti~~ement~~forta . . . . .  . . . . . . . .  
. . . . . .  . . .  intensite de main-d'ceuvre; . , . . .  . , . . , , , . . , . , I :  . i i : : ,r i ; , , ;c : : , .  . . .  :I..? . . , :  . 7 

5. Promotion, encadrement et protection du secieur informel, grand pourvoyeur d'emplois; 
6. Promotion du credit en direction de I'agriculture, du secteur informel . . .  et de la pstite et moye&e < .  . . . .  . , . ... entreprise; , . : .  . .  . ' :  . . $... -! . , .  

7. Adoption d'une fiscalit6 adaptee, pour favoriser la relance de la production nationale et de la 
demande en biens et services; . . I .  . , 

8. Planification rigoureuse des ressources humaines, pour leur adaptation 'aux besoins rbels'de 
. . 

: 8 . . .  :.:a .. x... . .  .. . . ,  ' .  ,;.,.; . ; I ; ;  

developpement de la soci6t6; 
9. Renforcement du Fonds National de IIEmploi. . ..:i ..". . . ; .  , ,  . . . . . . . . .  

....... :: . . . . . . . . . . . . .  .. '  , 3" . . 
3.3.9.' Etudes et Recherches . . . . .  , .:.... . . .  . . . . . .  . ,  . .  

En dehors des opbrations realisees par les organismes parapublics et privbs, le Sendgal a exbut6 
deux enqu6tes demographiques nationales, un recensement g6n6ral de la population, une enqu&te'sur 
la fecondite, une enqubte d6mographique et de sante, une enqubte sur la mortalit6 infantile en.milieu 
rural et prepare le second recensement gkn6ral de la population prevu en.1988. 

. . . . . .  .I?/, . .  . . .  , . ' i . 
D'une fason generale, de grands progres ont 6te faits dans la connaissance de 1'6tat de 'la 

population, ainsi que de la fecondite, mais des lacunes significatives demeurent pour ce qui est de I'dtude 
de la mortalite et des migrations. Or, les donnkes sur la natalite, la mortalit6 et les migrations doivent 6tre 

. . .  simultanement prises en consideration pour dbfinir une politique nationale de.populaiion. q p .  



A un autre niveau, on manque de donnees swr les activites qui sont menees au plan. national ou 
rkgional dans le domaine de I'espacement des naissances. Or, ces donnees sont essentielles pour suivre 
ces activites et connaitre leur impact, pour une rneilleure orientation des , . . .  e,ffog.ts #..  . . , ,  nationaux , e locaux. 

, . i ' i '  " '  

On ne dispose que de quelques recherches approfondies sur les problemes d'urbarisation et 
dSatn6n,gement du territqiref alors que ces questions son; importantes : . .  au Sdndgal. 

t I , :,I. .,Lt , , . . . 

~ i n s i ,  il reste'beaucoup 3. faire pour promouvoir.une maillepre connaissance,,de ,fifi~&?T, : , .a* +V l'en$emt;l& .. , , . , .  , e ces 
raMn f d ~ s s : ~ l ~ s ~ p ~ ~ y ' ~ d ~ ~ e l o p ~ ~ m e ~  I .  1 1 . , , I  t ., , I , ,  , .  . .: 

v ,  

suivantes pourront y contribuer , . : I ; , !  ' , , , . ;  

I t '  I ,  

, 1 
1. &organisation et renforcement de iletat-civil, pour un rneilleur enregistrernent des evenements 

qui pkrmettront une connaissance plusapprofondie des niveaux e!tendances dkmpgraphiques.; 
. , 2. Production, diffusio,n el evaluation; reguliere des statistiques d'etat-civil; ::; : ,  : ::i! ,, . .. . ., ' 

3. Realisation,p6riodique (tous .les dix ans).du rccensement general . .  . de la poplutation; . ' 

. !  . ,  I .  I.: .. , ,  4. .~mklioration des recensertlents administratifs; , ., 

5. RBalisation pbriodique d8enquBtes el de recherches sur la f6conditb;mais surtout i u r  1; mortalit6 
. .:I . , 

et les migrations pour une bonne connaissance des mouvements be population;! . i. . .%:.:- ' . . ;  , 

6. Intensification de la collecte et de l'exploitation des statistiques'courantes'! sant8;"8ducation, 
emploi, logement etc ... pour une meille'ure planification du developpement . , .  et , .  un , meilleur suivi de la 

. '  , . . . , f ! '  

politiquc de population; . ,  < .  .I,,,., . . 

7. Promotion de types dtenqu8tes et de recherches plus performants, capables defavoriser la 
collecte reguliere d'informations sur la population et le developpement : enquetes niveaux de vie, budget- 
consommation, main-d'ceuvre, etc ...; 1 . , :  . . ,  .,( . . . . .  , . . . . '  . 

8. Realisation d'dtudes approfondies sur les relations entre les'variable~'d~mographiques et les 
autres variables socio-8conomiques; 

9. Elaboration de methodologies d'intbgration poussdes des variables de population dans les plans 
de developpement national et regional; 

. . 

. . 
10. Etudes sur I'intBgration des questions de population dans . , .  I'ensemble .( . , . ,. .. ,... du , systhme . . educatif; de 

. -  1;&8mentaire au supbrieur; : , ,: , . , . .  . . .,.; ;;!,,I$ + j + : , ~ ~ ~ ~ ?  !,,;,a . ::: , 
.. , . 11. Elaboration de programmes speciaux d'inlormatibn, d18ducation et de communication en 

matiere de.population. . . *  
: 3 , p<<~.>$;.~~~fJfJ $2 <?t! ,;,,. ; :,Q : [ '  . ?. ;. .., 

4-b , .: . ., . , . . * p ,  , . . . ,  ...,p.'l:~.;~.: .::.. ,,. , . , , , ; , 6  

. .. 3.3.1 . , I .  
0?1nforrnation~~ . .  . 

. ... . ~ ! . 5 ~ i ! ~ , i i ~ l i l l ~  Education, ,. : . ,:I ~ . o r n ~ ' u ~ i c a t i o n  . . * . * >  .. ...., . ,,. ..r;; I‘ : i . . i , ~ ~ . . i ; i : ~ i i : ~ ' . ~  'en i:;r rnati&re"de: '~opulahn ti:> tjihi, j ; : r ~ > . r l ! l  I I?jI  ..... i ) ' i i i l i i  I 

Pour realiser la performance qui consiste sensibiliser une population.dont:la majorite est encore 
non alphabetisbe et non'scolarisbq, it est nkcessaire de promouvoir des-formes appropriees de 
communication qui soient susceptibles de faire progresser la lutte contre.la.,rportal/t6 et4a morbidite, les 
naissances nombreuses et rapproch6es et divers autres maux repandus au seio-des populations et, plus 

:particulierement, de la jeunesse:ll s'agif dlmpliquer toutes les composantesde las,ocibt6 et les mobiliser 
pour la realisation des objectifs fixes en matiere de sante et de plapification fe i l ia le,  mais Bgalement pour 
la concretisation des autres volets de la politique de population. Dans cette"perspective, le recours aux 
fangues nationales sera privilbgi6. Les mesures prrkonisdes en consequence sbnt les suivantes ; 

, ; .  . :  . , 
.. . . . .. . , ;.;?,?hi];;!:, '* 3,:; ,., . . .  ?., . 

I. Renforcement et extension a tout le pays des programmes d'alphab6tisation fonctionnelle en 
langues nationales; . . . . <  . . . , %  8 .'I! , ;J .i;-. . .  . ' .  . . I . . 8 . . . .* 

2. Elaboration d'une documentation et de materiaux appropries pour l'information et I'education des 
homrnes, des femmes et des jeunes sur les problemes lies a I'espacement des naissances et tous les 
autres volets de la politique de population; 

3. Mobilisation des inediats, des associations culturelles, des centres de formation feminine, d& 
"groupements de promotion f6rninine et autres centres socio-Bducatifs, afin d'informer, tout 
'particulierement, les femmes pour le succ&s de la politique de population; ' I '  : , 

4. Sensibilisation des hommes sur I'importance des questions de population, d'6ducation a la vie 
familiale et d'education de leurs enfants; I .  . o - .  . 1 1 .  

5. Sensibilisation des decideurs, des notabilitbs politiques, coutumi&es e t  religieuses pour jeur 
pleine participation a la rnise en euvre de la politique de population, dans toutes ses composantes; > 



6 .  Di;veloppcnicr~t de hnques de donn@cs ct aulrcs rbscaux destines a fournir des inforrn~!icjns 
co~~lpletes et actuelles sur les probldmes do population et de d6veloppement; 

7. Renforcement et coordination des activitbs communautaires destinees B promouvoir la planifi- 
cat~on familiale. , 

I '  J 

"".",I 8 ' .  . . . l k ; . 4 . 1 ~ '  
3.3.1 1. Mesures legi~latives et reglementaires 

i En effel, le regime fiscal et social envigueur favorise les familles nombreu&esit\,'&cii titre, a une 
orientation pronataliste evidente. 

: : I  ' ! .  ;I!.. , .! ; ; : ,  . i  .!y'$q - 1 '  
C 

II favorise les salaries ayant une progeniture nombreuse ou de lourdes charges sociales, aussi'bien 
en periode d'activite que de retraite. II convientdoncde corriger une telle orientation et prevoir, au besoin, 
des ~nesures dissuasives. I 

" 0 

II faut reviser la fiscalite dans le sens de la reduction de la discrimination a l'eg; rd des c6libalaires 
et des familles peu nombreuses, car I'importance de la reduction de la charge fiscale, selo~,le,statut 
matrimonial et le nombre d'enfants, encourage la formation de.grandes . ..-,.a fa,mi!!es., , ,., - ; , ; I  J 

! i : I '.. . t;':,. > ,,$..:.rl ~ Q I ~ ~ ~ P .  
' En outre, la r6vision du code de la famille, dans ses dispositions pertinentes, peut concqq,:,e!l~ 

aussi, au succ&s de la politique de population, si desmesures appropri8e~ sont prises pour n ;issurer 
' .  . I /  . I'application effective. ' .,!*, . .r, !!: L;,:c :. . . . I J ~ , J . . ~ .  . . ; 1.:' ;, f , :  

.; $.,, ,.! , -; !,+c\(J;!5! :,-,: , . . ; #  . 
., ' :. - . . . : , ; c  . ,;; ,jJ{;!pJ;:;-> . ,. , 

Enfin, il importe de r6viser la loi sur les delais de declaration des failsid'8tat-civil, pour assur'er un 
' I . . " - , . ,  ..:.,:,: ;y; ' , "  . I !  meilleur 6nregistrement de ces donnbes. 

, :. ,: : a :,<,'I[ . . : ;.,, ,;3 1; : ! ' ,  
, . .  

;, , , i f;!~j,~f ' . i . '  ! .  . . . . - \  :I!. L'.: .; 

4. - LE CADRE [NSTITUTIONNEL , . ." ! '< 
' . . , . . . : c . :  ., . . .. :: . .  , 

: : ;, a ; -:.a . ' ,  , *>  4 ' ' . . ,! ': .i. ;, , 

La politique de population est promue a travers plusieurs sortes d'organes : I $  .I / I  

I (  . .  
I t ,  , , - ; I  I t 

4.1. Un organe de dhcision : *. .,: ,,,,, x <  . ,-A':, 15ij!.-.i 

Le conseil.interminist6riel sur la population preside par,le Chef.,de,!',Etat , ,+  , :. a?7 Le,dcretimganisqnt c ; :,,, . I .. .. la 
 omm mission Nationale de la Population indique'que les recommandations en matiere de pol~t~que de 
popufation sent examinees en conseil interminist&iel,: .:\:,!:*9 1:Jp %;i l j>mIQ~E?~ i ; !  19;:i~f31 IU0q * 

::,.. ' 
I ' 

. ! r . . t i '  .,;, . :,-;.;; .. . , :.. : i ; l  , . :::.;)~;,~~$!:{$j*?~?.~:!~-~;;:..:::;;;!?~~[E . .. ,I?;: 

4.2. Une structure consultative nationale : . , . 
,+,:'q<,-. .. . .f. .~.ij;;.'.y~.: .,,.: ?;>>'I ,Q' :.I. '  l!i~jt?~~l++.?;> 

.. . ;' *...:'i.s,:; .I-. I .  . .(. ,.d , r: -.?.? ;. .. 
La Commission Nationale de la ~ o ~ u l a t i o n  (CONAP0P)a vdi i t ion dtassistei.ik Gouvernernent 

ds:..; la definition de la politique eri matiere de population. Cette commission est creee auprhs du Ministre 
du i31an qui en assure la presidence. Le Directeur des Ressources Humaines en esf ie Secrbtaire. 

..:! : .,.. . : 
< .  . 

1 :  >:; 
4.3. Un organe de planification, de coordination, de suivi et d't5valbation : 

La Direction des Ressources Humaines du Ministhre du Plan et de' la Coop6ration cre6e lors du 
remaniement ministbriel de 1986. Cette direction comporte une Division des Etudes etde la Politiquede 
Population et propDse la politique en mati&re_ de populati~n,,,en.~rappo~~, avec, les,.autres~services 
concernes. 

. . .  . . . ; :? :; i .) !;,+ ,!, :?'; : j5: . wp; ,:. ,!fl . :;.n. .: .-... 8.  ,' ti..;r, , . .  ... & iarw'plfb3fl 
... *., : .. ' , . . %, ., .. 3 s . .  ', 

. 
:,I.! .'.: .;ji.!j@~y&~] I.,!,; 4.4. Plusieurs structures d1ex8cution dont les . . . . : princippux . .. .-;:, .:, , . ., son!,: :,+jl..!lilaidll rill; ; , : ;  . . , :a  ,I?::):! 

1. Le Ministgre du DBveloppement ~ o c ' i a l ~ u i  comports des a . I l l .  dir&~tion~~ayant,un~61e .,I ,.., .. .,: essent&l ..,.. S t ,  ..., '.,. dans %.. 

la mise en ceuvre de la politique sociale du Gouvernement : Directions ,d~. la . ,~ond i t i?n ,~~mi~ne>t  . . du 
Bien-Etre Familial, notamment. En ce qui concerne I'espacement des&iissances,.:la collaboration 
instituee, en la matiere, entre les ministbres du Developpement Social et de la Sant6'Publique doit etre 

,!,! ,! I .  : renforcee et au besoin Blargie; . . . . 

. . . . 
, . - ,  \:I:' 8 . . 



1 
I 

2. Le Ministhre de la Sant6 ~ubl ique,  maitre d'ceuvre dans le domaine de la protection maternelle 
et iniantile; . 1 .  , 

3. Le Ministere de 111nt6rieur, responsable de I'6tat civil et de I'amenagement du territoire; 

I 
I 4. Le Ministere Del6gu6 Charge des Emigres Btudie les problemes lies A I1Bmigration; 

5. L; Ministkqe de  la Fonction Publique et du Travail; 

, 6. Le ~ i n i s d e ,  cjq, ItEducation , I ~ ~ ~ U I , ~ , - ?  National&; ,.. . . .  A.rl I ,  a .  , , I 1 ,......... '...,-- :. . 
I II , t 7. Le ~ ihs t&( ;  de la Jeunesse &tndes iports; 

I. i 
8 .  I L ~  Ministkre de ~ ~ ~ r b ' a n i i m e  et de l'habitat; I ,. 

I 9. ~e Ministere de la ~ u l t u l e ;  . , 
I 

; 10. La ~ 6 1 6 ~ a i i o n  B Iilnsedion, &$la Reinsertion et I'Emploi. 
I I ' I , *  , * * I 

I . 8 

' 4.5. ~ e s  structure; ';lationales dl$tude et de recherche : . . 
I - Le Ministere de \ '~cor)omie et des Finances (Direction de la Statistique),charg6 essentiellement 

de la collecte et de I'analyse des donnbes d6mographiques; ;. 4 

- L'UniversltB de Dakar, le Centre d'Etude des Civilisations, les ~rchives$ulturelles du SBnegal. 
l '~cole'~ationa1e d'Economie Appliquee, I'lnstitut Islamique et les autres structures ayant des program- 
mes im~ortants de recherche dans le domain6 socio-economique et la population. t E 

, ', ' 

4.6. Des structures d'etude et de recherche en cooperation : / , i I 

Dans le cadre de la coop6ration scientifique bilatkrale ou multilat8raie, desstructures de recherche 
. etrangeres menent ou soutiennent des programmes de recherche en matiere de population z u  Senegal. 

i .  
\ 

4.7. Des structures de contribution : 
i i I ' : 

Les associations privkes et les organisations non-gouvernementales. : 
, ; 

La conduite*de la politique de population doit Btre menee dans un cadre institutionnel apte donner 
une efficacite maxirnale a la coordination, au suivi, et a 1'6valuation des activites d6coulant de cette 
politique. La multiplicite des domaines et des structures concernees, la rapidit6 d',ex&ution indispensable 
imposent cette nbcessite. I .. . s. . % '  .., ::; . ,  . . 1 ;  \ ;,..., 

3 .  . , 
\ ' ' 1 ;  r :  ! ,. 3 - Aussi, les. structures d e  coo<dination . . et :. de,,,d$cision .. mises e n  place . devraieni~~elles Btre 

* . . . redynamisees.; . . . !  . :. :. $2. I ? p: t : '  . . . . . . .  I J I 7  : . .,.. . . . . . . .  ... 
I . . . . .  t.t v, ,*I., , ;: : 6 1 '  i . I 

. I  ' . . . .  , .  i. c.2 - 
Ainsi, la CONAPOP; qbi est ,Gne instake. de: c&ertation ' i t  de doidination, devrail i t re  : 

restructuree et renforcee par, des ..antennes r8giofiale~.~et la Direction des ,Ressources~Humaines, . . .  \, ,  

chargee d'en ' I !  assurer le secretariat, . dotee . de moyens .. logistiques . et humains adbquats. . . ;:-.-: 
.: I c ;  ;, 

Enfin, il adparait opportun d1envisager la ten& kbguli&;e du conseii intermi&t&iel sur la population 
prbside par le Chef de I'Etat. ' 

5. - S U I V I  ET EVALUATION , . . .  . . . . . . . . .  . . 
! 

1 .  
. . 

Avec l tad~ption d'une politique nationale de population, il devient indispensable de mettre en place 
des structures efficaces de suivi et dUvaluation dont les t8ches consisteraient;&'assurer ., , -. . : 

Le suivi et 1'8valuation p&riodiques et continbs des politiques,pro'grammqs'et projets nationaux et 
sectoriels en matibre de population~sur la base d'objeclifs initialement et d$re@nt definis; 

* Une mobilisation et un6 utilisation rationnelle des comp8tences et;des.:moyens materiels et 
financiers disponibies pour organiser des etudes socio-9conomiques et '.dbmographiques visant A 
determiner I'impact des difftjlrents programmes sur la population pour operer ies rbajustements even- 
tuels; 

* La promotion de la participation des communautes de base 2 l'6valuation des programmes de 
population. 

A cette fin, il apparaitra utile'de mettre sur pied un Cornit6 Technique de suivi des projets de 
population. Ce Cornit6 regroupera les representants de structures et institutions executant des projets 

i de population. 





Z CONAPOP 
z I 
- 
I- 

* Chef de file, 

Renlorcement de la DRH 

a: 
a 

0 

MPC* - MDS - MFPT - MJ - 
MEF - MI - MSP 

Tenue rbgulihre du Conseil 
InterministQriel sur la popu- 
lation. 

MPC . 

MPC 

MPC 

MPC 

-- 

,e MPC rQunira la Commission Nationale de la Population 
:CONAPOP) qui 6valuera la l6gislation et la reglementation 
iscales et sociales et propsera au Gouvernement des 
nesures devant contribuer Q un meilleur enre istrement des B aits d'Qtat civil et en gbn6ral au succhs de a polilique de 
>opulalion. 

- - . - - - - 

-e MPC soumettra un projet de dk re t  actualisant la compo- 
;ition de la CONAPOP et renforqant celleci par des antennes 
6gionales. 

Le MPC Qtudiera les possibilitks de renlorcer en moyens 
logistiques et humains IaDRH, afin de lui permettre de mieux 
assumerses tzches de coordination etde suivide lapolitique 
en matiere de population. 

Le MPC prendra les disposilions utiles en rapport avec les 
departements concern& pour la tenue, au moins tous les 
2 ans, d'un Gonseil Interrninist6riel sur la population. 

AprQs avoir consult4 la CONAPOP, le MPC prendra un 
arretb cr6ant et organisant le Cornit6 de Suivi des Projets en 
matiere de population. / 

- 

Mai 88 a 
Octobre 1989 

Juillet 1988 

Janvier 1989 



ANNEX F 

Government Decrees 



ANNEX F-1 

MPHSA Order of February 12, 1991, Concerning the Establishment 

and Organization of the Family Health and Population Project 



REPUBLIQUE DU SENEGAL 
C 3  ~ e u ~ l e  - Un But - Une Foi -. 

HINIS~ERE DE LA sANTE P u B L I Q u d  
ET DE L'ACTION SOCIALE 

ANALYSE : DECRET ORGANISANT 

MATERNELLE ET INFAN 

LE PRESIDENT DE LA REPUBLIQUE, 

la Constitution, notamment en ses.articles 37 et 

la Loi n o  66-069 du 04 Juillet 1966 relative B 1 

la MBdecine et A l'ordre des M4decins ; 

le d4cret n o  60.247 du 13 Juillet 1960 o r  

Protection Maternelle et Infanti'le (PMI) ; 

1e decret 79.4'16 du 12 mai 1979 portant o 
Ministhre de la Sant4 Publique, rnodifie p 
d u  27 mars 1990, modifi4 par 1e decret n' 

1991 ; 



SUR 

l e  d e c r e t  n '  91-423 du 7 a v r i l  1991  p o r t a n t  nominat ion du 

Premier M i n i s t r e  ; 

l e  d k c r e t  n "  91-429 du 8 a v r i l  1 9 9 1  p o r t a n t  nominat ion des 

M i n i s t r e s  ; 

l e  dec re t  n o  91-430 du 8 a v r i l  1991 p o r t a n t  r b p a r t i t i o n  des 

s e r v i c e s  de 1 ' E t a t  ; 

1 ' A r r e t e  n o  000252 du 7 j u i n  1985 abrogeant e t  r e m p l a ~ a n t  

11Ar rG t6  n o  003187 du 27 mars 1980, p o r t a n t  o r g a n i s a t i o n  de 

l a  DHPS ; 

1 ' A r r e t e  n o  002216 du 25 f e v r i e r  1989 f i x a n t  l a  nomenclature 

des ac tes  p ro fess ionne l s  des a u x i l i a i r e s  medicaux ; 

1 'Ar rGte  n o  002216 du 4 mars 1991 compl6tant  l ' a r r e t e  n "  

002651 du 25 f e v r i e r  1989 ; 

l a  c i r ~ u l a i r e  n o  120 du 09 novembre 1964 p o r t a n t  o r g a n i s a t i o n  

des s e r v i c e s  des M i n i s t k r e s  P u b l i c s  ; 

la c i r c u l a i r e  n o  00120 du 21 j a n v i e r  1991 r e l a t i v e  aux examens 

compl6mentaires dans l a  con t racep t i on  ; 

l e  r a p p o r t  du M i n i s t r e  de l a  Sante Publ ique e t  de 1 ' A c t i o n  

Soc ia le  ; 

DECRETE 

ARTICLE PREMIER : La d6nomination Sant6 Ma te rne l l e  e t  I n f a n t i l e  

(SMI) repond a une d e f i n i t i o n  o p k r a t i o n n e l l e  e t  englobe t o u t e s  l e s  

c u r a t i v e s ,  prtSventives, 6duca t i onne l l es  e t  a c t i v i t k s  - 

p romot ionne l les  de san t4  v i s a n t  ti promouvoir l a  san t6  e t  l e  b ien-  

6 t r e  des femmes e t  des en fan ts .  



A R T I C L E  2 : La Santb Maternelle et Infantile est plac6e sous la 

P responsabilit6 d'une division de la Direction de la Sante Publique 

denommee Division de la Sant4 Maternelle et Infantile (D.S.M.I.). 

A R T I C L E  3 : La Division de la S.M.I. est chargee d'impulser, 

d'animer et de coordonner sur 1 'ensemble du terri toi re national, 

toutes les activitbs de S.M.I. 

El le f ixe les normes et evalue toutes les actions entreprises. 

A R T I C L E  4 : La Division de la S.M.I. est subdivisee en trois 

bureaux : 

- 
- Bureau Planification Familiale ; 

- Bureau Prbvention Mortalit4 Maternelle ; 
- 

- Bureau Surveillance post-natale du couple M&re-enfant. 

A R T I C L E  5 : Les activites de sante maternel le et infanti le couvrent 

1es domaines d'intervention sp6cifiques qui sont : 

A.  La Planification Familiale dont l'objectif est : 

- d'espacer les na 
mere et celle de 

- de permettre aux 

qu'ils dbsirent 

- de lutter contre 
et la steri 1 i te. 

ssances pour sauvegarder la sante de la 

l'enfant ; 

couples de choisir le nombre d'enfants 

elon leur propre programmation ; 

les maladies sexuellement transrnissibles 



B. La prevent ion  de l a  M o r t a l i t 6  Materne l le  pa r  : 

- une s u r v e i l l a n c e  de l a  grossesse en assurant 21 chaque femme 

enceinte au rnoins t r o i s  consu l ta t i ons  ; 

- une ass is tance Zi l 'accouchement par un personnel compktent 

e t  b ien form4 A c e t  e f f e t .  

C.  La s u r v e i l l a n c e  post -nata le  du couple MBre-Enfant dont 

l ' o b j e c t i f  e s t  : 

- pour l e s  m&res : d 'assurer  B t ou tes  l e s  femrnes accouch6es 

recentes au rnoins une c o n s u l t a t i o n  du post-parturn par  mois 

pendant t r o i s  mois ; 

- pour l e s  enfants  : d 'assurer  des so ins  n6o-nataux e t  une 

s u r v e i l l a n c e  des enfants  jusqu 'a l Y 2 g e  p rb -sco la i re .  

ARTICLE 6 : Toutes i n t e r v e n t i o n s  dans l e  cadre de l a  sant6 

14 rnaternel le e t  i n f a n t i l e  do ivent  B t r e  accompagn6es e t  soutenues par  

des ac t i ons  d ' in fo r rna t ion ,  de s e n s i b i l i s a t i o n  e t  d '6ducat ion des 

fernmes sur  l e s  nuisances auxquel les l a  mere e t  l ' e n f a n t  sont  les 

p lus  exposes e t  sur  l e s  manieres de l e s  p r6ven i r .  

ARTICLE 7 : L 'o rgan isa t i on  e t  l 1 e x 6 c u t i o n  e f f e c t i v e  des a c t i v i t k s  

de S M I  do ivent  6 t r e  congues a tous l e s  niveaux du systhme n a t i o n a l  

de sante sur  un rnodgle i n t 6 g r 6  p r i v i l b g i a n t  la s t r a t 6 g i e  des so ins  

de sante pr i rnaires qu i  exige l ' i r n p l i c a t i o n  des popu la t ions  e t  des 

aut res secteurs de d6veloppernent. 
- 

ARTICLE 8 : L'enseignement de l a  Sant6 Maternel l e  e t  I n f a n t i l e  sera 

i n t h g r k  dans l e s  c u r r i c u l a  de tou tes  l e s  6coles e t  i n s t i t u t s  de - 

format ion en sant6 publ ique. 

La format ion cont inue en S M I  devra e t r e  assuree B tous  l e s  

niveaux du systeme pour tous l e s  agents i rnpl iquks dans l ' e x 6 c u t i o n  

t des a c t i v i t 6 s  de S M I .  

I .  * 



ARTICLE 9 : La Direction de la Sante Publique est chargee 

d'organiser et de coordonner l'ensemble des actions de sante 

maternelle et infantile ment5es par les autres institutions 

sanitaires publiques et privees qui ne relevent pas du Ministere 

de la Sante Publique et de 1'Action Sociale. 

--3 
9 

Au niveau des regions, cette coordination est assur6e par le 

Medecin-Chef de region. 

ARTICLE 10 : Toutes dispositions anterieures a celles du present 

dkcret et relatives A la Sant6 Maternelle et Infantile, notamment 

le dkcret no 60-247 du 13 Juillet 1960 organisant la protection 

maternelle et infantile sont abrog6es. 

ARTICLE 1 1  : Le Ministre des Forces ArmBes, le Ministre de 

1'Int6rieur7 le Ministre de 1'Education Nationale, le Ministre de 

la Sant6 Publique et,de 1'Action Sociale, le Ministre de la Femme, 

de 1 'Enfant et de la Famille sont charges, chacun en ce qui le 

concerne, de l'application du present decret, qui sera enregistre, 

publit5 et communiquk partout oC besoin sera. 

Fait 2t Dakar, le 

Par le President de la Republique 

Abdou DIOUF 

Le Premier Ministre 

Habib THIAM 



ANNEX F-2 

MPHSA Draft Order Establishing 

the National Family Planning Program 



REPUBLIC OF SENEGAL 

MINISTRY OF PUBLIC HEALTH 

A N D  SOCIAL AFFAIRS 

D a k a r ,  F e b r u a r y  1 2 ,  1 9 9 1  

- - - - - - - - -  

Order c o n c e r ~ l i n g  t h e  e s t a b l i s h m e n t  and 

o r g a n i z a t i o n  o f  t h e  P o p u l a t i o n  and 

Family H e a l t h  P r o j e c t  (PFHP) 

The  M i n i s t e r  o f  P u b l i c  H e a l t h  a n d  S o c i a l  A f f a i r s  
. . 1 

> - 
.i, 
1 *-. * 

I - :$ - C o n s i d e r i n g  t h e  C o n s t i t u t i o n  
'-I L 

C o n s i d e r i n g  t h e  d e c r e e  N o  6 5 - 8 5 7  d a t e d  1 2 / 4 / 6 5  r e l a t i ~ i g  t o  - :  
$ 6 . -  -A a ! .  

t h e  d e l e g a t i o n  o f  t h e  p o w e r s  o f  t h e  P r e s i d e n t  o f '  t h e  R e p u b l i c  : 

c o n c e r n i n g  c i v i l  s e r v a n t s  a p p o i ~ i t m e n t ,  a d m i n i s t r a t i o 1 1  a n d  
\ 

managemen t  m o d i f i e d  by  t h e  d e c r e e s  N o  6 9 . 1 3 0 3  a n d '  7 0 . 7 7 4  d a t e d  

1 1 / 1 8 / 6 9  a n d  6 / 2 4 / 7 0 .  
L .  

- C o ~ l s i d e r i , n g  t h e  G r a l ~ t  A g r e e m e n t  N o  6 8 5 - 0 2 4 8  d a t e d  J u l y ! , ,  

3 1 , 1 9 8 5  b e t w e e n  t h e  G o v e r n m e n t  o f  t h e  R e p u b l i c  o f  S e l l e g a l  a n d  t h e  

U l l i t e d  S t a t e s  C o v e r n m e ~ ~ t  f o r  t h e  P o p u l a t i o l i  a n d  F a m i l y  H e a l t h  

P r o j e c t  ( P F H P ) .  

- C o ~ s i d e r i ~ i g  t h e  m o d i f i e d  d e c r e e  N O  7 9 4 1 6 / M P ~  d a t e d  May 



19,1979 r e l a t i n g  t o  t h e  o r g a n i z a t i o n  o f  t h e  M i n i s t r y  o f  P u b l i c  

I l e a l  t h .  

- C o l i s i d e r i i l g  t h e  d e c r e e  N o  9 0 . 3 3 2  d a t e d  March 2 7 , 1 9 9 0  

'j r e l a t i n g  t o  t h e  d e s i g r i a t i o ~ i  o f  M i n i s t e r s .  

- C o i i s i d e r i i i g  t h e  d e c r e e  N o  9 0 . 3 3 3  d a t e d  March 2 7 , 1 9 9 0  

r e l a t i n g  t o  t h e  s p r e a d i n g  o f  S t a t e  s e r v i c e s  ; 

Order 

A r t i c l e  Olie : A d e p a r t m e n t  h a s  b e e n  e s t a b l i s h e d  i l l  t h e  M i n i s t r y  o f  ------------ 

P u b l i c  H e a l t h  a n d  S o c i a l  A f f a i r s  t o  t a k e  c h a r g e  o f  t h e  F a m i l y  

H e a l t h  a n d  P o p u l a t i o l i  P r o j e c t  (FHPP)  o r  FHPP N a t i o n a l  C e l l .  

A r t i c l e  Two : I t s  h e a d q u a r t e r s  a r e  l o c a t e d  , i n  D a k a r ,  011 " R o u t e  d u  . ----------- 
r 

F r o n t  d e  T e r r e " .  They  c o u l d  be t r a n s f e r r e d  t o  ally o t h e r  l o c a t i o n  
, 

up011 d e c i s i o n  o f  t h e  M i n i s t e r  o f  P u b l i c  H e a l t h  a n d  S o c i a l  A f f a i r s .  .- 

. . 

. . 
A r t i c l e  ------------- T h r e e  : The P r o j e c t  Management  o r  N a t i o n a l  C e l l  i s  a  1, 

c o o r d i n a t i n g  a n d  i m p l e m e n t i r l g  body  o f  t h e  p r o j e c t .  I t  i s  + 

r e s p o n s i b l e  f o r  : 
1 

* The p l a n n i ~ i g  , t h e  i m p l e m e n t a t i o n  a n d  t h e  a s s e s s m e l l :  o f  a l l  

a c t i v i t i e s  c a r r i e d  o u t  i n  t h e  v a r i o u s  c o m p o n e n t s  o f  t h e  p r o j e c t  . 

( I E C ,  c l i n i c a l ,  VSPP, B N R  ) .  

" E l a b o r a t i u g  , t h e  work s c h e d u l e  a n d  t h e  a n n u a l  b u d g e t s  o f  t h e  

p r o j e c t  i n  c o l l o b a r a t i o n  k i t h  USAID t e c h n i c a l  a s s i s t a n t s  ; 
\ 

* O r g a n i z i n g  t h e  t r a i n i n g  p r o g r a m s  a n d  e n s u r i n g  t h e  p l a n u i l i g  

l 

a n d  , c o h e r e n c e  o f  t h e  g e n e r a l  i m p l e m e n t a t i o l i  o f  t h e  p r o j e c t .  



A r t i c l e  ------------ f o u r  : The P r o j e c t  Mallagemelit o r  N a t i o n a l  C e l l  c o i i s i s t s  o f  

t h e  f o l l o w i ~ ~ g  : 

1 * Olie ( 1 )  p r o j e c t  D i r e c t o r  a n d  c o o r d i n a t o r  

* One ( 1 )  D e p u t y  - d i r e c t o r  who i s  a l s o  r e s p o n s i b l e  f o r  t h e  

s u p e r v i s i o n  o f  t h e  A d m i n i s t r a t i v e  a n d  F i l l a n c i a 1  O f f i c e  ( A F O )  /' 

* Two ( 2 )  management  e x p e r t s  w o r k i ~ ~ g  f o r  t h e  A d m i n i s t r a t i v e  

aiid F i ~ i a l l c i a l  O f f i c e  who a r e  r e s p e c t i v e l y  r e s p o n s i b l e  f o r  

f i n a n c i a l  a c c o u ~ l t i n g  alld s t o c k  i n v e n t o r i e s .  

* F i v e  ( 5 ) .  s e n i o r  e x e c u t i v e s  w o r k i n g  i n  t e c h n i c a l  s e r v i c e s  : 

I E C  ( 2 ) ,  C l i n i c a l  ( 1  ) , S u r v e y s  R e s e a r c h  a n d  A s s e s s m e n t  ( 2  
~, 

, s u p p o r t  s t a f f  c o n s i s t i n g  o f  : . . 

* Two ( 2 )  s e c r e t a r i e s  

* T h r e e  ( 3 )  D r i v e r s  

* Two ( 2 )  C a r e t a k e r s  

* One ( 1 )  C l e a n e r  

A r t i c l e  F i v e  : The  p u r p o s e  o f  ------------- 
P r o j e c t  i s  t o  i m p r o v e  t h e  q u a 1  

c h i l d  a n d  m o t h e r  h e a l t h  s t a t u s .  

t h e  P o p u l a t i o n  

t y  o f  f a m i l y  l i  

a m i l y  H e a l t h  

A r t i c l e  S i x  : PFSP a c t i v i t i e s  w i l l  b e  c a r r i e d  o u t  i n  a l l  t h e  1 
d 

c o u n t r y .  
td* 

C 
4.h 
. . I .  , '4, 

3 3 

A r t i c l e  Seve i i  : The,  o b j e c t i v e s  o f  t h e  P o p u l a t i o n  and: F a m i l ' y  H e a l t h  ------------- ,.'" . 5.' 

P r o j e c t  i n c l u d e  : , ; 

* The e s t a b l i s h i n g  o f  a  f a v o r a b l e  e n v i r o n m e n t  f o r  F a m i l y  

P l a n l ~ i n g  t h r o u g h  I n f o r m a t i o n ,  E d u c a t i o n  a n d  ~ o m r n u r i i c a t i o n  p r o g r a m s  

f o r  t h e  p o p u l a t i o n  by u s i n g  i ~ l t e r p e r s o n a l  c o m m u ~ i i c a t i o ~ i  a n d  m a s s -  
\ 

\ 



m e d i a .  

M a l ~ a g e ~ n  

a r e  o f  

H e a l t h  

u n d e r  t 

s e n s i t i  

o r i e n t a  

I 

' X  
r" 

'.I: 

A? + 
! r+ 

2 .  The  t r a i n i n g  o f  t h e  f o l l o w i ~ i g  s t a f f  i l l  F a m i l y  P l a ~ i ~ l i ~ l g ,  
f.. 

e l l t  o r  I E C .  . '.. , 
2 ' - ),., 

* M i d w i v e s  *. 
-4 L 

i : 
5. * I E C  a g e n t s  r 6 ,  
L f* . ..-. + 
Y '  

* Auxiliaries " (C 

* 5 I .  

" N u r s e s  a n d  h e a l t h  a g e n t s  , 
' $ 8 ,  

* M e d i c a l  D o c t o r s  +ci'rr ., 

I 4 ?  

3 )  The d e l i v e r y  o r  c h i l d  s p a c i n g  s e r v i c e s ^ ; f o r  p e o p l e  who 
\ _* 

P .  r e p r o d u c t i v e  a g e  $ a  

'% , 
. 4 ' 
'PT 
I t  ' 

a 4 )  The d e t e c t i o n  a n d  t r e a t m e l i t  o f  p a t i e n t s : & u f f e r i n g  ., :. , f r  
i .i * 

y t r a n s m i t t e d  d i s e a s e s  ( S T D s )  o r  Male  a ~ i d  F e m a l e  I n f e r t i l i t  
, nu';. :*<. 

hl I*', ' 
:?< 
' 5. 

5 )  The d e l i v e r y  o f  F P  s e r v i c e s  i Child,.; a n d  Mate r l i  
<<.a 
j a  

C e n t e r s  arid a n y  o t h e r  s t a t e  a p p r o v e d  o r g a n i z a t i o n s  w o r k i  
1%: 

. 
h e  P r o j e c t  ; .",$<y, - . 

9,. 

!r: 
< *&- , 

ir $L- 
* *p, 

.+ X 
6 ) . E s t a b l i s h i n g  o f  h u t s  a n d  meeti1?.<gq, p l a c e s  

. .%. 
, & I  " J 

z a t i o n  a n d  i n f o r m a t i o n  s i t e s  f o r  p o p u l a t i o n  p$ob lems  a n d  t 
,I I 

1 :!$ : 

t b o n  o f  womep t o w a r d s  F P  s e r v i c e s  ; ,., W& a$ 

: 1,1 -. 
L 1 a=<. 

f. > e n  k* 
&& 
I'. 

7 )  M a t e r i a l  s u p p o r t  f o r  women 's  p r o m o t i o n  g c o u p s  ; 
-?:ti. . y,i i 
""i: 
," 

8 )  The i m p l e m e n t a t i o n  o f  a c c o m p a n y i n g  p r o j e c t s  f o r  women 
3 -+ 

4J 
a t i o n s .  r r r r  1'. 

q c .  

5,: 
,-* 

...?i> 
'2. 

. ., 



9 )  s u p p o r t  f o r  t h e  p r i v a t e  a n d  p a r a s t a t a l  

s e c t o r s  a n d  FP s e r v i c e  d e l i v e r y  f o r  t h e  p o p u l a t i o n .  

1 0 )  The c a r r y i ~ i g  o u t  o f  FP o p e r a t i o n a l  r e s e a r c h  a n d  s u p p o r t  

f o r  b i o - m e d i c a l  a n d  p s y c h o - s o c i a l  r e s e a r c h  ; 

. . 
11)  P a r t i c i p a t i o i i  i n  t h e  i m p r o v e m e ~ l t  o f  t h e  c l emograph ic  d a t a  

b a s e  ; 

1 2 )  To make p o l i c y  m a k e r s  a n d  p l a l ~ r ~ e r s  u n d e r s t a n d  t h e  

i m p o r t a n c e  o f  t h e  p o p u l a t i o i i  f a c t o r  i n  t h e  d e v e l o p m e n t  p r o c e s s .  

A r t i c l e  E i g h t  : PSFP a c t i v i t i e s  a r e  c o o r d i n a t e d  . b y  a  D i r e c t o r  ------------- 
4 

d e s i g n a t e d  by o r d e r  o f  t h e  M i n i s t e r  o f  P u b l i c  ~ e a g t h  a n .  S o c i a l  - 
'kr 

A f f a i r s .  
k "  
? &,: 2; . k; 

-as: -: < 
'.,I 

' t i ; l .  
'2;' 

., 
A r t i c l e  N i n e  : The D i r e c t o r  o f  t h e  P o p u l a t i o n  a n d c ~ a m i l y  H e a l t h  , ------------ 

1 
I i s .  

I 

P r o j e c t  i s  r e s p o n s i b l e  for, ,  t h e  i m p l e m e n t a t i o n  o f  t h i s  o r d e r  w h i c h  - '  z' 
'J. 
..I"- 3.u 
'A: :: w i l l  b e  o f f i c i a l l y  p u b l i s h e d .  +Y 

'$ . . 
. , :I ,.. 

I ' 
li '- 

. . 
,- 1, 

s ,i:.: 
*', , * 

? 2 

12; = 
C o p i e s  +.+ 

),,.Wi 

-- --- .-* ,*,- 'Z 
.:i 

- GS/PR 
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* 2 '... 
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L 4  

- SCM 
?I 

The ~ i n i s t e r  o f  P u b l i c  c 7  
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t - A l l  M i n i s t r i e s  a n d  H e a l t h  a n d  * s o c i a l  A f f a i r s  J 
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ANNEX F-3 

Transmittal Letter from the Minister of Public Health 
Requesthe Approval of GOS Decree Establishing the 

National Family Planning Propram 



ANNEX G 

Annexes on Contraceptive Logistics 



REPUBLIQUE DU SENEGAL 
Un P s u ~ l e  - Un B u t  - Une Foi 

MINISTERE DE LA SANTE PUBLIQUE 
ET DE L'ACTION SOCIALE/ 

'0 

Mater 
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RAPPORT DE PRESENTATION ' . . 
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, ,  . .  
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4 ...... ,.: . . . . . .  ' i  

Le decret n o  60-247 du 13 J u i l l e t  1960 organisant l a  ~&t$ig/, . . ,  - .  
: . . . .  : r,::,.:., -::;$ . ;;:. 

Snelle e t  I n f a n t i l e  a v a i t  comme pr inc ipaux o b j e c t i f s  .: .r.::~/':\~~i:~~~~$$.:~~5:i: 
. . .  . ;j'.:,""Mp ..-. 2; :. . _  , .... I . .  :., . .,!r$.::8,2$.G ,:;:+ 

l,(. 1 
%. , *&, .$<; .\ ,, . . .  :;;...,;!i.f;aC;&B& -3.-. 

:.*:,r c ., . , . .a , ~ ~ . : ~ ~ . , ~ g ~ ~ 3 a  :&.&,A - sauvegarder 1  a sant4 des femmes au cours de l a  gr06sesse~et:~$~;~~::  . :. . . .  ..r... *.-. .;*- 
.. . . :, .$ ,.::.." .>T:<'>.k,+ ,:, 4&<T:..;;2: ': . .... . pendant l1a1la i tement  ; : 
y-! ,.,:~&$:$$~~;~~. +:: , ' 

. j , .  ?.) , .;~,.;{:~~;~~;~;g;. , !..; 
,.' . *.::;.; ..;,, .%w * ;,: -' ,..: . . ,. ' "".! .'~n!;_.3: . ,. -' . . . . . . . . . .  : .<,<.?. ...., 

, , ,. ,;; ;:p~$:;~;,~$;f$:$;~*~$;$. , .. . - 
3 +:;>, t ,  .. .4:,.* :;.<'< . - assurer un accouchement normal t o u t  en donnant nais~ance'~~a;'?~$:?:~';. ._ . 

. . . ,. . ::, . . .  , ;.::;>,:. .!)' ; .  .. ' , .  ;- .. .. .,.' .* 
des enfants sains ; ..,- 

,, . . . ' :, ~, ........................... .. ' 
.' -, i ' 

. , 
, -, . . . .  ,I.,<:;, > ..... 5;;:; , f t ,  > -.. ' :1  .. 2.:. . " . .-r.:2c'. ,:< ::-. ;. . ., -. 

, . *.s"'t..-. .. .&;; ,,.+ ".*. . '; :;:. ,;y.$;&$<," .,,- v*.,r @$ ::.T:: 
,+.:i ' >  - garant i  r une survei  11 ance sani t a i  r e  s u i v i e  e t  des ::so.d.nqki:'?':i':;~~ "@:' 

: . . . ~ ~ , ; . ~ < ; ~ ~ $ ~ ~ ~ : ~ i , : ~ ~ ; ~ ~  ,.-!,.:, . . .  . 

m6di caux pour tous 1  es enf ants, depuis 1  a n a i s s a n c e , ~ j u s s q u ? ; ~ ~ ~ ~ ~ -  * . ; , . ~ ~ ~ ~ ~ ~ 3 ~ ~ ~ ~ 4 g ~ ~ ~ g ~ ~ ~ : : @ ;  
... .. l ' age de 6 ans ; . .  . 

, . ' 2 ' ~ ; , ~ ' ~ , ~ ~ , $ * ~  ;.,:, ...**. ; 5.., .: . -,:,: * .- .,.>E$:.b,:!;. J.l ..' 
. : . .  . ~~~,~:;~~+..:~~:~.;~~~@~~$;~::~:~ . , :,. , ,,; ,, z.; ,..& :>::,:I,@ <yH' 

. . , .. : . .-: j??":!"!; ,*:#:rap : - .'% '. 
, . .  .,.,,. , ,- .::,, 2~~~~i:~p+,?z-u~c~ *~~~2@i~?:!i;~' . . . . .  ,q4W $Fgi?& . . .  -I. ... . 

.>. ;F.4 a'.,? *. - assurer l e  b i  en-8tre de 1 ' enf ant  dans son m i  l ieu'':,fami:~d.a,~~ . ,.. .. .!,.. .: - .,.:+,:-.,A.p. 9 , ." .> ?- . 
, . - : ;;/;; :;;; .; ,;T$:e<j?:;.$<g$;.:;;i; . , . . ,, ' .,, ,< ,.. ., !@+...".%.& $.. . ,..;$I.:' .t,,.. ;.. . .-. '.:\ 3.-dr.4>G .......... .?W. :. . . * t .  4. ,..<.,. ">.).;?$&:. '.j.$... 

A i ns i , l es a c t i  v i t& Bta i  ent  essent i  e7 1  ement a~ee-:~s,u~.'%:. . . g : ~ ~ ~ ~ ' ' ~ : ~ ; :  
. . . . ... ; :.tab:.'. - ,,i,!.-:.: ~ . < . ,  T@., ,.;,,,. . 

..,; :< ;.-. . *.,+ 4:). :::x . ,.., . ' xcgli., l:&.". -.". . 
.. ,,:. - , .... : .. ..,> ;:,:.?$,.:;"::.' . A 

:.: .. ,!'..:' ::',:c .;.... ;-2;-; - l a  consu l ta t ion  pr4 e t  post nata le ; , , 3 '. 
.?+.. ..:>.:.<..I..;:;; .<., ,$,$$ ...,e :,,. 

.. - , ,  .;::.... .-;*.;.:: . *  . 
:- ;. :; z;+yj: :+,. ;-::{->A. 3;: '.- - l a  consu l ta t ion  des enfants sains ; . -. 

, .- .-, ., , 
, :. ,:.: ..,?-;:: :'., , 

. . .  . , ;j-; . j; r.;$f.-. ;. . .  
, + < '  " :,. , . . : * , . . , . . . . . . .  - la vaccinat ion ; *. . . .  . . . I .  ,_.. .:.. . . . . .  . . . .  

. ~> . . . . . . ,' - l a  n u t r i t i o n  ; .. - . . . . . . .  .;., = ... . . , . , . .  . .  :. 
, . ., , . , . I . , , - l ' kduca t ion  e t  l ' i n fo rmat ion  des meres. . . 

:, 
j .  , .. - . .  , :  . 

;.. ;! ; : 
' i -  - . .  . . . . , .  . . ( .  .. ;.< .. :.,, + : . ., .. " ".' ; ; . .. . .  ... 

,.% . * ,,,L ~. . '  , . ,. . 
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Depuis l a  Conference dlAlma-Ata en 1978, 1  'accent e s t  mis su r  

l a  promotion des so ins  maternels de base aux niveaux fami 1  i a l  , e t  

communautaire, l a  d i s p o n i b i l i t i !  geographique des serv ices  

d 'o r ien ta t i on / recours  pour l e s  grossesses A r i sque  e t  l e s  urgences, 

l ' a c c e s s i b i l i t 6  B l a  P l a n i f i c a t i o n  Fami l i a le .  

Cet te nouve l le  composante qu 'es t  l a  p l a n i f i c a t i o n  farnil.iale,..: . 2 ?., >.*: 

p a r t i e  i n teg ran te  de l a  Sant6 Maternel l e  e t  I n f a n t i  l e ,  a i n s i  ,oque*;, 
b*.-:,-:.,v. , 

1  'adopt ion d'une po l  i t i q u e  de popu la t ion  nous o n t  amen& A proc4Ider?' 
-, 

& une mise A j o u r  des o b j e c t i f s  e t  des a c t i v i t e s  assign&. 8' l a  " 1  
:.A 1 .  

Sant6 Materne l le  e t  I n f a n t i l e .  \ .. . 

. - .: ,/ " 

Par a i l l e u r s ,  dans l e  souci de se conformer B $!-la&: i.i . I- 

- , j  - "fk2.9 
&%L..L.:n, .'. reg1 ementation en mat iere d 'o rgan isa t ion  des services.: -. : . G ;%des:,,,:. ! W ~ S ~ ~ J . ~  ~2 , .. - . 

m in is tb res  e t  de s u i v r e  l e s  d i r e c t i v e s  v i s a n t  B rn~dern ise , , ,not$~e~~ '~~[~  
- 4 ,A, .?Z&@.>$, -.- -(. 

admin is t ra t i on  pour l a  rendre mieux s t r uc tu r4e  e t  plus.-ef f . ica~~~&$$: 
,+ :;% ~$:$:+-;&&3@ +., '+%; *. * 

nous proposons l e  t e r m  de D i v i s i o n  B l a  p lace de ~ e r v i c ~ - ~ ~ t j o r & b ~ : :  . ,." .vc.zA @,+& 
v%,: LC,; .t 

2 pour denommer 1  'Un i t6  de l a  D i r e c t i o n  de l a  Sant4 Pub1 i q ~ e  , ,. ' c ha rg68~ :~  . - 
I - .! =,I<; <' . . . de g4rer au niveau na t iona l  l a  sant4 maternel l e  e t  ' in fant i . le .  , -  . - . , 
, , - . ,-. 

, "."L 
- ;. ; .- %'". ,- 

'*  --, ,$"+d '?2yfz%L . - ."* - >. ! --',+" ,, f 
I n i t i a l e m e n t  basBes au niveau des Centres de ~ r o t e c t i o n : ' ~  . i .. -- r -. i 

* .'&.&.+ ++-,; T.LL. .,& 

Maternel l e  e t  I n f a n t i  l e ,  7es a c t i v i t B s  de S M I  devront  d&socmais:~; :-A: 
-it,-;.. ; $'$;, -'. $._ - 

Gtre d isponi  b l es  B tous l e s  Bchelons de l a  pyramide s a n i t a i  . 
z r*.lavec?z . ." g .,.. c >.,-> :- f- - 

Jt , , un co ro l  l a i  re ,  1  'imp1 i c a t i o n  B. des degres d i ve r s  du personnel:?dde6' - 
. , -<=, . '," - 3- tq**,-t:-b. ., 

sant6, depuis l e  mBdecin jusqu '8 l ' agen t  de Sant4 ~orn.rnunautai~e.$~-'-~:~ ,, -? '  ,-+. . 
2 .  

J+.,)," -;.--< 6-4 .::& .$--') - - 
% t&.'+$K~ &%I> . - - a* &:{ , I:-" 

- , , -... :i+&LT 
a .  . <= : - tf75,::. L A 

+> 

Dans l e  cadre de l a  co l  l abo ra t ion  i n t e r s e c t o r i e l  l e ,  . d i f f B r e n t s ~ ? ~  , x :  & ? < .  :;..,)'.>. 
min is te res  seront  d4sorrnais in t6ressbs dans l a  mise en oeuvr?e:des'? 

,% *a*-k 

a c t i v i  t 6 s  de p l a n i f  i c a t i o n  fami 1  i a l e  s t  devront  a p p o r t k  .'feur'. . 
' & ?"a . /L" -  " 

p a r t i c i p a t i o n  dans l a  conception, l ' e x6cu t i on  ou 1 ' 8va lua t i on~~des . - - - -  

programmes de sant6 maternel le  e t  i n f a n t i l e .  



Aussi ce p r o j e t  de d6cre t  a - t - i l  6tB cjlabor6 pour lever .  t ou tes  

l e s  c o n t r a i n t e s  an te r ieu res  pouvant c o n s t i t u e r  un f r e i n  ii 

l ' a t t e i n t e  des o b j e c t i f s  assign& B l a  Sant6 Materne l le  e t  

I n f a n t i l e .  

T e l l e  e s t ,  Monsieur l e  Pres ident  de la Rdpublique, lJ6conomie 

du present p r o j e t  de decre t  que j ' a i  1 'honneur de sournettre h v o t r e  . 

approbat ion.  



ANNEX G- 1 

Ecluipment Purchased for STD Laboratories 



~~1/1FB/88002 ~ated 2/4/88 Project: 685-0248 

MEDICAL EQUIPMENT/SUPPLES QTY 
+s 

1 
I .  Clotrimazole 500 mg Vaginal Tablcts 6000 

j ars 

- 2. Aspirin tablets USP 5 Grain 875 
jars 

- 

- 3.  Acetaminofen tablets USP 5 Grain 
1000 Tablets 

750 
units 

245 
jars 

4. Ibuprofen Tablets USP 500 MC 
500 Tablets Per Unit 

5. Ferrous Sulfate Tablets USP 325 MG 
1000 Tablets Per Unit 

2400 
jars 

6. Folio Acid Tablets USP 1 MG 
1000 Tablets Per Unit 

300 
jars 

7 -  Chloroquine Phosphate Tablets USP 
500 MC 1000 Tablets for Unit 

300 
jars 

8. Spectinomycine hydrochloride 
Sterile USP 2651 2G ( 5 d )  Per VIAL 

170 
jars 

9. Metronidazole tablets USP 250 MC 
500 Tablets Per Unit .: r15.fii i. 

10. Tetracycline Hydrochloride Capsules 
USP 500 MG. 1000 Capsules Per Unit 

216 
jars 

11. Ampicillin Capsules USP 500 MG, 
Trihydrate 500 Capsules Per Unit 

1000 
jars 

12. Probenecid Tablets USP 500 MG 
1000 Tablets Pcr Unit 

113 
jars 

13. Erythromycin Stearate Tablets USP 
500 MC 100 Tablets Per Unit 

935 
jars 

14. Sulfamethoxazolc 800 MG and 
Trimethoprim 160 MG Tablets USP, 
500 Tablets EA 

300 
jars 

1000 pkgs 15. Sterile Penicillan G Benzthine 
Suspension, 2.400.000 units 
per 4 r n l  disposable syringe ,in packages 
of 10. 



AfdIdEX C: EOUIPI.EI4T PURCt { X E D  FGii STD ffiB0TiATOZY S'r'STEI.1 PAGE 1 

# / J / J f X  h' 
LJFM -QTY UNIT UNIT COSX COST 

AUTOCL CLEANER (SP) 

AUTOCL DOOR HANDLE (SP) 
AUTOCL FUSES (SP) 
AUTOCL GASKETS (SP) 
AUTOCL HEATER (SP) 
AUTOCL RECORDER MOTOR (SP) 
AUTOCL SOLENOlD REP KIT (SP) 
AUTOCL STEAM TRAP (SP) 
AUTOCL THERMOSTAT (SP) 
AUTOCL TIMER (SP) 
AUTOCL TUBING (SP) 
AUTOCL VALVE (SP) 
AUTOCLAVE INK CARTRIDGE 
AUTOCLAVE RECORD PAPER 
AUTOCLAVE, BENCHTOP 
BALANCE, METRIC 
BEAKER, 100ML 
BEAKER, 250ML 
BEAKER, 50ML 
BEAKER, 6OOML 
BEEKER, 1000 ML 
BOTTLE, DROPPER 
BOTTLES, REAGEANT 
BOTTLES, WASH 500ML 
BOX, MICROSLIDE 
BRUSHES, TEST TUBE 
BRUSHES, TEST TUBE 
BURNER, ALCOHOL 
BURNER, BUNSEN 
CENTRIFUGE BRUSH KIT 
CENTRIFUGE ROTOR 
CENTRIFUGE SHIELDS & CUSHIONS 
CENTRIFUGE, BENCH TOP 
COPLIN STAINING JAR 
CULTURE TUBE 
CULTURE TUBE, SCREW CAP 
CULTURE TUBES 
ERLEN FLASK &CAP 
ERLEN FMSK 1003tAL 
ERLEN FLASK 500!.9L 
FORCEPS, LG. 
FORCEPS, NED, SERRATED 
FREEZER BATTERY, 12 V (SP) 
FREEZER COMPRESSOR(SP) 

FREEZER RELAY (SP) 
FREEZER RELAY, SOLID STATE (SP) 



AtL'tdEX C: EQUIPEEPJT PURCHASED FOR STD LAGG2ATORY SYSTEl.4 PAGt 2 

FREEZER SEPARATOR AC8R (SP) 
FREEZER SERVICE ASSEMBLY (SP) 
FREEZER TIME DELAY (SP) 
FREEZER FAN BLADE (SP) 

\ FREEZER FCU404 C BOARD (SP) 

FREEZER HINGE ASSEh1BLY (SP) 
FREEZER, LATCH & STRIKE (SP) 
FREEZER, SENSOR SERVICE 240V-K (SP) 
FREEZER TIMER (SP) 
FREEZER, ULTW LOW TEMPERATURE 
FUNNEL, FILLING 150mm 
FUNNEL, HIGH-SPEED, 1 OOmm 

GRADUATE, 1000ML 
GRADUATE, 2000ML 
GRADUATE, 500ML 
HOLDER FOR INOC. LOOP 
INCUBATOR (SM) CIRCUIT BRK (SP) 
INCUBATOR (SM) COMPRESSOR (SP) 
INCUBATOR (SM) DISPLAY (SP) 
INCUBATOR (SM) FAN (SP) 
INCUBATOR (SM) HEATING ELT (SP) 
INCUBATOR (SM) PILOT (SP) 
INCUBATOR (SM) SWITCH (SP) 
INCUBATOR (SM) THERMOSTAT (SP) 
INCUBATOR, BOD 18 CU FT 
INCUBATOR, UNDER-COUNTER 

9 

I hlICRO SELECTAPEXE 10-30 
MICRO SELECTAPETTE 50-1 00 
MICRO SPATULA 9 

MICROSCOPE CARRYI:.IG CASE 
MICROSCOPE COVER 
MICROSCOPE DARKFIELD ACCESSORIES 
tJllCR0SCOPE FUSES (SP) 
MICROSCOPE ILLUMIN. BULBS (SP) 
MICROSCOPE ILLUt.4. TRANSFORMER 
t4lCROSCOPE ILLUMINATOR 
MICROSCOPE TRANSPORT CASE 
hllCROSCOPE AURAMINE & RHADOfANE 
MtCROSCOPE, BINOCULAR] 
r.1ICROSCOPE FLUORESCENCE EQUIPtdENT 
MICROSCOPE, MONOCULAR 
MORTAR PESTLE 
MORTAR, PORCELAIN 
PETRI DISHES 
PIPETTE BULB, 2ML 
PIPETTE FILLER, SAFEPI TYPE 



A:dtdEX C: EQUIPtdEtJT PURCtiASED FOR STD IABORATORY SYSTEM PAGE 3 

E E M  
PIPETTE JAR 

- 
PIPETTE WASHERgBASKET 
PIPETTE, PASTEUR 
PIPETTE, SEROL 1 OML 

PIPETTE, SEROL 2rvlL 
PlPETTE, SEROL 51JL 

PIPE'TTE, SEROL1 tAL 
PlPElTOR AUTOMATON 25uL 

PIPETTOR, AUTOMATON 50uL 

RACK, TEST TUBE 1 6mm 

ROTATOR, RPR CARDS 

ROTATOR,VARIABLE 
CULTURE TUBE SCREWCAPS 
SPATULA, 10' 

SPATULA, 5' 

STERlL BOX PIPE'ITES 
STERlL BOX PETRI DISHES 

STOOL LAB 
TEST TUBE RACK 
THERMOMETER, INCUB & WBATH 
THERMOMETER, REFIFRZ 
TIMER 
TUBE, CARDBOARD 
TUBING, LATEX 114" 
WASH BOiTLES 250ML 
WATERBATH (SM) HEATER ELT. (SP) 
WATERBATH (SM) LAMPS&BULBS (SP) 
WATERBATH (SM) RHEOSTAT (SP) 
WATERBATH (SM) THERMOMETER (SP) 
WATERBATH COVER, LG 
WATERBATH COVER, SMALL 
WATERBATH, LG 
WATERBATH, SrAAtL 
WIRE, NICKEL CHROMIUM 



AGAR, GC BASE 
AGAR, PURIFIED 
AMMONIUM OXALATE 
ANTI AB GROUP SERA 
ANTl B GROUP SERA 
ANTl D GROUP SERA 

ANTI-A GROUP SERA 
APPLICATOR STICKS, WOOD 

AUTOTRAY, 123 \'JELLS, MHATP 

BANDAIDS 

BROTH, TRYPTICASE SOY 

CALGISWAB, PK OF 1, ALUM 
CALGISWAB, PK OF 2, WOOD 
CAMBRIDGE HIV AGGLUT TEST 
CANDLES, PARAFFIN 
CEFINASE DISCS 
CHEESE CLOTH, FINE WEAVE 
COSTON, NON-ABSORBENT 

COVERSLIPS 
CRYSTAL VIOLET STAIN 

DETERGENT 
FILTER PAPERS 
HEMOGLOBIN, DRIED BOVINE 

HEPATITIS B SURFACE ANTIGEN 
IODINE CRYSTALS (STAIN) 
ISOVITALEX ENRICHMENT 
iAV1 -EIA TEST KIT 
iAV2 EIA TEST KIT 
LENS PAPER 
MHATP TEST KIT 
MICRO-SELECTAPETTE TIPS 270 
MICRO-SELECTAPETTE TIPS 271 

N-N-DIIAETHYL P PHENYLDIAM 

NEISSERIA K I T , ~ N I T E K  
OIL. IMMERSION, CARGILLE 
PENEC1LLII.I G IOU DISCS 
POTASSIUM HYDROX13E PELLETS 
POTASSIUt.1 IODIDE 
RPR CARD TEST KIT 

RPR CONTROL CARDS 
SODIUM CHLORIDE CRYSTALS 
SPECTINOMYCIN HCL DISCS 
STERILIZER INDICATOR TAPE 
SWABS, ALCOHOL 
SYRINGES, 1 Occ. 
TRIMETHOPRIM IACTATE 

20 PK 
7 EA 
2 CS 
2 PK 
2 PK 
2 PK 
2 PK 
2 CS 

12 CS 

50 PK 
14 EA 
3 CS 
5 CS 

800 EA 
2 CS 

20 PK 
2 CS 

12 CS 
10 CS 
5 CS 

6 CS 
2 CS 
7 PK 
3 KIT 
2 CS 

25 BX 
4 KIT 

15 KIT 
50 PK 

5 KIT 

10 CS 
10 CS 

15 EA 

10 KIT 

3 CS 
20 PK 

1 CS 
4 EA 

10 KIT 

90 PK 
5 cs 

100 PK 
3 CS 

2 CS 
4 CS 

50 AMP 



LTEM LEVEL - QTY UNIT UNIT COST 
V-C-N INHlBlTOR 

ITOTAL.CgST 
N, R IS BX $36.40 $546.00 

VACUTAINER NEEDLE N, R 6 CS $1 01.40 $608.40 
VACUTAINER TUBES N , R  3 CS $87.55 5262.65 
WEIGHING PAPER t4,R 2 CS $20.25 S40.50 

$26,605.08 



ANNEX G-2 

Printed Inventory Foms 



m i  
I l \ u J ~ l  u . L \ I b  1  .L.Illr1311rI~ b 1  I V l  U L r l l l U ~ l  

-. RAPPORT TRIMESTRIEL TU, 

CONDITION 
DFSICNATION 

NEMENT 
DATE DE 

ORfGINE 
PEREMPTION 

SOLDE DEBUT RECU DURANT 
TRIMISTRE LE TRIMESTRE 

SORTIE DURANT 
LE TRIMBTRE 

SOLDE FIN I)[: CONSOM. 
TRIMFSTRE MOI'ENNE 

UNITE 

- . .. . . . . . . -. .. 

CI:LI:E ( TUBE 

FL. de .,... 
TETKACYCLINE FL. de ..... 

CE RAPPORT SERA REMPLI TRIMBTRIELLEMENT PAR LA COODlNATRKSMI/PFONALE 
SMIPF SUR LA BASE DES FICHFS DE STOCK 

CE RAPPORT SERA ETABLI EX 3 EXEMPLAIRES Au dibul Je chaquc trimrstre, ces rapports wont  remis aux coordinatrites qui auront B rtmplir Ics colonnes suivantes: 

- rewe ptndanl IF trimestrr; cea concrme les translerts en provenance de Dakar 
.sortie ptndanl Ie trimrstre ; cette colonne mncrrne Ies transferts tn dcs centres 

les autres colonncs wont  diredement calmlies par ~ordimfeur. 

- 1 mpie pour dassemrnt 
- 1 mpie pour Ir siige du projrl B Dakar 
- 1 mpie pour Ie mddtrin chef Rfgional 



ANNEX G-3 

Sample Contraceptives Consumption Statistics 



Annual Report: Senegal Family Health and Population Project 

I Developnlent of Service Delivery in 1990 - Outputs and Inputs, 
Progress and Problems 

! This chapter concerns development of the FP service delivery system in Senegal under 
the Family Health and Population Project in 1990. It deals with results (outputs) achieved in, 
inputs invested in the program, progress and problems encountered. It also reviews needs for 
199 1 and after. 

A .  Results Achieved (Outputs) in 1990 

1 .  Couple Years of Protection and Contraceptive Prevalence 

a. Couple Years of Protection (CY-P) 

In 1990, large increases occurred in the consumption of contraceptives 
supplied by the public sector and by commercial imports. Figure 1 recapitulates caculations of 
couple years of protection (CY-P) as a result of the use of these contraceptives. The data, 
which also include estimates of CY-P derived from tuba1 ligations and Norplant implants, and 
use of condoms, show a surprising increase i n  CY-P in 1990 compared to 1989 of 69.9%. 
The increase indicates that the number of couples practicing modem methods of contraception 
incrcased significantly over the year. Data for consumption based on supplies from the public 
sector are derived from the annual Contraceptive Procurement Tables (CPTs) reported lo 
AIDIW by USAID. Data for consumption based on commercial imports are based on the 
surveys of commercial distributions prepared annually by ISTI. Data for consumption based 
on imports provided by voluntary agencies (IPPF, FPIA) are derived from an analysis of 
estimates of contraceptors served by the Senegal Association for Family Well Being (ASBEF).. 

Fig. 1 coGple-years--~rotection(~odern Contraceptives) 

1988 1989 1990 
(in thousands of CY-P) 

Public Sector(Inc1. VSPP 28.5 3 4 . 7  69.7 .- - 
Commercial Sector 1 9 . 3  19.3 23.5 

ASBEF 

Total 

% Increase 

Source: ISTI. See also Annex A. 

b .  Contraceptive Prevalence (CP) and the 1990 Urban KAP Survey 

The Demographic and Health Survey camed out circa June 1986 found that 
nationally, approximately 14.2% of married urban women using a contraceptive method, 
About 6.7% of them were using a modern method, while about 7.5 % were using a 
traditional method. [The EDS does not provide data on the proportion of all urban women of 
reproductive age using a method (modern or traditional) of contraception.] 



The number of FP service centers established in the private and parastatal sector rose 
slightly, from 28 to 32 (See Chapter 111). This figure does not include ten "natural" family 
planning service points supported by the VSPP. 

FP service centers established with UNFPA assistance in the regions of St. Louis, Diourbel, 
ga and Tambacounda and listed by the Family Well Being ~ k j e c t  as of August 1990 total 

\CJS 
The numberaf  service points in  operation in Senegal as of December 1990 is therefore 
estimated at'151) Service statistics show a continued increase in clientele in 1990 (except in 
Thies). Based on partial data for 1990, registered contraceptors at public and VSPP- 
supported service centers increased by about 21 % from the level of 32,500 women reached in 
December 1989. It is widely observed that many service points serve more clients than the 
centers show as registered. Reasons for this probably include lack of client folders and 
registers, which has occurred frequently, lack of training and supervision, and parallel activity 
of health agents. There is also some under-estimating of registered clients as a result of poor 
record keeping. Taking into account female contraceptors served by private practionners and 
clinics, and by the parallel circuits involving public health agents, i t  appears that the total 
number of women practicing family planning probably exceeded 67,000 in 1990. This data 
is presented in some detail in Annex C, both in summary sheets for the country as a whole 
and by region. 

A more complete survey of register contraceptors as of the end of 1990, beginning of 1991, 
will become available in the second quarter of 199 1. 

Note on  the Project Goal of  Providing Safe and Effective Contracptivc 
Services by the Public and Private Sector to 200, 000 couples by the end of 
the project. 

The Project Paper establishes a goal of FP service delivery reaching 200,000 couples by the 
private and public sector. This goal was predicated on outputs, including IEC activities 
underway in all ten regions, establishment of a total of 128 public centers in the six regions 
and another 20 public centers in the four regions and generating 30,000 acceptors by the end 
of the project by NGOS (under the VSPP program). Whether the goal included action by the 
conlmercial sector is not clear in the prqject paper. The Project Agreement diminished the 
funding level foreseen in the Project Paper, and diminished the output target for total public 
cenrers to 92 in the six region and 8 (in collaboration with UNFPA) in the four regions, but i t  
retained the purpose of attaining safe and effective contraceptive services provided by the 
public and private sector to 200,000 couples. This Annual Report is being drafted 
approximately five and one hdf years through the seven year pr0ject.L-At this stage in the 
project, i t  appears that a goal of 200,000 couples will probably not be attained. Available 
statistics indicate that as of December 1990, close to 70,000 women are participating activitly 
in the program, using modern metiiods (other than c m m s ) .  These data for couple-yems of 
protection from condom use indicate protection for 20,000 couples. The outlook for 1992 is 
for substantial growth in contraceptive prevalence, but based on the present situation and 
planned inputs, i t  does appear that a target for 1992 of up to 150,000 couples is more likely. 
This estimate is based on plans for contraceptive supply by the public sector and projections 
of use (See figure 4 below), plus an assumption of a ten percent increase per year i n  
commercial imports. As noted in  section C of this chapter, substantial gains in  couples 
practicing family planning are likely to come from increased use of existing urban centers. . 



. position during 1991 with respect to orals, iuds and condoms and ISTI's logistical advisor 
accompanied Government representatives on a field mp.to distribute additional supplies in the 
regions. One weakness, the supply of spermacides,,was corrected with a large shipment which 
arrived in February 199 1. 

Under mangements endorsed by the National Contraceptive Supply Committee, whichpet  in. 
December 1990, USAID is to siipply total public requirements of orals andjuds;  and. 
UNFPA is expected to supply injectables in quantitites sufficient to allow all regionsro gain 
more experience with them. As of Februrary, i t  was reported by the Head of the National 
Family Planning arid MCH Service that UNFPA was planning to import injectables and that 
discussions were underway in New York.on quantities. As discussed below, USAID has 
made arrangement to insure adequate supplies through 1992. It has also made provision to 
increase the supplies of Norplants whose use in the U.S. and for supply by the U.S. to other 
countries was made possible by action of the US Department of Health late in 1990. 

a .  Shipments received 

Contraceptives shipped by AID and received in 1990 - including supplies 
received on January 4, 1991 - represent a value of approximately $235,000. 

Fig. 3. USAID Deliveries of  Contraceptibes Received In 1990 

Lo Ferninal: 178,000 cycles [ 28, 800 were received in June and 150,000 
were received in July. In addition, 294,000 cycles intended to 

% 
arrive in December 1990 actually were received on January 4, 1991. ] 

Ovrette:  20,400 cycles ordered in 1989 arrived in July. In addition, 
46,800 cycles in transit in 1990 arrived 4 January 1991. 

4 

Conceptrol: 28,800 tablets (6 cases of 4800 doses) were received in July. / 
These were used up in the third quarter. A shipment of 48,000 
tablets arrived in Feb wary 1991. 

IUDs: 
d 

WOO units were received in July 1990. 16,000 units were 
received January 4,1991. 

Condoms: -1 600,000 units (Sultans) were received in July 1990. v 

Condoms - 2 1,398,000 condoms [no logo, no color] were received 1/4/91. /- 

Source: ISTI, March 1990 

b .  Consumption of Contraceptive Products in 1990 

Data on the distribution of contraceptive products to the regions correlated with data 
on beginning and end of year stocks, indicate large increases in the consumption of orals and 
iuds during 1990. The analysis carried out in December 1990 indicates that: 

o The use of orals, including Ovrette, increased by 66% 

o The use of IUDs increased by 14 1 % 



Annex D 

Rough Estimates of Costs of Contraceptive Procurement 

Pills at 4 cents each - $293,800 

1990: $41,860 (322,000 cycles) 
1991 : $64,220 
1 9 9 2  $93,860 
1 9 9 3  $93,860 (one year supply as of December 1992) 

IUDs at 101.6 cents each - $95,500 

1 990: 14,220 (14,000 units) 
1991: 20,320 
1992: 30,480 
1993: 30,490 (one year supply as of December 1992) 

Spermacides at locents per foaming tablet - $115,000 

1990: $16,500 (1650 users) 
1991: $25,500 
1992: $37,000 
1993; $37,00O(one year supply as of December 1993). 

Source: ISTI, August 1989 



Aussi semble-t-il raisonnable de prevoir pour la fin de 1989 un total 
de 24.000 utilisatrices pour le secteur commercial (pilules, injectables, DIUs, 
spermicides) dont 2.000 porteuses de DlUs - L'Annexe A contient la liste des 
cliniques privees et des medecins prives faisant des prestations de service de 
PF dans le pays. 

IV - Distribution de produits contraceptifs en 1988 et 1989 - 
Secteur Public et VSPP (ASBEF incluse) 

A. Distribution de produits contraceptifs (oraux et 
pilules) 

Du 1 er janvier 1988 au l e r  juin 1989 le PSFP a distribue 
pres de 282.000 cycles de Lo-Feminal (dont 24.000 arrives a peremption a la 
date du 31 Mars 1989) et dtOvrettes, ainsi que 17.120 DlUs (Annexe B). 
L'ASBEF a distribue pres de 10.1 00 cycles de contraceptifs oraux et 1 900 DlUs 
environ (Annexe C). 

Tableau I : Distribution d e  contraceptifs oraux et d e  
DlUs e n  198811989 

Contraceptifs Oraux (000,s) 
Total Juin-D4c 1988 

DIUs (unites) 
Total Juin-DOC 1988 

PSFP 221 5 0 271 6 110 11 010 17 120 

ASBEF 6 5 1 1  1 080 700 1.780 

UNFPA n d nd nd nd 

Total 227 55 @ 7190 I1 710 @ 

Source : donn6es collect6ss par ISTI, AoGt 1989 

B. Distribution de preservatifs (condoms) 

Au cours des 18 derniers mois, 890.000 condoms ont ete 
distribues aux hommes et aux femmes par I'ASBEF et le PSFP. Le Comite 
National pour la Prevention du SIDA en a egalement distribue 400.000 en 
1988/89. La demande effective de condoms au Senegal reste inconnue. Pour 
1990, des quantites beaucoup plus importantes seront distribuees par le 
programme PF national et le Comite National pour la Prevention du SIDA. Un 
programme plus important de distribution par le secteur commercial (magasins 
SONADIS et pharmacies) est entrain d'etre elabore et doit demarrer en 1989/90. 



1 .  Evaluation de  IOuti l isation des contraceptifs oraux 
d'apres les quantites distribuees en 1988 et 1989 

Comme le montre le tableau ci-dessous, le total des cycles 
distribues et utilises en 1988 et 1989 dans le secteur public (y compris le VSPP 
et I'ASBEF) est estime a 322 000. 

Tableau Ill : Distribution de contraceptifs oraux (pilules) dans le 
secteur publ ic 

1 9 8 8  1 9 8 9 +  To ta l  

PSFP/VSPP 
Lo-Feminal 
Ovrette 
ASBEF 

Total 202.400 129 200 322 000 

Source : ISTI, AoOt 1989 

t Ne Comprend pas les stocks reportes en 1989 de 24 000 cycles perimes en mars 1989. 
+ Comprend les projections pour les demiers rnois de 1989 et it n'y a pas de reports. . . Comprend les distributions effectuees dans des organismes exterieures dont le FNUAP. 

2. Evaluation de l'util isation des contraceptifs oraux 
en 1988 et 1989 d'apres les statist iques de service 

Le nombre d'utilisatrices de pilules a ete estirne. 
respectivement a pres de 10 000 et 13 500 personnes en 1988 et 1989, comme 
I'indique le tableau IV ci-dessous : ces estimations correspondent a celle de la 
consornmation rnensuelle actuelle qui se situe entre 13 000 et 14 000 cycles 
(periode mars-septernbre 1989). Pour assurer une protection contraceptive de 
25 300 clientes annees, en 1988 et 1989 il faudra se procurer des quantites de 
pilules equivalant a 25 300 x 13 = 328 900. Ce chiffre est assez proche du total 
distribue qui est de 322 000 (Tableau I l l ) .  Le fait que beaucoup de services PF 
aient dli prescrire des ordonnances de pilules a leurs clientes pendant la 
periode de rupture de stock survenue en 1989, aide a demontrer que les 
quantites consommees sont plus importantes que celles qui ont ete distribuees. 

Tableau IV : Evaluation du  nombre d'utilisatrices de pi lules 

DBc 87 
Est 

PS F P 7 000 
FNUAP nd 

VSPP mo ? 
ASBEF 500 

DBc 88 
Est 

D6c 89 
Proj. 

Total 8 100 12 000 18 600 
Augmentation en + 53 % + 60 % 

Total Moyen 10 000 15 300 

Source : ISTI, Aoirt 1989 

5 

DQc 90 
Proj. 



Annexe B: Distribution de Produits Contraceptives par PSFP 
en 1988 et 1989 

Contraceptives Distributed by PSFP, 1988 & 1989 

Produi t  Jan-Dec 1988 Jan-Juin 1989 Juil-Dec 1989 1988 -1  989  
Product  Real ise  Realise Estime 

Copper T 6 1 1 0  1 1 0 1 0  - 171 20 

Lo Feminal 197298#  49600  60000  306898 

Ovrette - 1 8 0 0 0  - 18000 

#Ne comprennent pas environ 24,000 en stock en mars 1989 etaient 
retires a cause de la date de peremption. 

Source: ISTI/PSFP, Aout 1989. 

Annexe C: Distributrion des Produits Contraceptifs Par 
ASBEF, 1988 et 1989 

Produ i t  En 1988 En Jan - Juin 
1 9 8 9  

Oraux (plaquettes) 5838 5369 

Spermac ides  

-Tu bes(de 20 comprirnes) 601 5 

-Flacons (de mousse) 554 117 

Source: ISTI, Septembre 1989, basee sur les rapports d'ASBEF 



Memorandum 10 December 1990 

To Dr. Mxry Ann Micka, Chief HPNO 

From: Albert R .  Baron, ISTl 

Subject:  Use and Requirenlents of Contraceptive Products. 

There was a large increase in the distribution of contraceptive products in 1990 to public and vspp 
centers in the ten regions. This  increase in use of modern contraceptives suggests 
significant increase in numbers  of oral  and  iud contraceptors  in publiclvspp 
centers. There was also an increased use of condoms. Some observations (based on the CPTS): 

A. Oral Contraception: up sharply: 

o Use of Lo Feminal seems to have increased by 50% last year. Total product use is 
estimated at 216,600 cycles (but 10% is assumed as a loss factor). By contrast in 1989 we used 
162,000 cycles with the loss estimate equal to 32000 because out of date pills had to be destroyed. 
Actual consumption is estimated at 195,000 i n  1990 vs 130,000 in 1989, an increase of 50%. 

o Significant use of ovrettes for the first time: a total of 19,000 cycles used. We project that 
20% of pill users serviced by public/vspp centers will be using ovrettes in 1991 and after. 

o Pill consumption in 1990, including all pills provided by UNFP, is estimated at 253,000 
cycles, with a wastage/loss factor of 10%. By contrast, in 1989, we estimated total distribution of 
commerically imported pills by pharmacies at 21 3,000 cycles. 

o We estimated about 13 or 14000 regular pill users serviced by public/vspp centers as of 
December 1989 (all regions). Clearly, the increased consumption of pills in these centers points to 
a large increase in the number in 1990 (probably over 50%, even taking into account the fact that 
one new client in three probably drops out after a first visit or two, and a significant percentage of 
oral contraceptors will stop each year to have a child). It will be interesting to see what end of year 
service statistics show. 

o For planning purposes, we assume that total pill consumption needs for public/vspp 
service points will increase by 50% per year from the base of 253,000 cycles in 1990. We assume 
that 20% will be ovrettes, 75% Lo Feminal and, in accordance with the national Contracptive 
Supply Committee which met last Friday, 5% would be a high dose pill (supplied presumably by 
other donors or by local purchase). 

B . Contraception by IUD - up sharply: We had a product consumption of 8,000 in 
CY 1989. Including about 1,400 iuds used by Bien Etre Familiale, product consumption expanded 
in CY 1990 to 17,400 (est.) units, an increase of over 100%. For the CPTS, we have projected 
annual increases of 50% in iud product use. 

C .  Spermacides  - Conceptrol introduced: Conceptrol was introduced for the first 
time. The 26,000 tablets brought in were distributed and consumed in a period of ab out  3 
months. We have assumed that annual consumption in 1991 would be four times 26,000 and that 
i t  would increase by 20% in 1992 and again by 20% in  1992. The resultant amounts are really 
quite small compared to the numbers of contraceptors being serviced. 

D .  Condoms - up sharply: Distribution of condoms apparently increased to 1.7 million 
units, from a few hundred thousand. We need to look at service statistics to confirm this. 



L'utilisation et Les Besoins des Produits Contraceptifs Au Senegal en 
1990, 1991 et 1992 

(Ce rapport indique la situation en ce qui concerne le PSFP (et VSPP) dans les six Regions. Les 
donnees concernant la BEF et les 4 Regions pourraient etre r~jouteees plus txd.) 

I .  Situation en 1990 

Le programme PSFP a distribue 199,800 cycles de Lo Feminal, 18,000 cycles d'ovrette, 
16,000 DIU et 28.000 tablettes de Conceptrol, et condoms. 

La quantite de pilules et de DIU distribuee indique un  accroissement important dans la 
prevalence contraceptive ail Senegal et dans le nombre de consultantes - pilules et consultantes - 
Diu pendant l'annee. 

A .  Contraceptlon Orate en 1990 

L'utilisation de 217,000 cycles de pilule suggere 15,100 couple annees de protection, c'est 
a dire qu'en moyenne 15,100 femmes se protegaient par la contraception orales en 1990. (Le 
calcul estime une perte de 10% et 13 cycles de pilules par femme). 

Les statistiques de service indiquent u n  nombre de consultantes sous pilule f in  1989 
d'environ 12,000 (PSFP et VSPP). Un nombre en moyenne de 15,100 durant l'annee indique un  
accroissement pendant l'annee et u n  nombre total a la fin de 1990 de 17,800*. 

B . Contraception par Dispositif Intra-uterine en 1990. 

Une distribution de 16000 Diu (meme avec une perte de 10%) indique 14,400 x 2,4 = 
34,560 couple annees de protection. 

Les 14,400 dispositifs inserers devaient servir pour 1,440 anciennes (des dius remplacees) 
et pour 12,960 nouvelles. D'apres les statistiques de services, le nombre de consultantes-diu 
fin Decembre 1989 etait de 18,107. Si l'on considere une perte de 20% des anciennes pendant 
l'annee, on arrive a un total de 14,416 anciennes consultantes - diu fin December 1990. 

Ainsi on est emmene a estime le nombre total de consultantes diu fin Decembre 1990 a 
12,960 + 14,416 = 27,446. 

C .  Augmentation des Consultatntes Diu et Pillules en 1990 

On estime le nombre de consultantes diu et pillule en fin Decembre 1989 a 12,000 pilules et 
18,107 soit u n  total et 30,107. On estime d'apres les calculs ci-dessus un total fin Decenlbre 1990 
de 17,800 consultantes pilules et 27,446 Diu, soit un total de 45,246. L'augmentation des 
consutlantes diu et pilules en 1990 semble etre a peu pres de 50%. 



D. Les stocks disponibles (8 Decembre 1990) 

D m  T 380 A 0 
Conceptrol 0 
Condoms 820,000 unites 
Ovrettes 0 
Lo Feminal 38,WX) plaquettes 

E .  Les Produits commandes et en travail 

DIU T 380 16 000 unites 
Conceptrol * 0 
Condoms 1,998,000 unites 
Ovrettes 46,800 plaquettes 
Lo Feminal 294,000 plaquettes 

* 48,000 tablettes par avion et 163,200 tablettes par bateau vont etre commandees. 

F .  Les Besoins en 1991 et 1992 

Pour evaluer ces besoins on estime : 

o La demande des contraceptifs oraux et les Diu va augmenter de 50% par an. 

o Les ovrettes doivent constituer 20% en 199 1. 

o Les besoins de conceptrol seront de 115,000 tablettes en 1991 (contre 28,800 
consommees en 3 mois en 1990) et 172,500 tablettes en 1992. C'est nornxilement une 
methode d'attente. 

", 
3 o Les stocks de fin d'annee devront atteindre l'equivalent des besoins (consommation 

prevue) pour I'annee suivante. 

o Les besoins en condoms ?? 
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SITUATION DES ACTIVES 
(Coilts des  pre&ations, nbre de retraits el de condoms dans les  centres d e  PF 

EN 1990 
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RETRAITS 
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SITUATION DES ACTIVES 
(Coots des prestations, nbre de retraits et de condoms dans les centres de PF 

EN 1990 
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SITUATION DES ACTIVES 
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Profile of Key FHPP Project Personnel 
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I .  IJne miss iork de .La nanque  Mondialts c o r l d u i t e  p i ~ r :  I.:. 
l<r.fwiird lrrawn n x t ~ j o ~ r . r . n &  au St5nPga.L du  1 ;iu 5 Avs.11. 1.991 pour 
: ; ~ . i v r e  1 '; h a t  d' nvarli:r-nlc:nL cie I ' i :t .udc s u r .  1ti corl!;.Lnu i LC. 1'. I; 

J. ' t:f t ' i c ; i c i t &  du I.~rbc~gr.;mnle du p l i t n n i n g  f ' i i l~i l in . l . f t  ~ l e l l i ' t f  

c o n  joinLcaii2nt pa.rb l r ?  M i n i s  ti:rc. de La Silntt5 P u h l  iquc:: cl; I n  .P2anquc 
Mond i i ~ l c  , iivc:c .L ' i.tss istrlncr::  - t e c h n ~ q u e  du HUI'OI'LU IIU 1'0 j~ul;.iL i .on 
Couric- iL,  IJakiir. A part  1 ' i t qu ipe  du . I - 'opulat ion C o u n c i l ,  l)i~l<;.~r, 
d i r i g c c  P i i r  M .  I?;sp.,a S y r  J l iagne ,  la mission u c u  cles 1t11Lr-c.  t.it:.ihu 
avec los r -espon: ; i~b les  du Gouve rnen l e r l  t i m ; ) l i c l u f > s  d a n s  l ' ti tuclt? , 
a l n s i  q u e  le:; rt.?pr.(.sentants ctu F'N\!AI? et; c i e  11USA113. L a  mission 
exprime scs  s i n c ; t 5 r c s  r e m c r c i e n ~ e n t s  A u t o r i t i t s  SCint5ga.La:isc.s el. 
;i 1 ' c ;qu ipe  du P o p u l a t i o n  c o u n c i l  pour- leur c o l l a b o r a t i o r l  ct j ~ o u r  
l a  f ranch . i sc?  donC e l l e s  o n t  f a i t  p r e u v e  a u  c o u r s  des d i s c u s s i a r l s .  
Cet aide-nr&lnai.re r e sume  1 ' @ t a t  d ' i ~ v a n c e m r n t  dc 1' b t u d e  et l r s  
a c c o r d s  in te  rvcnu:; sur les p.r.ochaincs 6 t;apc?s nf  in d ' i tchevi>r. 
1 ' c Lutlc t ians Ips ~ n e i l l e u r s  d k l ; t i s .  

2 .  Couime d k c r i t e  dans le " I s s u e s  Paper", l ' k t u d e  p o r t e  s u r  
les q u e s t i o n s  liees i% I ' e f f i c a c i t e  de  l a  p r a t i q u e  c o n t r a c e p t i v e  
e t  de l a  c o n t i n u i t 6  au l'abundon de l ' u t i l i s a t i o n  d e s  me thodes  
c o n t r a c e p t i v e s .  II est e s p e r k  donc  q u e  l ' k t u d e  u t t e i n d r a  s c s  
deux  o b j e c t i r s  p r i n c i p a u x ,  s a v o i r :  

[ a )  f o u r n i r  aes i n f o r m a t i o n s  s u r  l e s  a t t i t u d e s  e t  les 
e s p 6 r i e n c e s  'des' p e i - s o r i c s  p r n t i q u a n t  a c t u c l l e m e n t  lcs 
differentes rnkthodes c o n t r a c e p t i v e s ,  a f i n  de mett re  uu point 
uric mesure e m p i r i q u e  de l ' e f f i c t r c i t k  d ' u t i l i s a t i o n  e t  d e s  
t a u x  d ' e c n e c s ;  o n  e n  p r o f i t e r a  p o u r  r a s s e m b l e r  dss d o n n e e s  
s u r  c e s  m8thodes d u  p o i n t  de vue  d e  l'impsct psychosocial de 
l e u r s  effets secondaires i m p r e v u s  et des  e f i e t s  perqus sur 
l a  snnte, et ce la  u f l n  de m i e u x  comprendre  l o s  attitudes e L  
l e s  c u m p o r t e m c n t s  lies B J- ' e v o l u t i o n  des motivations q u i  
d e t e r m i n e r i t  Ics d i f  ferentes  pratiques c o n t r a c e p t i v e s ;  

( b )  d e t e r m i n e r  les t a u x  d ' i n t e r r u p t i o n  en  rasse rnb lan t  bes 
donnees sur l e s  c l i en tes  q u i  ne  vienncnt pi.lS a u x  v i s ~ t c s  de 
s u i v i  aux p o i n t s  de p r e s t a t i o n  des s e r v i c e s .  C c l a  e r ~ g l o b e r i i  
des d o n n k e s  s u r  les t aux  daubandon, l e u r s  c s r a c l k r i s t ~ q u c s  
s o c i o - d & m o g r a p h i q u e s  et Bconomiques  e t  lDexpt5riertce d c :  I n  
p r a t i q u e  des mkthodes c o n t n i c e p t i v e s  p a r  l e u  f c n u u e s  y u i  o n t  
u r r i i t i :  l ' u - L i l i s a t i o n  de La cont . racupt ion .  



3 .  I1 e s t  e n v i s a g e  d o n c  q u e  l ' e t u d e  p e r m e t t r a i t  d e  
d b t e r m i n e r  1 ' i n c i d e n c e  du  programme de IJE' e t , cn p a r t ; . i c u l  i e r  , 
d * i i i t iu r  les r e s p o n s . s b l e s  di.t .L ' k l t i b o r n t i o n  ~ 3 t  dc 1 ' C?.Y&C:U L i o r l  C ~ P S  

I p r o g r a e m e s  h erl d t i f i n l r  e t / o u  en m o d i f i e r  les st l 'a teg. ies  t d t  1 c  
con le r lu .  C e l a  permel; i t u s ~ i  dc: g u i d e r  l e i ;  d @ c i s i o n s  c-orkcctr.~l;.Lrll; II.L 
se1c.c t i o n  de:; rncttlludes , l a  t e n e u r .  d e s  consei.1:; p r o d i ~ u c : ~ ,  lii 
cor l tenu  d e s  messages e t  d e s  t e c t m i q u e s  lie s u . i v i  (le 111 d~~iki~~ili: 
g l o b a l e  airksi que l e s  d i t ' f e r u n c e s  d'ultitude cnt rc  ltis divers 
g r o u p e s - c l b l e s .  

5 .  L ' k t u d e  u t i l i s e  d e u x  mbthodes  d e  c o l l e c t c  d e s  donnGes: 
.L ' u . ne  q u a n t i  t;ati.ve e t 1 'autrc q u s l i t a t i v c .  Elle e s t  baskc sur un 
c ? c h r r n t i l l a n  d e  Z U U O  f i c h e s  d e  c o n s u l t a t i o n  cles mcceptri.c:trs dc? 1 . i  

p l a n i f ' i c a t i o n  fi.in1i1i;il.e d a n s  lcs  r i ? g i o n s  de Unkar e t  'i'1l.i.P~. A f i n  
d ' u s s u r e r  un  n:~vc~.tu s a t i s f a i s a n t  d c  l ' e f f i c i e n c e  de  
L ' & c h a n L i l l o n n n g c ,  dcux  d d c i s i o n s  m e t h o d o l o g i q u e s  o n t  k t 6  p r i s c u ,  
a s t i v o i r :  

(a) l ' u n i v e r s  de  l ' e t u d e  a t5te l i m i t @  aux  c e n t r e s  d e  
p r e s t u t i o n s  de s e r v i c e s  de p l a n i f i c a t i o n  f a m i l i a l c  q u i  o n t  
e t e  f o n c t i o n n e l s  a v a n t  1989. S e u l e s  l es  fenlmes q u i  o n t  
a c c e p t e  l u  c o n t r a c e p t i o n  d u r a n t  l a  p k r i o d e  J u i l l e t  1YHU-Juin 
1'390 s o n t  e l i g i b l e s  a l ' i n c l u s ' i o n  d a n s  l ' & c h a n t i l l o n :  c e t t e  
r e s t , r i c t . i o n  r b p o n d a n t  a u  s o u c i  dc maximiser  l ' i n f o r m a t i o n  
p o u r  l ' a n a l y s c  de l a  c o n t i n u i t 6  d e s  s e r v i c e s .  L a  c l i c n t Z l c  
de ces c e n t r e s  r e p r e s e n ' t a i t  p l u s  d u  9 5  p o u r  c e n t  desc,' 
u t i l i s a t r i c e s  dcs  s e r v i c e s  de p l a n i f  i c a t i o n  fami J . i i ~ l e  d a n s  
l e s  deux  r k g i o n s  c o n c e r n k e s .  

( b )  l ' u n i v e r s  de l ' e t u d e  a t5te s t r a t i f i e  e n  t r o i s  strates: 
( i )  s t r a t e  1 ,  ' s e c t e u r  p u b l i c  d e  l a  r e g i o n  d e  D h k a r ' ;  ( i i )  
s t r a t e  2 ,  ' s e c t u u r  p u b l i c  dc I n  r k g i o n  d e  Thies'; ( i l i )  
s t r a t e  3 ,  ' s e c t e u r  p a r a p u b l i c  e t  p r ~ . v e  des deux rct : ioris ' .  
Lii  t a i . l l e  d e  1 ' e c h a r l t i l l o n  des s t ra tes  est r e s p e c t  ~vc lnen t ;  dc 
1 000 ,  5 0 0 ,  e t  SUO f i c h e s  de  c o n s u l t a t i o n .  Lu s t ra t i f   cation 
r e p o n d a i t  i i  1 ' i n t e r % t  c i ' 0b t en j . r  des  i n f o r m a t i o n s  r c p r e s e n t i i -  
t i v e s  a u t a n t  s u r  l e  s e c t e u r  p u b l i c  q u e  s u r  Le s e c l e u r  p r ivc -  
et s u r  l ' e x p e r i e n c e  de La c o n t i n u i t ? :  des services d a n s  u n e  
zone  moins u r b a n i s e e  que l a  r e g i o n  m c 5 t r o p o l i t n i n e  d e  D a k i l r .  
(le d e t a i l  des m e t h o d o l o g i e s  de coldecte est d e c r i t  e n  
annexe  ) . 



C o n c e r n a n t  le v o l e t  q u a n t i t a t i f ' ,  la c o l l e c t e  d e s  
donnees  d u n s  l a  r r g l o n  dp Dakar- a d c b u t k  d e p u i s  l c :  11 I+'cvr-ier 
1!j'31 d a n s  Les strates 1 et. 3 ( v o l r  p a r a  5 b ) .  A 1'~ dittt: tlu :IO 
Mars 1931 ,  l a  c o l l e c t e  des d o n n @ e s  r s t  colupl+te  d ims  s r a p t ,  ( ' I )  
c r n t r e s ,  i n c l u a n t  les  g r a n d s  c e n t r e s  oG 200 flches s o n t  
s c l p c t l o n r t & e s  ; e n  d  ' i l u t r e s  t e r m e s ,  l a  c o l J  e c t r  tics c.torin&cs PSI. i i  

SU pou i -  cerlt. compl6t.e darls les t r o i s  ~ t r - i i t c s .  

'7 . Les a c t i v i t h s  d e  c o l l e c t e  d e s  donri;.es s e r o r ~ t  t c ~ r n ~ i r l 6 e s  
tians l a  rcsgion d e  L)itkarS b l a  mi-Avril . I 1  ctsL pr-Gvu tic f i.~litJ..iser 
l a  philse c l i ?  c o l l e c t e  d a n s  l a  r e g i o l i  de Th161-; ii ILL I'.in du muis  
A v r  . L a  sa is ie  infor rnut iquc?  d e s  f i ches  d e s  c e n  trcs 
conrpli2tes esl; e n  cours L e  developpernerit  des progrumlnci~i d e  
tz'iinsfor'n~is Lion et d c  t u b u l a t i o r l  des donnkes  es't r e a l  .LS& 
s i m u l t a n i ~ m c n t  a v c c  l ' e n i r r t e  d e s  d o n n e e s .  A i n s i  ver-s l e  m i l i e u  du  
mols  de M i i i ,  lcs a n i . ~ l y s e s  s t a t i s t i q u e s  d e s  d o n n k e s  s c r o n L  
~ : P : ~ l i s & e s  ; l e  r i l p p o r t  sur le v o l e t  q u a n t i  t a t i f  e t q u a l i .  ti . i t ; i  f sera  
l ' i r i a l i s e  f i n  Maj.. 

H .  C o n c e r n a n t  le v o l e t  q u a l i t a t i f ,  t r o i s  f o r m e s  d e  
q u e s t i o n n a i r e s  o n t  4tCi d t%veloppkes  c o u v r u n t  d i f f d r c n t s  iispccts dc 
l a  g e s t i o n  e t  d e  I n  p r e s t a t i o n  des  s e r v i c c s :  l c  q u c s t i ~ n n s i r e  
d e s  c L i n i q u e s ,  l e  q u e s t i o n n a i r e  du p e r s o n e l  FP,  e t  l e  
quest i o n r i a i r e  d e s  c l i e n t e s  . L ' a d m i n i s t r a t i o n  d e s  d.:~f'f ' i l .rents 
c l u e s t i o n n r i i r e s  a L;tP t e rn l in&e  dans 1;r r e g i o n  d s  Dlrkr~r-. Lii 
c o l l e c t e  d e s  d o n n k e s  d a n s  l a  r e g i o n  de ThiPs est p r e v u e  crl tre la 
mi-Avr i l  et l a  f i n - A v r i l .  

9 .  L ' e n q u e t e  q u a l i t a t i v e  p r e n d r a  un peu p l u s  d e  temps q u e  
p r e v u  a cause de l ' i n t b r i i t  d ' u n e  d o c u m e n t a t i o n  dcs c a u s e s  
d ' a b a n d o n .  C e l a  exige uric. e n q u c t e  ~ u p p l e m e n t a i r c  i~ Dakitr  d i r i g k e  
s u r  l e  g r o u p e - c i b l e  des f e m n l e s  q u i  o n t  a r r fs te  l a  PI?. O n  es t imc 
donc que  t o u t e s  l u  phase  dc c o l l e c t e  des donn@es  sera Lermince a u  
p l u s  t a rd  ii l a  f l n - A v r i l  1991 .  

10.  A ce  stade de l ' e t u d e ,  q u e l q u e s  f a i t s  n o t a b l e s  s o n t  
r e v & l e s  s u r  l ' o r g a n i s a t i o n  et l ' a d m i n i s t r a t i o n  d e s  s e r v i c e s  d e  
p l a n i f i c a t i o n  f a m i l i a l e  ( P F )  dans  L a  r e g i o n  de Dakar et 
l D i n t ; e n s i t &  e t  le schenia bu phenomene d' r lbnndon de l ' u t i l i s a t i o n  
des s e r v i c e s  de  p 1 u n i f : ' i c n t i o n  f a r n i l i n l e .  Parmi l c s  p l u s i r ? u r s  
c o n s t a t s  p r e l i m i n a i r e s ,  o n  p e u t  rC?sumcr I t s  s u i v a n t s :  

( a )  l a  m a j o r i t &  d e s  f i c h i c r s  des c l i e n t e s  sont t r e s  
d i f f l c i l e  h exploiter. 11 n ' a p p a r t t l t  pas  que 
l ' a d m i n i s t r a t i o n  des s e r v i c e s  PF n i t  e t k  s o u t e n u e  pa r  et 
developp6 sur u n e  i o r m a t r o n  t e c h n i q u e  adequate d u  p e r s o n n e l  
(sage-fcmne, auxiliuires de s a n t k )  i m p l i q u b  d m s  le ' 

processus de prestution d e s  services PP. I1 appnrait u n e  
vuriatlon dans l a  formation d u  p e r s o n n e l  d e s  s e r v j c e s  PI;; 
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c e c i  se r e f l c t e  d a n s  le manque d'honrog&nkit,e d a n s  l e  ~ i i v c ? ; t u  
de s  s t , a n d a r d s  r : t  de l a  q u i i l i t e  ctes p r ~ r r s t ~ r t i o n s .  

1 

( b )  l ' a b t i n d o n  de I ' u t i l i s a t i o n  d e s  s e r v i c e s  PF e s t  t r r s  
i r l t e ~ l s a  d a n s  la region de Dulcnr. E i e n  clue i.i ce :<ti idc dt? . L ,  
on nt? p e u t  p a s  f o u r n i r  une e s t i m a t i o n  d u  t a u s  dast )nnctor l ,  lcs 
o t l s e r v r i t i o n s  p r e . L i n ~ i n a i r e s  ' sugg~?re r i t ;  q u e  dur;.int 1i.s pr-i t r~~.ir- . r ' : - ;  
n1o.i~ du c o n t , a c t  nvr?c 1 . e ~  s e r v i c e s  dt: T'L: uni.? f o r t t ?  m i i j u r ~  Lc 
tlc r ~ u u v e l l e s  a c c c t p l r i c e s  ubondonnenL .La ciir~t . . r-~ict :~)t iorl  ;.tvc?c 
l e s  c e n t . r c s  du s e c t e u r  put31 i c  ou l e s  c : e r ~ t r - e s  ass  i s  l;i::-; r j i . F r '  It? 
Vo.Let S c c t e u r  P r i . v e  e t  Pa r i i pub l  i c  d u  P r o  jc t Santc: b'ami.L i i i l t .  
t:t 1)cjpuJ.aLiori. Ce phenou18ne esl; p l u s  i i ~ ~ c ~ r \ t ; u i :  ctle:~ l c ? ~  
ac:cept~r.icos cle l a  c o n L r a c e p t i o r l  o r t i l e .  La rt5 l;erlt,lon clcs D.TU 
esL r e l a t i v e n i e n t  beaucoup p l u s  p e r s i s t a n t e ,  ~igniilnnt a i r 1 s . l  

urie ucc:epi,ab i l  it;& r e l a t i v e n r e n t  i m p o r t i i n t e  du L l L U  r : t l i ? i :  les 
u t ; i l i . s a t r i c e s  dt?s s e r v i c e  FP d a m  l a  r b g i o n  d e  Dakar. I1 
est i n L e r e s s a n t  de v o i r  si c e t t e  a c c e p t u b i l i t e  re.Lat;lvt? cst- 
lie a L a  q u a l i t 6  ct l ' o r g a n i s a t i o n  des services, i i u s  c o i i t s  
p r i v e s  donl; font. 1'acu l es  u t i l i s a t r i c e s  d c s  s e r v i c e s  1:P. 
Ccpcndan t ,  i l  sera d i r f i c i l e  d ' a r r i v e r  a une c o n c l u s i o n  
d P f i n i t : i v e  s u r  l e  s t a t u  t l ' :~bandon d e  l a  c o n t r a c e p t i o n  cles 
f e m m c s  q u l  o n t  a r re te  l e  s u i v i  d ~ n s  l e s  d i t s  c e n t r c s .  11 
n'est p a s  e x c l u  q u ' u n e  p a r t i e  d e  c c s  f e m n l e s  s o i e r l t  ubsor-bites 
p a r  l e  s e c t e u r  c o m m e r c i a l :  l a  p r e v a l e n c e  d ' u n e  trllc 
a l t e r n a t i v e  s e r a i t  c e p e n d a n t  l i m i t b e  A c a u s e  dcs c o u t s  
6 L e v & s  dans le d i t  s e c t e u r .  

11. Bien  q u e  l ' e t u d e  s o i t  b i e n  a v a n c e e ,  il reste  beaucoup  B 
f a i r e .  L e s  p r o c h a i n e s  Ptapes s u i v a n t c s  o n t  etc c o n v c n u e s :  

(a) a u  p l u s  t a r d  le 30 Avril l'J_YJ- f i n a l i s e r  l a  p h a s e  d e  
c o l l e c t e  des  d o n n e e s  q u n n t i t i t t i v c s  d a n s  I n  r k g i o n  dc T h i e s ;  

( b )  au plus t a r d  le-3-0 Avril 1 9 9 1  f i n n l i s e r  l ' e n q u d t e  
q u a l i t a t i v e  dans l a  r e g i o n  de T h i e s  e t  les i n t e r v i e w s  
supp len ren ' t t i i r e s  d e s  f e n u n e s  qui orit  aboncfon6 la 
c u n t r a c s p t i o n .  Les c e n t r e s  de sante de l a  r & g l o n  d e  7.!:les 
et&::.t p l c s  d i s p r r s & s  que celles de D H K ~ P ~ ,  yJ.~;:i ,!v t r c . . , i i : ,  ' j 1 ~ 5 .  

pr t tvu  se ra  necrssdlrt:. your f r r w i  kscr i ' r_'t,cttc:. 

? J .-- Irr2;xz G U ~ r n v c r  1 um& ~cs&PaWrbtio;rn plus ctrorte e n t r r  
.e 3er;ial.esps t2.e La 91~nFrh @t 1'&9uilj@ P,PLC~XS:~UC du PupuLazrcrn 
Cutncrk, ic K~nlsftkre a nk%!zW& K~sQ? CarsAina Hank de la Drrection 
Cu Projet. Santk F m ~ l i s i e  et Population de travailler d a n s  le 
v o l e t  qualrtatt!' de i'Ctudc avcc Dr V i o l a  Vaughn ct H m e  Yasslnc 



Seck/Mme Albis du S e r v i c e  SMl/PF de Lravailler dans le v o l ( . t  
q u a n t i  tat 11.. dtt 1 ' e t.ude trvec: U r  b'rariqo.~~ I J L C I J )  pou r -  l a  t'initl l ~ i i t ~  I nn 

1 de l'ctude. 

13. I1 est convenu de diffuser le!: rbsultats dims l e  c < ~ ~ l r . ~  
dv deux  skminalres: 

( b )  un  s e m i n a i r e  d e  diffusion d e s  resul ta ts  u u p r e s  d u  
~ ) r r s u n n e l  d u  M l n i s t e r u  dc l a  SanCe P u h l i q u e ,  p l u s  
p a r L i c u J  l e r e r u e n t  les c o o r d l n a t l o n s  r c g ~ o n a l e s  ctL 
dc:partument~rles d e  SML/Pl? et IISC/L'F et les sage-femmes q u i  
cid~uirl~sLrerlt les s e r v l c e s  de I'E. 

BEST AVAILABLE COPY 



ANNEX J 

Annexes Supporting Chapters on Clinical Services 



ANNEX J-1 

Sample Consultation Forms 



TOTAL 

LOMBRE DE POSES DE DIL: 
SONERE DE KTFLIITS: 
i i 0 b l B K  DE J W T S  

DEFISITIOKS DES TERYES : 

COSSL~LT.ITIO?: = PR'RESTATION DE SERVICE 

COSSLLT.L\:TE = PERSOXiE QLI SE PRESESTE ,\I; SERYICE POPR LXE PRESTATIOS 

COSSIILTATE I C T R T  = CLIEKTE QLI CTlUSE LhE X T H O D E  COXTMCEMI\:E !IODERE QLELCOSQUE 

I 
CO8SULT.WrE IXXTIYE = CLlESTE QLI E S T  PLCS SOL% NETHODE COSTRACEPTI\'E AL S1VE.U DU CESTRE 

POCR 1.4 PILLLE : EX C.4S LIE NOX RE~2PPRO\'ISIOh~E!IEXT 

POUR LE DlL:  All BOLT DE 2 AXXEES D'XBSENCE OU SI LE DIC PORTE EST PERI?IE 

) WSITC DXRGCSCE = COSSLLTATI0.I POUR LXE LRGCSCE [ mimr m drhorr dr 1i1 d a k  dr RY I , 
as* 

NETHODES 

ACTIVES 

IS.4CTI\'ES 

PILULES 

TOTAL 

DIL: 

I I 

AUTfES DIAPH 
TOTAL 

COSDO!IS 
oc SPE'I 

SPERY 
SELLS 



NBRE DE 
, NOU\.'E.W C I S  
9 

- K b r c  Je  cas guhis  dans lc n~o i s  

- Nhrr dc cas sous-traitlmcnl ( anrims cl n n u w u x  cas) 
- Sbrc dc ca ~ i l ~ r l : s  

Nbre de cas guiris dans le rnois a) cliniqutrnent 
b) paracliniqument 

Yhre de as sous-traitement ( m i e n s  c t  nouveaus cas) 
)u d r  cas riferis 

TRICHO 
YHRE DE 

:'OIIVEAUX 
C.4S 

2.2. Frottis de Papanicolaou 

CERVICITES CON0 CAYDIDA VACINITES ULCCR4TIOSS SERO + 

NOMBRE DE 
FROTTIS ?iOfL\\;ZLT 

CLXSSE 0 

NO?iBRE DE 
NOLi\'E,4L?i CAS 

SO!IBRE DE 
DSSPL..\SIF:S SEYERES 

ET ( + I CLASSE Ill ET + 

HI\' + 

NOJIBRE D'ISFECTIOh'S 
+ ISFLA!I!I:\TIOSS 

CLASSE I 
TOTAL 

KBR€ DE CAS SOUS- 
TRAITEMENT ( ACCIEKS + 

NOlj\'E.4bX C.4S ) 

A L T K S  

XOHBRE DE 
DYSPLASIES LELERES 

CLASSE !I 

NOMBRE DE 
CAS GUERIS 

NO!IBRE DE 
CXS REFERES 



ANNEX J-2 

Status of Training Among Family Planning Workers 



SITUATION PERSONNEL EN PF 
Cllnlqus el IEC 

EN 1990 

- 

-42 

AUTRES 
F 
0  
0  
0  
0  
0 
0 
0  
0 
0  
0  
0 
0 
0 
0  
0 
O 
0 
0  
0 
0  
0  
0  
0 

0 
0  
0  
0  
0 
0 
0  
0  
0  
0  
0 
0  
0 
0  
0  
0  
0 

NF 
2 
1 
1 
3 
1 
1  
2 
1 
1  

-- 0 
0  
0 
0 
1 
5  
3 
2 
2 
0  
1 
2 
2 
2 
1 
2 
7 
0  
1 
3 
1 0  
4 
5 
1 8  
5 
2 
5 
6 
6 
1 

1 0 4  

DAKAR 
INFIRltllER 
F 
o 
0  
0  
0  
0 
0 
0 
0  
0 
0  
0 
0 
0  
0  
0  
O 
0  
0  
0  
0  
0  
0  
0 
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0 
0  
0 
0  
0 

A. 
F 
o 
0 
0  
0  
0  
0  
0  
0  
0 
0 
0  
0 
0  
0 
1  
0 
0 
0  
0 
0  
0  
0 
0  
0  
0  
0 
0  
0 
0  
0  
0 
0  
0  
0 
0  
0  
0  
0  
0  
1 

NF 
1 
1 
2 
8 
3 
5 
3 
2 
2  
0  
2 
1 5  
6 
4 
9 
1  
1 
1 
0 
1 
2 
2 
5 
2 
2 
1 0  
1 
4 
9 
1  
1  
2 
0  
1  
0  
3 
3 
0  
2 

1 1 7  

SOCIAUX 
f\;F 
o 
0  
0  
0  
1  

-- 0 
0 
3 
0  
0  
1  
0  
0  
1  
5 
O 
0  
0  
0  
0  
0 
0  
1 
0  
0  
3 
0  
0  
2 
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  

1 4  

SAGE-FEM CENTRES 

GUVKXJD 

LABORANT 
F 
o 
0  
0  
0  
0  
0  
0  
0  
0  
0  
0 
0  
0  
0  
0 
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
0 
0  
0  
0  

F 
3 
3 
1 
5 
3 
2 
2 
1  

LlEDEClN 
F 

o 
0  
0  
1 
0  
1  
1  
0 
0 
0 
0  
0  
1  
0  
1 
0  
0  
0  
0  
0  
0  
0  
0  
0  
0  
1 
0  
0  
1  
0  
0  
0 
0  
1 
1 
0  
0  
0  
0  
9 

disponibles % 

KF 
o 
0  
0  
0  
0  
0  
0  
0  
0  
0  

1 
0  
0 
0  
0  
0 
0  
0  
0  
0  
0 
0  
0  

2 
0  
0  
0 
0  
0  
0  

1  
0  
0 

A I DE-I  
F 
o 
0 
0  
0 
0 
0  
0  
0  
0  
0  

- 0  
0  
0  
0  
0  
0  
0 ,  
0 
0  
0  
0  
0 
0 
0 
0 
0  
0 
0  
0 
0  
0  
0  
0  
0 
0  
0  
0  
0  
0  
0 

NF 
o 
0  
2 
3 
0 
0  
4 
2 

NF '  
o 
0 
0 
0 
0 
0 
0 
0 
0 
1 
0 
1 . 
0  
2 
O 
0 
0 
0  
0 
0  
1  
0  
0  
0  
0 
0 
0  
2  
0 
0 
0 
0 
0  
0  
0 
0 
0 
0 
7  

BOURGUIBA 
GPANDYCfF 
BEL AIR 
KHAR YALVVl 
NABIL CHOUCAIR 
PHlLlPP SENGH 
NJ=R 
WAKAM 
IHS 
CM FONCTK>N 
Af3DOU DlASSE 
ABASS NDMI 
NORACE 
PMI MEDINA 
MALIKA 
LAS PALMAS 
KELlR W A R  
NlAGA 
&IwGNy 

SEBIKOTANE 
MATERNITE RUF 
PMI RUFISQUE 
ARAFAT 
THWROYE GARE 
DOMINMUE 
GUiNAW RAIL 
TOUB4 DIAKSAO 
ROI BAUDOUIN 
MAT GUEDIAW 
MUNICIPAL II 
N IMZAlT 
DIAMAGUENE 
SICAP MBAO 
a4MgYLOR 
THIAROY ENER 
THIAROYE IMINA 
YEUMBEUL 
HLM LAS PALMAS 
TOTAL 
NB :' donnees non 

N FI R 
I\JF 
5 
8 
4 
3 
7 
2 
3 
6 
3 
2 

0 
2 
2 
1 4  
1 
1 
1 
3 
6 
2 
8 
7 
2 
2 
1 5  
8 
2 
1 0  
1 1  
1  
2 
0  
0  
0 
0  
1  
4  
2 

1 5 0  

1 
4 
3 
1 
4 
2  
1 8  
1 
1  
1 
1 
2  
2 
4 
3 
1  
1  
6 
2 
2 
3 
1 
1 
1 
2 

0  
0  
0  
0 

2  
2  
3 
1 

1 2  
6 
0 
0 
0 
0 
0  
0  
0  
3 
1 
0 
0  
1 1  
2 
1 
6 
2 
0 
0 
1  

2 1 0  

0  
0  
0  
4 

0 
1  
1 
1 
1  

9 4  

0 
0 
0 
0 
0  

6 3  



3 
C - SITUATION FORMATION DU PERSONNEL EN PF 

?- Clinique et IEC 
7 

- <  EN 1990 

* 
CENTRES 

THlES 
. X h e  
RANDOULWE 
HOPITAL REG 

MEDECIN 

PMI MBOUR 0 0 2 0 0 0 0 6 0 0 

SAGE-F 
F 

0 
0 
0 

KHOMBOLE 
JOAL 
MBORO 
W A R  - 
THlADlAY E 

[TIVAWANE I 
TIVAOUANE2 
MEKHE 
POPENGUINE 
m 

F 

2 
2 
6 

A. SOC 
NF 

- 0  
0 
0 

INFIR 
NF 

2 
2 
8 

F 

0 
0 
0 

F 

0 
0 
0 

TOTAL 2 4 3 2  1 5  0 2 0 5 4  0 3 0 5 5  0 1 2  

1 
0 
0 4 

NF 

0 
0 
1 

NF 

0 
2 
1 

AIDE-INF 
NF 

LABORAN AUT,RES 

0 
1 
0 

F F NF 

0 
0 
0 

NF 

2 
2 
1 

0 
0 
0 
0 
1 
0 
0 

0 
0 
1 

0 
0 
0 

1 
3 
3 
4 
1 
2 
1 

0 
1 
0 
1 
0 
1 
0 

0 
1 
0 
0 
0 
1 
0 
1 
0 
0 

0 
0 

0 
5 
8 

0 
0 
0 

0 
0 

0 
0 
0 
0 
0 
0 
0 

0 
0 
0 
0 
0 

1 - 
0 
0 
0 
0 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

7 
6 
2 
1 
7 
6 
3 
6 
5 
2 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

1 
0 
0 
0 
1 

- 0 - 
0 
0 
0 
0 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

2 
4 
3 
2 
9 

- 4 - 
4 
3 
3 
5 

0 
0 
0 

1 
3 
0 

0 
0 

0 - 

0 
0 
0 
0 

0 
8 

0 - -  

0 
0 
0 
0 





?jw SITUATION FORMATION DU PERSONNEL EN PF 
Clinlque et IEC g?g EN 1990 

<?. - ( VSPP) 
CENTRES 

RCFS 
CSPT 
MAUCOUNDA 
G O W E  DE LAIT 

MEDECIN 
F 
1 
1 
0 
0 

NF 
0 
0 
0 
0 

0 
0 
0 
0 

1 
1 

1 
4 
1 
3 
0 
0 
0 
0 
0 
0 
0 
0 
1 
1 
1 

1 4  

SAGE-FEM 
F 

1 
1 
1 
2 

DIAMAGUENE 
- NGUETNDAR 

PlKlNE 
GOKHOCl MBATT 

$? .= 
r m  

PAD 
UCAD 
SON4TEL 
SENUX: 
CR Pikine 
CR Amitie II 
SANDIAL 
LIBERTE V 
H. WASHINGTON 
CUAGOU NIAYES 
aXOfYWE 
HANN 
SOTRAC PHRROYE 
SOTRAC OUAW\M 
SOTlBA 

-& TOTAL 
#*A 

NF 
0 
0 
0 
0 

1 
1 
1 
1 

0 
1 

1 
3 
1 
1 
2 
3 
2 
1 
3 
2 
4 
2 
2 
2 

n , 

3 9  

0 
0 
0 
0 

1 
0 

0 
1 
0 
0 
0 
0 
0 
0 
0 
0 
1 
1 
0 
0 
0 
6 

0 
0 
0 
0 

2 
0 

0 
0 
0 
0 
0 
0 
1 
0 
3 
0 
0 
5 
0 
0 

- 0  
1 1 1  

A. 
F 

0 
0 
0 
0 

SOClAUX 
NF 

0 
0 
0 
1 

0 
0 
0 
0 

0 
0 

2 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

2 

0 
0 
0 
0 

0 
0 

1 
4 
1 
0 
0 
1 
0 
0 
0 
1 
1 
0 
0 
0 
1 

1 2  

F 
0 
0 
0 
0 

INFlRMlER 
NF 

0 
3 
1 
0 

0 
0 
0 
0 

0 
0 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

2 
2 
2 
1 

1 
1 

0 
5 
2 
3 
0 
0 
4 
1 
0 
0 
0 
0 
2 
1 
1 

3 2  

LABORANT 
F 

1 
0 
0 
0 

NF 
I 
0 
0 
0 

0 
0 
0 
0 

1 
0 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
1 
0 
0 
0 
0 
3 

0 
0 
0 
0 

0 
3 

0 
2 
0 
1 
0 
0 
0 
0 
0 
0 
0 
0 
2 
2 
1 

1 2  - 

A I  D E - I N F I  
F 

0 
0 
0 
0 

R 
NF 

5 
0 
8 
3 

0 
0 
0 
0 

4 0 
0 

0 
0 
0 
0 
0 
0 
0 
0 
0 
6 
1 2  
0 
4 
1 

6 3  

F 
0 
0 
0 
0 

1 
1 
1 
1 

0 
2 

5 
4 
2 
3 
3 
0 
5 
0 
0 
5 
0 
0 
3 
7 
1 

5 5  

AUTRES 
NF 

0 
0 
0 
0 

0 
0 
0 
0 

0 
0 

0 
0 
0 
0 
0 
0 
0 
3 
1 
5 
0 
0 
3 
7 
0 

1 9  

0 
0 
0 
0 

0 
0 

0 
0 
1 
0 
2 
1 5  
4 
4 
1 
1 
1 
3 
2 
2 
2 
3 9  



ANNEX J-3 

Status of Equipment of Family Planning Clinics 



I I 
1 I!.. I I I  I I 1  I I 

SITUATION DU MATERIEL DAN§ LES CENTRES DE PF 
EN 1990 
DAKAR .1 



SlTUATlON DU MATERIEL DA?JS LES CENTRES BE PF 
EN 1990 
DAKAR 2 

- 
- 
B u r e a u x  
Fauteu i l  
C h a i s e s  Visiteurs 

able gynQcologique 

Boite de retrait 
Speculum 

A - D I A ~ ~ ~  A. N ' D A ~  NOR AD^ PMI ME 
BE 

1 
1 
2 
1 
0 
1  

t e n s i o m e t r e  1  1  
1  

HALD 

1  

1  
0 

2 5  

ME BE 

0 2 1  
0 

ME 

1 
P e s e  Personne 1  1 

0 
0 
0 

2 
0 

BE 

2 
0  
6 

1 
1 

---- 
2 
4 

1 - 

T GAAE 

Armoire a 2 battants 
Armoire de rangement 
Fichier a 4 tiroirs 
Rayonnage - - -  

' ~ d f r i ~ 6 r a t e ~ r  
~ c e a u  a pddale 
i a m p e  Gyn4cologique 
Venti lateur 
p o i s s i o n n i e r e  
Minuter ie  

1  
0  
0  

1 - - 

1 
1 
0 

1  

G. M E D I ~  

- - -  

BE 

1  
0 

1 1  

ME 

1 1  

BE 

1 
1 
5 
1 
1  
1 

BARGNY 

0 

BE 

1  
1  
0 
1 
1 
1 

ME 

1 
0 
1 

. . Rechaud a gar 0 1 0 1  1  
-- Banc d'attente 0  3 0 5 0 

Chariot B instrument 0  0 0  5 1 
I 

' ~ o r b e i l l e  a papier 0 1 

1 
0 
1 

- 0 
o 
1 
0  
0 
0 
0 

2 
0 
1 7  

1  
1  
0  
1 
1 

0 

ME BE 

1 
1  
0 
1 
1 
1 

SE.BlKC 
ME 

1 

1 
2 
0 
2 
1 
1 
1  

0  
0 

1 
0  
1 0  

BE 

0 
0 
0  

1 1  
1  
5 
2 
1  

1  
0 

o 
I 
0 

ME 
PMI 

BE 

2 
1  
5 
1 
1 
1 

I 1  
- 

0 
0 
1 

6 
6 

2 0 

1 
4 
6 

RU 
ME 

1 

ARAFA 

1 1  
1  
2 
1 

-0  
0  

BE 

1 
1 
7 
1 
1 
1 

o 
0 
1 
0  
0 
0  

0 
1 ,  

ME 

1 0  
0 
0  

ME ME 

1 0  

0 
1 0  

0 
4 
2 

BE 

5 
1 
1 1  

I---- 1 
1  
1  
0 
0 
0 

1  
1  
0 
0 
0  

I 
0  
1  
0 
0 

' 0 

1  

1  

1 0  

1 

o 

0 
1  
1 
0 

0 

0  
1  

0 
0 

I 
1 
1  
1  
0 
1 

1  5 

0 
0 

1  

1  

1  
1 
0  
1 
0 

3 
1 
1 

1 0  
I 

- 
1  
1  
0 
1  
0 

0 0 2 



SITUATION DU MATERIEL DANS LES CENTRES DE PF 
EN 1990 
DAKAR 3 

;AT E R l t L  

3ureaux 
Zauteui l  
1:haises Visiteurs 
Table qyndcologique 
Esca beaux 
Tabouret a HV 
Boite de pose 
8oite de retrait 
"3eculurn 
tensiornhtre 
Stethoscope 
Steri l isateur 6lectrique 
Pese Personne 
Armoire a 2 battants 
Armoire de rangement 
Fichier a 4 tir0irs 
Rayonnage 
~ Q f r i g e r a t e u r  
Sceau a pedale 
Lampe Gyn6cologique 
Vent i la teu  r 
poissionniere 
M i n u t e r i e  
Corbeille a papier 
Rechaud a qaz 
Banc d'attente 

[Chariot a instrument 

T. D I A K ~  BAUDOU 
BE 
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ANNEX K 

Remarks for Oral Presentation to The Government of Senegal 
on the draft evaluation findings and recommendations of 

Family Health and Population Project 

1. Introduce individual team members. The team represents not only different skills, but 
many points of view. The evaluation report will reflect this diversity of view. 

I want to note particularly the participation of the evaluation team co-President, Dr. 
Abou Thiem. Without his help this evaluation could not have been as successful as it 
was. He wrote sections of the report, but just as important, he acted as interlocutor 
with the Government, a guide in the villages, and as a translator, when that was 
necessary. While the foreigners on the team spent full time on the a 
evaluation, Dr. Thiem and (and Julian Mendy) had other responsibilities. We know 
the Minister made requests on Dr. Thiem that often conflicted with his work with 
evaluation team. I ask, Mr. Deputy Minister, that you convey our thanks to the 
Minister for letter Dr. Thiem work with us, and our apologies to him, if there was a 
conflict. 

3. The original Agreement for this Project was executed on July 31, 1985, and amended 
on August 22, 1986 and again on June 10, 1987. The Project is a seven year $28 
million project, $20.6 million to be provided by AID, the FCFA equivalent of $7.4 
million in cash and kind was to be provided by the GOS. 

4. The purpose of the Project is to provide comprehensive support to integrated maternal 
and child health services and family planning (FP), improve the existing capacity of 
the country to provide safe and effective contraception to 15% of married women of 
reproductive age, improve the demographic data base so that more effective planning 
can take place, and increase the awareness of policy makers and planners of the 
impact of rapid population growth on the economic development of the country. 

5. The Project called for three evaluations. The first was to be carried out at the end of 
the second year. It was to have reviewed whether procedures and institutional 
arrangements were in place for the proper implementation of the Project. The second 
evaluation, was to have been carried out in the fourth year of the Project. It was to 
have moved beyond management and administrative consideration to focus on 
performance, policy development and demographic data collection. 

5. The final evaluation - the present one - is being carried out during the sixth year of 
the Project. It was to build on the first two evaluations and study how the Project had 
resolved implementation problems identified in earlier evaluations and focus on the 
impact of the Project. 



6. The present evaluation took place between March 28 and we will complete our work 
in Senegal, Friday, May 10. During this period the team interviewed over 100 people 
in Dakar, Kaolak, Fatick, Thies, Kolda and Zinguinchor. We spoke with public health 
officers, administrators, doctors, mid-wives, nurses, and clients. We spoke with other 
bilateral and multilateral donors, other government officials, private business people 
and representative of non-governmental organizations. A report annex will contain a 
complete list of those interviewed. 

7. We appreciate the full cooperation given to evaluation team members where ever they 
went--in Dakar and in the regional offices, in the clinics, and in villages--and by 
professional staff of the Project and by the women and men who are the clients and 
direct beneficiaries of this Project. 

8. A limitation on this evaluation is the fact that the first two evaluations were never 
completed. Because this is the first formal evaluation in almost 6 years, many issues 
that could have been spotted earlier in the Project have now become "built in" and 
accepted as normal. 

9. At the same time, the turnover of Project personnel has been such that it was difficult 
to get first hand information of what went on in the past, particularly before the crises 
following the financial audits of 1988. 

10. We list 70 findings in our Summary and almost 100 recommendations. Many 
recommendations are specific; others are more general. But all are intended to have 
impact on improving implementation of the present Project, and point USAID and the 
GOS in directions to be considered in designing the new health and population already 
proposed by the USAID Mission. 

11. It will, of course, be difficult to review all the draft findings and draft 
recommendations this morning. We therefore seek dialogue with you now on key 
issues to help the team prepare its evaluation report. The team will remain at the Hotel 
Novotel tomorrow morning if anyone would like to correct numbers that may be in 
error. The draft report will be available next week and you will have another 
opportunity to comment on the written findings and recommendations. We hope to 
send you the final report approximately 30 days after receiving your written comments 
on the draft report. 

13. Each of the team members will now give a 3-5 minute summary of the sections of the 
evaluation for which they were responsible. Permit me first give my own general 
observation. I have three points: 

a. First, it is clear the Project has facilitated the access of couples to modern 
family planning methods. For example: 



the number of active contraceptive acceptors increased from 7,500 in 
1985 to 29,890 in 1990 at public sector clinics; and 

against the original project goal of 200,000, in 1990 there were reported 
to be over 60,000 acceptors in all sectors (public, VSPP, commercial 
and UNFPA) using modem contraceptive methods. 

On the other hand, there was a slowdown in the rate of increase of active clients from 
1988-1990. At the same time, family planning data at the clinical level have uncertain 
reliability. Indicators such as the number of new acceptors, levels of STD, infertility, 
or women who have abandoned contraception do not give the team the confidence to 
judge the quantity or quality of impact of the Project on the basis of these indicators. 

b. Second, the fact that there are 70 specific findings and 95 specific 
recommendations means that much effort will be needed to assure that 
Senegalese women and men receive quality service. But there is a more basic 
problem. That is, the lack of focus on overall management problems. We 
suggest that key people in AID and the government assume greater 
responsibility for achieving positive results. 

c. Third, the financial integrity of the project must be ensured. If two partners, in 
this case Senegal and the United States, agree that certain financial 
commitments are necessary to complete an activity, and they sign an agreement 
to carry out that commitment, each partners must make every effort to meet its 
obligations. 
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MEMORANDUM 

DATE : April 17, 1991 

TO : Population Evaluation Team 

FROM : Irving 

SUBJECT: Evaluation Indicators of Quality and Quantity 

At our last team meeting we brainstormed the quantitative 
indicators we should be looking for to help us evaluate the 
project. I have recorded the results of our work on the 
following pages. I have taken the liberty of adding a few more 
indicators that I picked up from a further review of the 
log£ rame . 
I attempted a further analysis of these indicators by adding 
columna A to H to try to determine, from a management point of 
view, who was responsible for each of these indicators. I would 
like your comments on this further analysis. 

At our Monday morning (April 22 at 8 : 3 0 )  I would like a 
brainstorming session on qualitative measures for our evaluation. 
I found Ron's suggested Table, page 3, showing the relationship 
of quantitative measures to one another, as an excellent 
framework also to look at qualitative measures. Please think of 
these in advance of our meeting. 

Note: I repeat my desire for your lists of questions on disks so 
I can get them to the translator now before the end-of-project 
logistic nightmare. 

Thanks. 



Quantity Indicators of Output to be Collected and Evaluated 

COMPONENT CLINIC D P 

Activity A B C D E F G H  
Number of buildings constructed and renovated 

Number of weowle trained (and months of trainincr) - 
-clinical (doctors, mid-wives, etc) 
-communication 
-logistic 
-GOS policy types 
-management 
-STD 
-census methodology 
-demography 
-service data collection/analysis 

Number of 

Number of 

Number of 

Number of 

Number of 

Number of 

Number of 

Number of 

Number of 

Number of 

Number of 

reports from family planning centers 

statistical surveys made 

psycho-social studies published 

operational research reports published 

RAPID presentations made 

population policies changed/effected 

consultations * 

new contraceptive acceptors (annual)* 

active acceptors (CYP) * 

MWRA acceptors * 

abandons * 
* each by region 

Number of operational family planning centers 

Number of hours/days of clinical services 
..................... 
A-MPHSA UNIT(S) RESPONSIBLE FOR IEC SERVICES 
B-MPHSA UNIT RESPONSIBLE FOR CLINICAL SERVICES 

X X X X X X X X  

X  X  

X X X  X  

X X X  

X X X  

X X X  

X X  X 

X  

C-MPHSA UNIT RESPON. FOR PUBLIC SECTOR CONTRaCEPTIVE LOGISTICS 
D-MPHSA UNIT RESPONSIBLE FOR COLLECTING/ANALYZING POP MGMT DATA 
E-MPHSA UNIT RESPONSIBLE FOR OVERALL PFP PROJECT MANAGEMENT 
F-MPHSA UNIT(S) RESPONSIBLE FOR OTHER POP RELATED FUNCTIONS 
G-GOS UNIT RESPONSIBLE FOR DEMOGRAPHIC DATE COLLECT/ANALYSIS 
H-PPPS COMPONENT 
D-DATA BASE IMPROVEMENT COMPONENET 
P-PRIVATE AND PARA-PUBLIC SECTOR COMPONENT 



Number of consultations per service provider x 

Number of geographic regions served x 

Number of management coordination meetings x x x x x x x x  

Number and type of supervision activities x 

Number, types and use of management reports x 

Number and type of contraceptives ordered x x 

I1 11 11 I1 11 11 " used x x 

81 I1 I1 I1 I1 I1 " in stock x x 

I1 I1 I1 11 I1 11 " ruptured x x 

Number of people who know about contraceptives x x 

Number, type and effectiveness of LTTA 

Number, type and effectiveness of STTA 

Number of commercial retail outlets established 

Cost of service delivery, public sector 

Cost of service delivery, private and para-public 

Number of inter-health/family planning references x 

Number of womens1 sub project x 

Macro-demographic data on fertility and changes 

I1 I1 11 I1 I1 crude birth rate 

11 11 11 I1 11 morbidity and changes 

11 11 I1 11 11 mortality and changes 

I1 I1 11 11 I1 family size/changes 

I1 11 I1 I1 I1 # of births averted 

I1 I1 I1 I1 11 state of health of women 

I1 11 I1 I1 I1 I1 I1 I1 " children 

I1 I1 I1 I1 I1 "nutritional status 

11 11 11 11 11 "high risk pregnancies 



Interrelationships Among Types of Data Collected or 
Potentially Available for Collection Under the Project 
as a Basis for Determining Level of Project Activity and 

Providing a Basis for 
Evaluating Project Efficiency and Effectiveness 

Data Level 

I 

Examples of 
~ctivity Types 

Policy 
Management 
Budget Allocation 

Training 
Logistics 
IEC 

Consultations 
Levels of Workload 

Acceptors 
Abandons 
Other Achievements 

Fertility Rates 
~orbidity/Mortality 
Health Status 
Family Size 

Examples of 
Quality Factors 

Agreements & 
Differences 

Meeting Fin. 
Obligations 

Improved Ser- 
vice 

Awareness of 
issues 

Cost Per Unit 
I1  

I1 

Public Social 
Costs 

Availability 
for Work 
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INDIVIDUALS CONTACTED 

FAMILY HEALTH AND POPULATION PROJECT PERSONNEL 
Marieme Diop, Director 
Laty NYDoye, Deputy Director 
Victoria Albis, Clinical Coordinator 
Sidy Fall, Logistician 
Caroline Mane, IEC National Coordinator 
Aissatoy Samb, IEC National Coordinator 

MINISTRY OF PUBLIC HEALTH AND SOCIAL ACTION 
Bandougou Sylla, Director of Cabinet 
Lamine Cisse Sarr, Director, Public Health 
Issakha Diallo, Chief, Primary Health Care 
El Hadji Malick Diame, Chief, Division of Statistics, DSP 
Oury Kane Ba, Coordinator, National MCH/FP 
Sega Gningue, Logistician, MCH/FP 
Mme. Mane, Director, Division of Human Resources 
Alassane Nakoulima, Director, MCHIFA Division 
Maty Cisse Samb, AID Liasion Officer, Cabinet Management Unit 
Yacine Seck, Coordinator, National MCH/FP 

MINISTRY OF FINANCE, DIRECTION DE LA PREVISION ET DE LA STATISTIOUE 
Awa Thiongane, Director 
Ibrahima Sarr, Chief, Bureau of Research Studies 
Cheihk Gueye, Demographer 
Momodou Ndiaye, ~ e m o g r a ~ h e r  
Edmond Rodriguez, Chief, Statistics Bureau 
Issa Ndiaye, Computer Specialist 
Salif Ndiaye, Demographer, Bureau d9Etudes 



MINISTRY OF FINANCE, DIRECTION OF DEBT AND INVESTMENT 
Mme Ndeye Coumba Drame Guisse, Contact 

MINISTRY ON THE CONDITION OF WOMEN AND CHILDREN 
Ndjoro Ndiaye, Minister 
Khardiata Lo Ndiaye, Technical Advisor 

MPHSADAKAR REGION 
Nafissakou Correa, Regional Nutrition Supervisor 
Virginie Diouf, Regional Technical Advisor, PF 
Marietou Diop Mane, Sage-Femme, Director Thiarayemer PF 
Toure Fatou, Regional Supervisor, SMI/PF 
Cisse Aissaton Kebe, Responsible Officer, Medina PF Center 
Ndoye Khar Camara, Principal Sage-Femme, Dantec PF 
Clara Cisse, Social Assistant, Dantec PF 

KAOLACK REGION 
Ernilie Ndao Carva, Regional Coordinatrice, SMWF 
Bocar Diallo, Governer 
Lamine Diop, Regional Medical Director 
Ousmane Fall, Director, S.S.P. Training Center, Kaolack 

THIES REGION 
Camera, Regional Medical Officer 
N. Ngone Toure, Medical Officer, SNISMI 
Dado Ndiaye, Sage-femme, Randoulene FP Clinic 
Ami Diam, Sage-femme, Randoulene FP Clinic 
Ada Ndiaye, Regional Coordinator 

NGOUNDIANE VILLAGE 
Village Chief 
Head of Women's Group 
Nanma Konate, Government Nurse 



VSPP PRIVATE SECTOR and PARA-PUBLIC CLIENTS 
Yacine Camara, Sage-Femme d'Etat, Directrice, Port of Dakar PF 
Tabara Sarr, Nurse, Port of Dakar 
Justin Ndiaye, Medical Director, SOS/Kaolack 
A.Carlos Taihiase, Sage-Femme-Directrice, SOTRAC Thiarreye PF Directress, ASBEF (IPPF) 

INTERNATIONAL SCIENCE AND TECHNOLOGY INSTITUTE 
A1 Baron, FHPP Project Backstop Officer, Wash. (former COP) 
Alpha Dieng, Director, Volet Secteur Prive et Para-Public 
Mohamed Ibrahim, Logistician 
Mbissame Ngom, Logistician 
Aminata Niang, Midwife 
Tim Roche, Liasion Officer, Dakar 
Michel Sanga, Accountant 
Betsy Stevens, PHP Project Backstop Officer, Washington 

UNITED NATIONS FAMILY PLANNING AGENCYPAKAR 
Claude Aquillaume, Consultant 
Mouhamed Bengeloume, Demographer 
Ousman Faye, Technical Director, Projet Bien-Etre Farniliale 
Wilma Goppel, Director 
Fatimata Sidikou, Researcher 

WORLD BANK/DAKAR 
Alassane Diawara, Health/Population Project Officer 
Brohime Diongue, Technical Director, Rural Health Project 

UNITED NATIONS DEVELOPMENT PROGRAMPAKAR 
Julia Schtivelma, Program Officer, UNDP 

POPULATION COUNCIL/DAKAR 
Pap Syr Diagne, West Africa Regional Representative 
Francois Diop, Consultant 
Viola Vaughn, Consultant 



OTHERS 
Mohamed Ayad, Institute for Resource Development 
Yves Charbit, Consultant, Prof. of Demography, Sorbonne 
Ibrahim Lamine Diop, Former Director, BNR 
George Moose, U.S. Ambassador to Senegal 
Joyce King, Team Leader. AID Rural Health Project Evaluation 
Vivian Toro, U.S. Bureau of the Census 
Taryn Vian, Health Economist, AID Rural Health Project Evaluation Team 

US ATD/DAKAR 
Julius Coles, Mission Director 
Seydou Cisse, Mission Evaluation officer 
Dieynaba Diallo, Procurement Assistant 
Robert Gilson, Program Officer 
Massaer Gueye, Project Manager, PHP Project 
Fatimata Hane, Project Officer, RH Project 
Linda Lankanau, Project Officer, PHP Project 
Mary Ann Micka, Health, Population and Nutrition Officer 
Gary Nelson, Deputy Mission Director 
David Robinson, Project Deveopment Officer 

AID/WASHINGTON 
Peter Feiden, Project Development Officer, Proj. Devel. Off. 
Lois Goddard, Health Evaluation Off., Center for Development,Infoimation and Evaluation 
Nancy McKay, Officer in Charge, Senegal, Gambia, Cape Verde 
Jack Royer, Senegal Desk Officer 
Hope Sukin, Health, Pop. and Nutrition Off., Africa Bureau 
Randal Thompson, Population Evaluation Officer, Center for Development, Information and 
Evaluation 

EVALUATION TEAM 
Irving Rosenthal, Consultant, Co-Team Leader 
Aboubakry Thiam, Technical Advisor, SMIPF, Co-Team Leader 
Thomas Kane, Consultant, Demographer 
Julien Mendy, Administrator, Rural Health Project (World Bank) 
John Packard, Consultant,Commodity Specialist 
Ronald Parlato, Consultant, IEC Specialist 
Penda Seck, Consultant, Medical Doctor 
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ANNEX 0- 1 

Letter of Transmittal to USAID of Draft Report 



MEMORANDUM 

DATE: May 10, 1991 

TO: Mary Ann Micka, HPN, USAID/Dakar 

FROM: Irving Rosenthal, Team Leader 
FHPP Final Evaluation 

RE: Submission of Draft Report 

In accordance with the original scope for the evaluation of the FHPP, I am pleased to 
submit the draft English language report. In accordance with agreement between you and me, 
and with the concurrence of DEVRES, I also agreed to arrange for and submit an French version 
of the report, which is also herewith attached. 

As you are well aware, it became a logistic headache to arrange for the translations and, 
indeed, some of these have not yet been completed. 
I met with Linda Lankeneau and Tim Rosche this afternoon, and have worked out a way for the 
translation to be completed. I gave Tim Rosche $1,500 which is all I have left in my budget for 
translations. Linda is attempting to work something out for the $500-$1,000 additionaL which 
may be needed. 

Because of the delay resulting from the translations and late receipt of sections from local 
team members, some of the fin& material has not been seen by me and will need significant 
additional work in Washington. Because of other difficulties resulting from the size and nature 
of the evaluation, a number of other Chapters also need additional work. I have requested, and 
DEVRES concurs, that 5 additionaL days should be added to the contract so I can complete this 
work in Washington. 

The tentative schedule is, as follows: 

May 21--All translation into French and English in Dakar will be completed and the draft report 
will be submitted for review to USAID and GOS. 

May 26--I will complete a chapters in Washington on Infrastructure and I will strengthen the 
Chapter on VSPP and Fax it to you. 

June 10--USAID will forward to DEVRES written comments, in English, from the GOS and 
USAID on the draft report. 

June 28--DEVRES will complete the final English version and pouch 5 copies to Dakar. 



The key dates are the time the GOSPUSAID will have for review and this has been agreed to be 
10 days after receipt of my additional material. The other key dates are the time for DEVRES 
preparation of the final report and this is counted as 15 work days from the time DEVRES 
receives USAID/GOS comments. 

This letter was typed with 15 minutes left before the car was to take me to the airport. I 
apologize for its brevity and for the fact that I did not have the opportunity to say goodbye to 
you. I will communicate more fully as soon as I get to Washington. 



ANNEX 0-2  

Marieme Diop, FHPP 



UN PEUPLE - UN BUT - UNE FOI 

PROJET SANTE FAMlLlALE ET POPULATION 

N o  685.0248 - T6ICphone : 22  - 7 2  - 13 

Rte d u  Front de Terre . B.P. 4 9  
- 

LI Direc tcur  

REhkARQUES E T  O E S E R Y A T I C N S  PORTANT SUR LE 

F R E - R A P P O R T  D' E\'.ALUATION DU P S F P  

Ltetude du pre-rapport d16valuation du 

Projet Santk Familiale et Population (PSFP), suscite un certain 
nombre de remarques et dtobser~ations que nous avons choisies de 1 

I 

vous livrer selon le plan ci-apres : 

I Tout d'abord, nous presenterons. les consi- 
I- 

dgrations d'ordre ggnerzl, portant sur le rapport global aussi 

I bien dans sa forme que dans son fond. Ensuite, les differents 

chapftres seront tour 5 tour abordes en indiquant les observa- 

tions et remarques specifiques qu'ils sugggrent. Toutefois, il 

convient de signaler que nous n'insisterons pzs outre mesure D. 

sur les parties BNR, VSPP, MST; les responsables de ces volets 
ayant d6j5 fait une analyse approfondie de leurs parties res- 

I. Considerations dtordre ggneral- 

A )  - Sur le plzn de la forme du document 

Le document sYavere"Etre d'une grande 
mzniabilite malgre son volume. Cependant, la maniabilite pour- 
rait Etre amelior6e si la numerotation des pages etait faite. 



La num6rotation 2 laquelle on se refere a kt6 effectuee par 

nous-memes suivant les chapltres. 

B) - Concernant le fond du document 

Quelques remarques generales peuvent Etre 
dkgzgkes : 

- De fagon generale, l'on peut regretter que la 
periode d'evaluation nlait pas 6te propice B un constat ef- 
fectif des activites du Projet. Ces activites ont connu un 

ralentissement certain, si elles nlavaient pas tout simplement 

cess6 d'etre B llexemple des activit6s IEC. I1 a 6t6 par con- 

sequent difficile dans le cadre de cette @valuation de juger 

dlune situation normale; 

- Dans sa globalite, le rapport dlevaluation ne 
reflete pas suffisamment les zcquis du Projet de -n@me que le 

niveau aztuel 2e realisation- 

- La mesure des efforts deployes par rapport 
aux objectifs initiaux n'est pas evidente. Par exemple en ce 

qui concerne les objectifs quzntitatifs lies 2 la formation 

(Auxiliaires, sages-femnes, nGdecins, personnel IEC.); 
il importe de signaler qulils ont etS largement dBpass6s: 

- Le rapport d16valuation gagnerait en fournis- 
sant les proportions prCcises. pour remedier aux lacunes du 

Projet. Cela Gviterait certaines g6neralisations dommageables. 

Par exemple dans la partie "Services cliniques", tout semble 

5 rezaire dans le domaine de la formation du persognel prestz- 

taire d e  services malgr6 les importants efforts accomplis 

depuis plusieurs annkes et la faiblesse probable du taux d'echec 

de contraception ches les accepzrices. 



11. Observations et remarques specifiques- 

Dans cette partie nous integrons les obser- 

vations relatilres aux questionnaires joints en annexe du document. 

En effet, lton peut regretter qu'une exploitation systematique 

des questionnaires ntait pas 6t6 r6alis6e alors qu'ils cornportent 

des questions d'une grande pertinence. (Par exemple : Clients et 

Contraceptifsj. 

- Concernant les clientes et leaders, 

quelle est leur opinion sur la separation des services de PF et 
SMI? Sur la qualite des services? 

- Quant aux questionnaires IEC, leurs desti- 
nataires ne sont pas prgcises. 

- L'on peut egalement s'interroger sur 
l'utilisation du questionnaire 2x6 sur le VSPP. A-t-il kt6 uti- 
lise? 

Par ailleurs, l'on peut se demander si les 

centres de PF choisis sont rgellement representatifs de l'en- 
semble des centres de PF. Si l'equipe d'evaluation avait retenu 
de visiter des structures considerees comme "bonnes, rnoyennes ou 

mauvaises~, ce choix ne transparaPt pas suffiszmment au niveau 

des resultats de l'evaluation. 

B) - Services cliniques en matiere de PF . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

- Le taux dlBchec des methodes contraceptives 
nlesz p2s dgterming. Cela permettrait cependanz d1appr6cier si les 
sages-femmes donnent convenablement les services. 

- Certains constats relatifs aux prestations 
de services par les sages-femmes et consistant B dire que l'examen 
clinique general et gyn6cologique, l'interrogatoire des clien~es, 

la st6rilisation et la desinfection du m a t e r i e l  r 6 u P l e n t  des l a -  

cunes dzns l e  progrzmme de formation en PF, renvoient plus B la 



la formation de base, B l'organisation des services, 2 la ges- 

tion des ressources humaines qu'2 la formation sur les methodes 
contracepti~res. Est-ce qu'un tel constat concerne llensemble 

des sages-femmes? La proportion serait 2 prkciser. 

- La mauvaise qualit6 de la communication 

interpersonnelle nlest pas i lier 2u seul defaut de la formation 

des sages-femmes dans ce domaine. I1 faut egalement consid6rer 

la charge importante de tra17ail, l'exiguite des locaux etc. 

- Par rapport i la recommzndation nO1O, il 

serait interessant de savoir pourquoi le manuel de supervision 

n'a pas 6te utilis6. Est-ce dfi 2 la lourdeur par exemple? Parmi 

les recommandations, il convient d'ajouter l'evaluation periodi- 

que des fornations, si l'on sait que le curriculum a 6t6 elabor6 

depuis 82 et n'a jamais 6t6 evalue et revise. 

- Rectificatif : Le Curriculum de formation 
utilise dans le cadre du projet a et6 6labor6 ciepuis le ler 

Projet PSF avant 1985. 
Une recommandation importante serait de former des agents qui 

soient en mesure d'assurer une evaluation et une revision perio- 

dique des programmes. 

'- Avant de procsder au recyelage il convient 

.de.voir pr6cis6ment les domaines dans lesquels les lacunes sont 

effectives et les szges-fenmes concern6es. 

- A rectifier : - P 11 les Aide-Infirmiers ne 
sont pas pris en compte dans les forma~ions cliniques. 11s le 

sont en IEC plutbt. 

- Ne convient-il pas de nuancer certains pro- 
pos. Le fonctionnement des poupinelles .serzit-il inconnu cie la 

totalit6 des szges-femmes? Y1aurait-il des problemes lies 2 

11inad6quation du nateriel? 



- P23 - Si les donnees etablies par les Sages- 
femmes des centres de PF ne sont pas parfois fiables, celles 

relevees annuellement par lt6quipe nationale sont relativement 

fiables. Les tournees annuelles de l'equipe nationale sont 

l'occasion dtune remise en ordre dans les classements des fi- 

chiers et un decompte rigoureux des clientes en respectant la 

terminologie adoptke par le PSFP. 

C )  - Reche rches  biomedicales e t  psychosociales 

La remarque fondamentale qu'il importe de 

faire par rapport 2 la partie recherche, c'est. l'exclusivisme 

dans les conclusions. S'il importe de capitaliser et de mettre 

B profit l'ensemble des recherches realisges, l'arret de toute 
activite de recherche serait prgjudiciable aux programmes. Ces 

conclusions staverent contradictoires avec les propositions de 

recherches formulees notamment dans la partie IEC-BXR et m&me 
Clinique. 

D) - Gestion de la logistique contraceptive - . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
Creation d t u n  syst5me de Gestion des . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

1. Achat des Produits Contraceptifs- 

Avant d t e n  arriver 2 ce stade, il y a tout 
d'abord 1'EXPRESSION DES B E S O I N S .  Le document est muet 15-dessus 
alors que cette etape semble fondamentale. En effet, l t o n  ne 
sait pas par quels critgres I S T I  exprime la quantite des besoins. 

En tout 6tat de cause, les commandes sont le plus souvent tr5s 

en dessxs. des besoins, du moins en ce qui concerne les preser- 

vatifs surtout. La commande dtun container dlabaisse-lsngue est 
illustrative 5 ce propos. 

- Achat proprement dit : 



Si cette etape est l'exclusivit~ de llAID, 

il serait cependant interessant que le Projet soit informe 

de la procedure des commandes. 

2. Expedition et Reception 

Le Projet devrait 6tre inform6 des d i t t '  llerente~ 

6tapes de l'expedition. Ceci permettrait de prendre les dis- 

positions pour i~former 2 temps les differents membres de la 

commission de rkception. 

b) - Reception - - - - - - - - -  

Lz commission de rkception est composee de 

ISTI, ltAID et du Projet contrairement 2 ce qui est dit dans I 
le rapport. 

1 
I1 y a lieu de bien clarifier la situation. 1 

Car au moment de la livraison, crest l'agent de ISTI qui 

r e ~ o i t  et signe les documents alors que clest le Logisticien 1 
du Projet qui en est responsable. La commission .est Egzlement 
amputee de lllOF alors que la prCsence de ce dernier est obli- I 
gatoire selon la rsglementation du Ministsre de la Sant6 Pu- 

blique et de 1''Action Sociale. 

3. Systgme dtinformation sur la gesrion- 
des stocks 

I1 ne peut pas y avoir un systeme d'informa- 
tion fonctionnel si les agents charges d'utiliser ces infor- 

mations ne sont pas formgs 2 cet effet et si egalement les 

moyens necessaires au bon fonctionnement de leur travzil quo- 

tidien ne sont pzs mis B leur disposition. 

I1 faudrait kgalement ajouter que pour une 

bonne circulation de llinformation, le r61e des differenis I 
volets doit Etre clairement defini de mznikre 2 eviter les 

bloczges et les empigtements. I 



- Veiller 2 la formation des agents charg6s 

de la collecte des donn6es statistiques afin d16viter les 

multiples contradictions notees jusque 1 2  au nilTeau des 

cliniques apres le passage des 6quipes chargees de la super- 

vision. 

D) - L'information, 1'Education et la- 

Communication (IEC) - 

P.9 - L'6valuateilr parle d'un taux rela- 
tivement faible de volontaires formes. A ce propos, il importe 
de pr6ciser que la formation des auxiliaires a rgellement 

d6marr6 en fin 1987 et s'est arrEt6e debut 1990 du fait de 

la crise qui a traverse le Projet. Dans ce court laps de 

temps un nombre d'auxiliaires sup6rieurs aux objectifs ini- 

tizux ont 6t6 formes. I1 ne faut egalement pas perdre de w e  

que llobjectif 6tait de les former et de les rendre Zoutes 

op6rztionnelles avant dlen former dlautres. 

- Dans tout le rapport, 116valuation parle 
d'assistants sociaux quand il s'agit d'agents IEC. Une telle 

zppellation peut preter B confusion. I1 y a lieu de rectifier 
P.ll- 36 paragraphe 5 la fin, l'i2ualuzteur parle du r61e dlin- 

term6diaire que le Coordinateur R6gional EPS peut jouer. 

En quoi cela consiste-t-il? Qui va concevoir, 6laborer, mettre 

en oeuvre, gvaluer, reajuster les programmes IEC? Avec quels 
4 moyens humains et matGriels? 

- 2.16 - 2 5  paragraphe : il y a lieu de 
rappeler que la formation des forma~eurs a eu lieu 5 Rufisque 
et elle regroupait des responsables venus des rggions parmi 
lesquels des Inspecteurs d'Animzti~n, des MaStresses d'Econo- 

mie Famili'ale, des Sages-femmes, des Assistants Sociaux, des 

Ilonitrices. 

- P.17 - 2 e  paragraphe : En realit6 ia pr6- 

campagne a dure 45 J au lieu de 15 et il n'y a p 2 s  eu de dif- 

fusion B la t616vision. 



- P.21 - 36 paragraphe : FAgaru et Dundu 

Jaboot nlont pas 6t6 rediffusgs. 

- P.31 -25 paragraphe : Cette suggestion 

de llEvaluateur pourrait aider le Projet 2 contourner les 

difficultes liees 2 llinsuffisance du personnel IEC. L'ap- 
pui sur les auxiliaires nous serait d'une grande utilit6. 

- P . 3 2  - 2e  paragrsphe : Pzrler de rkmun6- 

ration quand il s'agit de ~olontaire est inapproprie. Peut- 

Etre faudrait-il parler de motivation. 

- P.34 - 3e paragraphe : quand l'evaluateur 

dit que le personnel IEC pense que les volontaires sont ma1 
rEpartis, il y a lieu de prkciser que toutes les formations 

ont ete munitieusement planifiees. Des objectifs ont 6 ~ 6  

fixes compte tenu de plusieurs criteres er les formations se 

sont tenues en fonction de ces oblectifs. 

2 
- P . 5 8  : ... M; Parlato rr5pre.ndl son,compte 

les affirmations contradicyo$res de M. Delanoe qui dit que 
ete 

d'une part les acteurs ont/laissgs: 2 eux-mgmes et d'aurre 

part que les programmes mediats 6taient excePlen%s;et.. 

gagneraient B Etre diffus6s. 

indiqu6 
- P.40 : C e  n'est pas/dans l e  document du 

Projet q u l i l  devrait y avoir une collaboration avec llURTNA. 
C1est dans le cadre du developpement des programmes que cette 

collaboration a gt6 amorc6e. 

- P.45 : Concernant les affiches, leur uti- 

lit6 a 6t6 dgmontrge dans le cadre du Projet. Des demandes 

nombreu3es parviennent au Projet du SEKEG.4L et de llEtranger. 

Le matErie1 publicitaire en general, vise 3'abord i susciter 
l'inter8t. 

Est-il prouve que le materiel publicitaire e t  les affiches 

soient d'une faible rentabilitg cofit/efiicaci~6? De plus, 

comme > I .  Delano6 a eu 2 le remarquer, les auxiliaires uiili- 

sent les affiches de maniere crea~ive pour la communication 



interpersonnelle lors des causeries. Par rapport aux boTtes 2 

images et autres flanellographes, les affiches presentent l 1 a -  

vantage dtEtre legeres B transporter et aussi de coOter moins 

cheres. 

- P.48 : En r6alit6 les ~~olontaires non- 

rernungres, pour la plupart analphabetes n l o n t  pas de fiches 2 

remplir. 

- P.48 : Pour le moment, les volontaires 

au niveau de la communaut6 ne distribuent, ni ne l-endent les 

produits contraceptifs. 

- P.39 : Les propos selon lesquels, il y eu 

xres peu de recherche op6rationnelle dans le projet sont en 

contradiction avec les conclusions de la partie recherche. 

Cependant, l'id6e d'une etude sur le systene de volontariat est 

excellente. 

- P . 5 0  : L ' U N I C O M  est chargE de coordonner 

llensemble des activitks IEC/Population et non pas l'ensemble 

des activit6s IEC/PF .  11 demeure que lfintEgration des deux 

domaines pose encore probliime . 

E)  - Proj e ts dlAccompagnement ( W I D )  - 

Nous regrettons que l'gquipe d'evaluation ne 

se s o i ~  pas adressee directement aux personnes chargges des 

C1est peut-Etre ce qui explique que Raditz soit mis au premier 

plan et l'absence de recommandations particuliiires dans le sens 

d'aider au developpement du volet WID. Raditz dans ses termes 
de ref6rence avait-il les mEmes objectifs que l f  equipe d f  eva- 

luation? 

Compte tenu de la place du volet W I D  dans la strategic de d 6 -  

veloppement et de perennisation des actions ?F, il s1av5re n e -  

cessaire de redonner 5 ce volet toute son importznce que ne 
semble pas refleter l1Annexe V classant les volers prioritaires 
pour le nouveau Projet. I1 conviendrait en outre 2e mettre en 

exergue les differentes contraintes qui ont gene son develop- 

pement, partant, faire les recommandations y relatives. 



F) - Administration et Gestion du Projet . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
Assistance Technique . . . . . . . . . . . . . . . . . . . .  

Cette partie du travail de ltEquipe d16va- 

luation portant sur 2 chapltres : ltAdministration et la Gestion 

du Projet de meme que ltassistance technique est dtane grande 

importance parce que condition~ant pour une trPs large part 

l'efficacitk de ltaction et l e  bon d6roulement des progrzmmes. 
La lecture du texte suscite un certain nombre de remarques ou 
observations generales et specifiques n6cessitant parfois quel- 

ques commentaires pour confirmer ou infirmer certains propos 

de l'auteur. 

Observations GGnerales- 

1) - Au plan de la forme, le texte ax6 sur ltAdminis- 
tration et la Gestion du Projet articule autour de (5) princi- 

paux axes (Buts, Description, Analyse et Evaluation,Constations, 

Recommandations) para3t bien long dans sa partie descriptive. 

>lais peut-Etre, cela etait-il necessaire afin de mieux appre- 

hender le Projet dans son fonctionnement en tant qutentit6 et 

dans ses interelations avec l'environnement global. En tout 
ittat de cause, certains developpemen$(par ex : P.23 cadre juri- 

dique de la coatrepartie s6n@galaise, description rksumge du 

systeme de gestion) nalgri. le souci pedagogique certain auraiknt 

pu alljger le texte. 

2) - Plus ggneralement, l'on peut noter un dgsequi- 
libre frappant entre les multiples constats du chapPtre 

"Administration et Gestion du Projet" et les recommandations 

qui en decoulent. DTimportants constats sont faits relatifs 2 

la coordination du Projet, au recours par le bailleur 2 des 
structures de d5cisions paralleles,8 lfaccaparemen? par ISTI 
des t2ches 2e determinati~n des priorires et planification dcs 

activites, de gestion financiere etc. De tels constats devraient 

se traduire en recommandations spgcifiques. Au demeurant, ces 

recommendations paraissent inachevges. 12 dernigre ligne de la 

dernigre psge ( . . .  s'assurer que les procedures internes de mo- 

bilisation et . . . )  reste sans suite et cede la place au ~~~~~~~e 
K ccntensnt 5 recomnandations. 



3) - A l1inverse, le chapPtre relatif B l'assistance 
technique, malgre son developpement relativement faible,formule de 

multiples recommandations dont certaines pourraient etre reliees 

au chap9tre portant sur lTAdministration et la Gestion. 

En consiquence, la fusion des 2 chapltres en un seul, et le 

regroupement des recommandations rksorberaient en partie 

le desequilibre constate. 

4) - La recommandation 5 lladresse du GDS, visant 
5 augmenter 1s soutien fourni par les beneficiaires et la con- 

tribution du secteur privg pour alleger au maximum le secteur 

public, s'av51-e opportune. Cependsnt, elle est sans lien avec 

les developpements ou constats antgrieurs. 

5) - Certains problsmes de coordination du reste 
rgels, internesau MSPAS et qui font l'objet du point 1 . 
"Analyse des aspects administratifs (P.27 - 30)" devrait sug- 

gerer une recommandation 2 l'adresse du MSPAS. 

La dgfinition dtun orgznigramme qui clarifierait les .attribuxions 
des uns et autres. 11 va sans dire que cet organigramme devra 

Etre elaborii dans la perspective de la mise en place du PSPF. 

6) - Les appreciations concernant l1 assistance 
technique meritent que l1on sly axtarde. En effet, selon ll&va- 
luatkua 55 % de la Subvention est consacree 5 l'assistance tech- 

nique. A travers le compte ISTI (au lieu du compte local) q u i  

regroupe l'assistance technique, la formation extGrieure, les 

zchats extgrieurs, elle reprksente plus de 50 %. Cela slavere 
enorme et renforce sa proposition quant 2 la definition d'un 
plan de rel6ve de l'zssistance technique. Des indications sur la 
demarche B entreprendre sont knoncges dans la recommandation 
relative au transfert des compktences. En tout etat de cause, 
les appreciations sur l'assistance technique devraient aider 
dans la definition du nouveau Projet d'autant plus que malgr6 

son coSt eleve, l'efficaciie de 1'Assistance Technique du Projet 

est plus que d o u t e u s e .  



7 )  - Globa lemen t ,  l e s  recommandations appelent les observa- 

tions ci-apres : 

- Les rapports issus de sejours de consultants devront 
obligatoirement &tre transmis non seulement au Directeur Technique 

du Projet et au DSP mais egalement au Directeur du Projet. 

- Le manuel de procgdures dont il est propose la 
re-ecriture a 6te d6j2 signe. 

- La recommandation selon laquelle "les procedures de 
preparation des budgets et de definition des responsabilitgs de- 

vraient Stre plus specifiques" merite dlStre clarifige. 

. Observations spkcifiques- - 

- P . I .  : Organisation administrative du Projet. 

L'arrSt6 portant creation du Projet annonce en annexe n l y  figure 

pas. 
- P.2. : Personnel composant la Direction du 

Projet. 

Prgciser un Directeur Adjoint kgalement charg6 de la supervision 

du Bureau Administratif et Financier (BAF) qui est Ins.pecteur de 

l'himation. 

- P . 2 .  : Environnement du Projet : les parte- 

mires. Parmi  les partenaires il convient d'ajouter le Ministiire 
de llUrbanisme et de llHabitat. Les divisions regionales de 1'Urba- 

nisme et de llHabitat ont grandement contribue k la bonne execution 

du programme de construction et renovation. 

- P . 8 .  : Le BNR n'est pzs une direction mais 
une division (Division *des Statistiques D6mographiques) de la 

Direczion de la Prkvision et de la Statistique. 

Le r81e du Directeur Technique du Projet a 

fait l'objet d'une description precise des t2ches dans le cadre du 

PSFP. 



- P.ll : La Coordination au sein du Projet. 

Les t2ches du Directeur Technique sont egalement bien definies. 

- P.14 : Coordination avec le niveau central. 

Le Projet a bien requis l'appui des DAGE (ex- 

MDS et MSPAS) pour la mobilisation des fonds de contrepartie. 

La Coordination avec les bailleurs. 

Au moment de la signature de l'accord de 

subvention; il existait bien un cadre institutionnel malire les 

inconherences. 

La mise en ceuvre du Programme Xational de PF devrait permettre la 
d6finition d l u n  cadre institutionnel coherent. 

- P.15 : Le processus de planification decrit 

et base sur la concertation des acteurs meriterait dtCitre traduit 

en recommandations. Cette concertation slau+re capitale dans les 

relations entre ISTI et le PSFP. 

- P:22 : Les dernieres dispositions du manuel 

de procgdures prkvoient que le Projet soit membre de la commission 

de dBpouillement. 
- P.26 : Est-il ngcessaire dlindiquer o,ue la 

restructuration bancaire slest faite sous la pression du FMI? 

- P . 3 3  : ler paragraphe : I1 nlest pas prgvu 

llachat de voitures par le Gouvernement du SENEGAL. En outre l e  

declin du Projet comrne l'affirme llauteur ntest pas dt3 au manque 

de ressources du G.D.S. I1 y a lieu de nuancer une telle affirmation. 

- La liste annoncee concernant les ressources 
humaines ne figure pas en annexe. 

- P.3 Chap- Assistance technique : 11 n'y a 

jamais eu de vacance du poste de Directeur du PSFP. 



I) - Volets Secteur Priv6 et Para- 
- * - - - - - - - - - - - - - - - - - - - - - - - - - -  

Public- - - - - - -  

- L'evaluateur IEC n'a pas eu le temps de se 
pencher reellement sur ce volet. 

- Cependant, le volet Clinique souligne ici 
encore hormis 110p6rationnalit6 des locaux les memes probl6mes 

que dans le secteur public. 

- L'experience VSPP s'est av6r6 intkressante, 
mais il reste 2 voir comment amener progressivement, le secteur 

priv6 2 se prendre en charge et participer auss.i plus actil- tement 

encore au d6veloppement de la PF au Senegal. 

L'objectif assign6 B ce volet est d1am5- 
liorer la base de donnees demographiques pour faciliter 11int6- 

gration de la variable dgmographique dans la planification du 

dBveloppement. Des acquis certains existent dans ce domaine. 

En ce qui concerne l'articulation zvec 

le volet Planification Familiale, elle aurait pu se faire 2 tra- 

vers la recherche opgrationnelle, la rationalisation du recueil 

de donnees dans les cliniques, la saisie informatique et llex- 

ploitation des statistiques. Malheureusement, il n t y  a pas eu 

de communication entre les differents volets du PSFP,ISTI 6tant 

leur seul interlocuteur qui se contentait de centraliser llin- 

formation sans la faire circuler. Ceci a certes renforc6 le pou- 

voir de 1~~1,'mais au detriment de l'efficacit6 du programme. I1 

faut aussi dire qulapparement les diff6rents partenaires 

s6negalais ntont pas cherche 2 6tablir le contact entre eux. 

La structure proposge par 116valuateur pour aider 2 une meilleure 



gestion de l'information du Projet est bonne. La SMI etant un 
secteur prioritaire de la sante, l'existence d'une unite propre 

n'est pas un luxe mais une necessite, etant bien entendu qu'il 

s'agira dfun sous systeme du systgme global d'information 

sanitaire du MSPAS. 
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REPUBLIQUE DU SENEGAL 

MINISTERE DE LA SANTE PUBUOUE 
ET DE L'ACTION SOCIALE 

- C O M I T E  N A T I O N A L  
- PLURlDlSClPLlNAlRE DE PREVENTION 

D U  S I D A  
- - 

.... ---..-.-. 
Dare Hoc'd m8!r:n?! 
M .,,- 
Aclion T o  .En ............ 
Date .................... 
Signature .............. i 

Madame, 

Vous trouverez ci-joint une copie de nos commentaires 

sur le Rapport de la Mission d'Evaluation du Projet SantB 

Familiale et Population, en attendant que le Directeur de la 

Santk vous transmet te 1 'original. 

Salutations. 

Mme Mary Ann Micka 
Chef du Bureau Sante* 
USA ID 
D A K A R  

Docteur Ibra NDOYE 

03;- 
M O  
PRZ* 
c 0 1 w  

HLA . 
I l'JM E 
ADO 
PDO 
FFP 
HPNO - 
CSTO 
SMO 
SYST 
ASU 
M P 
RIG 
EhlB 
c.L.4 QOCI 1 



COMMENTAIRES 
SlJR LES RECOMMANDATIONS 
DU RAPPORT DE LA MISSION 
DYEVALUATION DU PROJET 

SANTE FAMILXALE ET POPULATXON 

Dans un souci de coordination et d'efficacite, il est 
souhaitable que les activitks de lutte contre les MST dans 
les centres de planning familial "Formation, Services 
cliniques, laboratoires, etc... se conforment aux objectifs 
d6fini.s dans le Programme National de Lutte contre les MST 
et 1e SIDA et ne devront plus Stre ex6cut6es dans le futur 
de manikre verticale ' 5  l'intitsieur du Programme de 
planification familiale. 

A CE PROPOS 

1. La lutte contre les MST et la stkrilit6 doit rester un 
sous objectif intkgr4 dans toutes les structures de 

. . planning familiale telle qu'il est d6fini dans la 
politique gouvernementale de planification familiale. 

2. Les activites de lutte contre les MST dans les centres 
de planning familial "Systkme d'information - Formation - 
IEC - prestations cliniques et de laboratoire" devront 
dgpendre du mZme systhme de coordination et de 
supervision nationale, dgionale, dBpartementale d6fini 
dans le Programme National de Lutte contre les MST et le 
SIDA. 



D'ORDRE SPECIFIQUE 

Sur le Plan de 1'IEC 

1'IEC sur le SIDA devra Gtre int6grke dans 1'IEC (PF/MST) 
car les programmes nationaux de planification familiale et 
MST/SIDA ont 
la meme cible : la population en Zige sexuelle active d'oh 
une harmonisation des a c t i v i t e s  IEC et de prevention 
(prkservatifs) entre ces 2 programmes. 

Sur le Plan de' la Gestion 

I1 serait important avant de faire les commandes sur les 
matkriels cliniques, de laboratoire et les mkdicaments que 
les responsables des programmes de planification familiale 
fassent appel B des comp6tences techniques dont bGn6ficie 
le Programme MST/SIDA concernant les services en MST. 

Ceci &iterait l'automatisme gestionnaire et des erreurs 
dans les commandes des produits MST. 

Le Coordonnateur du . 

Programme MST/SIDA 

Docteur Ibra NDOYE 



ANNEX 0-4 

Vivian Toro, U.S. Bureau of the Census 



COMMENTS-ON DRAFT OF EVALUATION REPORT 
ON THE SENEGAL 

FAMILY HEALTH AND POPULATION PROJECT 
(Chapter VI I. ) 

by 
Vivian Toro 

U.S. Bureau of the Census 

GENERAL COMMENTS 

Senegal was one of the first African countries to use microcomputers to 
successfully process their census. This was due to the great commitment of 
the Senegalese working at the Bureau Informatique and the support received by 
the BNR staff. However, the Senegalese would not have been able to do this 
without the financial support provided by USAID through the Family Health and 
Population project in the form of resources, training and technical 
assistance. This included the participation of the U.S. Bureau of the Census 

In spite of the many difficulties that have been and are still being 
encountered, the Senegalese have already improved their performance as 
compared to their 1976 census. It was not until 1981, 5 years after the data 
were collected, that the tabulations were made available. (This did not 
include demographic analysis which was done in subsequent years). For the 
current census, the BI tabulated the data based on a 10 percent sample by the 
Summer of 1989. The BNR published the report based on these data in November 
of 1990. The BI started to make available in the Summer of 1989 the tabulated 
data based on the 100 percent data by region. The BNR staff is still 
reviewing the tabulations and indicating desired changes. The BNR 
demographers are using these regional tabulations for demographic analysis. 
A census data dissemination seminar is scheduled for the Winter of 1991, 3 1/2 
years after the data were collected. Additionally, the BNR conducted a Post- 
Enumeration Survey to measure census content and coverage. Most of the 
analysis of this analysis has been completed. The Post-Enumeration Survey 
conducted during the 1976 census was never processed or analysed. 

The U.S.  Bureau of the Census found the BNR and BI staff to be well 
intentioned, taking professional pride in their work, and having a good 
overall level of expertise. (It should be pointed out that the BI is a 
separate entity from the BNR. The BI is at the same administrative level as 
the BNR under the direction of the Direction de la Prevision et de la 
Statistique. The BI was responsible for receiving, coding, keying and 
processing the census data). 

However, the BNR and, to a lesser extent, the BI staff were handicapped by 
poor organizational habits, unavailability of clearly defined priorities, 1 ack 
of effective coordination, and low motivation due to low salaries and/or 
limited career advancement possibilities. This had a direct impact on the 
processing, analysis, and the dissemination of the census data. The generally 
accepted practice of doing other paying jobs duriag work hours such as 
teaching, consultancies, and assistance to researchers had a direct effect on 
the delays in obtaining census results. 



The Senegalese statistical office is often considered one of the more mature 
statistical offices in West Africa. Nevertheless, other West African 
countries have been able to conduct successfu1 and more timely censuses with 
more limited resources and expertise. This might be an appropriate time for 

alese statistical office to reflect on how to maximize some of the 
that they already have such as higher levels of education, more 

the Seneg 
resources 
pract i ca1 
gathering 

Addi tiona 
producing 
the Direc 

experience, a more stable staff, and a longer history of statistical 
and analysis. 

ly, the current administrative structure is not conducive to 
the most effective or efficient results. The responsibilities of 
or o f  the Direction de la Prevision et de la Statistique (DPS) are t 

so many that they preclude a more active management of the BNR and B I  
. 

activities. Additionally, the physical distance of the DPS, BNR, and B I  
buildings (coupled with unrel iable, 1 imi ted, or non-exi stent telephone 1 ines) 
makes the coordination of day-to-day activities difficult. It had a direct 
effect on the coordination of the population census activities. 

The support iven to the U . S .  Bureau of the Census by the International 
science a'rm 9- ethnology Institute (ISTI) both in Dakar and Washington, has been 
excellent throughout the duration of the project. 

*SPECIFIC COMMENTS 

Chapter VII. 

p.2 B. Description of Component Activities 

In the introductory chapter that follows this title and throughout the 
.document there is no reference to the Bureau Informatique (BI) and its key 
role in the processing of the census data. The BI is at the same 
administrative level as the BNR. They are both under the direction of the DPS 
(formerly Direction de la Statistique (DS)). The BI was responsible for the 
data entry and processing activities as well as the production of the data 
base that contains the geographic codes, names and housing and population 
counts for the census. It was in the BI building were the questionnaires were. 
received and coded. They are still stored there. 

Senegal was one of the first African countries to use microcomputers to 
successfully process their census. The BI tabulated the data based on a 10 
percent sample by the Summer of 1989. The BNR pub1 ished the report based on 
these data in November 1990. The BI started to make available in the Summer 
of 1989 the tabulated results based on the 100 percent data by region. 
Unfortunately, these tabulations were not reviewed by the BNR staff until June 
1990. The speci f i ed changes were incorporated into the tabul at i on programs. 
The BNR demographers are using these regional tabul ati ons for demographic 
analysis. A census data dissemination seminar is scheduled for the Winter of 
1991. If this schedule is retained, this will be a significant improvement 
over the availability of the 1976 census tabulations in 1981, 5 years after 
the data were collected. This did not include demographic analysis which was 
done in subsequent years. 



The coordination of technical assistance trips by the U.S. Bureau of the 
Census to assist the BI were well coordinated and timely. 

p . 3  B.3.a. It would be useful to define what in the context of this report is 
considered a demographic data base (line 8). Does an actual data base using 
&atabase software packages such as dBASE exist? If so in which office? Are 
you just referring to compiling related information and having access to it? 
Are there explicit plans to arrive at this stage? 

p.4 8.4. Technical Assistance 

technical assistance to the BNR provided - add "BNR and BI" 

p.5 B . 4  1986 (see attached sheets summarizing USBUCEN TA) 

Two planning TA ...... (USBUCEN) - change to "One planning trip to Dakar 
Y ... 

Add "On-the-job training at the U.S. Bureau of the Census in Washington, 
D.C. for 2 BI data processors." 

Two Technical Assistance ..... (USBUCEN) - change two to four 

Five Technical . . . . . . : data processing, PES, master frame sample design - 
change five to four technical assistance and eliminate "master frame 
sample designu. 

Principal Results of the 1988 census ... - should read "Preliminary 
Results based on manual counts of the 1988 .....". 

Four Technical Assistance trips ... (USBUCEN); introduction ... and CENTS 
4. - replace four with six and replace "introduction . . . with "data 
processing, thematic mapping, PES, master sample design." 

Birane Ndao of BNR/BI/DPS . . . . . - should read "Birane Ndao and Thiecouta 
Ndiaye ...'. 
Add 'Work-study visit of a statistician from the BNR to prepare to co- 
teach with a statistician from the U.S. Bureau o f  the Census a seminar in 
Data Presentation Techniques." 

In-country seminar .... from DPS. - add "It was co-taught by the U.S. 
Bureau of the Census and a statistician from the  BNR". 



"Three Technical Assi stance trips . . . . " - should read 'Three technical 
assistance trips to Dakar for the 1988 Census of Senegal (USBUCEN) . Two 
of them from a data processing advisor in January and June and one form a 
Hathemati cal Stati st ici an. The purposes of these tri ps were to obtain 
final census tabu1 at! ons, to assist in imp1 ementing the master sample 
design and the final coverage and content PES tabulations, and to assist 
with the IHPS (software) appl ications for ESAM." 

FYI: IMPS stands for Integrated Microcomputer Processing System. 

Eliminate 'Work study visit to BUCEN by Bureau Informatique . . . . . (ESAM) . 
This was financed by the World Bank. 

All activities beginning and following "Work study visits to BUCEN by two 
DED staff members for demographic analysis ...." are planned; they have 
not taken place. 

BUCEN statistician and data processing ... 1. Data users .... 2. IMPS ... 
3. statistical ... - should read "BUCEN statisticians to prsent three 
workshops at DPS: 1. Data users and producers workshop (concerning census 
data dissemination); and 2. statistical analysis workshop with emphasis on 
the 1988 census data. 

Add "U.S. Bureau of the Census Statistician/Demographer to provide 
technical assistance to the DPS in establishing a database on women's 
statistics using the census data." 

Eliminate T w o  staff are scheduled for short-term training at the U.S. 
BUCEN in 1991" 

16 census reports - Which ones? It is somewhat misleading to say there 
are 16 census reports. The two that are pub1 ished and available to the 
public at large are: "Resultats Preliminaires" (September 1988) and "Le 
principaux resultats provisoires" (Decembre 1989). If anything else is 
available please specify how the census data were used. If only the total 
number of households and persons for a particular region or village was 
used, those reports should be classified as something other than census 
reports. 

B.6.b. Training 

reference to BNR/DPS - should read BNR/BI/DPS. 

BNR Training - should read BNR/BI training. 



1. "U.S.  Burea of the Census ..." - '21 missions to BNR/Dakarm should be 
replaced with '31 missions (including TA trips, on-the-job-training and 
formal training). . . .' 
"Techical Assistance Activities provided .... " - 'to BNR by the U.S..." 
should read "to BUR and BI by the U.S...'. For the actual list of 
activities refer to the attached sumnary list of TA provided by the U.S. 
Bureau of the Census. Otherwise, the existing list would require the 
fol lowing modifications: 

3. Edit and tabulation specifications 

4. Data Processing Systems Design, Training, and Programming Support (in- 
country and in Washington, D.C.) 

7. Revise Computer Programs and Present CONCOR work-study. 

11, Assistance with the Planning, Data Processing and Evaluation of the 
Post-Enumeration Survey Results. 

13. Thematic Mapping Training 

Note: Technical assistance was provided by the U.S. Bureau of the Census 
in cartography. This assistance was funded by USAID/Dakar under a 
separate project. 

"There appeared to be some overlap in the tasks performed by the U.S. 
BUCEN staff and the demographic consultant (i.e., the demographic 
consultant contributed a good deal to the design of the census tabulation 
plan although not originally included in his scope of work) ." 
A few facts to clarify the issue related to Charbit's occasional census 
tasks which were complementary to the assistance provided by the U.S. 
Bureau of the Census. As a matter of fact, he was conscientious enough to 
do the work that the BNR was supposed to accomplish because he understood 
that not accomplishing them would seriously delay the data processing 
activities. This task was the development of detai 1 ed tabu1 ation 
specifications. The U.S. Bureau of the Census staff, in consultation with 
the BNR staff, developed a tabulation plan on December 1985. This 
consisted of a basic list of table titles. In order to write the table 
programs, the BNR staff had to develop more detailed table specifications. 
In spite of repeated requests, the BNR had not developed these - 
speci fi cations, therefore, Charbi t, vol unteered to devel op these 
speci fi =ti on< fnr -. - The specifications were c I ear and timely, and 
allowed the BI staff to start developing the computer programs. However, 
the design of the tabulation plan had already been done by the U.S. Bureau 
of the Census in consultation with the BNR in December 1985. Charbit also 
participated in the final discussions related to the census questionnaire 

.:4 



in January 1986. The bulk of the questionnaire had been developed during 
a  Bureau of the  Census v i s i t  i n  December 1985. In conclusion, Mr. 

I Charbit's input was welcomed, timely and complementary t o  the tasks 
performed by the U.S. Bureau of the Census. In some instances,  he did the 
work tha t  otherwise the BUR should have accomplished. 

).I6 "BNR and U.S. BUCEN planning and preparation fo r  the TA v i s i t s  of U.S. 
BUCEN consultants t o  BNR were often insuff ic ient ,  leading to  
inef f ic ien t  use of TA's time during BNR v i s i t s . "  

The phrasing of t h i s  sentence i s  somewhat confusing. I t  i s  not c lear  
who's planning and preparation for TA's was insuf f ic ien t ,  the BNR or t h e  
U.S. Bureau of the Census, or bo th? .  Fr-cussion with Irving 
R o w ! ,  i s  meant t o  indicate tha t  the  BNR was r e s p m E i b  
for t h e l a c k  nf preparation. As a  matter of f ac t ,  the U.S. Bureau of the 
Census s t a f f  grew impatient with the cycle of verifying the s ta tus  of the 
ac t iv i t i e s  the BNR was supposed to  have accomplished before the proposed 
t r i p ,  the BNR assuring the U.S. Bureau of the Census t h a t  they had been 
accomplished, and then finding out upon arr ival  t o  Dakar tha t  they had not 
been accompl ished. This was particularly t rue  for  the development of e d i t  
and tabulation specif icat ions,  the review of tab le  outputs, and the Post- 
Enumeration Survey. 

However, t h i s  was not the case with the t r i p s  from the  U.S. Bureau of the 
Census t o  a s s i s t  the  BI. As a  matter of f a c t ,  the BI was able t o  enter ,  
ed i t  and tabulate  the census data for the 10 percent by Summer 1989 and 
the 100 percent in ear ly  1990. 

p.16 "Data i  s  n o t  exchanged among project components. " 

The U.S. Bureau of the Census i s  in to ta l  agreement with t h i s  
statement. Not only a re  data not exchanged among project components 
but with other data users. Lfke many other African s t a t i s t i c a l  
of f ices ,  the DPS/BNR/BI have concentrated t h e i r  e f f o r t s  in  col 1  ec t i  ng 
and processing data. Sometimes the tabulation of these data would 

- take years t o  obtain; sometimes never. Technological developments 
have a1 lowed the  tabulated data t o  be available much fa s t e r .  
S t a t i s t i ca l  of f ices  are  getting used t o  t h e i r  new roles  as data 
dsseminators.  The DPS/BNR/BI- i s  no exception. They need t o  

'es tabl ish a  uni t  or group of persons tha t  can take care of 
dissem~nating data on a ful l  time basis. This includes presenting 
these data so t h a t  i t  i s  easi ly  understood by persons of different  
jackgrounds, par t icular ly,  pol icy makers. Additionally, t h i s  includes 
informing the  user's about the ava i lab i l i ty  of these data. 

p. 23 # 6. See previous comnent on t h i s  sentence. 

p .  23 # 7 .  "During the Project period the BNR had four ( 4 )  different  
Directors and undergone a  number of reorganizations which has 
disrupted the continuity and coherence of the BNR volet of the 
Project." 



This is indeed the case and it raises an even larger issue relating to 
the organi zati onal structure of the DPS/BNR/BI . First, a1 though the 
chief of the BUR and the 01 both report to the Director of the DPS, 
the Director is occupied with many other responsi bi 1 i ties, 1 imi ting 
the amount of time dedicated to the closer coordination and guidance 
of the BNR and 01 activities. Furthermore, the three organfzations 
are physical ly f n separate buildi ngs that are miles apart. This makes 
the coordination of day-to-day activities hard and time-consuming, 
particularly between the BNR and the BI. 

p .  2 5  # 2 .  'We recommend that adequate funds be allocated for the full 
exploitation and analysis of the ....." 

The U.S. Bureau of the Census recomnends the inclusion of 
dissemination in addition to the exploitation and analysis of 
data. 

p. 26 #5. "The team recommends that the BNR director and Division Heads at 
the BNR receive training in management procedures ..." 

The U.S. Bureau of the Census fully agrees with this recomnendation. 
The 01 staff should also be included. 

p. 27 #7. "We recommend that training in ..." 
The U.S. Bureau of the Census also recomnends training in data use and 
di ssemination. 

p. 27 #8 "We recommend a reduction in the proportion of Project financial 
support for the technical assistance for the 1998 Census of 
Senegal during the 1992-1997 period (assuming that TA needs for 
1998 census will not be as great until the census year 1998 and 
that funds ....) 

The U.S. Bureau of the Census disagrees with the assumption that TA 
needs will not be great until the census year 1998. Based on our 
experience, planning for a national census should start at least 2 1/2 
years before the actual enumeration. This includes planning and 
preparation, consultation with data users, questionnaire design and 
tab1 e out1 ines, the devel opment of computer programs and, especi a1 ly, 
mapping. Substantial funds are needed for training, staff, computers, 
etc. before 1998. 

"Better planning is needed ..." 
See comnents on similar sentence above. 



On the annex t o  Charbit's t r i p  report dated June 17, 1991, a remark made in 
section 3.1 needs c la r i f ica t ion .  The example Charbit uses to  underline his 
remark about long-term training and i t s  impact on project was not appropriate. 
In French i t  reads: "Un exemple precis e s t  fourni par l'envoi en tormation 
longue duree ses deux responsable du Bureau Informatique. Leurs remplacants 
sont incapables de repondre aux demandes de tableaux du recensement f a i t e s  par 
l e  BNR, d'ou des retards dans l'analyse des donnees du recensement." In 
English i t  reads: " A  specif ic  example i s  the sending of 2 s t a f f  members of 
the Bureau Informatique f o r  long-term training. Their replacements are 
incapable of responding t o  the requests for  tabulations made by the BNR, which 
has caused delays in the analysis of the census data." 

I t  i s  necessary t o  c l a r i fy  the issue regarding delays in the analysis of the 
census data.  T,]delays m- ren t  s t a f f  a t  the Bureau 
Informatique beinq incapable ot producinq the tabul ations requested by the 
BNR.,. The tabulations based on the 100 percent census data were made available 
by region s ta r t ing  in the Summer of 1989. The BNR s t a f f  was asked t o  review 
these tables  f o r  inconsistencies, elimination or addition of tables ,  and 
cosmetic changes. This i s  a standard cycle of the ver if icat ion of table 
outputs. I t  i s  desirable t o  do i t  as soon as the tables fo r  the f i r s t  region 
appear so tha t  resources are  not wasted in processing the other regions. The 
national level tables  are n o t  necessary a t  t h i s  stage. The BNR s t a f f  was 
r e ~ e a t e d l v  asked t o  review these tables by the BI s t a f f  and the U.S. Bureau of 
t h b  ~ e n s t k .  I t  was not until  June 1990, year l a t e r ,  t ha t  the BNR indicated 
the chanqes t o y -  o t  the 
Census s t a f f  member on mission to  Dakar. In the meantime, the BI s ta f f  
continued to  produce the tables by region. 

By early 1990, when the 2 data processors were scheduled t o  leave t o  receive 
long-term training,  the tabulations for  6 regions were available.  One of the 
data processors has been working for  the BI for  20 years and had been 
responsible f o r  the data entry ac t iv i t i e s  of two censuses and numerous 
surveys. The other has been working fo r  the BI since graduating from college. 
For t h i s  person, one of the  main motivations fo r  receiving additional training 
i s  t o  formally receive a higher classif icat ion fo r  the supervisory work 
performed fo r  a t  l eas t  4 years without formal c lass i f ica t ion  and .corresponding 
salary increase. O u t  of the 5 data processors tha t  s ta r ted  with the census 
ac t iv i t i e s  in 1985, only these two stayed until  the tabulations were made 
available in 1990; tha t  i s ,  5 years of commitment t o  the census processing 
ac t iv i t i e s .  Before t h e i r  departure, they trained s t a f f  t o  f in ish  the 
remaining work. This included the person in charge of the tabulations. 
Additionally, the replacement has since then worked with s t a f f  from the U.S. 
Bureau of the Census and received additional t ra ining in the use of the 
software. The U.S. Bureau of the Census finds tha t  person t o  be very capable 
of producing the tabulations and has shown his capabili ty by actually 
producing them. On the other hand, t h i s  person has been working on the census 
tabulations only on a part-time basis because of confl ic t ing p r io r i t i e s  with 
other surveys. Additionally, the processing has been hampered by computer 
fa i lures  and repairs .  I t  was not -1991 tha t  the comments on the 
re-executed tabul ation ouGuts -from the BNR.  
< 



an conclusion, the above facts show that the example used by Charbit is not 
accurate or representative of the point he is trying to make. The U.S. Bureau 
of the Census does agree with the point being made by Charbit but strongly 
disagrees with the example. 
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Tim ROSCHE ct Linda LAWCENAU m'ont t r a n d s  e d n r  chapias do Rappon dt la mission 
d'baluation du PSPF, don1 calui sur la dtmographit. A ia h a n k  de Mary-Ann MICKA, j'ai 
&%gC k s  wmmmtaires sufvants et,foi fdt des propositions our Ie Prugmme de travlil du BNR 
jusqu'cn qtcmbre 1992 t t  rut l a  bewins wr jaas & consultation juqu'en fcptembn 1992 (voir 
mncxe). 
Par liltam, j'd ncnconut Juliur WX.,ES, Dktcur  & IWSAID, pour lui ~ x p l i q u u  I'tnremble des 
h v i t t s  en dtmagrsphk dans k codre du PSPF. Tl m'r d c m d t  de faire des pqmtions rur ct qut 
PUSAID powfait appuyer cornme activit4s dans k domrine dt la dtmognphie dam les annCes B 
venir. 

XX- DIVERS 

Au cours de ma mission, j'ai cu d i m s  dunions de mvaif: - avtc Mari CLARK, consultantt dt  passage A Dakar, & qui j'rj transmjs lc #xtc sur la condition 
fkmin.int &lid B pmir dts b 6 t s  du mxnscmtnt 
- aver: Charles BECIITER ct Val&ic DEtAUNAY Qmpmmc Niakhar dc I'ORSTOM). 
-avw Michclle LEWIS W) qui va pt - t tn  fain unc tNde sur Ie SIDA A Kaolark. Jc vds memc 
Michcllc LEWIS en contact avu: Myrlarn de LOENZIEN, car ks t h h x s  sont proches. 

ANNEXE: 
COMMENTAXRES SUR LE CHAPITRE Vn DE L A  MISSION D'EVALUATION DU 

PSPF 

DAKAR, LE 17 SUlN 1991 

AUTEUR: YYES CHARBIT 
DESTINATAXRES : M.A. MICKA, L. LAKKENAU 
COPIES: M . DTOP, T. ROSCHE, I. SARR 

NOTE POUR L'USAID 
SUR LES ACTIVITES DU BNR DANS LE CADRE DU PSPF 

Ccttr, note camprcnd lrois prnies: 
V Con~menitircs sur le c b a p i t ~  7 de i a  mission d'kvrluation du PSFP 
21 Programme dc travail du BNR jusqu'cn ccpfcmbre 1992 
3/ Evaluarion des kso ins  en jours dc consultrtion jusqu'en sepltmbre 1992 
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I! COMMENTAIRES SUR LE CNAPITRE VII (RELATIF AU BNK) 
DE LA MISSION D'EVALUATION DU PSFP 

Le chapiue VII du rrppon d'dvrlutlion du volet BNR pdsente arscz fidtlernent les 
rctivitbs du BNR du point dc wc d t  M contribution au Projct Santd Frmilialt el 
Populrtion, mais il sous-cstirne un objectif irnponurt de c6 vole! BNR, & rrvoir le 
rtnforccmcrnt inttitutionnal du BNR. 3s ne traittrri pas ic i  des rctivitis de 
vrloriration 81 de d i t t 6 ~ l t i o l l  (voir p. 3: Tntning of Develapmtnt Piulners md 
Policy Maksrs), qui n'ontnisnt pas d.ns mos rorponubi!itts de consultut. 

11 Lo rtratbgie du voltt  BNR: soutitn au PSFP t t  rm6lioration 
de Irr base de bonn6er; 

l.l/ Lt rappon nc donut pas rsstr d'imporunce i un objectif erscnticl du volt t  
BNR: "The data bast improvtmtnt". 11 sc siruc uop stricttmtnt drns uat Qvalurtion 
de la contribution du BNR i I8 mesure des pro@$ de la PF au SCntga1. En tani que 
dbmogrrphc, Tom KANE snit pmrfajtemcnt quSune in~titufion commc I t  BNR a 
d'rbord cornrnc fonctlon de collecter el d'm~lyrtr der donnhs rfin de fournir Ics 
bast6 pour lea programmes d'actioo futun. Si lc BNR writ eu pow mule mission de 
sctvir dc couiien mu PSFP. alors poutquoi rvoit  finrncd lc raccnscmant? 

1.21 L'utilitt d'unc approchc large, en tcnncs de "data base i m p r o v t m t n ~ "  est 
c e r t a i n t .  

1.2.1/ Par cxcmplc, sur lc conocil dc Mary Ann MICKA, j'ai rencontrt Ie 14 juin 
Mary CLARK, tn mission dc I'USATD A Dakar. J'ri pu lui remcttrc toutc unc ftudc 
sur la condition des fcmmes rtrlistc rvec Its doantcs du rccmscmcni; gricc k 
I'appui du FNUAP t t  dc I'USAID. Ctttt tiudc est la seule diaponiblc pour lc 
programme dt I'USAID sur la condirlon dcs femmes. Or cetlc dtude rtsuhc d'unc 
inirirrivc personncllc: susciter dcs analyses t t  des trovrux dc rochcrchc sur Ics 
donntcs dcs cnquitcs ct du rcccnserncnl. CCS t r a v w x  dc rcchtrchc sont rkalists 
par lcs cberchcurs stnfgaleis du BNR mais aussi par dcs chcrchcurs rppzntnrnt 
h d'nurrcs structures. C'csi aussi unc f q o n  de vrlorlser kes Ph.D faits aux USA cr 
financfs par le PSFP. 11 en dsulrera un h r e  d t  synthtsc tur I'cnscmble de c t s  
rravaux (prrutfon prtvuc en 1992). qul #era lr&s alile au moment ob tout 1e monde 
pnrlc de l a  ndcessitf d'une ipproche large d t s  questions dtmographiques, en 
tennts de "popuiation el dtvelopptment". C'LS! pour CLIO qut  j t  skis d'accord avec 
in recommandofion n o  2 (p. 25)  dc donntr unc priorill d l'analysc dcs donntes -'- 
rxistanrts. 3e dpkte ceci d u s  tour mts rapporn de mission cr j'ri signalf dts  1988 
i Dennis BAKER que I'USAID aurril du prtvoir dts  fonds pour I ' m ~ l y s c  dts  
donnCes. 

1.2.21 Dans ccttt perspective, j'ai dts 1986 obttnu de la  Fondation Ford dcs fonds 
pour l'analyse. Ensui~c, j'ri progredsivsmcnt Irnpliquf I t  FNUAP. I'OMS el la 
France. I'd d'rillcuts prtpan! en 1990 unc note dilc 'leverage' pour Mary Ann 
MICKA, que j'ri donntt A Tom KANE. Le rtppan nc park pas dc ccttc contribuiion. 

2/  Mon rille do consultant 

Cefi conduit ft rapport i rous-estimer le fdle que j'ai j ~ u C  comme consultanr. 
R~pptlons d'rbord Ics tenncs dc rCftrencc dc mon contrat: 
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"Compte tenu du nombre, dt la qualification ct dc t'e- dn odrts liCnWris 

dvgs dr In cemduik der travru* d'cxtcuuon du Yolet BNR', 11 n'crt par prCm de recruttr 

l'Uaborrtion du prop;rrmmc ~dentifique &I ru  suivi dc mn exkution ,'. rsrfster Icr cadres 

1'h.rlurtion de 1 ' h t  dbvurement dcs ttrvrux dlPxCNtion du Yokt BNR' et formuler dts 

La nore dice 'Institutional building of the BNR', que j'ri Cgslcmcnt prdpardc en 
1990 pout Mary Ann MICKA, et qui a &t tmsmise A Tom KAME, fair tc point cur ce 
rdlt que j'ri j0u6. Lt rapport nc park pas d t  cctte note et den a visjblcment pas 
tenu comptt .  

Pami ler points fmponmts, il faut signaler l'orgmisation dc voyages d'tludes I 
l'hstitut National d'Etudcs Dtmographiqucs ( h  Paris) dc brtve durk (3 mois), pour 
que Its cedrcs du BNR puisscnt sc consacrer dc munitrc intcnsivc L l'atrrvril liCc 
aux dtputs. 
Depuis 1990, il cn fcSsultt pour rnoi unc charge rupplbmtnwlrc be travail  de 
follow-up li Paris eat= lcs missions i Dntkar. 

Complc tcnu d t  rovs ccs tidmcnrs, ies rccommndatlons fnitcs concetnunr lr profil 
du 'demographic technica l  consulrnnr' son1 con!tadlc to irer  a v t c  lo 
recommandarton n';Z (voir p .  28). JJ faut au caatraire quclqu'un capable ds 
vdoriscr des doantts trts divcrses dans dcs domrincs d'anrlyse ddmographiquc 
irts vrribs, sauf sl I'on cansidtn quc Ic BNR dait seulmcnt Ctrt utiliot pour aider 
le PSFP. 
I1 s'aglr d'un choix srrarcgique. Maw ~i cette deuxidmt option est retcnue, ulors I1 
esr contradictbirt de proposer (p. 2 6 )  cn mime temps de crtcr urre D$fut i~ t i~a /  
Rcsearch and Evaluarion Unit", qlri ferait rxacremtnt Ic m h c  travail arr PSPF ou 
tru Ministtrr dela Sanrt. 

31 Le fonctlonnement du BNR 

3.11 La difficultt A lrquellc j'al f t g  confront& cornme ie BUCENS d'tilleurc, est la 
surcharge de travall du BNR er la rnobililt trts tlcvtc de re$ cadres. Tom KANE a 
ratson & souligatr la remdonct du B N R  d accepter plus de rcsponsabilifCs qu'il nc 
pew tCrllcment en  arnuner, er par consiqucnt b Ctre r ~ u j o u r s  en retard par 
rapporr au planning prlvrr. 
Mais i l  faut fuirt la pan de dcux frcteurs don1 I t  BNR n'est pas directcrncnt 
rtsponrablt:  
m) I'c~istcnce de trois 8yotbmes de rtgles dc fonctionncmtnr ~dministtat i f  (ISTI. 
USAID, Administration tdntgalaise) 8 bcrucoup compliqut lcs choscs. 
b) f l  y a une contradiction fondamcnlrle dans lc volct BNR du projct PSFP. La 
charge de travail Inirialcmcnt prCvue corrtspondait B un cffcctif d'unc dizaine de 
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ddrnographes. En mCme temps. C PSPF writ gCnCreumtnt prtvu dcs formations 
dc iongut do& l'ttrangtr (Ph D ~atrmment) .  11 w, cst rtrultt une diminutim 
du nombre des crdtcs ditponiMet, el ce qui trt pIu8 grrvc, dtt  d6pans pour 
d'aultcs portes mieux prytr. Un txemplc pr&ir es! fourni par I'tnvoi en formation 
langue durCt d t s  dtux nsponriblcs du Buttru Informatiquc. Lcurc nmplaqants 

Ie BNR, d'oh der retards drns I'malyrt dw donntcs du mcnrcmcnl. 
- -- - 

mi incapnblcs de &pondre rux dcmrndes dc trblcaux du rcccasmcnt faites par , 
I 

- - -- 
Ccpandant ce pmbltmc dt Ir nrrchatge d t  travail du BNR ct dcs nurdr dlns lc 
planning a plus gCnd i t 8  mirrrions du BUCENS que la micnncs dans Ir mcsun oCI jc 
vtnris p h r  wuvenl et ob \a di~trci t t  It me$ tficbcs mc permctrrit dt  toujours 
nmplir & 1009b mbn temps & tnvril.  Dtun chcnrtionr h CB mfct: 

a) il cat rrpidcrntnl rpparu adcertain dc faire plus d t  mitrions thrque annCe. 
main dc plus count duds; rctuellomcnt unc MUI Its dtux mois cnviron; d'unc 

. dude dc 6 i 10 jours dc travail cbrcuat. M a l t  c o m e  1'INED pryt Its billets 
d'rvion. ccla n'impliquc p u  un coot supplCmentrirc pour I'USAID. 

b) 11 tsr inexact d'krire en p l l :  
"TA provided by Yvcs CHARBIT included: 
1 general technical rssis~ance in the coordinrtion of rcrerrch and cccondary 
analysis of thc 1986 DHS md fhc 1988 national centus 
2 T A  for the Village Monograph studies, etc.. 
La coordina!im dc In  nt~hcrcht n'btait pas limit& A la DHS el ru Census. sl c'est 
ce qui m'a pcrmis d'avoir toujburs qutlque chose i faire pendrnt lea missions. 

3.21 En cc qui caneeme I'wirtrbce donnee par I t  BNR ru PSFP, que le nppon 
consldtre commt imuffisantt (voir p. 241, j c  pcux ttmoigntr que dcs cffons rdcls 
cr conslams ont C I ~  fails d u s  cc sens par It BNR. Par cxemple, il n'a jamais t t b  
possible d'obrcnit d t s  commtntaires du Directcur du PSPF (M, Samb) aur 1c 
questionnaire de I'EPF, que I t  BNR lui r communiqu6 3 fois. 

4/ Les Enquktes Dtmographiques R6giunales 

Tom KANE rccommandc dc n t  pas rtoliser les EDR pour quatrc roisons (voir p. 13. 
p. 25): 
I/ 11 n'csr pas rColisrc dc fes privoir d'icl d lo f i n  du PSPF.  Cetle position esl 
rrisonnablt si Ir DHS It cst faitc en 1992. En scns inverse, Its questionnaires sont 
prbts rinsi quc Ics ~chxntillons. 
2/ Financitrcmrnf ccla pcrmcirrair un Cconomie subsrcnricllr sur I t  budget 
(230,000 US $ ). C'cst I t  mcillcur argument. 
3/ Ces coqu&s n'apporrttaicnr ricn dr plus que fa DHS N st on augmcnle lo r&:le 
& 1'Cchnnrilbn dr ct t le-ci  . 
Cct crrgumcnt n'tsr pas validc si l'on consldkre quc Its EDR oat pour but de foumir 
dcs indicr~eurs dtmogrrphiques rtgionaux. XI h u t  rlors fournir des donn&s au 
niveru rtgioaal, voirc dtpanemurtrl. pour f t s  plans rtgionnux de dbveloppcrntn~ 
intCgrts. On mrouvc 18 question d t  cc que doit t t r t  It rblt du BNR (data base 
improvemtnr) au nivtru mationrl c! rtgional. 

4/ Le conrcnu de ccs cnqutter k'est qrrc parlicllcmcnr pertinent par rapport au 
PSPF. Ici encore lout dtptnd du r6lt qut doit rvoir le BNR: uniquemtn~ centrt sur 
Ir PF ou rcnfotctment des donnCcs dtmographiques et str~istiqucs dans llint€rtr dc 
1' ensemble dcs administrations t t  russi dca bailicurr dc fonds puisqu'ils 
disposerant de mtilleurcs statistiqots d&mographiques. 
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IIf PROGRAMME DE TRAVAIL DU BNR JUSQU'EN SEPTEMBRE 
1 9  9 2 

Aprh conoultuion de lbrahimr SARR, iI parait rrimnable d t  prdvoir pour la  
ptriodc qui vr fusqu'cn reptcmbn: 1992 kr tachtr ruivmks: - b a l y r c  der danntes de IWF 1990 - Rtdisrtioa dc la DHS II - R6rlfsafion de monogrrghicr dt  villager daas ir  rtgion du Flcuve (Dtcembrc 
1991) el d m  la egion d t  b u g &  (Dicembrc 1992),Ccs monographics nt nc 
moblliseal pas bcrucoup d t  reorourcur du BNR. Pu conrrc, tllcs vont beaucoup 
hpllqutr Sdif NDUYB qui VB sfen mwir pour &a t h e  de doctorat. - Vaiorisrtlan des danntcs du roccarernent plr ua pmgrrtmmc d'mrlysts plus 

' rppmfondics_quc caller acturllernsnl prtvusr ct gui doivsnt &re ashcvtcr en / C8epumbre 1991.' C a  rnalyr~t r m m  rtrlifs, wec I'appui ds lllNED cr du CERPA 
(rccueil i Puir pour dtr rCjours d'ttudc wuns). 

I 

1111 EVALUATION DES BESOINS EN JOURS DE CONSULTATION 
JUSQU'EN SEPTEMBRE 1992 

La note d'lbrrhima Sarr du 26 ftvrier 1990 dtcrivail I8 charge de travail 
prdvisible. Si I'USAID dCcide dt  pdscrver le rble inrtitutionncl du BNR (data bast 
irnptovtment), rlors 1a charge de vslorisati~n ct d'rndysc dcs donntcs vr tire 

- impanrnte jusqu'en septcmbre 1992. j1 frudra prtvofr 6 missions de 8 fours 
chrcune par m t t  un travail de follow-up B Paris. Voici une csrimrtion dts coSts 
rnautls: 

6 missions de 8 Joun x 300 US$ = 14,400 
per diem: 6 xl0 jours k 100 US$ = 6,000 
Follow-up t Paris: 70 jouro r 3OOUS$= 21,000 

Yves CHARBIT. Paris, lc 23 Juin I991 
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Note sur le Rapport dlevaluation final du Projet Sante 
familial et Population 

Dans llensemble, nous sommes dlaccord avec les conclusions 

quant a la participation du BNR a la mise en place dlune base de 

donnees demographiques utilisables pour l'evaluation et la 

formulation dlobjectifs pour le projet. 

Nous acceptons aussi un certain nombre dlinsuffisances 

constatees a notre niveau cependant certaines conclusions 

meritent explication. 

- La dissemination de llEDS. Un seminaire de vulgarisation des 
resultats de llEDS ou tous les volets du projet ont ete invites 

s lest deroule sdu 6 au 8 Mars. I1 se trouve malheureusement qu' il 

y a des volets qui pensent pouvoir se passer des donnees 

demographiques dans leur travail et nlont pas jug8 utile 

d'envoyer des representants. 

D1autre part, une soixantaine de Rapports du llEDS ont ete 

envoyes au Projet pour distribution aux differents volets. 

- Pour le recensement, l'evaluation parle de retards. Pourtant 
dans toutes les communications i ont dte faites sur le 

recensement, dans tous les documents elabores, il est mentionne 

que les resultats definitifs ne pouvaient etre disponibles que 

3 ans aprks le recensement. I1 se trouve que pour pallier 8 la 

demande pressante en donnees nouvelles, un echantillon au 1/10 

a ete tire exploite et analyse. La plublication de la plaquette 

qui a ete elaboree a cet effet en Decembre 1989 a ete retardee 

par des problemes financiers au niveau dfISTI. La plaquette a ete 

enfin de comptepubliee par le FNUAP en 1990. 

Les repertoires des villages qui sont des instruments 

indispensables pour toute planification a la base, en particulier 

pour les PRDS, sont disponibles depuis Septembre 1989. Ces 

repertoires devaient Btre publies par ISTI, mais a cause des 

problemes financiers que nous connaissons, un seul repertoire a 

ete publie par ISTI. Nous nous sommes encore tournes vers le 

FNUAP pour publier 5 autres repertoires. 

Quatre repertoires attendent encore que les fonds dtISTI soient 

disponibles. Les analyses regionales sont en cours, certaines 

regions (Thies, Fatick, Diourbel, Ziguinchor) sont disponibles 



pour la publication. Mais il faudra encore attendre que les fonds 

dlISTI soeient disponibles. On dit dans l'evaluation que le 

Gouvernement du Senegal stest engage a publie les resultats. En 

fait dans la demande de financement du Recensement des frais de 

publications ont ete demandes aux bailleurs de fonds dontllUSAID 

dans le cadre du Projet. 

Actuellement toutes les donnees sont disponibles au niveau 

regional et departemental depuis Juin 1990. Je ne connais pas de 

pays africain qui a fait mieux que nous. 

I1 est certain que sans un certain nombre de petits 

problemes internes que nous avons eu surmonter nous aurions pu 

mieux faire. 

Pour les analyses, elles se feront toutes au courant de ltannee 

1991. 

- Les missions. Toutes les missions qui se sont deroules au BNR. 
cartographie, elaboration des questionnaires, echantillon ont 

toujours ete bien preparees et nlont connu aucun impair. Nous 

reconnaissons quelques problemes au niveau de llenqu&te post- 

censitaire car les visites de contr0les que nous croyions deja 

saisies ne ltont pas ete. 

Pour les missions futures, il est sQr que l1on aura pas 

besoin de beaucoup de missions pour le recensement par contre des 

missions dlassistance pour les analyses resteront sQrement 

necessaires. 

- Pour le prosramme de travail futur. 
A cause des differents departs volontaires, des personnes 

actuellement en formation, le BNR ne dispose plus du personnel 

necessaire a llexecution de plusieurs tsches a la fois. Voila 

pourquoi, bien que nous pensions que les enqugtes regionales 

soient necessaires, la charge de travail supplementaire que cela 

necessite nlest plus supportable par le BNR. Cependant, il faudra 

au cours de llEDS I1 surpondkre certains groupes pour avoir des 

donnees valables jusqul au niveau regional. Le cock additionnel 

de cette surponderation ne figure pas sur le budget de 1'EDS I1 

et doit Gtre pris en charge par llUSAID. 

Les fonds qui etaient destines aux enqustes regionales 

pourraient alors servir a : 



- Achat de deux micro-ordinateurs grande capacite pour le 

stockage des donnees du rensecment et pour accueillir le logiciel 

REDATAM devant servir a sortir des tableaux au niveau des petites 

unites (villages, quartiers, hameaux etc) 

- Achat de deux imprimantes 
- Participation au seminaire de finalisation des analyses du 
RGPH/88 

- Publication des resultats du RGPH/88 
- Analyse de llenqu&te EPF. 
- Pour la creation dlun service de qestion des informations PF, 
llidee est en elle-meme bonne. Un systeme plus souple serait que 

le projet recrute un certain nombre de specialiste charges de 

collecter et dlanalyser les donnees statistiques du projet en 

rapport avec les autres structures qui interviennent dans ce 

domaine au niveau du projet. Cela eviterait les telescopages 

possibles, car des que 1 'on met en place une unite de recherche, 

on ne peut plus limiter ses domaines d'intervention. On risque 

de se retrouver au niveau de la recherche dans les mgmes 
.- - - 

incertudes que lladministration. 

- Au niveau administratif. 
I1 faut qulon ramene le r61e de I S T I  a ce qulil devrait 

Stre. Le r61e de coordination, dlelaboration du budget, 

d'approbation des depenses devrait revenir au PSF, I S T I  gardant 

seulement sa tache premiere de contrble et de conseiller. Les 
achats devraient revenir au defferents volets. 

En effet des retards enormes sont constates sur les 

commandes effectuees par ISTI, ainsi que des livraisons non 

conf ormes. 

Ibrahima SARR 

Chef DSD 



ANNEX 0-7 

Comments by Alpha Dieng, Director, Private and Para-Public Component 



Par vo t re  le t t re  no 39651MSPASlDAJPSFP du  17 Ju in  1991, 

vous avez bien voulu requer i r  mes pensees s u r  le r appor t  prkliminaire ., < .  . .-., .. , 

d'kvaluation d u  Projet Sante Familiale e t  Population. 

Apr&s  I'avoir lu, ce document appelle de  ma p a r t  les 

observations su ivan tes  : 

1 )  Donnees d e  I '~va lua t ion  : I'kvaluation s ' e s t  fondke,  a mon a v i s ,  

s u r  d e s  donnees  fiables, nombreuses e t  diverges.  Elle m'a paru  
....... 

, . .  A .  avojr eu B sa disposition toutes informations ( r a p p o r t s ,  notes,  . . . . . .  : 

t ex tes  jur id iques ,  en t revues  avec personnes cles,  e t c . .  . ) utiles 

a son Blaboration. 



J1ai  6t6 personnellement impressionnk par  les nombreuses rkfbrences 

a des  e t u d e s ,  recherches  e t  a u t r e s  activitks dont  cer ta ines  n'avajent 

jamais 4t6 portkes i ma connaissance, alors  q u e  j 'etais responsable 

d e  I1un d e s  volets d u  Projet ( r e su l t a t s  d e  la recherche  s u r  le 

Norplant,  e tude  s u r  les s ta t i s t iques  e t  les act ives,  d j f f e ren t s  

amendements, possibilit&s dlexploitation d e  cer-tains t r avaux  du  

B.N.R.).  

A d e u x  exceptions pr6s  (&valuation d u  VSPP d l u n e  p a r t ,  

Assistance technique  et financiere, jlestime q u e  le r appor t  d a n s  

son ensemble, e s t  sat isfaisant .  

En part iculfer ,  toutes  les analyses concernant  les actfvltks 

d e  clinique PF, d l lEC,  d e  MST, d e  recherche ,  d t 4 t u d e s  et d e  

... population donnen t  u n  enseignernent exhaust if  e t  pr4cieux d e  la . , 

situation actuelle.  

Ceci a t t e s t e  d l u n e  bonne maitrise p a r  les membres d u  

groupe d14valuatfon' cha rgks  di4trpdier ces  d i f fkrents  domaines, 

des mIssi.ons- qui leur  htatent d ~ v o l u e s .  

Par  exemple, tous  les problemes posks par  la supervisi.on, la 

qualit4 d e s  pres ta t ions  de services ,  I1exploi.tati~on des  r6sul ta ts  d e s  

recherches ,  la coordination e n t r e  les volets o n t  kt4 bfen cern4s  

e t  on t  donne  lieu B d e s  recommandations quf, d a n s  l eu r  ensemble, 

ne souf f ren t  d laucune  contestation. 



Toutefois ,  i l  faut r eg re t t e r  que  le VSPP n'ait  pas donne 

lieu a une evaluation aussi  fouillee e t  aussi  approfondie.  Au 

res te ,  le g roupe  dl&aluation le reconnait.  

Slag issan t  des  chapitres  X I 1  e t  X l l l  consacrks d 'une  p a r t  

a I 'administration e t  a la gestion du  Projet,  d ' a u t r e  p a r t  a 
I 'assistance technique,  i l  convient,  a la decharge  d e s  evaluateurs  

auxqueis  i l  incornbaient, d 'admettre qu'il  s ' ag i t  d e  su je ts  tellernent 

complexes dans  le cas du  Projet,  qu'il  n16tait  g u e r e  facile de  les 

t ra i te r  avec  a u t a n t  d'aisance que  pour les su je ts  tels la clinique 

PF ou encore  les MST e t  a u t r e s  recherches .  

Toutefois,  le mkrite de Ir6valuation a 6t6 d e  faire ressor t i r  

le malajse q u e  Irassistance technique e t  financikre d ' lSTI a engendrk  

dans  le Projet.  Malaise d f ,  i mon avis ,  non pas a la formule d 'une  

agence d 'execution comme lSTl mais plutBt aux  4 f ac teur s  su ivants  : 

- les r a p p o r t s  confljctuels e n t r e  lSTl e t  les volets d u  Projet,  

a lors  q u e  ces  r appor t s  devra jent  $ t re  plutat  compl6mentaires ; 



- les manquements a la gestion financiere e t  comptable qui  ont  

fait  reagi r  le bailleur d e  fonds qui ,  depuis  1 9 8 9 ,  s ' e s t  

montre plus soucieux d e  proteger les fonds d u  Projet que 

d 'en  simplifier les modalites d'utilisation. 

Precision d a n s  les recommandations 

Les recommandations qui f igurent  dans  le r a p p o r t  sont  

toutes c la i res ,  ne t tes  e t  pr&cises. La question e s t  plut6t d e  

savoir si elles son t  toutes pert inentes e t  oppor tunes .  

- S'agissant  d e s  recommandations relatives a u x  act ivi tks de  

clinique d e  PF,  elles me paraissent  tout  a fait fondkes sauf  

pour' c e  qui  concerne  le t r ans fe r t  du  volet MST a u  programme 

national d e  SIDAIMST. A mon humble avis ,  c e  t r a n s f e r t  r i sque  

d e  c r e e r  d e s  difficult& supplementaires, notamment d e  sournettre 

au  programme d e  PF des  exigences dont  i l  n 'a pas  besoin en 

matiere d e  MST. 

- S1agissant  de I'incoordination des  organes  cha rgks ,  au plan 

administratif et technique,  d e  I1ex&ution d u  programme de PF, 

i l  me semble nkcessaire q u e  des  instruct ions pr4cises venan t  

d u  Ministre ins i s t en t  s u r  la necessite : 

* d e  developper e t  d'ameliorer la coordinati.on d e s  act ivi tes  

d e  PF ; 

* d'amener les a g e n t s  techniques (mkdecins, sages-femmes, 

infirmiers e t  a g e n t s  sociaux) 5 accorder  davan tage  dl importance 

, et consac re r  davan tage  leur temps de  travail  a u  PF,  

particuljerement en  ce qui  concerne la prestat jon d e  service ,  

le suivi  des  s ta t j s t iques  e t  les activitks d ' lEC. 



- S 'ag i s san t  d e s  e tudes  e t  recherches ,  j 'adhere aux  recommandations 

du r a p p o r t ,  mais i l  aura i t  e te  souhaitable d ' u n e  p a r t  qu'il firt 

plus explicite s u r  le mode d'exploitation des  resul ta ts  desdi tes  

e tudes  e t  recherches  ( tournees  rkgionales ou dbpartementates 

d ' information,  contr8les periodiques d e  I'application, sdminaires, 

s t ages  de  recyclage,  instruct ions ministerielles) ; d ' a u t r e  p a r t  

q u e  le programme de recherche ne s t a r r 6 t i t  pas  notamment 

dans  d e s  domaines o t ~  aucun re tard  ne doit plus 6 t re  permis 

( e t u d e s  e t  enque tes  s u r  le sevrage  des  e n t r e p r i s e s ,  s u r  la 

d is t r ibut ion  21 I'echelon communautaire, s u r  le marketing 

social, e t c  . . . I .  

- S'agissant  de  I'IEC/PF, les recommandations devra ient  teni r  

compte d e  la necessitEt d e  changer  d'orientation dans  le 

programme national dl lEC e t  de  mener une  activitk qui desormais 

pousse  plutbt  les S6nkgalais v e r s  la contraception que  d e  s e  

contenter  simplement de  changer  favorablement leur  a t t i tude  

vis-a-vis d e  ce t t e  derniere .  

- S'agissant  d u  Volet Sec teurs  Pri,v6 e t  Para-public, it me' p a r a 3  

plus judicieux d e  rep rendre  purement e t  sjmplement la partfe 

qui  lui e s t  consacrCle d a n s  le document afih de fa i re  r e s so r t i r  

davan tage  les points su ivants  : 

* necessitk d 'a ider  a I'auto-suffisance d e s  e n t r e p r i s e s  recevant  

I 'assis tance d u  Projet en  PF ; 

* n6cessit6 d e  renforcer  I'encadrement d e s  sociktks beneficiant 

d e  I 'assistance d u  VSPP (qualit4 des  pres ta t jons  d e  services ,  
application d e s  nouvelles regles e n  matiere d'examens para- 

cl iniques,  tenue  des  s ta t i s t iques ,  coordination de  Itactivit6 d e  

p lus ieurs  cliniques appar tenant  B une m6me e n t r e p r i s e ,  etc . .  . )  ; 



* necessite d 'ass is ter  de nouvelles societes ; 

* necessite d 'obtenir  aupres  des  pouvoirs publics un soutien 

sans  faille ; 

* necessiti! de  rendre  complementaires les activites des 

secteurs  privk e t  para-public ainsi que celles du secteur  public ; 

* necessite de  t ransferer  la gestion du programme du  secteur  

privi, i des  0 .  N . G .  nationales ; 

* necessitk d 'encourager le secteur  prive a aider i 1161aboration 

d 'un  programme de marketing social adapt4 au Senegal e t  

bgneficiant du soutfen sans  embage du Gouvernement du  

S6n6gal. A signaler A cet  effet que contrajrement 5 ce 

qu'affirme le rappor t ,  SANFAM e s t  parfaitement habilitee i 

s t y  impliquer ; 

* necessitb d e  permettre au secteur  prive d e  concouri.r sous  

le contrble de s  pouvoirs publics i la conception e t  au 

d6veloppement d 'un programme d e  dktr ibutfon i i'ckhelon 

communautaih-e adapt6 aux  r6ali.tes socio-culturelles du pays  ; 

* n6cessjt6 d e  faire respecter  les accords d e  subvention passes 

en t r e  le VSPP e t  les societes auxquelles if appor te  son 

assistance.  A ce t i t re,  i l  faut  si,gnaler que  plusieurs engagements 

pr is  pa r  le VSPP vis-a-vis de  ces societ6s ne sont  toujours pas 

respectes ,  notamment en ce qui concerne le materiel IEC, le 

materiel de  laboratoire, la formation en MST e t  la formation 

en IEC/PF ; 



* necessjte d e  res t j tuer  au VSPP le rel iquat  de  I 'enveloppe 

financiere dont  i l  e s t  allocataire (so i t  p r e s  d l u n  million d e  

dol lars )  pour  lui permettre de continuer a developper e t  

a d ivers i f ie r  s e s  act ivi tes  ; 

* necessi te  d 'accorder  une place de  premier choix au  Volet 

Sec teurs  Prive e t  Para-publjc dans  le nouveau projet e t  

s u r t o u t  de  lui accorder une plus g r a n d e  autonomic e t  une  

plus g r a n d e  souplesse dans  son fonctionnement e t  d a n s  s e s  

opkrations d 'ass is tance .  

- SLagjs san t  d e  I 'assjstance technique e t  f inanciere,  i l  para i t  

kvident q u e  le moment e s t  venu pour q u l u n e  large concertati.on 

s 'e tabl isse e n t r e  le Gouvernement du  Sknegal,  la bai.lleur d e  

fonds (USAID),  ISTI, la Dfrecti.on du  PSFP, pour revofr la 

formule d 'une  telle assiktance. Plusi.eurs options peuven t  

sloffri .r  ii cet  effet  : 

* soit Itint6grati-on p u r e  e t  si.mple d 'une  equipe d e  2 ou 3 

ass i s t an t s  techniques  d a n s  la Direction d u  Projet (ou d u  

Service National d e  P F ) ,  equipe qui serai.t fournie p a r  

I'agence d1ex6cuti.on ; 

* soit la redefinition du  r81e dl lST1 e t  la reprecision d e  ses 

rappor t s  avec  I 'USAID e t  avec les diffkrents  volets d u  Projet ; 

* soit  le recrutement  d i rec t  d 'ass is tants  techniques  et f i n a n d e r s  

a t i t re  individuel ,  place sous  I'autoritk d i rec te  d e  la Direction 
du  Projet ; 



4 )  Organisation d e  I'6valuation 

Vu le temps t r e s  court  qui lui etait  imparti e t  le volume 

de  travail fourni ,  i l  e s t  rnanifeste q u e  I'evaluation etai t  bien organishe. 

1 1  f au t  s u r t o u t  admettre qu'elle comportait parmi ses membres d e s  

agents  assez competents.  

Ce qu ' en  revanche it faut  r eg re t t e r  c r e s t  : 

- I'absence d ' u n  sp&cialiste en mati6re de  gestion des  programmes 

prives d e  PF. J e  su is  persuade  que  M S H  ou John Snow Inc. 

(Enterpr ise  Program) aura i t  pu le fourni r  facilement ; 

- le carac tere  ta rd i f  de I1evaluati~on. Car i l  a fallu la 5eme annee  d e  

Itexistence d u  Projet pour en e n t r e p r e n d r e  la premiere &valuation. 

Alors que  si le plan d'evaluatjon tel q u e  precis6 dans  le "Grant  

Agreement" avai t  e t e  ex&cut& normalement, la qualit6 d u  travail  d e  

I'bquipe actuelle au ra i t  6t6 beaucoup plus performante. 

Telles son t  essenti.ellement mes appreci.ati.ons d u  volumineux 

rappor t  preliminaire dkvaluati,on d u  PSFP q u e  vous avez bien voulu 

me soumettre.  

I 1  s ' ag i t  d l u n  document fouille, s e r i eux ,  qui  gagnera i t  

cer tes  a &re  complete e t  am&lior&. Mais tout  document dt&valuation 

s tapprecje  p a r  r appor t  aux  preoccupations de  son ut i l isateur.  C'est  

pourquoi toutes  cr i t iques ,  toutes  sugges t ions  e t  toutes  recommandations 

qu i  y sont  contenues  ne doivent  pas 6 t r e  percues  comme d ' inexorables 

recet tes  mais plutijt comme des  idees pouvant  ouvr i r  5 d'eventuel les  

corrections, ameliorations ou res t ruc tura t ions .  



Dans le cas  du present  r appor t ,  les idees forces qui  

paraissent  devoir S t re  retenues sont  les su ivantes  : 

1 )  Le PSFP a e te  d ' u n  appor t  incontestablement positif au Senegal : 

c 'es t  g r s c e ,  en t r e s  g rande  part ie ,  a ce Projet q u e  : 

* le planning familial e s t  devenu une realite vivante au Senegal 

et qu'il  s ' e s t  propagk aussi  rapidement a t r a v e r s  tout le pays  ; 

* le Senkgal possede a p resen t  une politique d e  population e t  

un programme national d e  PF ; 

* le sec teur  privi! a pr is  rapjdement un essor  beaucoup plus 

important q u e  pa r  le passe  ; 

* I 'atti tude des  S6nkgalajs a I 'egard du  planning famili.al a 

notablement evolue ; 

* I'on a acquis  une  plus g r a n d e  experience d e s  programmes d e  

PF e t  une meflleure approche  d e s  problemes quJ i l s  posent  ; 

* I'on a une  mellleure connaissance d e  la composition e t  des  

s t r u c t u r e s  d c  not re  population ainsi. qu 'une  p lus  g r a n d e  

martrise d e s  politfques 5 mener ou des  moyens 2 mett re  en 

oeuvre  pour lui fmprimer les orientations les plus appropri.4es. 



2 )  Comme tou te  a c t i v i t e  nouvel le ,  e t  s u r t o u t  t r e s  con t rove rsee  a 

sa naissance, le  P ro je t  a  dG s o u f f r i r  b i e n  evidemment d e  

nombreuses insu f f i sances  que  l ion p o u r r a i t  qua l i f i e r  d e  "maladies 

in fan t i l es " ,  p o u r  r e p r e n d r e  I ' express ion  ce lebre d ' u n  g r a n d  

penseu r  con tempora in  : ce son t  notamment tou tes  ces imper fec t ions  

e t  tou tes  ces dk fec tuos i t ks  signalees p a r  les kva lua teu rs  p o u r  

t o u t  ce q u i  conce rne  I ' i ncoord ina t ion ,  le d k f a u t  d e  supe rv i s i on ,  

la q u a l i t k  moyenne des serv ices  de  PF, les lacunes d e  ILass is tance 

t echn ique  e t  f i nanc i k re ,  sans oub l i e r  I 'exces d 'opt imisme d o n t  o n  

ava i t  f a i t  p r e u v e  a u  d k b u t  d u  Pro je t  en  mat iere d ' ob jec t i f s  

c h i f f r k s '  e n  PF. 

Mais ces maladies i n fan t i l es  e ta ient  b i e n  nkcessai res p o u r  s e r v i r  

d 'kc ' la i rage a u x  dkveloppements f u t u r s  d u  P ro je t  e t  notamment 

p o u r  k v i t e r  a u  p r o c h a i n  programme na t iona l  de  PF d e  s 'empet re r  

dans  des  d i f f i c u l t &  d k j i  connues e t  dksormais  p l u s  fac i lement  

mai t r isab les.  

3 )  Le P ro je t  a  compte, dans  ses p r i nc i pa les  composantes, le  V o l e t  

Sec teurs  P r i v e  e t  Semi-publ ic qui, malheureusement  n 'a  pas  eu, 

dans le  r a p p o r t ,  l e  t r a i t emen t  q u ' i l  mk r i t a i t .  

Ce t te  insu f f i sance  reconnue,  a u  reste,  p a r  les eva lua teu rs  eux-  

msmes, d e v r a i t  B t r e  rkpar6e .  E t  ce t te  r e p a r a t i o n  s l ave re  d l a u t a n t  

p l u s  justi . f i .6e e t  p ressan te  q u e  les p o u v o i r s  p u b l i c s  e t  le  ba i l l eu r  

de  f onds  o n t  bes0i.n d ' a v o i r  i1 in format i .on la p l u s  f i ab le  conce rnan t  

le sec teu r  p r i vC ,  e n  v u e  d e  d6ci.der ensemble d e  la mani.&re d e  

le r e n f o r c e r  e t  d 'ame l io re r  son ac t ion  dans  I ' aven i r .  1 .  
1 



ANNEX 0-8 

Comments by Linda Lankenau, USAID/Senegal/HPNO 



AMEMBASSY DAKAR 
S E C S T A T E  UASt iDC 

FOR M S / O P / O S / A F R ,  J .  H A C K E N  
I M F O :  A F H / S W A / S M N C ,  J .  HOYER; A F R / T R / H P N ,  H. S U K I N ;  

E . O .  1 2 3 5 6 :  N / A  
S J I E f T :  FAMT1.Y I IEA I -T I1  A N D  P O P I I I - A T I Q N  P R O J E C T  E V A l - l J A T T O N  

R E F S :  A )  CONTRACT NO.  P D C - 0 0 8 5 - 1 - 9 0 8 9 - 0 0 ,  

- D E L I V E R Y  ORDER NO. 1 6  

- a )  F A X  L A N K E N A U / D E V R E S  6 / 2 0 / 9 1  

7 0 :  DEVRES,  I N C .  

7 2 0 1  W I S C O N S I N  AVENUE, S U I T E  5 0 0  

O E T C I E S D A ,  MD 2 0 8 1 4  

TEL .  NO. (301) 9 5 1 - 5 5 4 6  

S U B J E C T :  F A M I L Y  H E A L T H  AND P O P U L A T I O N  P R O J E C T  E V A L U A T I O N  

R E F S :  A )  CONTRACT NO.  P D C - 0 0 8 5 - 1 - 9 0 8 9 - 0 0 ,  

- D E L I V E R Y  ORDER NO.  1 6  

- B )  F A X  L A N K E N A U / D E V R E S  6 / 2 0 / 9 1  

1 .  AS TWE C O M P L E T E D  D R A F T  E V A L U A T I O N  I N  E N G L I S H  WAS 

READY,  U S A I D  D I S T R I B U T E D  I T  FOR R E V I E W  B E F O R E  T R A N S L A T I O N  

A N D  D I S T R I B U T I O N  OF T I t E  FRENCH V E R S I O N .  

I N I T I A L S :  
A U T H  J E C  

1 . C L E A R  MAM 



PAGE 2 

T l l E  GOS COMMENTS W I L L  F 9 L L O W  I N  S E P T E L  AS PER S C H E D U L E  

S E T  FOR I N  REF ( 8 ) .  B O T l i  S E T S  OF COMMENTS W I L L  H A V E  TO 

BE T A K E N  I N T O  C O N S I D E R A T I O N  I N  THE F I N A L I Z A T I O N  OF. T K E  

R E P O R T .  

2 .  U S A I D  COMMENTS A R E  D I V I D E D  I N T O  TUO MAJOR S E C T I O N S .  

T H E  F I R S T  S E C T I O N  W I L L  A D D R E S S  T H E  REPORT AS A  h lHOLE:  

SCOPE, R E S P O N S I V E N E S S  TO TERMS OF R E F E R E N C E  ( T O R ) ,  

COMPLETENESS,  O R G A N I Z A T I O N ,  E T C .  T H E  SECOND S E C T I O N  W I L L  

COMMENT CHAPTER BY C H A P T E R  C O R R E C T I N G  I N F O R M A T I O N ,  P O S I N G  

S P E C I F I C  Q U E S T I O N S  AND CONCERNS, ETC.  

3 .  P L E A S E  N O T E  T H A T  MANY P E O P L E  FROM U S A I D ,  I S T I ,  GOS, 

AND OTHER DONORS P R O V I D E D  E X H A U S T I V E  COMMENTS ON D R A F T  

C H A P T E R S  P R I O R  T O  P R O D U C T I O N  OF T H E  F I N A L  D R A F T  L E F T  W I T H  

U S A I D .  NONE O F  T H E S E  COMMENTS AND S U G G E S T I O N S  WERE 

I N C O R P O R A T E D  I N T O  T H E  DOCUMENT L E F T  FOR R E V I E W .  WE 

CANNOT REPRODUCE A L L  T H O S E  COMMENTS H E R E  - SOME WERE 

W R I T T E N  ON D R A F T  C H A P T E R S  R E T U R N E D  T O  T H E  D R A F T E R S  OR T O  

R D S E N T H A L ;  OTHERS WERE G I V E N  O R A L L Y  I N  HOURS OF 

D E B R I E F I N G S  AND M E E T I N G S .  HOWEVER, WE E X P E C T  T H A T  A L L  

T H E S E  COMMENTS WILL B E  I N C L U D E D  I N  T H E  F I N A L I Z A T I O N  OF 

T l l E  DOCUMENT.  

4 .  I N  A D D I T I O N ,  A  COPY OF T H E  E V A L U A T I O N  I N  E N G L I S I I  W I T H  

M A R G I N A L  N O T E S  WILL B E  D l i L E D  TO W A S H I N G T O N  A S A P .  

5 .  U S A I D / S E N E G A L  MUST MOTE T H A T  THE D R A F T  L E F T  W I T H  US 

COULD It4 NO WAY B E  C O N S I D E R E D  AS A  F I N A L  D R A F T .  W I T H  TWO 

MAJOR E X C E P T I O N S ,  ( E V A L U A T I O N  OF V S P P  AND 

F I N A N C I A L / T E C H N I C A L  A S S I S T A N C E  S E C T I O N S )  T H E  I N F O R M A T I O N  

N E E D E D  F O R  A  C O M P R E H E N S I V E  E V A L U A T I O N  REPORT I S  P R E S E N T .  

I N  GENERAL,  THE E V A L U A T I O N  I D E N T I F I E S  K E Y  P R O B L E M S  SUCH 

AS L A C K  OF S U P E R V I S I O N ,  Q U A L I T Y  OF S E R V I C E S ,  U S E  AND 

D I F F U S I O N  OF DATA,  C O O R D I N A T I O N ,  E T C .  HOWEVER, T H E R E  ARE 



S O M E  S E C l I D t l S  WHERE T l l E  L I N K  B E T W E E N  F I N C I N G S ,  P R O B L E M S ,  

A l J u  K E C O M I . I E D P . T ~ O N S  I S  R O T  CL'AR. I N  A D D I T T O Y ,  E X T E F J S I ' J E  

E D I T O R I A L  C H A N G E S  A R E  N E E D E D :  V A R I O U S  C H A P T E R S  A?!D 

S E C T I G N S  O F  C H A P T E R S  C n N T H A D I C T  O N E  ANOTHER;  T H E R E  ARE 

S E C T I O N S  T H A T  A R E  1 N C O M P R E H E N S I B L . E ;  T H E  T R A N S L A T E D  

C H A P T E R S  N E E D  A L O T  O F  E D I T I N G ;  AEJD, T H E R E  ARE 

G R A M M A T I C A L ,  S Y N T A X  AND S P E L L I N G  E R R O R S  TOO N U M E R O U S  T O  

N O T E .  ME A R E  C O N C E R N E D  T H A T  D E V R E S  M I G H T  NOT B E  A S L E  T O  

P R O D U C E  A F I N A L  R E P O R T  A C C E P T A B L E  T O  U S A I D ,  G I V E N  T H E  

E X T E N S I V E  C H A N G E S  N E E D E D .  T H E R E F O R E ,  I F  T H E  Q U A L I T Y  OF 

T11E Q U O T E  F I N A L  R E P O R T  U N Q U O T E  I S  N O T  A C C E P T A B L E ,  U S A I D  

I { L : A I - R V I - Y  r i l l .  I ( IC I I I  1 0  I:IJI(~III:I~ C O M M E N T  A N D  D E V I ~ I I S  ~ 1 1 . 1 -  

T H E N  R E V I S E  T H A T  D O C U M E N T  U N T I L  DEEMED A C C E P T A B L E  BY 

U S A I D  A S  A  F I N A L  E V A L - U A T I O N  R E P O R T .  

6 .  G E N E R A L  C O M M E N T S :  

( A )  T H E  D R A F T  I S  L A R G E L Y  D E S C R I P T I V E  AND I N C O N C L U S I V E .  

T H E  R E P O R T  D E S C R I B E S  WI iAT l l A S  H A P P E N E D  A N D  S U G G E S T S  NEW 

T H I N G S  FOR T l l E  F U T U R E  R A T H E R  T H A N  R E A C H I N G  F U N D A M E N T A L  

C O N C L U S I O N S .  T I I E  F O C U S  I S  ON T t l E  M I N U T I A  O F  D E T A I L S  

R A T H E R  T H A N  T H E  B I G  P I C T U R E .  T H E S E  R A M B L I N G  N E E D  TO B E  

S Y N T H E S I Z E D  A N D  P U L L E D  T O G E T H E R  I N T O  A C O H E R E N T  D O C U M E N T  

W H I C H  HAS B E E N  W E L L  E D I T E D .  

A L L  A S P E C T S / C O M P O N E N T S  OF T H E  P R O J E C T  A R E  A S S E S S E D .  B U T  

T H E  D R A F T  D O E S  N O T  P R O V I D E  A N  O ! J E R A t L  A N A L Y S I S  O F  T H E  

P R O J E C T ,  I N C L U D I N G  ANSWERS TO T H E  F O L L O W I N G  Q U E S T I O N S :  
..- 

- A R E  K E Y  A S S U M P T I O N S  M A D E  I N  P R O J E C T  D E S I G N  STILL V A L I D ?  

- I S  T H E  P R O J E C T  P U R P O S E  R E A L I S T I C ?  

- WHAT A R E  T H E  M A J O R  A C C O M P L I S H M E N T S / S H O R T F A L L S  O F  T H E  
1 P R O J E C T ?  

- WHAT ARE T H E  M A J O R  P R O B L E M S  T H E  P R O J E C T  H A D  T O  S O L V E ?  

110W WERE T H O S E  P R O B L E M S  S O L V E D ?  
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- W E R E  P R O J E C T  I N P U T S  D E L I V E R E D  I N  A T I M E L Y  M A N R E R ?  I F  

t J f iT ,  V l l A P  WAS T H E  I M P A C T  ON O U T P U T S ?  ON I M P L E M E N T A T I O N ?  

W E R E  T l l E R E  A N Y  D E L A Y S  I N  P R O J E C T  I M P L E M E N T A T I O N  A S  A  

R E S U L T  OF L A T E  D E L I V E R Y  O F  I N P U T S ?  

S U C H  A N  O V E R A L L  A N A L Y S I S  S T A R T I N G  FROM F I N D I N G S  WOULD 

L E A D  T O  C O N C L U S I O N S  ON O V E R A L L  S U C C E S S  O R  L A C K  THEREOF OF 

T H E  P R O J E C T  A N D  WOULD P R O V I D E  T H E  B A S I S  FOR 

R E C O M M E E I D A T I O E I S .  .SLJCI t  AN A N A L Y S I S  IJOULb A L S O  P E R M I T  U S  

TO K N 0 U  WI iETHER T H E  P R O J E C T  I S  M E E T I N G  I T S  O B J E C T I V E S  OR 

NOT,  A N D  I F  NOT, WHY? W I T H O U T  ANSWERS T O  T H E S E  Q U E S T I O N S  

U S A I D  C A N N O T  C O M P L E T E  T H E  P R O J E C T  E V A L U A T I O N  S U M M A R Y .  

( 0 )  T H E  E V A L U A T I O N  A V O I D S  M A K I N G  J U D G E M E N T S  I N  S E V E R A L  

P L A C E S  - P A R T I C U L A R L Y  T H E  P R O J E C T ' S  C O N T R I B U T I O N  T O  

l 1 l :  I I : 1 l  I :  I .  1 1 I - I i Y S  U l l l  I I I E  P A C  1 5  

V l T H O U T  M A K I N G  A  J U D G E M E N T  WHETHER T H E Y  A R E  GOOD O R  BAD, 

I . E .  70,000 A C C E P T O R S  A N D  A N  I N C R E A S E  OF 2 0 - 4 0  P E R C E N T  

P E R  ANNUM W O U L D  A P P E A R  S I G N I F I C A N T  Y E T  T H E  R E P O R T  S I M P L Y  

S T A T E S  T H A T  T t I I S  I S  I N S U F F I C I E N T  T O  M E E T  T H E  200,000 

G O A L .  M A Y B E  T H E  G O A L  WAS U N R E A S O N A B L E ?  

T l l E  E V A L U A T I O N  D E S C R I B E S  T H E  A C T I V I T I E S  AND T H E N  J U M P S  T O  

R E C O M M E N D A T I O N S .  T H E  Q U O T E  E V A L U A T I V E  U N Q U O T E  E L E M E N T  

M U S T  B E  A D D E D  - WERE T H E  A C T I V I T I E S  GOOD, B A D  OR 

I N D I F F E R E N T .  

( C )  T H E  SUMMARY D O E S  N O T  H A V E  A N Y  R E A L  D E S C R I P T I O N  OF 

A C C O M P L I S H M E N T S ;  I T  I S  R A T H E R ,  A L I T A N Y  O F  P R O B L E M S .  NO 

M E N T I O N  I S  M A D E  O F  T H E  G E N E R A L  E N V I R O N M E N T  OF 

A C C E P T A B I L I T Y  FOR F A M I L Y  P L A N N I N G  NOW COMPARED W I T H  

1 9 8 5 .  H O U E V E R ,  B U R I E D  A T  T H E  END OF C H A P T E R  7, T H E  

E V A L U A T I O N  P R E S E N T S  E V I D E N C E  O F  S O M E  S . U ' ~ C E S S  IN FAMILY 

P L A N N I N G .  T H E  SUMMARY,  I N  FACT ,  S H O U L D  P R E S E N T  A N  

O V E R V I E W  OF B O T t I  S I D E S :  P R O G R E S S / A C C O M P L I S H M E N T S  A N D  

P R O B L E M S .  
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( D )  A NLJMGER O F  P O S I T T V E  B E N E F I T S  ARE D I R E C T L Y  L I N K E D  TO 

THE P R D J  ECT N O T A B L Y :  

- F A M I L Y  P L A N N I N G  HAS DECGME A R E A L I T Y  I N  S E N E G A L  A N D  

S E R V I C E S  ARE N O W  A V A I L A B L E  THROUGHOUT T H E  COUNTRY;  

- S E N E G A L  HAS PRODUCED A P O P U L A T I O N  P O L I C Y  AND A 

N A T I O N A L  F A Y I L Y  P L A N N I N G  PROGRAM, ENDORSED BY T H E  

P R E S I D E N T  AND PROMOTED AS A  GOVERNMENT P R I O R I T Y  I N  1991;  

- Tt1E P R I V A T E  SECTOR HAS R A P I D L Y  T A K E N  ON AN I M P O R T A N T  

N I C H E  I N  THE N A T I O N A L  F A M I L Y  P L A N N I N G  PROGRAM; 

- THE A T T I T I J D E  OF S E N E G A L E S E  R E G A R D I N G  F A M I L Y  P L A N N I N G  

k l A S  R A P I D L Y  E V O L V E D  TO A P O I N T  U t iERE I T  CAN BE D I S C U S S E D  

R E L A T I V E L Y  OPENLY;  

- T H E  P R O J E C T  HAS G I V E N  T H E  NECESSARY E X P E R I E N C E  TO 

F A M I L Y  P L A M N I N G  I M P L E M E N T O R S  I N  ORDER TO PROGRESS TO 

HEWER AND MORE E F F I C I E N T  PROGRAMS; ArJD 

- THERE E X I S T S  A M U C H  B E T T E R  U N D E R S T A N D I N G  OF 

P O P U L A T I O N  D Y N A M I C S  AND C H A R A C T E R I S T I C S  I N  S E N E G A L  W H I C H  

H A V E  L E D  TO B E T T E R  D E V E L O P M E N T  P L A N N I N G .  

( E l  R E C O M M E N D A T I O N S :  

( 1 )  WE COUNTED 1 3 1  RECOMMENDATICNS,  NOT 97  A S  S T A T E D .  

W I T t I  SO MANY R E C O M M E N D A T I O N S  T H E Y  S i lOULD BE C L E A R L Y  S P L I T  

I t l T O  TUO C A T E G O R I E S :  

- R E C O M M E N D A T I O N S  P E R T A I N I N G  T O  T H E  O N - G O I N G  P R O J E C T  

I N C L U D I N G  W H A T  A D J U S T M E N T S ,  I F  ANY,  A R E  N E C E S S A R Y  F O R  T H E  

R E M A I N I N G  L I F E  O F  Tt IE  P R O J E C T ?  
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- R E C O M M E N L A  T I O N S  P C R T A I N I N G  TO T t I E  P 2 O S P E C T I V E  

P O P I J L A T T O N  AND C I f I L D  S U R V I ' ! t L  F S O J E C T  (OR A C T I O N S  TO 9 E  

TAKEt4 IEi T t !E  F U T U R E . )  

( 2 )  T11E A T T E M P T  MADE BY T I i E  TEAM T O  P R O V I D E  SOME A C T I O N  

O R I E N T E D  RECOMI~ IEP IDATIONS I D E N T I F Y I N G  W H I C H  E N T I T Y  ( U S A I D ,  

G a s ,  T A  C O N T R A C T O R )  SHOULD B E  R E S P O N S I B L E  FOR 

I M P L E M E N T A T I O N  I S  F U L L Y  A P P R E C I A T E D .  

( 3 )  S U G G E S T I O N S  F O R  T H E  D E S I G N  O F  T H E  MEW P R O J E C T  DO NOT 

C I  E A R 1  Y T l r l i f l T I f - Y  O P T T n N S  FOR T I i E  MOST A P P R O P R I A T E /  

M A N A G E A B L E  P A C K A G E  OF P O P U L A T I O N  A C T I V I T I E S  TO B E  

I M P L E M E N T E D .  

( F )  T H E  CONCEPT OF A  TTGWTER FOCUS I S  M E N T I O N E D  S E V E R A L  

T I M E S  B U T  T l l E  T E A M  MADE NO CONCRETE S U G G E S T I O N S .  WHAT I S  

T H I S  T I G H T E R  FOCUS? D E S C R I B E  E L E M E N T S  T H A T  S H O U L D  

R E C E I V E  T H E  MOST A T T E N T I O N  I N  T H E  R E M A I N I N G  T I M E F R A M E -  

S E V E R A L  S E C T I O N S  RECOMMEND U S I N G  5 TO 7 2  C O O P E R A T I N G  

A G E N C I E S  TO SUPPORT V A R I O U S  COMPONENTS.  I S  T H E  

E V A L U A T I O N  TEAM S A Y I N G  T H A T  USE OF THE C E N T R A L L Y - F U N D E D  

C O O P E R A T I N G  A G E N C I E S  I S  A  P R E F E R R E D  R O U T E ?  NOW DO 

C O O P E R A T I N G  A G E N C I E S  E F F E C T  A T I G H T E R  FOCUS? 

( G I  I T  I S  A P P A R E N T  T H A T  T H E R E  ARE M U L T I P L E  P H A S E S  OF T H E  

P R O J E C T  - B O T H  I N  TERMS OF MANAGEMENT S T R U C T U R E  AND I N  

Tt1E PROGRESS OF T H E  P R O J E C T S  A C C O M P L I S H M E N T S :  T H E  A U D I T  

OF 1 9 8 9  L E A D I N G  TO A QIJOTE C R I S I S  LINQUOTE; T i f E  

M I N I S T E R I A L  C l iANGE I N  1 9 9 0  FROM T H E  M I N I S T R Y  OF S O C I A L  

A C T I O N  TO T H E  M I N I S T R Y  OF P U B L I C  H E A L T H  AND S O C I A L  A C T I O N  

( M P t i S A ) ;  AND S U B S E Q U E N T  R E O R G A N I Z A T I O N A L  CHANGES I N  T H E  

MPHSA.  NONE O F  T H E S E  CI iANGES A R E  CLEsARI-Y D E S C R I B E D ;  T H E Y  

ARE ONLY R E F E R R E D  T O  A S  P R E S E N T I N G  P R O B L E M S .  T H I S  

R E S U L T S  I N  A  VERY C O N F U S I N G  K A L E I D O S C O P E .  A  D E S C R I P T I O N  

O F  T H E S E  E V E N T S  N E E D S  TO B E  P R E S E N T E D  E A R L Y  I N  T H E  
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E V A L U A T I O t l .  I N  E A C i i  S E C T I O N  T H E N  R E F E R E N C E  TO T H E S E  

C l l A N G E S  (GOOD OR B A D )  AND SUBSEQUENT P R O J E C T  PEf?FORMi',XCE 

N E E D S  TO BE  SHSIJN. 

( t i )  T H E  CWAPTERS ARE NOT C O N S I S T E N T  I N  D I S C U S S I N G  

I N P U T S .  FOR E X A M P L E  T I i E  C H A P T E R S  ON BFiR A N D  I E C  D E S C R I B E  

B O T H  Tt!E LONG AND SHORT-TERM T E C H N I C A L  A S S I S T A N C E  

P R O V I D E D  AND G I V E  SOME I D E A  OF THE Q U A L I T Y  OF T H O S E  

I N P U T S .  HOWEVER, T H E  C H A P T E R S  ON C L I N I C A L ,  STD, R E S E A R C H  

AND L O G I S T I C S  DO N O T  D E S C R I B E  T H E S E  A S P E C T S  A T  A L L -  

C H A P T E R  1 3  O N L Y  D E S C R I B E S  I S T I ' S  O V E R A L L  R O L E  AND DCES 

NOT F I L L  I N  T H E  GAPS NOR G I V E  A P P R O P R I A T E  S C Y M A R I E S  OF 

B O T H  LONG AND S H O R T - T E R M  T A  P R O V I D E D  ( E X A M P L E :  L A U R A  

E V I S O N  ( N U R S E / M I D W I F E ) ,  A L  BARON ( T E A M  L E A D E R ) ,  MOHAMED 

I B R A H I M  ( L O G I S T I C I A N ) ,  E T C ) .  

T H E  SAME I N C O N S I S T E N C I E S  APPEAR I N  T H E  D I S C U S S I O N S  OF 

T R A I N I N G  - B O T H  LONG A N D  SHORT-TERM. C E R T A I N  C H A P T E R S  

A D D R E S S  T H E  A P P R O P R I A T E N E S S  OF T R A I N I N G  P R O V I D E D  AND 

O T I i E R S  DO NOT. T H E R E  I S  NO SUMMARY OF T H I S  I S S U E  W I T H I N  

T H E  DOCUMENT.  

( I )  THE E V A L U A T I O N  GTVES C O N F L I C T I N G  D A T A  THROUGHOUT T H E  

R E P O R T .  M A R G I N A L  COMMENTS ON T H E  D R A F T  T O  B E  D H L F D  WILL 

P R O V I D E  D E T A I L S  B U T  TO N O T E  J U S T  A  FEW OF T H E  KEY O N E S :  

- P A G E  5 C l l A P T E R  3 S T A T E S  T H E R E  ARE 2 7  P R I V A T E  AND 

P A R A S T A T A L  O R G A N I Z A T I O l l S  W I T H  4 0  C L I N I C S ,  WHEREAS P A G E  3 5  

C H A P T E R  7 S T A T E S  T t I E R E  ARE 3 2  ( O R  I S  I T  3 1 ? )  

- P A G E S  8 AND 9 O F  C H A P T E R  3 S T A T E  T I I E R E  ARE 29,890 

( P U B L I C )  P L U S  9 , 1 1 1  ( P R I V A T E )  P L U S  1 9 , 3 0 0  ( C O M M E R C I A L )  

U S E R S  F O R  A  T O T A L  OF 58,301; PAGE 3 5  O F  C H A P T E R  7 S T A T E S  

6 1 , 3 7 6 ;  T l l E  SUMMARY OF F I N D I N G S  S T A T E S  7 0 , 1 0 7 ;  AND, 

C H A P T E R  6 PAGE 1 5  S T A T E S  T H E R E  ARE 56,949 A C C E P T O R S .  

P L E A S E  C L - A R I  F Y .  
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-- P A G E  9 O F  C l l A P T E K  3 S T A T E S  T H E P E  ARE 2 9  U N F P A  C L I N I C S  

B U T  PAGE 3 5  CHAPTER 7 S- l ' r \TES THERE ARE 3 4  CENTERS.  

- PAGE 3 8  CHAPTER 7 St1OWS 46,000 COUPLE YEAR P R O T E C T I O N  

( C u p )  FOR A L L  S E C T O R S  A N D  TABLE 1 C H A P T E R  6 S H O M S  236,218 

C Y P .  

A L L  THESE AND f l A N Y . M O R E  I N C O N S I S T E N C I E S  MUST E E  

R E V I E W E D ,  I F  D I F F E R E N T  METHODS ARE USED T O  C A L C U L A T E  

T H E S E  NUMSERS, T H E  M E T H O D O L O G I E S  MUST BE D E S C R I S E D  AND 

T I I E  I M P L I C A T I O N S  N O T E D .  THE RAW DATA U S E D  FOR 

C A L C U L A T I N G  C Y P ' S  M U S T  BE  P R E S E N T E D  IN A N  A N N E X  T O  

S U B S T A N T I A T E  T H E  C A L C U L A T I O N S .  

( J )  L E S S O N S  L E A R N E D :  U E  A P P R E C I A T E  THE S U G G E S T I O N S  

R E G A R D I N G  THE MANAGEMENT OF T H I S  E V A L U A T I O N  AND OF T H E  

A . 1 . D -  E V A L U A T I O N  PROCESS I N  GENERAL.  HOWEVER, AN 

A D D I T I O N A L  E F F O R T  I S  NEEDED TO PULL  OUT L E S S C N S  T H A T  

COULD BE H E L P F U L  FOR T H E  D E S I G N  AND I M P L E M E N T A T I O N  GF 

S I M I L A R  P R O J E C T S  I N  T H E  F U T U R E .  

( K )  T H E  MANAGEMENT S E C T I O N  D E A L S  W I T H  THE MANAGEMENT OF 

TILE E V A L U A T I O N  RATHER T H A N  T H E  MANAGEMENT OF TfiE 

P R O J E C T .  T H E  VERY C O N T R O V E R S I A L  CHAPTER 13 ON T A  I S  T H E  

O N L Y  P L A C E  W H E R E  T H E  MANAGEMENT I S S U E S  B E G I N  TO S U R F A C E .  

THE QUOTE C R I S I S  U N Q U O T E  I S  REFERRED TO ONLY I N  T H E  

L A T E R  CHAPTERS,  Y E T  I T  WAS A  MAJOR FACTOR I N  T1iE 

P R O J E C T ' S  PROGRESS AS N O T E 3  I N  (B) ABOVE.  A I D  MANAGEMENT 

I S  N O T  R E A L L Y  D I S C U S S E D  E X C E P T  I N  T t fE  C O N T R A C E P T I V E  

PROCUREMENT P O R T I O N .  

T H I S  S E C T I O N  SHOULD B E  C O M P L E T E L Y  R E W R I T T E N  ( S E E  N O T E S  ON 

S P E C I F I C  C H A P T E R S  - C H A P T E R  1 2  BELOW.)  
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( M I  I N  GENERAL,  T H E  E V A L U A T I O N  DOCUMENT C O N S I S T S  OF 

I N D I V I D U A L  R E P O R T S  W I T H  L I T T L E  COHERENCE AND MAJOR G A P S .  

T t I I S  MUST BE P U L L E D  TOGETHER TO P R E S E N T  A  TEAM E V A L U A T I O N  

R E P O R T .  

7. S E P C I F I C  COMMENTS BY C H A P T E R S :  

A .  I N T R O D U C T I O N ,  E T C  - D E T A I L E D  M A R G I N A L  N O T E S  W I L L  B E  

S E N T  TO CORRECT ACRONYMS, E T C .  

6. E X E C U T I V E  SUMMARY 

- I M P A C T  S T A T E M E N T S  MEED TO BE I N C L U D E D  H E R E  AS W E L L  AS 

D E S C R I P T I V E  P A S S A G E S  ABOUT A C T I V I T I E S  ( I N P U T S / O U T P U T S  

L E V E L . )  F O R  E X A M P L E  P A G E  2 S T A T E S  T H A T  T H E  P R O J E C T  

P H E C E E D E D  THE N A T I O N A L  P O P U L A T I O N  P O L I C Y  AND T H E  N A T I O N A L  

F A M I L Y  P L A N N I N G  PROGRAM B U T  F A I L S  TO N O T E  T H A T  T H E S E  K E Y  

DOCUMERTS WERE PRODUCED DUE TO D I R E C T  I N P U T S  P R O V I D E D  BY 

T H E  FAMT L Y  H E A L T H  AND P O P U L A T I O N  P P O J E C T  ( F I i P P ) .  

- T H E R E  ARE NUMEROUS P A R A G R A P H S  AND S E N T E N C E S  T H A T  DO N O T  

M A K E  S E N S E  S U C H  A S  P A G E  2 CLINICAL.SERVICES S E N T E N C E S  I 

AND 3; P A G E  3 C O N T R A C E P T I V E  L O G I S T I C S  L A S T  SENTENCE;  P A G E  

3 D A T A  B A S E  I K P R O V E M E N T  F I R S T  SENTENCE,  ETC, ETC, E T C .  

- P L E A S E  N O T E  P A G E  2, P A R A  3 T H A T  U S A I D  F U L L Y  I N T E N D S  T O  

D E S I G N  THE NEW P R O ? E C T  I N  S U C I i  A  C O L L A B O R A T I V E  MODE. WE 

R E Q U E S T E D  T l l E  E V A L U A T I O N  TO P R E S E N T  TO B O T H  U S A I D  AND T H E  



P A G E  1 0  

GOS R E C O M M E N D A T I O N S  O F  T H E  M O S T  E F F E C T I V E  I N T E R V E N T I O N S  

10  BE C O N S I D E R E D  I N  T H E  NEW D E S I G N ,  B A S E D  ON P A S T  

E X P E R I E N C E ;  T H E  E V A L U A T I O N  T E A M  WAS N O T  A S K E D  T O  D E S I G N  

T H E  NEW P R O J E C T .  

- P A G E  4 R E S E A R C H  - P L E A S E  N O T E  R E S E A R C H  W A S  T O  BE 

D E V E L O P E D ,  A P P R O V E D ,  R E V I E W E D ,  E T C .  FOR E A C H  C O M P O N E N T -  

I F  T H I S  MAS N O T  A C C O M P L I S H E D  E F F E C T I V E L Y  I T  S H O U L D  BE SO 

N O T E D ;  HOWEVER, T H I S  P A R A G R A P H  S U G G E S T S  T H A T  T H E R E  WAS NO 

P L A N  TO C A R R Y  O U T  R E S E A R C H  W H I C H  WAS N O T  T H E  C A S E .  

- P A G E  4 S M A L L  S C A L E  E C O N Q M I C  A C T I V I T I E S  FOR WOMEN. I N  

T H E  R E C O M M E N D A T I O N S  YOU S T A T E  T H A T  NO F U R T H E R  A C T I V I T I E S  

S t I O U L D  B E  S U P P O R T E D  BY  T H E  P R O J E C T .  T H I S  R E C O M M E N D A T I O N  

S H O U L D  A P P E A R  I N  T H E  SUMMARY.  

- I N  A L L  S E C T I O N S  F I N D I N G S  S O U L D  SHOW D A T A  ON W H I C H  T H E  

C O N C L U S I O N  I S  B A S E D .  E X A M P L E  80 P E R C E N T  OF T H E  X N U M B E R  

OF C E N T E R S  V I S I T E D  SHOWED.  .. 

- P A G E  4 . C . 2 .  - T H E  P R O J E C T  I S  S U P P O S E D  T O  S U P P O R T  T H E  

r i A T I O N A L  S T D  ( I N C L U D I N G  A I D S )  PROGRAM,  N O T  S E T  UP A  

S E P A R A T E  P R O G R A M .  

- P A G E S  4 AtJD 5 S E C T I O N  C - WE G E T  NO F E E L I N G  O F  T t l E  R O L E  

AIIO A D E O L J A T E N E S S  O F  P R E - S E R V I C E  ( B A S I C '  CURRICULUM)  O R  

I F I - S E R V I C E  T R A I I J I N G  E V E N  TI IO(JGI1 T I t E  C O R R E S P O N D I N G  

R E C O M M E N D A T I O N  S E C T I O N  S T A T E S  S T D  T R A I N I N G  S H O U L D  EE 

I I I C R E A S E D .  C L A R I F Y .  

- P A G E  5 S E C T I O r J  D.2. - UPIFPA W I L L  S U P P L Y  I N J E C T A B L E S ,  

N O T  N O R P L A N T .  
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- P A G E  6 S E C T I O N  0 . 5 .  - THE E X P L A N A T I O N  G I V E N  I S  NOT 

1 . O G I C A L -  1 V I E  3 7'11E I J A T A  P R E S E f l T E D .  

- P A G E  6 S E C T I O N  0 . 4 ,  - I S T I ,  MPHSA AND P R O J E C T  S T A F F  

C O L L E C  I' T I i E  D A T A .  

- PAGE 1 2  S E C T I O N  J . 3 .  - N O T  TRUE,  U S A I D  H A S  N O T  A G R E E D  

T O  S U U S T l T U T E  U .S .  F U N O S  FOR T H E  L O C A L  C O N T R I B U T I O N .  

I IOWEVER, B E C A U S E  O F  D E L A Y S  I N  R E L E A S I N G  L O C A L  

C O N T R I B U T I O N S ,  U . S .  F U N D S  H A V E  B E E N  DRAWN DOWN F A S T E R  

T H A N  A N T I C I P A T E D .  

- F I N D I N G S  SHOWN ON P A G E S  11-13 ON A D M I N I S T R A T I O N ,  

MANAGEMENT AND B U D G E T  ( J )  AND T E C H N I C A L  A S S I S T A N C E  ARE 

N O T  T H E  SAME AS THOSE FOUND A T  TME END OF C H A P T E R S  1 2  A N D  

1 3 .  

- P A G E  1 4  S E C T I O N  A.1 .  - HOW CAN THE P R O J E C T  BE H E L D  

R E S P O N S I B L E  FOR A L L  GOVERNMENT M I N I S T E R S  T A K I N G  OR N O T  

T A K I N G  I N 1  T I A T I V E S  T O  SUPPORT T H E  F A M I L Y  P L A N N I N G  P O L I C Y  

A N D  PROGRAM? VERY U N R E A L I S T I C .  

- SOME S E C T I O N S  D I V I D E  R E C O M M E N A T I O N S  I N T O  S H O R T - T E R M  V S  

L O N G - T E R M .  OTHER S E C T I O N S  DO N O T .  B E  C O N S I S T E N T .  

- P A G E  2 8  S E C T I O N  I - DOES NOT R E F L E C T  THE 

R E C C O M M E N I J A T I O N  T H A T  T H E  P R O J E C T  SHOULD N O T  C O N T I N U E  

S U P P O R T  T O  U I D  P R O J E C T S .  

- P A G E S  2 8 - 2 9  - Y O U  S H O l J L D  D I V I D E  R E C O M M E N D A T I O N S  ON 

V S P P ,  C S M  A N D  C B D .  T I I E Y  ARE S E P A R A T E  A C T I V I T I E S  A N D  N O T  

N E C E S S A R ~ L Y  I M P L E M E N T E D  NOR MANAGED I N  THE SAME WAY. 

. . 
- R E C O M M E N D A T I O N S  FOR A D M I N I S T R A T I O N ,  MANAGEMENT AND 

B U D G E T  ( K )  AND T E C H N I C A L  A S S I S T A N C E  ( L )  ARE NOT T H E  SAME 

AS THOSE T l f A T  A P P E A R  A T  T H E  END OF C H A P T E R S  1 2  AND 13 .  



D. CHAPTER 2 P R O J E C T  BACKGROUND AND E V A L U A T I O N  M E T H O D O L O G Y  

- P E R H A P S  T H I S  I S  WHERE A  F U L L  D E S C R I P T I O N  OF QUOTE THE 

C R I S I S  UNQUOTE AND T H E  M I N I S T E R I A L  C H A N G E S  N E E D S  T O  8E 

P R E S E N T E D  AS I N D I C A T E D  I N  PARA 6 . G .  ABOVE.  

- CHECK F I N A N C I A L  F I G U R E S  ON P A G E  5 W I T H  THOSE F I G U R E S  

P R E S E N T E D  I N  CHAPTER 1 2 .  T H E Y  ARE NOT C O N S I S T E N T .  

- S E C T I O N  C,  P A G E S  6 - 1 2  D E S C R I B E S  T H E  MANAGEMENT AND 

I M P L E M E f , J T A T I O N  OF T I i E  E V A L U A T I O N  NOT T I t E  P R O J E C T .  MOVE 

T H E  D I S C U S S I O N  OF T H E  E V A L U A T I O N  PROCESS TO AN ANNEX.  

- HOWEVER, S E C T I O N  G ,  PAGE I 1  D E S C R I B I N G  HOU T H E  S I T E S  TO 

B E  V I S I T E D  WERE S E L E C T E D  SHOULD STAY I N  T H E  M A I N  

DOCUMENT, R A T H E R  T H A N  B E  I N  AN ANNEX.  I N  A D D I T I O N ,  YOU 

SHOULD NOTE S I T E S  WERE SUGGESTED T H A T  WERE QUOTE GOOD 

E X A M P L E S  UNQIJOTE - M l G W  NUMBER OF ACCEPTORS,  I N C R E A S I N G  

GROWTH R A T E  OR QUOTE BAD UNQUOTE - LOW NUMBER OF 

ACCEPTORS OR A F A L L - O F F  I N  THE R A T E  OF ACCEPTANCE O R  I N  

A B S O L U T E  NUMBERS.  I T  W A S  H Y P O T H E S I Z E D  T H A T  T H I S  A N A L Y S I S  

W0UL.D L E A D  TO L E S S O N S  L E A R N E D  ABOUT A C T I V I T I E S  OR F A C T O R S  

T H A T  WORK AND THOSE T H A T  DO N O T .  

E .  CNAPTEI?  3 : F A M I L Y  P L A N N I N G  C L I N I C A L  S E R V I C E S  

- GOOD M A T E R I A L  PRESEtJTED B U T  NEEDS L O T ' S  O F '  E D I T I N G  AND 

P R O O F I N G .  READS L I K E  A  T R A N S L A T I O N .  

- P A G E  1 -' E V A L I J A T I O N  METHODOLOGY P R E S E N T E D  HERE I S  

R E P E T I T I V E  O F  T H E  P R E V I O U S  CHAPTER,  THOUGH T H I S  

D E S C R I P T I O N  I S  A  @ I T  MORE COMPELTE.  T H E  E V A L U A T I O N  

METtIODOLOGY SHOULD B E  P R E S E N T E D  B R I E F L Y  I N  ONLY ONE 

PLACE;  E X T E N S I V E  D E T A I L S  SHOULD BE I N  AN ANNEX.  
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- L I S T  OF S I T E S  S t IOULD BE I N  AN A N N E X .  

- THE CHAPTER DOES NOT D E F I N E  T H E  MANAGEMEST 

R E S P O N S I B I L I T I E S  OF T H E  FORMER M I N I S T R Y  OF S O C I A L  

D E V E L O P M E N T  AND Tt:E MPHSA.  BE C L E A R  WHEN T H E  D I S C U S S I O N  

I S  T A L K I N G  AEOUT P A S T  MANAGEMENT OR CURRENT M A N A G E M E N T -  

- PAGE 7 - WtIERE I S  T A B L E ?  

- P A G E  8 - S P L I T  A S B E F  VS V S P P  C L I E N T S  AND SHOW T H E  TWO 

D I F F E R E N T  R A T E S  OF I N C R E A S E .  

- P A G E  10  S E C T I O N  2 - S P E C I F Y  T H A T  T H E R E  WERE 11 P U B L I C  

SECTOR C L I N I C S  OF T H E  T O T A L  1 5  S I T E S  V I S I T E D .  

- CORRECT A L L  ACRONYMS AND S P E L L I N G S :  EXAMPLE,  FEMENAL,  

T U B A I L I G A T U R E ,  D I R E .  

- P A G E S  11 A N D  1 2  - T H E R E  ARE NUMEROUS WORDS T H A T  ARE N3T 

E N G L I S H  NOR CORRECT T E R M I N O L O G Y  E X A M P L E  P A R A  - C L I N I C A L  

CHECK-UP,  R E C E P T I O N  OF C L I E N T S ,  E T C .  

- P A G E  1 2  - T H E R E  A R E  S E V E R A L  D E S C R I P T I O N S  O F  P R O B L E M S  

DUE TO L A C K  OF F U E L  FOR S U P E R V I S I O N  AND R E S U P P L Y  OF 

C O N T R A C E P T I V E S .  H E R E  YOU N O T E  A  VERY I M P O R T A N T  F A C T :  

FUNDS ARE G E N E R A T E D  A T  THE C L I N I C S .  COULD T H E S E  FUNDS BE 

U S E D  TO FUND S U P E R V I S I O N  AN5 R E S U P P L Y  3 F  C 9 N T R A C E P T I V E S .  

ARE T H E  P R I C E S  CHARGED P R O H I ! 3 I T I ' , ' E  FOR C L I E N T : ?  D O E S  T H E  

ACCEPTOR R A T E  CHANGE I F  100 OR 1,000 F C F A  I S  C H A R G E D ?  

W H O  H A S  OR S I iOULG H A V E  CONTROL OF T H E S E  F U N D S ?  I F  YOU D 3  

NOT H A V E  ENOUGH D A T A  TO ANSUER T H E S E  QU.ESTIONS,  I T  M A Y  B E  

A  P R I M E  O P E R A T I O N A L  R E S E A R C H  Q U E S T I O N  TO B E  ANSWERED 

B E F O R E  T H E  END OF T H E  P R O J E C T .  
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- THE NEW C H A P T E R  ON I N F R A S T R U C T U R E  S!1OULD B E  ADDED AS A  

S E C T I O N  TO C i f A P T E R  3 .  C U R R E N T L Y  T H E R E  E X I S T  T H R E E  

D I F F E R E N T  V E R S I O N S  OF T H E  I N F R A S T R U C T U R E  S E C T I O N :  P A G E S  

16 AND 1 7  T I T L E D  Q U O T E  NEW CHAPTER I N F R A S T R U C T U R E  

UNQUOTE;  D R .  T H I A M  H A S  G I V E N  U S A I D  A  NEW V E R S I O N ;  AND 

R O S E N T H A L  F A X E D  A  C O M P L E T E L Y  D I F F E R E N T  V E R S I O N  O F  THE NEW 

C H A P T E R .  P L E A S E  C O N S O L I D A T E  AND E D I T .  

- R O S E N T l i A L ' S  F A X E D  I N F R A S T R U C T U R E  CHAPTER P R E S E N T S  ONLY 

D A T A  ON I N S U F F I C I E N T  E Q U I P M E N T  AND C O N S T R U C T I O N .  I T  

D O E S N ' T  P R E S E N T  I N F O R M A T I O N  N E E D E D  TO ANSWER W H E T H E R  T H E  

P R O J E C T  P R O V I D E D  T H E  CORRECT E Q U I P M E N T ,  T H E  N E E D E D  

M A I N T E N A N C E ,  R E P A I R ,  AND R E P L A C E M E N T  OF E Q U I P M E N T  AND 

WHETHER P R O J E C T E D  L E V E L S  OF C O N S T R U C T I O N  ( N U M B E R  OF 

C E N T E R S )  WERE S U F F l C I E N T  TO REACH T H E  GOAL O F  

C Y P / A C C E P T O R S .  

- P A G E  2 0  MOTHERS D I D  NOT P A R T I C I P A T E  I N  STUDY T O U R S .  

- YOUR NUMBERS ARE NOT C O N S I S T E N T :  P A G E  2 2  SHOWS 303  

M I D W I V E S  AND P A G E  1 9  SHOWS 3 0 0  T R A I N E D .  P A G E  1 9  SHOWS NO 

N U R S E  A S S I S T A N T S  B U T  P A G E  2 2  SHOWS 306.  

F. C H A P T E R  4 :  CONDUCT O F  B I O - M E D I C A L  AND P S Y C H O -  S O C I A L  

R E S E A R C I i  

- T H I S  C H A P T E R  I S  C O N F U S I N G .  T H E R E  I S  NO S Y N T H E S I S  NOR 

SUMMARY O F  A L L  T H E  R E S E A R C H  R E V I E W E D  A N Q  E V A L U A T E D -  

T l { E R E  S t i O U L D  A L S O  BE AN O V E R A L L  S Y N T H E S I S  O F  T H E  

P R O J E C T ' S  RESEARCt1 A C T I V I T I E S .  

- P A G E S  2 - 1 4  P R E S E N T  VERY D E T A I L E D  D E S C R I P T I C N S  OF O N L Y  A  

FEW S T U D I E S .  T H E S E  WOlJLD BE B E S T  SIiOWN I N  AN A N N E X  W I T H  

fJN1.Y l t E F E R E N C E  TO T I I E I R  I M P A C T ,  A P P R O P R I A T E N E S S ,  I N  T H E  

T E X T .  A L L  B U T  ONE D E T A I L E D  A C T I V I T Y  I S  B I O - M E D I C A L  

R E S E A R C H .  Pi0 R E A L  A N A L Y S I S  OF THE P S Y C H O - S O C I A L  R E S E A R C H  

I S  G I V E N .  
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- P A G E  4 - M T S S I F J F .  

- A F T E R  P R E S E N T I N G  D E T A I L E D  S T U D I E S ,  P A G E  1 4  R E F E R S  T O  

O T H E R  S T U D I E S  N O T  P R E S E N T E D  I N  D E T A I L .  WERE T H E S E  

E V A L U A T E D  OR N O T ?  

- NOUI1EHE D O E S  T H E  R E P O R T  P R E S E N T  W!-IAT T H E  R E S E A R C H  

S T U D I E S  R E V E A L E D ;  WERE T H E Y  W E L L  DONE, WERE T H E  R E S U L T S  

U S E D ,  E T C .  T H E  F I i P P  D I R E C T O R ' S  K N O W L E D G E  A B O U T  T H E  

S T U D I E S  I S  O N L Y  O N E  F A C T O R .  

- I T  I S  N O T  C L E A R  WHAT T H E  A D D E N D U M  I S  S U P P O S E D  

D E M O N S T R A T E .  

I - P A G E  1 7  E N D S  I N  T H E  M I D D L E  OF A  S E N T E N C E .  WHAT I S  T H E  

R E L A T I O N  OF T H E S E  P R O B L E M S  TO T H E  F I N D I N G S ?  

G. C H A P T E R  5 :  S T D  AND F E R T I L I T Y  

- P A G E  7 WHAT I S  M E A N T  B Y  58 .55  P E R C E N T  P R E V A L E N C E .  

- I T  I S  N O T  C L E A R  WHAT T H E  T A B L E S  ON P A G E S  8 AND 10  ARE 

S U P P O S E D  T O  SHOW. T H E  T A B L E S  A R E  N O T  L I N K E D  T O  T H E  

N A R R A T I V E .  

- N U M E R O U S  P A G E S  A R E  B L A N K  9, 11, 1 5 ,  17 .  A R E  WE M I S S I N G  

S O f 4 E T I l I  N G ?  

- T t I E R E  I S  NO C L E A R  L I N K A G E  B E T W E E N  P R O B L E M S  ( P A G E S  8, 1 6  

A I i D  1 8 )  A N D  F I N D I N G S .  

H ,  C I I A P T E R  b :  C O N T R A C E P T I V E  L O G I S T I C S " M A N A G E N E ? d T  
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- P A G E  h S E C T I O N  C . 3 .  - S M 3  H A S  N E V E R  R E C E I V E D  TME 

M O N T H L Y  S H I P P I N G  CHART, SO HOW COULD THEY USE I T ?  

HOWEVER, T H E  F A C T  COULD B E  NOTED T H A T  SMO SHOULD R E C E I V E  

T H E  REPORT.  T H E N  THE S E C T I O N  COULD D E S C R I B E  HOW T H E  

R E P O R T  C A N  BE U S E D  T O  I M P R O V E  COMMODITY T R A C K I N S .  

- PAGE 1 9  - P L E A S E  N O T E  T H A T  TO D A T E  NO P R O J E C T  

C O M M O D I T I E S  t1AVE E X P I R E D .  THOSE R E F E R R E D  TO ARE A L L  

C O N T R A ' C E P T I V E S  L E F T  F R O M  T H E  FIRST FAMILY PLANNING 

P R O J E C T  T H A T  E N D E D  I N  1 9 8 5 .  

- SOME O F  T H E S E  T A B L E S  ARE ANNEX M A T E R I A L ,  P L E A S E  R E V I E W  

E X T S T T N G  I - O G T S T f C  A N N E X E S  F O R  T H E I R  R E L E V A N C E ;  DO T H E Y  

ADD A N Y T H I N G  TO T H E  E V A L U A T I O N ?  

- T H E  N A R R A T I V E  DOES N O T  L I N K  T H E  E X I S T I N G  A N N E X E S  TO T H E  

D A T A  P R E S E N T E D  I N  T H E  CHAPTER.  

- P A G E  7 - T H E R E  U S E D  TO B E  5 WAREHOUSES N O T  3 AS N O T E D .  

ALSO, T t i E  E V A L U A T I O N  SHOULD N O T E  T H A T  T t iOUGt i  THE N A T I O N A L  

PHARMACY HAS A L L O C A T E D  S P A C E  TO T H E  P R O J E C T ,  NO P R O T O C O L S  

E X I S T .  THEREFORE,  P R O B L E M S  A R R I S E  A S  TO WHO H A S  

R E S P O N S I B I L I T Y  AND CONTROL OF T H E  KEYS,  STOCK, E T C .  

I .  C t I A P T E R  7:  B U R E A U  N A T I O N A L  DE RECENSEMENT ( B N R I  

- T H E  C H A P T E R  I S  G E N E R A L L Y  WELL  W R I T T E N  AND P R E S E N T E D .  

I T  REAI-1.Y G I V E S  A  F E E L  FOR WtIAT THE P R O J E C T  D I D  OR D I D E J ' T  

DO AND HOW WELL I T  WAS DONE.  

- P A G E S  1 2 - 1 7  P R E S E N T  T t i E  T I M E F R A M E  AND A C T I V I T I E S  AND 

P A G E S  1 7 - 2 0  P R E S E N r  T H E  Q U A N T I T A T I V E  SUMMARY. T H E S E  

S E C T I O N S  A R E  L I T T L E  MORE T H A N  A  L I S T I N G  W I T H  NO R E A L  

E V A L U A T I V E  COMMENT. T H E Y  M I G H T  B E S T  B E  SHOWN I N  AN 

A N N E X E S .  
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- T H E  K E Y  P O I N T  1JFIDEHLYl t . IG  T t i I S  C0MPOF)ENT  I S  T H A T  T H E  

G O A L  OF T H E  P R O J E C T  WAS Q U O T E  T H E  D A T A  R A S E  I I ? P R O V E M E N T  

U N Q I I O T E .  T H I S  I S  N O T  T H E  SAME AS D E V E L O P I N G  A  D A T A  

C O L L E C T I O N  AND A N A L Y S I S  S E C T I O N  FOR M O N I T O R I N G  AND 

E V A L U A T I N G  A  F A M I L Y  P L A N N I N G  PROGRAM.  T H E  B N R  C O M P O N E N T  

WAS T O  A S S I S T  T H E  C O U N T R Y  I N  D E V E L O P I N G  T H E  I N S T I T U T I O N  

OF B N R  W I T H  A N  A B I L I T Y  T O  CARRY OUT N E E D E D  F U N C T I O N S -  

T H I S  O B J E C T I V E  WAS N O T  E V A L U A T E D .  R A T H E R ,  T H E  U S E  A N D  

T H E  RELATIONSHIP O F  T H E  R E S U L T S  O F  B N R ' S  R E A S E A R C H  T O  T H E  

F A M I L Y  P L A N N I N G  P R O G R A M  WAS. T H E  E V A L U A T I O N  M I G H T  

C O N C L U D E  T H A T  T H E  G O A L  OF T H I S  E L E M E N T  WAS N O T  

A P P R O P R I A T E ;  R A T H E R ,  B N R  R E S E A R C H  SI - IOULD HP.VE P E E N  

D I R E C T L Y  L I N K E D  T O  T H E  F A M I L Y  P L A N N I N G  P R O J E C T ' S  N E E D S .  

B U T  DO NOT E V A L U A T E  B N R  ON A N  O U T P U T  T H A T  WAS N O T  C E F I N E D  

I N  T H E  L O G F R A M E .  

- A R E L A T E D  A S P E C T  I S  T H E  R O L E  OF THE C O N S U L T A N T  Y V E S  

C H A R B I T .  H I S  WORK O B J E C T I V E  W A S  T O  A S S I S T  I N  T H E  O V E R A L L  

I N S T I T U T I O N A L  D E V E L O P M E N T  OF DNR AND S H O U L D  B E  E V A L U A T E D  

AS  S U C H .  I T  WAS N O T  TO WORK S P E C I F I C A L L Y  ON O N E  S T U D Y  OR 

A N O T H E R .  T H E  F A C T  T H A T  O T H E R  C O N S U L T A N T S  WERE U S E D  FOR 

S P E C I F I C  R E S E A R C H  A N A L Y S I S  I S  A N  I M P O R T A N T  F I N D I N G .  T H E  

E V A L U A T I O N  T E A M  MAY W I S H  T 3  J U S T I F Y  O N E  A P P R O A C H  I N  

P R E F E R E N i ' E  TO A N O T H E R  B U T  DO N O T  E V A L U A T E  C H A R B I T ' S  WORK 

O N  O B J E C T I V E S  H E  D I D  N O T  H A V E .  

- G I V E N  T H E  TWO P R E C E E D I N G  S T A T E M E N T S  T H E  R E C O M M E N D A T I O N  

MADE C O N C E R N I N G  D E M O G R A P H I C  C O N S U L T A N T S  ON P A G E  2 8 / 2 9  NO. 

1 0  I S  C O N T R A D I C T O R Y  TO T I i E  S T A T E D  O B J E C T I V E S  OF T H E  

P R O J E C T .  

- T I i E  E V A L U A T I O N  S H O U L D  R E V I E W  T t i E  E F F E C T I V E N E S S  OF T!iE 

L O N G - T E R M  T R A I N I N S  P R O V I D E D  FOR S T A F F  OF T H E  D I R E C T I O N  DE 

L A  F R E V I S I O N  E T  DE L A  S T A T I S T I Q U E  AND P R O V I D E  S U G G E S T I O N S  

FOR I M P R O V I N G  T H E  P R O B L E M S  I D E N T I F I E D .  



- P A G E  2 8  - Y O U  S T A T E  T t I A T  N O T  E N O U S H  A N A L Y S I S  I S  C O N E .  

B1.J.T NO E X P L A N A T I O N  G I V E N  AS  T O  V H Y ?  WllkT CAN P E  C 0 N E  

A B O U T  I T ?  

- A D D E N D U M  TO C H A P T E R  7 - M E A S U R I N G  I M P A C T .  P R E S E N T S  

Q U I T E  A  N U M B E R  OF I N T E R E S T I N G  A N A L Y S E S .  I T  S E E M S  T H A T  A 

N U M B E R  OF T H E M  ( N O S .  1, 5, 6, 7, 13, 1 7 ,  1 9 ,  2 2 )  C O U L D  B E  

M O V E D  T O  S E C T I O N S  TO SHOW C H A N G E S  T H A T  H A V E  T A K E N  P L A C E  

A S S O C I A T E D  W I T H  P R O J E C T  A C T I V I T I E S .  FOR E X A K P L E ,  P L E A S E  

R E F E R  TO T H E  G R A P H  S E N T  TO D E V R E S  F R O M  MARY A N N  M I C K A  

T H E  L E T T E R  C O L E S / M I L L E R - 1 1 0 0 D  D A T E D  MAY 23, 1991  T O  SHOW 

P O T E N T I A L  P R O J E C T  I M P A C T .  

J . C H A P T E R  8 :  E S T A B L I S H I N G  A F A M I L Y  P L A N N I N G  M A N A G E M E N T  

U N I T  - N O  COMMENT E X C E P T  T H A T  A  S Y N T H E S I S  O F  ' A L L  S E C T I O N S  

ON R E S E A R C H  A N D  T I i E  U S E  O F  R E S E A R C H  R E S U L T S  M I G H T  B E  

P R E S E N T E D  H E R E .  

K .  C H A P T E R  9 :  I N F O R M A T I O N ,  E D U C A T I O N  AND C O M M U N I C A T I O N  

( I E C )  

- T H E  C H A P T E R  I S  C L E A R ,  T O  T H E  P O I N T .  I T  P R E S E N T S  T H E  

P O S I T I V E  A N D  N E G A T I V E  A S P E C T S  O F  T H E  P R O J E C T .  N O  M A J O R  

C O N C E R N S .  

L .  C H A P T E R  10 :  WOMEN I N  DEVELOP!4ENT  

P A G E  1 8  

- T H E  MISSION A P P R E C I A T E S  Y O U R  E F F C R T  IN L O O K I N G  A T  THIS 

E L E M E N T .  T I l E  S T U D Y  Q U O T E D  BY C .  R A D I T Z  WAS F O C U S E D  ON 

C H A N G I N G  T H E  W I D  P R O J E C T S  TO A  C R E D I T  PROGRAM.  O T H E R  

P O S S I B I L I T I E S  WERE N O T  E X P L O R E D ;  T H E R E F O R E ,  T H E  

R E C O M M E N D A T I O N S  MAY N O T  NOW R E  A P P R F i l I A T E .  
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-- S E C T I O N  F :  OVEI<AL.I-  G E t I I J E R  C O ~ I S I I I E H A T I O N S  - N O  H A R D  

b A T A  WAS G I V E N ;  I S  T l l I S  O E C A g S E  I T  D O E S  N O T  E X I S T ?  

S I i O U L D  D I S A G G R E G A T E G  D A T A  E X I S T ?  

M .  C I I A P T E R  I 1  : C O N T R A C E P T I V E  S O C I A L  M A R K E T I N G  ( C S M )  

- I T  I S  R E G R E T T A B L E  T H A T  T H E  V S P P  E L E M E N T  C O U L D  N O T  H A V E  

B E E N  R E V I E U E D  I N  T H E  S A M E  D E T A I L  AS O T H E R  C O M P O N E N T S .  

- F I R S T  O F  A L L  I T  M U S T  B E  N O T E D  T H A T  T H R O U G H O U T  T H I S  

C H A P T E R  C S M ,  V S P P  A N D  CBD A R E  M I X E D .  T H E  O B J E C T I V E S ,  

A C T I V I T I E S ,  E T C .  A R E  N O T  C L E A R .  WE S U P P O S E  T H I S  WAS D O N E  

A S  S A N F A M ,  A  N E W  M G O  H A S  T A K E N  T H E  L E A D  I N  D E S I G N I N G  AidD 

I M P L E M E N T I N G  T H E S E  A C T I V I T I E S .  YOU N E E D  T O  S E P A R A T E  O U T  

T l l E  I S S U E  O F  S A N F A M  F R O M  T H E  A C T I V I T I E S  U N D E R T A K E N  O R  

P L A N N E D .  

- S U G G E S T  Y O U  R E N A M E  T H E  C H A P T E R  P A R A - P U B L I C  A N D  P R I V A T E  

S E C T O R  F A M I L Y  P L A N N I N G  A C T I V I T I E S  W I T H  T H R E E  S U B - S E C T I O N S  

1 )  ON V S F P  ( S U P P L Y  O F  F A M I L Y  P L A N X I N G  S E R V I C E S  F R O M  

P A R A - P U B L I C  A N D  P R I V A T E  C L I N I C S )  K H I C H  I S  B E I N G  

I M P L E M E N T E D ;  2 )  C S M ;  A IJD  3 )  C B D .  B O T H  I T E M S  2 A N D  3 A R E  

P L A N N E D  A C T I V I T I E S  B U T  H A V E  N O T  Y E T  B E E N  I M P L E M E N T E D .  

- V S P P  H b S  B E E N  O L J I T E  A C T I V E  A N D  H A S  E X P A N D E D  S E R V I C E  

D E L I V E R Y  T O  T t i E  P R I V A T E  S E C T O R .  R E F E R  T O  T H E  

C l - I t l f C A L / I E C  C t I A P I E R S  T O  G I V E  A  F U L L  D E S C R I P T I O N  O F  T I i E  

A C T T V I T Y .  P A G E S  6 - 1 0  J U S T  D E S C R I B E  A N  INPUT ( M O N E Y )  

F L ( ~ \ J .  W I l A T  I S  l 4 T . S S I b l G  I S  A N Y  C O M I 4 E E T  OPJ W H E T H E R  T H I S  

E L E i 4 E I I T  I S  N E E D E I I ?  U I l i  I T  I I E A C I i  A P O R T T O N  O F  T H E  

P d P t J L A T I O N  T1iP.T W O U L D  ElOT H A V E  B E E N  R E . 4 C H E D  BY T t i E  PLJBI- IC 

S E C T O F (  A t - O F I E ?  D O E S  I T  S E R V E  T O  L E V E R A G ' E  O T I i E R  R E S O U R C E S  

FftOl .1  T H E  P t i I V A T E  S E C T O R  U I I E R E  T t I E S E  W O I J L D  N O T  E X I S T  

E X C E P T  F O R  T I t E  P R O J E C T ?  E T C .  
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- TI IOIJGt I  I . I O l E D  I N  T l l E  I I J T R O D L I C T I O E !  T l l A T  N O  P R I V A T E  S E C T O R  

S P E C I A L I S T  WAS I N  T l l E  TEAM, T I i E  E V A L U A T I O N  T E A M  D I D  I i A V E  

E t I 1 7 l J G t i  E X P E R T S  T O  E V A L U A T E  T H E  P U C L I C  S E C T O R  ASPEC'T OF 

F A M I L Y  P L A N N I N G  S E R V I C E S .  YOLJ t I A V E  T H E  SAME I N F O R M A T I O N  

TO D O  SO F O R  TI1E P R I V A T E  S E C T O R ,  P E R I I A P S  YOU C A N N O T  SMQU 

T l l E  C O S T - E F F E C T I V E I J E S S  O F  U S I N G  T H E  P R I V A T E  V S  P U e L I C  

S E C T O R  D E L I V E R Y  S Y S T E M  B U T  YOU C A N  D E S C R I B E  T l f E  S A M E  

P A R A M E T E R S  OF A P P R O P R I A T E  OR I N A P F R O P R I A T E  S E R V I C E  

D E L I V E R Y ,  MANAGEMENT,  S U P E R V I S I O N  A N D  COMPARE I T  T O  T H E  

P U B L I C  SECTOR,  A T  L E A S T  FOR T H E  FOUR C L I N I C S  V I S I T E D .  

A F T E R  A L L  T H E  S A M E  P E R C E N T A G E  OF C L I N I C S  WAS V I S I T E D  FOR 

T I i E  P U B L I C  ( 1 2  P E R C E N T )  AND P R I V A T E  ( 1 3  P E R C E N T )  S E C T O R S .  

- T H E  E V A L U A T I O N  SI IOIJLD R E V I E W  T H E  F O L L O W I N G  P O I N T S :  
- - TI1E V A L U E  OF E X P A N D I N G  F A M I L Y  P L A N N I N G  S E R V I C E S  V I A  

T l l E  P h I V A T E  S E C T O R  T O  CCIMPLEMENT T H E  P U B L I C  SECTOR;  
- - T H E  N E C E S S I T Y  OF V S P P  A S S I S T I N G  T H E  C O M P A N I E S  T O  

S I J S T A I N  T H E I R  A C T I V I T I E S ;  
- - THE I M P O R T A N C E  OF A D D I N G  NEW O R G A N I Z A T I O N  OR 

S T R E N G T H E N I N G  E X I S T I N G  S I T E S ;  

- T t I E  F O L L O L J I N G  Q U E S T I O N S  S H O U L D  A L S O  BE A D D R E S S E D :  

- - WHAT Sti0111-0 BE T I i E  R E L A T I O N S H I P  B E T W E E N  T H E  P U B L I C  AND 

P R I V A T E  S E C T O R S ?  

- - U t i A T  K I N D S  OF T E C H N I C A L  A S S I S T A N C E  S H O U L D  T H E  P R I V A T E  

SECTOI?  R E C E I V E  ( C L I N I C A L ,  M A N A G E R I A L ,  E T C . ) ?  

- - HOW S H O U L D  M A N A G E M E N T  OF T H I S  S E C T O R  BE S E N E G A L I Z E D  

E . G .  S H O U L D  M A N A G E M E N T  O F  V S P P  B E  M O V E D ' - F R O M  ISTI T O  

A M O T t i E R  I N S T I T I J T I O N ?  I F  SO W I I I C H  O N E ?  

-. - I S  T H E R E  OR SI IOIJI -D T l l E R E  B E  A H E L A T I O N S t I I P  B E T N E E N  TI1E 

V S P P  S E C T O R  A N D  T I { €  D E V E L O P M E N T  OF A  C S M  P R O G R A M ?  

- -  WHAT S H O U L D  T I i E  O V E R A L L  C O O R D I N T I O N  B E  B E T W E E N  V S P P ,  

GOS AND D O N O R S ?  
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- P A G E  6 - WE D O U B T  T l I E  S T A T E M E N T  Q U O T E  B E C A U S E  T H E  

GOVEKIIMENT D O E S  I.10T Y E T  F U L L Y  S U P P O R T  T I i E S E  A C T I V I T I E S ,  

O N L Y  AROIJT ONE T H I R D  OF T H E  P L A N N E D  B U D G E T  H A S  E E E N  

E X P E r l P E D  U N Q U O T E .  R A T H E R ,  T H E  Q U O T E  C R I S I S  U R Q U O T E  

A F F E C T E D  E X P E N D I T U R E  R A T E S  FOR V S P P  A S  W E L L  AS FOR T H E  

P U B L I C  S E C T O R .  I N  A D D I T I O N ,  A P P R O X I M A T E L Y  TWO T H I R D S  O F  

T l I E  P L A f d N E D  B U D G E T  H A S  D E E M  E X P E N D E D  WHEN S A L A R I E S  A N D  

OPERATING C O S T S  A R E  C O N S I D E R E D .  

- T A B L E S  P A G E S  9 AND 1 0  M I G H T  B E  B E T T E R  I N  AN A N N E X .  

- F O L L O N  T l i E  S E C T I O N  ON V S P P  W I T H  A  D I S C U S S I O N  OF C S M  A N D  

HOW T H I S  A C T I V I T Y  C A N  C O M P L E M E N T  OR H A V E  A  S Y N E R G E T I C  

E F F E C T  V I T H  T H E  V S P P  A C T I V I T Y .  

- S E C T I O N  C . 4 .  COD - O N L Y  ONE T Y P E  OF TWO P R O P O S E D  CBD 

A C T I V I T I E S  I S  D E S C R I S E D .  A S E C O N D  P R O P O S E D  CBD A C T I V I T Y  

F O L L O W S  T H E  G A M B I A  M O D E L .  T H I S  P R O P O S A L  S H O U L D  A L S O  B E  

D E S C R I B E D .  

- T H E  P R O J E C T  H A S  S U P P O R T E D  A NUMBER OF S T U D Y  T O U R S  T O  

O T H E R  P R I V A T E  S E C T O R  P R O J E C T S  A S  W E L L  A S  T O  REVIEW C B D ,  

A N D  C S M .  WERE T H E Y  E F F E C T I V E ?  S H O U L D  MORE B E  D O N E ?  I N  

A D D I T I O N ,  h ' O R K S l I O P S  W I T H  P I I A R M A C I S T S  H A V E  T A K E N  P L A C E  T O  

L O O K  A T  S U P P O R T  FOR A  CSM PROGRAM.  WHAT I S  YOUR 

E V A L U A T I O N  OF T I I I  S  I N T E U V E ~ ~ T I O I I ?  

N .  C H A P T E R  1 2 :  P R O J E C T  A ~ J M J N I S T R A T I O N  AND M A N A G E M E N T  

- T H I S  T O T A L  C H A P T E R  I S  P R O B L E M A T I C  B E C A U S E  I T  N E E D S  

E X T E N S I V E  E D I T I N G  AND I S  VERY U t J C L E A R .  WE S U G G E S T  A  

C O M P L E T E  R E W R I T E  T O  B E  P R E S E N T E D  TO U S A T D  FOR R E V I E W  

* E F O R E  G O I N G  I N T O  F I N A L .  HOWEVER,  P L E A S E  N O T E  T H E  

F O L L O W I N G  C L A R I F I C A T I O N S  O F  F A C T  I N  YOUR R E W R I T E .  
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- P L E A S E  N O T E  P A R A  6 ( 6 )  A B O V E .  I T  I S  NOT C L E A R  WHAT 

T I M I N G  AND M A N A G E t d E N T  S T Y L E  I S  B E I N G  P R E S E N T E D  D U R I N G  THE 

N A R R A T I V E .  I F  I T  WERE C L A R I F I E D ,  T I I E  WtlOLE C t t A P T E R  M I G H T  

MAKE M O R E S E N S E .  

- P A G E  4 0  - THE C H A P T E R  SHOULD D E S C R I B E  T H E  V A R I O U S  MPHSA 

U N I T S  (NOW SHOWN ON P A G E S  8 - 1 2 )  AND HOW T H E Y  R E L A T E  T O  

TWE A C T I V I T I E S  OF THE P R O J E C T ;  E X A k l P L E  H E A L T H  E D U C A T I O N .  

- P A G E S  1 9 - 2 1  AND A N N E X E S  - THE F I G U R E S  ARE 

I N C O N S I S T E N T L Y  I N C O R R E C T .  P L E A S E  R E F E R  T O  B U D G E T  T A B L E S  

P R O V I D E D  TO T H E  E V A L U A T I O N  T E A M  BY MARY ANN M I C K A .  V I A  

T H E  HAND-CARRY WE WILL TRY T O  P R O V I D E  OUR U N D E R S T A N D I N G  

O F  TNE F I G U R E S .  

- P A G E  2 3  B  - T H E  F I G U R E S  L I S T E D  ARE WRONG. T H E  L O C A L  

ACCOUNT T O T A L  P R O J E C T E D  E X P E N D I T U R E S  ARE U.S.  D O L S .  

6 , 1 9 0 , 7 8 2  COMPARED TO 10,672,000 W I T H  THE L A T T E R  NUMBER 

B E I N G  1 . 7  T I M E S  T H E  L O C A L  ACCOUNT ( N O T  457 T I M E S  

I I I G I - I E R )  . F Y I  A U D I T O R S  R U L E D  T H A T  NO T E C H N I C A L  A S S I S T A N C E  

WAS TO B E  PROCURED FROM T H E  L O C A L  ACCOUNT F O L L O W I N G  T H E  

G U I D E L I N E S  E S T A B L I S H E D  I N  T H E  P R O J E C T  I M P L E M E N T A T I O N  

L E T T E R  T H A T  E S T A B L I S H E D  T H E  L O C A L  ACCOUNT.  CONSEQUENTLY,  

O N L Y  U.S.  D O L S .  1 4 , 5 3 1  WAS S P E N T  FOR T H I S  L I N E  I T E M  

B E F O R E  I T  WAS A L L  S H I E F T E D  TO T H E  I S T I  C O N T R A C T .  

- P A G E  2 4  - P L E A S E  N O T E  T H A T  NO E X P E N D I T U R E  CAN T A K E  

WITHOUT A D A P .  T H E  D A P  IS SIGNED B Y  T H ~  P R ' O J E C T  

D I R E C T O R .  THEREFORE,  EVERY E X P E N D I T U R E  MUST I N  P R A C T I C E  

B E  APPROVED DY T H E  D I R E C T O R .  I T  I S  N O T  A C C U R A T E  TO SAY 

T i I A T  T H E  P R O E J C T  D I R E C T O R  I N  LJEJAWARE OF AND H A S  NO 

CONTROL OVER E X P E N D I T I J R E S .  
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- P A G E  2 5  - E X T E R b l A L  P I I R C I i A S L S :  T t I E  T M P L I C A T I C N  I S  T H A T  

I S T I  M A K E S  P U R C H A S E S  W T T l l  NO GOS A P P R O V A L .  P U R C H A S E S  

- M U b T  H A V E  A G O S  S I G N E D  P I O / T  OR P I O / C  R Y  T H E  P R O J E C T  

- D I R E C T O R ,  D I R E C T E U R  DE C A B I N E T  OR M I N I S T E R .  T H E R E  FORE, 

T H E  GOS D O E S  A P P R O V E  P U R C H A S E S .  T H E  SAME S Y S T E M  E X I S T S  

- FOR P A G E  2 6 :  P U R C H A S E S  MADE BY A I D .  

- 

- P A G E  3 1  - 6 :  WHERE I S  T H E  C H A R T  R E F E R R E D  T O ?  
- 

- S E V E R A L  S T A T E M E N T S  A R E  MADE I N S I N U A T I N G  C E R T A I N  

M O T I V A T I O N A L  R E A S O N S  B E H I N D  A C T I O N S .  P L E A S E  P R E S E N T  

F A C T S .  ( S E E  P A G E  3 5  F I N A N C I A L  A S P E C T S  A N D  A P G E  3 6  L A S T  

P A R A G R A P H )  . 

- O N C E  A G A I N ,  F I N D I N G S  A N D  R E C O M M E N D A T I O N S  A R E  N O T  

C O N S I S T E N T  W I T H  O N E S  P R E S E N T E D  I N  T H E  SUMMARY S E C T I O N .  

- T I I E  P R O J E C T  L E V E R A G E D  (HPNO E S T I M A T E S )  U .S .  D O L S .  5 

M T L L I O N  T O  U . S .  D O L S .  7 M I L L I O N  OF A I D / W  F U N D S  V I A  

P A R T I C I P A T I O N  OF C E N T R A L L Y  F U N D E D  P R O J E C T S  S U C H  AS  

J H P I E G O ,  AVSC,  FPMD, E T C .  WHAT E F F E C T S  D I D  T H E S E  I N P U T S  

H A V E ?  E.G.  WERE T H E S E  C E N T R A L L Y  F IJNDED P R O J E C T  I N P U T S  

N E E D E D ?  

- T H I S  C H A P T E R  D O E S  N O T  A D D R E S S  T H E  M A N A G E M E N T  T R A I N I N G  

N E E D S  A D D R E S S E D  BY T H E  P R O J E C T .  FOR E X A M P L E ,  T H E  P R O J E C T  

H A S  S E N T  OVER 2 0  S H O R T - T E R M  P A R T I C I P A N T S  T O .  S A N T A  C R U Z  

F O R  A  T H R E E  M O N T H  C O U R S E  ON F A M I L Y  P L A N N I N G  M A N A G E M E N T .  

WAS I T  WORTH I T ?  S H O U L D  WE H A V E  DONE MORE OR L E S S  

M A N A G E M E N T  T R A I N I N G ?  

- C O U L D  T H E  E V A L U A T I O N  T E A M  R E C O M M E N D ' ~ E R T A I N  R O L E S  A N D  

R E S P O N S I B I L T T I E S  OF T H E  V A R I O U S  P L A Y E R S  G I V E N  T H E  

F I N D I N G S  N O T E D ?  



N .  C l l A P T E R  1 3 :  T E C H N I C A L  A S : I S T A N C E  
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- AS W I T H  C A H P T E H  1 2 ,  WE S U G G E S T  A  C O M P L E T E  R E W R I T E  T O  B E  

P R E S E N T E D  T O  U S A I D  B E F O R E  G O I N G  TO F I N A L .  HOWEVER,  

F O L L O U I N G  YOU W I L L  F I N D  S O M E  Q L E S T I C N S  T O  C L A R I F Y .  

- T l l E  C H A P T E R  R A I S E S  SOME F U N D A M E N T A L  I S S U E S  O F  T H E  R O L E  

OF T A .  H O H E V E R ,  I T  D I S C U S S E S  I S S U E S  A T  A  B R O A D E R  L E V E L  

T H A N  I N  P R E V I O U S  C H A P T E R S .  I T  DOES N O T  P R E S E N T  H A R D  D A T A  

ON T H E  E F F E C T I V E N E S S  OF T A  P R O V I D E D  AS O T H E R  C H A P T E R S  D I D .  

TWO T H E M E S  E M E R G E :  

1 )  A N  E V A L U A T I O N  OF C O N T R A C T O R  ON P E R F O R M A N C E  O F  T H E  

C O N T R A C T O R  A N D  OF O T H E R  TA ;  2 )  G E N E R I C  I S S U E S  OF T H E  R O L E  

OF T A  I N  D E V E L O P M E N T  P R O J E C T S .  I S  T H E  C O N T R A C T O R  J U D G E D  

BY G L O B A L  P A R A M E T E R S ,  R A T H E R  T H A N  BY WHAT T H E Y  D I D  OR D I D  

N O T  DO?  T H E R E  ARE M A N Y  I N F L A M J  ATORY, U N S U B S T A N T I A T E D  

R E M A R K S  T H A T  DO N O T  B E L O N G  I N  A N  O B J E C T I V E  E V A L U A T I O N  

D O C U M E N T .  F A C T S  M U S T  B E  P R E S E N T E D .  

- P L E A S E  N O T E  T H A T  P A R A  6 . G .  S H O U L D  B E  R E V I E W E D  H E R E .  WE 

N E E D  A C O N S I S T E N T  R E V I E W  OF T H E  A P P R O P R I A T E N E S S  OF . . 

O V E R A L L  L O N G - T E R M  A N D  S H O R T - T E R M  T A  P R O V I D E D .  

- P A G E  1 - D O E S  T H E  5 0  P E R C E N T  C I T E D  R E P R E S E N T  T H E  A M O U N T  

1IJ T H E  I S T I  C O N T R A C T  OR A M O U N T S  C A L C U L A T E D  F R O M  T H E  T O T A L  

C O S T  OF L O N G - T E R M  A N D  S H O R T - T E R M  C O N S U L T A N T S  P R O V I D E D  T O  

T l l E  P R O J E C T ?  

- P A G E  4 - YOU S T A T E  T H A T  I S T I ' S  R O L E  . W A S  O N L Y  P A Y I N G  T H E  

B I L L S .  T j I A T  I S  N O T  C O R R E C T  - L O N G - T E R M  T A  WAS I N  P L A C E ;  

S t . I O K T - T E R M  T A  WAS B E I N G  P R O V I D E D ;  I S T I  WAS A R R A N G I N G  

T R A I N I N G ;  B U Y I N G  C O M M O D I T I E S ,  ETC . ,  ETC. ,  E T C .  
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- P A G E  3 - P L E A S E  C L A R I F Y  S T A T E h E N T  MADE ON P A G E  3 A B O U T  

S T O P P I N G  F U N D I N G  FOR C E R T A I N  A C T I V I T I  E S .  FOR E X A M P L E ,  

G A S  A T  T H E  L O C A L  L E V E L .  I N  T H E  P R O J E C T  A G R E E M E N T  W L T t i  

T H E  GOS, T H E  GOS WAS T O  T A K E  OVER C E R T A I N  L O C A L  

E X P E N D I T U R E S .  WHEN T t I E Y  D I D  NOT ,  U S A I D  D I D  N O T  

S U B S T I T U T E .  A S  F U N D S  FOR GOS FUNDS;  T H E 9 S F O R E ,  C E R T A I N  

A C T I V I T I E S  CAME T O  A  H A L T .  

- ONCE A G A I N  F I N D I N G S  A N D  R E C O M M E N D A T I O N S  A R E  N O T  

C O N S I S T E N T  W I T H  T H E  S U M M A R Y .  T H E R E  A R E  NO F I N D I N G S  SHOWN 

A T  T H E  E N D  OF C H A P T E R  13  AND T H E  R E C O M M E N D A T I O N S  

P R E S E N T E D  A R E  D I F F E R E N T  F R O M  T t i O S E  SHOWN I N  T H E  SUMMARY.  

8. WE H O P E  YOUR F I N D  T H E S E  COMMENTS H E L P F U L  A N D  A W A I T  

T H E  F I N A L  D R A F T  OF C I I A P T E R S  1 2  A N D  13 TO M A K E  M O R E  

D E T A I L E D  C O M M E N T S .  

FROM:  H E A L T H ,  P O P U L A T I O N  AND N U T R I T I O N  O F F I C E  
D A K A R  - I D  
A G E N C Y  FOR I N T E R N A T I O N A ! .  D E V E L O P M E N T  
W A S H I N G T O N ,  D.C.  2 0 5 3 1 - 2 1 3 0  
S I i f  R L E Y U f f  
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UNI1/-R: l I t LHt lKH AN IA DlOP DE DAKAR 
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FACULTE DE MEDECINE 
ET DE PHARMACIE 

CUNIOUE GYNECOLOGIOUE 
ET OBSTETRICALE 

Professeur Fadel DlADHlOU 

. . . . . . . . . . . . . .  \ I ,  
8 -  ---- I 

Madame Mary Ann MICKA 

Chef 
du Bureau Santg 
B . P .  49 
DAKAR (SENEGAL) 

Vos r6fgrences  : v o t r e  l e t t r e  du 1 4  aoGt 1 9 9 i  AIDiHFN0/9i--0250. 
Objet : commentaires r e l a t i f  s  au r appor t  d 'gva- 
l u a t i o n  du Proje  t Sant6 Fami l i a l e  e t  Populat ion 
(685-0248)  . 

Madame, 

I 
A l a  s u i t e  de v o t r e  l e t t r e  c i t Q e  en r6 fQrence  r e l a t i v e  

au rappor t  d16va lua t ion  du P ro je t  Sant6 Fami l i a l e  e t  Populat ion,  j e  d o i s  men- 
t i onne r  t o u t  d 'abord que c e  rappor t  m'est  parvenu l e  27 j u i n  1991, de l a  p a r t  
du Docteur THIAM CT8 sans  n o t i f i c a t i o n  de da t e  de remise de  commentaires. 

I par l a  s u i t e ,  j'ai 6 tk  inform6 verbalement en f i n  j u i l l e t  que ces  commentaires 
k t a i e n t  sans o b j e t  parce  que l e  rappor t  f i n a l  G t a i t  d&j& ach-ev6. 

I Au nom de l a  Clinique Gyn6cologique e t  O b s t & t r i c a l e ,  
nous pouvons avancer que : l e  rappor t  e s t  complet e t  l e s  observa t ions  f a i t e s  

/ come  l e s  conclus ions  proposdes sont  p e r t i n e n t e s  e t  o b j e c t i v e s .  Nous nous ap- 
I- 

RIG 

t san t i ssons  s u r  l e s  c h a p i t r e s  des  Serv ices  Cl in iques ,  de l a  Formation, de l a  
:cherche, de l a  S t 6 r i l i t k ;  e t  de 1 ' I . E . C .  
)s c o m e n t a i r e s  vont s e  f a i r e  au tour  de 3 axes du f a i t  de l a  na tu re  e t  de l a  
r g c i f i c i t 6  du CHU au s e i n  de l a  pyramide s a n i t a i r e  du SENEGAL. 
cC 

- SERVICES CLINIQUES, STERILITE, I .E. C .  

La q u a n t i t k  ou l e  nombre a  j u s q u ' i c i  4 t4  p r i v i l k g i k e  par  r appor t  2 l a  qua- 
l i t 4 ,  c ' e s t  une e r r e u r  ! Cela a  e n t r a i n 4  l a  non i n t k g r a t i o n -  he l a  p lan i f  i- 
c a t i o n  f a m i l i a l e  au  s e i n  de l a  promotion de l a  santk ma te rne l l e  e t  infan-  
t i l e ,  e t ,  mzme dans ce cadre l k ,  l e  v o l e t  maternel  e s t  t r a i t 6  de facon 
marginale  : t o u t  c e c i  r e l evan t  de l a  nkcessitc5 imposge d ' a c c r o i t r e  l e s  
performances par  l e  nombre de c l i e n t e s .  



La p l a n i f i c a t i o n  f a m i l i a l e  4 t a i t  juxtapos4e e t  c o n s t i t u a i t  une e n r i t 4  2 
p a r t  avec des  moyens rendant  jaloux l e s  a u t r e s  s ec t eu r s  d ' a c t i v i t g s  : 
d 'oh  l e s  h o r a i r e s  r 4 d u i t s  8H/l2H e t  p a r t a n t  l ' a f f l u e n c e  des c l i e n t e s  
t e l l e  q u ' e l l e  e x c l u t  l a  q u a l i t 6  ( a c c u e i l ,  animation-consei l ,  c o l l e c t e  
de donn6es, s u i v i ,  e t c  . . .) . 
En rksum4 : 

- l a  p l a n i f i c a t i o n  f a m i l i a l e  d o i t  s t r e  in tggrge  dans l a  promotion de l a  
san t6  ma te rne l l e  e t  i n f a n t i l e .  

- La q u a l i t 6  de se rv i ces  d o i t  primer B t ous  p o i n t s  de vue ( c l i n i q u e s  e t  
I .E.c.) .  

- Le choix con t r acep t i f  d o i t  Gtre une r 4 a l i t g .  

Ce v o l e t  n ' a  jamais kt6 p r i s  en compte sgrieusement .  I1 f a u d r a i t  l e  pro- 
mouvoir e t  f a i r e  en  s o r t e  que l e  p e t i t  nombre de s u j e t s  v ivant  ce drame 
s o i t  p r i s  en compte de facon co r rec t e .  A ins i  par  c e  b i a i s  l e s  candida tes  
B des  g ros ses ses  p l a n i f i 6 e s  s e r o n t  r a s su r6es  e t  v e r r o n t  l e u r  nombre s ' a c -  
c r o i t r e .  
La Clinique Gyn6cologique e t  ObstCitricale s e  propose de met t re  en c i r c u -  
l a t i o n  trks prochainement un guide de  p r i s e  en charge des couples  s t 4 r i -  
l e s  . 

I.E.C. ( informat ion ,  &ducat ion,  c o n s e i l s )  ------ 

Cet t e  rub r ique  n ' a  pas  6tCi suffisamrnent promue en q u a l i t 6  e t  en profon- 
deur avant  l e s  p r e s t a t i o n s  de  s e r v i c e s .  E l l e  a 6 t 6  b k l g e  s inon  inex i s -  
t a n t e ,  o r  e l l e  e s t  l a  p i s c e  angu la i r e  de  t o u t e  p o l i t i q u e  de promotion 
de l a  s a n t 6  ma te rne l l e  e t  i n f a n t i l e .  
En e f f e t  s i  du c6 tk  Personnel ,  l e  "m6dical" e s t  p l u s  ou moins i n i t i 6  
aux techniques  d 'animation-consei l ,  il d o i t  s u r  l e  t e r r a i n  E t r e  coup16 
avec un " soc i a l "  rompu 2 c e t t e  technique.  Le couple "mkdical e t  s o c i a l " ,  
dans c e t t e  e n t i t 6  I.E.C., d o i t  E t re  dgs6qui l ibr6  en volume e t  en prk- 
s6ance en f aveu r  de 11616ment s o c i a l .  
Une I . E . C .  b i e n  f a i t e  combat l e s  f a u s s e s  rumeurs, f a i t  une bonne pub l i -  
c i t 6  con t r acep t ive  e t  e n t r a i n e  une adh6sion e t  une p a r t i c i p a t i o n  commu- 
n a u t a i r e  p l u s  f o r t e .  

I1 - FORMATION 

Le consta; e s t  accab lan t  : 213 de mCidecins, 113 de sages- femes ,  0 i n f i r m i e r s l  
in£ i rmikre  s . 
La formation au niveau des  Ecoles e t  de l a  Facu l t6  d o i t  E t re  r6vis6e .  I1 ne 
s l a g i t  pas d 'une  r 6 v i s i o n  th60rique mais d 'une  r k i s i o n  d6coulant d 'une &a- 
l u a t i o n  s u r  l e  t e r r a i n  : l e s  f  ormateurs do iven t  S t r e  s u r  l e  t e r r a i n ,  y f a i r e  
des  c o n s t a t s  e t  adap te r  l a  formation en consgquence. Les c o n s t a t s  sur  l e  t e r -  
r a i n  doivent  s e r v i r  6galement 2 l a  n 6 c e s s i t 6  e t  i l 'ampleur  des  recyc lages .  
La non a p p l i c a t i o n  des conclusions du Symposium sur  l e  Bi lan  Pa rac l in ique  en 
e  s t  une preuve . 



S ' a g i s s a n t  d e  f o r m a t i o n ,  21 c 6 t 6  de l a  t h 4 o r i e ,  l a  p r a t i q u e  sous  forme de  
g e s t e s  t e c h n i q u e s  c o n t r 8 1 4 s ,  m a i t r i s 6 s  d o i t  Z t r e  un o b j e c t i f  fondamenta l ,  
e t  c e t t e  p r a t i q u e  d o i t  G t r e  6chelbnnke de  f a f o n  r k a l i s t e  dans  l e  temps.  
La p r 6 c i p i t a t i o n  n e  p e u t  p a s  a l l e r  de p a i r e  avec  l a  q u a l i t 6  de  l a  forma- 
t i o n .  
Les  programmes de f o r m a t i o n  do iven t  E t r e  r k a d a p t k s  a p r P s  6 v a l u a t i o n  p 6 r i o -  
d i q u e ,  qu inquenna le  p a r  exemple.  
La f o r m a t i o n  e t  l e  r e c y c l a g e  d o i v e n t  r e p o s e r  s u r  du m a t 6 r i e l  d i d a c t i q u e  e n  
nombre s u f f i s a n t .  Le r e c y c l a g e  d o i t  S t r e  d 6 c e n t r a l i s 6  e t  r G g i o n a l i s 6 ,  exem- 
p l e  : LOUGA r e g r o u p a n t  SAINT-LOUIS e t  THIES, p a r  exemple p a r  groupe de 03  
r Q g i o n s  . 

111 - RECHERCHE 

E l l e  d o i t  comporter  p l u s i e u r s  a s p e c t s  : 

1 - s o c i o - c u l t u r e l ,  

2 - m6dical  ( n o u v e l l e s  m6thodes, abandons,  e t c  ...), e t  

3 - s t a t i s t i q u e .  

Ces a s p e c t s  q u i  n e  peuvent  Gt re  confondus .  

S ' a g i s s a n t  d e  l T a s p e c t  m&dica l ,  l e  CHU d o i t  Ztre a s s o c i k .  

Cette r e c h e r c h e  s ' i m p o s e  pour  un programme de c e t t e  d imension : e l l e  d o i t  
E t r e  o r g a n i s g e .  

La  C I i n i q u e  GynQcologique e t  O b s t k t r i c a l e  e t  l e  Cen t re  Hos- 
* i t a l i e r  e t  U n i v e r s i t a i r e  s o n t  d i s p o s 4 s . i  p r s t e r  l e u r s  concours  dans  ses d i f f g r e n t s  
domaines, p a r c e  q u e  p a r t i e  i n t g g r a n t e  du systkme d e  s a n t Q  e t  pour  un mieux-Gtre d e s  

Mt5decin Cormnandant Lamine 
CISSE SARR 
D i = e c t e u r  d e  l a  San t4  P u b l i q u e ,  
pour  d i f f u s i o n .  

P r o f e s s e u r  F a d e l  DIADHIOU 
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Senegal Family Health & Population Project Evaluation 
ISTI response to draft report 

ISTI was asked by USAID/Dakar to comment on the draft 
evaluation report and to submit our comments directly to you, 
copied to USAID/Dakar. 

As you know, we received a disk and an annotated Index that 
enabled us to put together a copy of the draft. Our copy 
includes Chapters I - XI1 and Chapter XIV in English and chapter 
XI11 in French. 

All of our specific comments refer to Chapter XI1 and by 
implication to the relevant sections of Chapter I, the summary. 
This is the section of the report in which there were a number of 
statements that required clarification by ISTI. 

ISTI1s overall reaction to the report was that there is a 
fair amount of information but that nowhere is there a cohesive 
description of the significant achievements that can be 
attributed to the Project. We believe, as you have indicated in 
various parts of the evaluation, that a great deal has been 
accomplished and that these achievements should be summarized and 
acknowledged at the outset of the report. 

USAID, the Government of Senegal and the several 
organizations and individuals,~including I S T I ,  that have provided 
technical assistance, put a great deal of effort into the 
Project. There certainly have been serious constraints and 
problems involved in the implementation -- many of which the 
evaluation has cited. However, the family planning environment 
in Senegal has, since the beginning of the Project, changed 
dramatically and we believe that this is in large part 
attributable to the important contributions made by USAID and the 
Government of Senegal in the context of this Project. 



The knowledge and practice of family planning has grown 
significantly, a national family planning policy was established, 
family planning services have been introduced into clinics in 
many parts of the country, many practitioners, social services 
workers and managers have been trained in clinical services, 
communications and family planning management, effective IEC 
activities have been implemented, relevant regulatory and 
clinical policies have been modified, and an important program 
has been implemented in the non-governmental sector. 

Following, are our comments on Chapter XI1 that relate to 
specific statements in the draft report (the quotations indicate 
wording from the draft report): 

p. 4 (sec. 3b) ISTI l1...p rovides the Project with technical 
assistance. . . l1 

It should be clarified that technical assistance includes 
both short-term TA and the TA provided by long-term advisors. At 
present the ISTI Liaison Officer spends a major portion of his 
time acting as a motivating force or catalyst to help the Project 
Director expeditiously program, coordinate and execute Project 
activities. 

p. 11 (sec. 5b) ISTI budget 

Attached is a copy of our budget as it appeared in the most 
recent contract modification. 

p.11 (sec. 6a) It... Before the Icrisis1 of 1989/90 when it was 
necessary to change Project Directors...ll 

Since the 'crisis1 had such an important effect on the 
operation of the Project, it should be described somewhere, and 
the implications discussed. 

Suspicions of mismanagement, long brewing, got to the point 
where finally both A.I.D. (through the R.I.G.) and the GOS 
(through the 1.G.E- - Inspection Generale de 1'Etat) found it 
necessary to investigate formally. Both found considerable 
evidence of malfeasance, which led not only to the Ifchange of 
Project Directorsw but also to replacing the Project accountant 
and logistician. These were the three central figures who had 
been controlling Project planning and management, all of whom had 
had major implementing ~oles from the beginning of the Project 
and had received training, on-the-job and off-the-job, at the 
Project's expense- This was a major loss in terms of experience, 
operational knowledge and institutional memory. 



From the time the Director was removed (o/a July 1, 1990) 
until he was replaced (October 1, 1990) there was no direction. 
Moreover, during the final stages of the investigation, the 
Director's authority was so weakened, his credibility so 
diminished, and his energies so absorbed in self-defence and 
counterattack, that the lack of effective leadership started long 
before his actual removal. A.I.D.Is reaction was necessarily one 
of increased control, and ISTI, reacting to the need for 
increased vigilance, had to take a more active role to fill the 
vacuum. 

One must consider the added burdens resulting from the 
investigations -- the time and effort spent by A.I.D., ISTI and 
the GOS responding to the investigations and the increased 
necessity to document every action, combined with the lack of a 
local currency budget due to the fact that the Procedures Manual 
had not been signed off on by the GOS. This caused a suspension 
of most Project activities, although most operating costs 
continued, resulting in a dramatic reduction of productivity and 
serious loss of Project momentum. Thus the amount of money lost 
through embezzlement or mismanagement only represents part of the 
problems that "the crisisw left in its wake. This needs to be 
made clear rather than just vaguely referring to Itthe crisisw. 

p. 11 (sec. 6a) "Since 1989, the planning process..., tt 

It is accurate to say that ISTIts role in the planning 
process increased, for reasons stated above. However, this was 
transitory, a filling of the vacuum. Although it took a long 
time to reestablish the role of the Project leadership, things 
are back on track now as witnessed by the planning workshop (held 
July 2- 4, 1991) and the two weeks of programming and budgeting 
that followed -- in which PSFP, Bien-etre Familial, MSPAS, 
A.I.D,, the World Bank, FNUAP and ISTI all participated, 

p. 16 [sec. 7,c(6)] "~inancing activities.,.. 11 

This is not an accurate description of the process, It 
leaves the Project Director completely out of the loop, which is 
not the case. ISTI did indeed work directly with the component 
directors to elaborate the 1990-91 Budget, which later became the 
'90-day Interim Budgett, due to the lack of Project Director at 
the time it was being prepared. However, by the time that it was 
submitted to A.I.D. for approval, and an advance request was 
prepared, the new, Director was on board, and, although new, was 
directly and extensively involved, in collaboration with ISTI, 
with the numerous revisions and modifications that the budget 
underwent before approval. 



The 1991 Budget, which covered the remainder of the yearts 
activities following the Interim Budget, was in fact submitted to 
A.I.D. by the Project Director. ISTIgs role is to provide 
assistance to the Project Director, to strengthen her skills in 
project planning and management. So it is the Project Director, 
not ISTI (although with ISTI's assistance) who centralizes the 
budgets from the different components, and is involved in and 
responsible for the revisions and modifications. 

The same concept applies to advance requests which are 
jointly prepared by PSFP and ISTI (although here PSFP basically 
decides activities in the annual budget will be carried out in 
the following 90 days, and ISTI prepares the budget, broken down 
by line items.) PSFP obtains the signature of the MSPAS Director 
de Cabinet, returns the advance request to ISTI, who in turn 
submits it to A.I.D. The check issued by A.I.D. is in the name 
of the Project, not ISTI, and is released to ISTI to be deposited 
in the Project's account, not ISTIts. 

The implication in this section is that ISTI goes about its 
business, working directly with the various component directors, 
thus bypassing the Project Director and robbing him/her of the 
ability and authority to manage. While ISTI, necessarily, did 
step in temporarily, this was only during the period of the 
vacuum in Project leadership. Both the Project Director and ISTI 
have now resumed their roles. 

It should be noted here that of the four components, three 
(PSFP, SN/SMI, and BNR) are all branches of the same government 
(GOS) and two (PSFP and SN/SMI) are part of the same Ministry 
(MSPAS). If there is a lack of communication between PSFP and 
the other components, it is not the role of ISTI, an outside 
agency, to take responsibility for the communication among 
different sections of a host country entity. This is a very 
important leitmotif that comes up again and again, not only in 
the evaluation but in day to day Project implementation. 

p. 19 (sec. 7a) "Local purchases by ISTI" 

Again, in this section the implication is that the Project 
has little management control. While the process described is 
basically accurate, there is an important lacuna: The DAPs are 
not transmitted directly to ISTI by the components; they are 
first signed by the Project Director (or the Directeur de Cabinet 
of MSPAS during the period when there was no director) and 
transmittea to ISTI by the PSFP. 

The issue that is raised "ISTI makes procurement decisions 
on its own, without Project personnel involvementw stems from the 
bitterness that responsibility for the procurement (contacts with 
suppliers, etc.) was taken away from the Project by A.I.D. after 



the audits. Since the ISTI has made procurement 
decisions, ensuring that procurement follows appropriate 
procedures and that the Project gets the best buy possible. Thus 
the Project might argue that ISTI is more concerned with price 
than quality. However, when decisions of a technical nature need 
to be made, there is communication between ISTI and the Project 
and the Project's views are taken into consideration. There are 
no historical examples of ISTI having procured commodities for 
the Project that were found to be unacceptable. 

It should be noted that some of the commodities (bureaux, 
chaises, etc.) purchased when the PSFP was responsible are still 
in the warehouse because the centers refused to accept them due 
to their inappropriateness and poor quality. 

p. 23 (sec. 2) "Financial Aspects ....... do not understand why 
more than 35%% ..... spent by ISTI.......36%....used to cover 
foreign technical assistance ...... II 

It is not clear to what the 35% of the grant refers; nor is 
it clear what is meant by 36% of the funds deposited in the local 
account. No funds from the Project's local account are used for 
foreign TA. The ISTI local currency account is used to support 
foreign TA (housing, utilities, etc.) but not to pay foreign TA 
salaries or to finance foreign consultants, 

p. 23 (sec. 2) ".... PHPP can not monitor the Project and the GOS 
can not control the use of funds,.." 

As noted before, all expenditures of local funds require 
DAPs signed by the PSFP Director. Moreover, ISTI now provides 
the monthly local account reports to the Project. 

p. 23 (sec. 2) ".,..if more effort and resources had been 
provided to train Project staff in U.S. management practices and 
procedures." 

Over 20 people were trained in family planning management at 
Santa Cruz, another 12 or so through Columbia University and 
CAFS. The Director, accountant and logistician who were removed 
following the investigations had training in management and 
computerized inventory control in Rabat and Boston. 

Together with the long-term TA there was a continual 
involvement of Project staff in A.I.D. management practices and 
procedures and an attempt to transfer to them the capability to 
take over these responsibilities. Unfortunately, the principle 
beneficiaries of this training are no longer with the Project. 



p. 25 (sec. 9) procedure used by ISTI for bidding on contracts .... did not insure ... open competition ... insufficiently involved 
GOS . . . II 

It is not clear which contracts were referred to here. If 
it refers to technical assistance consultants, all were approved 
by the PSFP. In the case of the three consultants who helped to 
develop the Population Policy, they were chosen by the Ministere 
du Plan (GOS) and contracts signed by the PSFP Director. 

In the case of construction contracts, there was full and 
open competition and all contracts were signed by the PSFP. 

cc: Linda Lankenau, HPNO, USAID/Dakar 
Tim Rosche, Liaison Officer, ISTI/Dakar 

Attachment 
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SECTION B, ARTICLE 2 - ESTIK4TED CONTRACT COST AND FINANCING 

Delete paragraph 2 in its entirety and substitute the following in lieu 
thereof: 

ESTIMATED CONTRACT COST AND FINANCING 

(a) The total estimated cost for performance of the work specified in 
Section C of this contract is $8,335,164. The fixed fee is $322,613. 
The total estimated cost plus fixed fee is $8,657,777. 

(b) The amount of funds currently obligated to this contract for 
performance hereunder is $8,657,777. This amount fully funds the 
contract. The contractor shall not exceed this amount unless authorized 
by the Contracting Officer pursuant to the clause of this contract 
entitled "Limitation of Cost" (FAR 52.232-20) or "Limitation of Funds1' 
(FAR 52.232-22), as applicable (see Section I of this contract)." 

11. SECTION B. ARTICLE 3 - BUDGET 

Delete "Itemized Budget" under paragraph 3(b) and substitute the 
following revised budget: 

"ITEMIZED BUDGET 

Catenaries 

Salaries and Wages 
Fringe Benefits 
Overhead 
Consultants 
Travel 
Allowances 
Subcontracts 
Other Direct Costs 
Project Training 
Sub-To t a1 
Less Disallowances 
Sub-Total 
G & A  
Fixed Fee 
Commodity Fixed Fee 

GRAND TOTAL 

Budget Amount 
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REPUBLIOUE DU SENEGAL 
- 

MINISTERE DE L A  SANTE PUBLIQUE 
_ET DE L'ACTION SOCIALE 

DIRECTION DE LA SANTE PUBLIQUE 

SERVICE DE L'EDUCATION POUR LA SANTE 

N o  ................... MPS/DSP/SEPS 

Dakar, le ............................................................ 19 ........... 

OBSERVATIONS ET COMMENTAIRES 

RELATIFS AU RAPPORT PRELIMINAIRE D'EVALUATION 

DU P.S.F.P 

~'6quipe d16valuation a fourni des efforts consid&ra- 

bles pour aboutir A des r6sultat.s tr&s utiles & la relance des 

activitgs de P.F. A cet effet, nous leur renouvelons toutes nos 

f6licitation.s. 

Au point de vue des donn&es, 118quipe a su exploiter 

la quasi totalit4 des ktudes rkalis6es dans le cadre de la P.F., 

ceci est une tr&s bonne chose, car tout est lig. 

Cependant, le choix des sites pouvait prendre en cornp. 

te des sites au niveau des autres r6gions couvertes par le PSFP, 

cornpte tenu des sp&cifit&s r4gionales (exemple de Ziguinchor). 

Ceci permettrait de renforcer les r6sultats obtenus. 

Au niveau de la communication interpersonnelle, l'ac- 

cent a kt4 surtout mis sur l'utilisation des monitrices et des 

volontaires, alors que nous avons peu d'informations sur les rgsu: 

tats obtenus par ces deux groupes cibles. En effet, dans la mou- 

vance de llint&gration il est souhaitable de s'appuyer en plus SUI 

les autres ressources humaines locales disponibles (ASC, comitgs 

... de sant6, comitg des mamans, ICP, enseignants ) 5 l'image du 

P.E.V. 



Au niveau des Recommandations : 

- Concernant la collecte et llanalyse des donn6es (R.4-5-6-7), il 

serait souhaitable de s'appuyer d'avantage sur les comp6tences ex:. 

tantes au niveau de la Division des Statistiques du MSPAS pour 

6viter les problkmes de disponibilit6 ou de formation posgs au ni- 

veau du B.N.R, 

- Concernant l1I.E.C : 

0 La distribution communautaire (R.3-4) doit etre bien 6tudi6c 

rnais surtout avec un accent particulier sur son aspect motivation 

des revendeurs pour lequel il a &tg proposg une rGmun6ration selol 
- 

3e b6ngfice obtenu. 

0 R.6 - Si la communication interpersonnelle est privilggi6e, 
il faudrait ngcessairement produire un matgriel l6ger adapt6 pour 

supporter les activitks dl&ducation de groupe : exernple une boite. 

B images ou un flanellographe serait tout 2 fait indiqug. 

Par ailleurs llgvaluation dgplore la non utilisation des produc- 

tions audio-visuelles sur le terrain (cassettes vid60, audio et 

diapositives). 

I1 serait souhaitable de dgmultiplier ce matgriel pour son utili- 

sation effective au niveau rhgion et district, gtant donng que 

le matgriel de projection existe sans qu'on puisse avoir des 

prgcisions sur sa sous utilisation (manipulation, disponibilitg 

des films, etc..). 

0 R.8 : la collaboration avec 1'UNICOM est n4cessaire, mais 

pas sp&cifiquement en ce qui concerne la stratggie 2 adopter pour 

toucher les autoritgs nationales, religieuses et traditionnelles. 
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1. A S  DEVRES IS  AWARE THE COMPLETED DRAFT EVALUATION I N  E N G L I S H  WAS 
D I S T R I B U T E D  FOR REVIEW A S  COMPLETED BEFORE THE TRANSLATION AND D I S T R I B U T I O N  O F  
THE FRENCH V E R S I O N .  
THE GOS COMMENTS wrr.,rA FOLLOW I N  SEPTEL AS PER SCHEDULE SET FOR I N  REF ( B ) .  
BOTH S E T S  O F  COMMENTS W I L L  HAVE T O  BE TAKRN I N T O  CONSIDERATION I N  THE 
F I N A L I Z A T I O N  O F  THE REPORT.  

2 .  U S A I D  COMMENTS ARE D I V I D E D  I N T O  TWO MAJOR S E C T I O N S .  THE F I R S T  S E C T I O N  
W I L L  ADDRESS THE REPORT A S  A WHOLE: S C O P E ,  R E S P O N S I V E N E S S  TO TERMS O F  
REFERENCE ( T O R ) ,  COMPLETENESS,  ORGANIZATION,  E T C .  T H E  SECOND S E C T I O N  W I L L  
COMMENT CHAPTER BY CHAPTER CORRECTING INFORMATION,  P O S I N G  S P E C I F I C  Q U E S T I O N S  
AND CONCERNS, E T C .  

3 .  P L E A S E  NOTE THAT MANY P E O P L E  FROM USAIL) ,  T S T I ,  G O S ,  AND OTHER DONORS 
PROVIDED EXHAUSTIVE COMMENTS ON DRAFT CHAPTERS P R I O R  T O  PRODUCTION O F  T H E  
F I N A L  DRAFT L E F T  WlTll U S A I D .  NONE OF  THESE COMMENTS AND SUGGESTIONS WERE 
INCORPORATED I N T O  THE DOCUMENT L E F T  FOR REVIEW. WE CANNOT REPRODUCE A L L  THOSE 
COMMENTS HERE - SOME WERE WRITTEN ON DRAFT CHAPTERS RETURNED T O  THE DRAFTERS 
OR TO ROSENTHAL;  OTHERS WERE G I V E N  0RAI.LY I N  HOURS O F  D E B R I E F I N G S  AND 
MEETINGS. HOWEVER, WE EXPECT THAT MOST COMMENTS WILT, BE INCLUDED IN THE F I N A L  
DOCUMENT. 

4 .  I N  A D D I T I O N ,  A COPY O F  THE EVALUATION I N  E N G L I S H  WITH MARGINAL NOTES W I L L  
B E  DHLED TO WASHINGTON ASAP.  

5 .  USAID/SENEGAL MUST NOTE THAT THE DRAFT L E F T  W I T H  US COULD I N  NO WAY R E  
CONSIDERED A S  A F I N A L  DRAFT. W I T H  TWO MAJOR E X C E P T I O N S ,  (EVALUATION OF V S P P  
AND F I N A N C I A L I T E C H N I C A L  A S S I S T A N C E  S E C T I O N S )  THE INFORMATION NEEDED FOR A 
COMPREHENSIVE EVALUATION REPORT I S  PRF:SENT. I N  GENERAL,  THE EVALUATION 
I D E N T I F I E S  KEY PROBLEMS SUCH A S  LACK O F  S U P E R V I S I O N ,  QUALITY O F  S E R V I C E S ,  U S E  
AND D I F F U S I O N  O F  DATA, COORDINATION,  E T C .  HOWEVER, THERE ARE SOME S E C T I O N S  
WHERE THE L I N K  BETWEEN F I N D I N G S ,  PROBLEMS, AND RECOMMEDATIONS IS  NOT CLEAR.  
I N  A D D I T I O N ,  E X T E N S I V E  E D I T O R l A L  CHANGES ARE NEEDED: VARIOUS CHAPTERS AND 
S E C T I O N S  O F  CHAPTERS CONTRADICT ONE AN0THP:R; THERE ARE S E C T I O N S  THAT ARE 
INCOMPREHENSIBLE;  THE TRANSLATED CHAPTKRS NEED ALOT O F  E D I T I N G ;  AND, THERE ARE 
GRAMMATICAL, SYNTAX AND SPEL1 , lNG ERRORS TOO NUMEROUS TO NOTE. I F  THE Q U A L I T Y  
O F  THE QUOTE F I N A L  REPORT UNQUOTE I S  NOT ACCEPTABLE,  U S A I D  RESERVES THE R I G H T  
TO MAKE FURTHER COMMF:NTS. DEVRES wIr>r, HAVE TO REVISE THE DOCUMENT UNTIL IS 
ACCEPTABLE.  

6 .  GENERAL COMMENTS: 

( A )  THE DRAFT I S  LARGELY D E S C R l P T I V E  AND INCONCLUSIVE.  THE REPORT D E S C R I B E S  
WHAT HAS HAPPENED AND SUGGESTS NEW T H I N G S  FOR THE FUTURE RATHER THAN REACHING 
FUNDAMENTAL CONCLUSIONS.  THE FOCUS I S  ON TOO MUCH D E T A I L  RATHER THAN T H E  B I G  
P I C T U R E .  THE COMMENTARY TENDS T O  RAMBLE AND WILL NEED TO B E  S Y N T H E S I Z E D  AND 
PULLED TOGETHER I N T O  A COHERENT DOCUMENT WHICH HAS BEEN WELL E D I T E D .  

A L L  ASPECTS/COMPONENTS O F  THE P R O J E C T  ARE A S S E S S E D .  BUT THE DRAFT DOES NOT 
PROVIDE AN 0VE'RAr.L ANALYSIS O F  THE P R O J E C T ,  TNCILJDING ANSWERS TO THE FOLLOWING 



QUESTIONS CONTAINED I N  THE TERMS O F  REFKRENCE AND PRESENTED I N  THE 
USAID/SENEGAL B R I E F I N G  O F  THE EVALUATION TEAM: 

- ARE KEY ASSUMPTIONS MADE I N  P R O J E C T  DESIGN S T I L L  V A L I D ?  
- I S  THE P R O J E C T  PURPOSE R E A L I S T I C ?  
- WHAT ARE THE MAJOR ACCOMPLISHMENTS/SHORTFALLS O F  THE P R O J E C T ?  
- WHAT ARE THE MAJOR PROBLEMS THE P R O J E C T  HAD TO SOLVE? HOW WERE THOSE 
PROBLEMS SOLVED? 
- WERE P R O J E C T  I N P U T S  DELIVERED S N  A TIMELY MANNER? I F  NOT, WHAT WAS T H E  
IMPACT ON OUTPUTS? ON IMPI,EMEN'I'ATION? WERE THERE ANY DELAYS I N  P R O J E C T  
IMPLEMENTATION AS A RESULT O F  [ A T E  DEI.IVKRY O F  I N P U T S ?  

SUCH AN OVERALL ANALYSIS  O F  THE P R O J E C T  STARTING FROM F I N D I N G S  WOULD H E L P  LEAD 
T O  C O N C I J S I O N S  ON OVERALL S U C C E S S  OR LACK THEREOF OF' TI-IE P R O J E C T  AND WOULD 
PROVIDE THE B A S I S  FOR RECOMMENDATIONS. SUCH AN A N A L Y S I S  WOULD ALSO P E R M I T  U S  
TO KNOW WHETHER THE PROJECT I S  MF:RTING I T S  O B J E C T I V E S  OR NOT, AND I F  NOT,  WHY? 

( B )  THE EVALUATION AVOIDS MAKING JUDGEMENTS I N  SEVERAL PLACES - PARTICULARLY 
THE P R O J E C T ' S  CONTRIBUTION T O  EXPANDED CONTRACEPTIVE U S E .  I T  LAYS OUT T H E  
FACTS WITHOUT MAKING A JUDGEMENT WHETHER THEY ARE GOOD OR BAD, I . E .  7 0 , 0 0 0  
ACCEPTORS AND AN INCREASE O F  2 0 - 4 0  PERCENT PER ANNUM WOULD APPEAR S I G N I F I C A N T  
YET THE REPORT SIMPLY S T A T E S  THAT T H I S  I S  I N S U F F I C I E N T  TO MEET THE 2 0 0 , 0 0 0  
GOAL. 

THE EVALUATION D E S C R I B E S  THE A C T I V I T I E S  AND THEN J U M P S  TO RECOMMENDATIONS. 
THE QUOTE EVALUATIVE UNQUOTE ELnEMENT MUST RE ADDED - WERE THE A C T I V I T I E S  GOOD, 
BAD OR I N D I F F E R E N T .  

( C )  THE SUMMARY DOES NOT PROVIDE A DESCRLPTEON O F  THE P R O J E C T ' S  
ACCOMPLISHMENTS; I T  I S  RATHER, A T.ITANY O F  PROBLEMS. NO MENTION I S  MADE O F  
THE GENERAL ENVIRONMENT O F  A C C E P T A B I L I T Y  FOR FAMILY PLANNING NOW COMPARED WITH 
1985.  HOWEVER, BURIED AT THE E N D  O F  CffAPTKR 7 ,  THE EVALUATION P R E S E N T S  
EVIDENCE O F  SOME SUCCESS I N  FAMILY PLANNING.  THE SUMMARY, I N  F A C T ,  SH0UL.D 
PRESENT AN OVERVIEW O F  BOTH S I D E S :  PROGRKSS/ACCOMPLISHMENTS AND PROBLEMS.  

( D )  SOME O F  THE P R O J E C T ' S  ACCOMPLl SHMKN'I'S IJSAID/SENEGAL B E L I E V E S  SHOULD B E  
NOTED : 

- FAMILY PLANNING HAS BECOME A REALl'I 'Y 'IN SENEGAL AND S E R V I C E S  ARE NOW 
AVATI.ABI,E THROUGHOUT THE COUNTRY ; 

- SENEGAL HAS PRODUCED A POPULATION P O L I C Y  AND A NATIONAL FAMILY PLANNING 
PROGRAM, ENDORSED BY THE P R E S I D E N T  AND PROMOTED A S  A GOVERNMENT P R I O R I T Y  I N  
1991; 

- THE P R I V A T E  SECTOR HAS R A P I D L Y  TAKKN ON AN IMPORTANT N I C H E  I N  THE NATIONAL 
FAMILY PT.ANNING PROGRAM; 

- THE A T T I T U D E  O F  SENEGALESE REGARDING FAMILY PLANNING HAS RAPIDrdY EVOLVED 
TO A P O I N T  WHERE I T  CAN BE D I S C U S S E D  REI.A?'TVEC.Y OPENLY; 



- THE PROJECT HAS GIVEN THE NECESSARY EXPRRIENCE TO FAMILY PLANNING 
IMPLEMENTORS TO RNABLE THEN TO DEVELOP MORE EFFICIENT PROGRAMS; AND 

- THERE EXXSTS A MUCH BETTER UNDERSTANDING OF POPULATION DYNAMICS AND 
CHARACTERISTICS TN SENKGAL WHICH HAVE LED TO BETTER DEVELOPMENT PLANNING. 

(E) RECOMMENDATIONS: 

(1) WE COUNTED 131 RbXOMMENDATIONS, NOT 97 AS STATED. WITH SO MANY 
RECOMMENDATIONS THEY SHOULD BE CLEARLY SPLIT INTO TWO CATEGORIES : 

- RECOMMENDATIONS PERTAINING TO THE ON GOING PROJECT 1NCI.UDING WHAT 
ADJUSTMENTS, IF ANY, ARE NECESSARY FOR THE REMAINING LIFE OF THE PROJECT? 

- RECOMMENDATIONS PERTAINING TO THE PROPOSED POPULATION AND CHILD SURVIVAL 
PROJECT (OR ACTIONS TO BE TAKEN TN THE FUTURE.) 

(2) THE ATTEMPT MADE BY THE TEAM TO PROVlDE SOME ACTION ORIENTED 
RECOMMENDATIONS IDENTIFYING WHICH ENTITY (USAID, GOS, TA CONTRACTOR) SHOULD BE 
RESPONSIBLE FOR IMPLEMENTATION IS APPRECIATED. 

(3) SUGGESTIONS FOR THE DESIGN OF THE NEW PROJECT DO NOT CLEARLY IDENTIFY 
OPTIONS FOR THE MOST APPROPRIATE/MANAGRABT.E PACKAGE OF POPULATION ACTIVITIES 
TO BE IMPLEMENTED. 

( F )  THE CONCEPT OF A TIGHTEK FOCUS IS Mb:N'I'lOMED SEVERAL TIMES BUT THE TEAM 
MADE NO CONCRETE SUGGESTIONS AS TO HOW THlS MIGHT BE DONE. THE REPORT SHOULD 
DESCRIBE ELEMENTS THAT SHOULD RECEIVE THE MOST ATTENTION IN THE REMA'INING 
TIMEFRAME. SEVERAI, SECTIONS RECOMMEND USING 5 TO 12 COOPERATING AGENCIES TO 
SUPPORT VARIOUS COMPONENTS. IS THE REPORT RECOMMENDING A REDUCED MUMBER 
CENTRALLY-FUNDED COOPEHATlNG AGENCIES OR WHAT? 

(G) IT IS APPARENT THAT THERE ARE MULTIPLE PHASES OF THE PROJECT - BOTH IN 
TERMS OF MANAGEMENT STRUCTURE AND IN THE PROGRESS OF THE PROJECTS 
ACCOMPLISHMENTS: THE AUDIT OF 1989 1,EADINC: TO A QUOTE CRISIS UNQUOTE; THE 
MINISTERIAI, CHANGE IN 1990 FROM THE MINISTRY OF SOCIAL ACTION TO THE MINISTRY 
OF PUBLIC HEALTH AND SOCIAL ACTION (MPHSA); AND SUBSEQUENT REORGANIZATIONAL 
CHANGES IN THE MPHSA. NONE OF THESE CHANGES ARE CLEARLY DESCRIBED; THEY ARE 
ONLY REFERRED TO AS PRESENTING PROBLEMS. A DESCRIPTION OF THESE EVENTS NEEDS 
TO BE PRESENTED EARLY IN THE EVALUATION. IN EACH SECTION THEN REFERENCE TO 
THESE CHANGES (GOOD OR BAD) AND SUBSEQUENT PROJECT PERFORMANCE NEEDS TO BE 
SHOWN. 

(H) THE CHAPTERS ARE NOT CONSISTENT IN DISCUSSING INPUTS. FOR EXAMPLE THE 
CHAPTERS ON BNR AND IEC DESCRlBE BOTH THE LONG AND SHORT-TERM TECHNICAL 
ASSISTANCE PROVIDED AND GIVE SOME IDEA OF THE QUALITY OF THOSE INPUTS. 
HOWEVER, THE CHAPTERS ON CI.TN1 CAI,, STD, RESEARCH AND LOGISTICS DO NOT DESCRIBE 
THESE ASPECTS AT ALL. CIUPTEH 13 ONLY DF:SCRIBES ISTI'S OVERALL ROLE AND DOES 
NOT FILL IN THE GAPS NOR C t V R  APPROPRIATE SUMMARIES OF BOTH LONG AND 
SHORT-TERM TA PROVIDED (EXAMt'L,k:: LAURA EVlSON (NURSE/MIDWIFE), AT, BARON (TEAM 
LEADER) , MOHAMED IBRAHIM (I.OG1 S'I'T C 1  AN) , KTC) . 



THE SAME I N C O N S I S T E N C I E S  APPEAR I N  THE D I S C U S S I O N S  O F  T R A I N I N G  - BOTH LONG AND 
SHORT-TERM. CERTAIN CHAPTERS ADDRESS THE APPROPRIATENESS O F  T R A I N I N G  PROVIDED 
AND OTHERS DO NOT. THERE I S  NO SUMMARY O F  T H I S  I S S U E  W I T H I N  THE DOCUMENT. 

( I )  THE EVALUATION G I V E S  C O N F L I C T l N G  DATA THROUGHOUT THE REPORT.  MARGINAL 
COMMENTS ON T H E  DRAFT T O  BE DHLED W I L L  PROVIDE D E T A I L S  BUT TO NOTE J U S T  A FEW 
O F  THE KEY ONES:  

- PAGE 5 CHAPTER 3 S T A T E S  THERE ARE 27  P R I V A T E  AND PARASTATAL ORGANIZATIONS 
WITH 4 0  C L I N I C S ,  WHEREAS PAGE 35 CHAPTER 7 S T A T E S  THERE ARE 3 2  (OR T S  I T  3 1 ? )  

- PAGES 8 AND 9 O F  CHAPTER 3 S T A T E  THERF: ARE 2 9 , 8 9 0  ( P U B L I C )  P L U S  9 , 1 1 1  
( P R I V A T E )  P L U S  1 9 , 3 0 0  (COMMERCIAL) USERS FOR A TOTAL O F  58,301; PAGE 35 OF 
CHAPTER 7 S T A T E S  6 1 , 3 7 6 ;  THE SUMMARY O F  F I N D I N G S  S T A T E S  7 0 , 1 0 7 ;  AND, CHAPTER 6 
PAGE 15 S T A T E S  THERE ARE 5 6 , 9 4 9  ACCEPTORS.  PLEASE C L A R I F Y .  

- PAGE 9 O F  CHAPTER 3 S T A T E S  THERE ARE 29  UNFPA C L I N I C S  BUT PAGE 35 CHAPTER 7 
S T A T E S  THERE ARE 3 4  CENTERS.  

- PAGE 38 CHAPTER 7 SHOWS 96,000 COUPLE YEAR PROTECTION (CYP) FOR ALL S E C T O R S  
AND TABLE 1 CHAPTER 6 SilOWS 1 3 6  ,218 CYP . 

A L L  T H E S E  AND MANY MORE I N C O N S I S T E N C I E S  SHOULD BE REVIEWED AND RECONCILED.  I F  
D I F F E R E N T  METHODS ARE USED TO CALCULATE THESE NUMBERS, THE METHODOLOGIES MUST 
BE D E S C R I B E D  AND THE I M P L I C A T I O N S  NOTED. THE RAW DATA USED FOR CALCULATING 
C Y P ' S  MUST BE PRESENTED I N  AN ANNEX TO S[JBSTANTIATE THE CALCULATIONS.  

(J) L E S S O N S  LEARNED: WE A P P R E C I A T E  TIIE SUGGf!!STIONS REGARDING THE MANAGEMENT 
O F  T H I S  EVALUATION AND O F  THE A . I . D .  EVAL,UATION P R O C E S S  I N  GENERAL. HOWEVER, 
AN ADDITIONAL EFFORT I S  NEEDED T O  P U L L  OUT LESSONS THAT COULD BE HELPFUL FOR 
THE DESIGN AND 1MPI.EMENTATION O F  S I M I L A R  P R O J E C T S  I N  THE FUTURE. 

(K) THE MANAGEMENT S E C T I O N  DEALS WITH THE MANAGEMENT O F  THE EVALUATION RATHER 
THAN THE MANAGEMENT 01.' THE P R O J E C T .  THE VERY CONTROVERSlAL CHAPTER 13 ON TA 
I S  THE ONLY PLACE WHERE THE MANAGEMENT I S S U E S  B E G I N  T O  SURFACE.  THE QUOTE 
C R I S I S  UNQUOTE I S  REFERRED T O  ONLY I N  THE LATER CHAPTERS,  YET I T  WAS A MAJOR 
FACTOR I N  THE P R O J E C T ' S  PROGRESS A S  NOTED I N  ( B )  ABOVE. A I D  MANAGEMENT I S  NOT 
REALLY D I S C U S S E D  EXCEPT I N  THE CONTRACEPTIVE PROCUREMENT PORTION.  

T H I S  S E C T I O N  SHOULD BE COMPI,F:I'F:[.Y REWRITTEN ( S E E  NOTES ON S P E C I F I C  CHAPTERS - 
CHAPTER 1 2  BELOW.)  

( L )  THROUGHOUT THE TEXT MOST CI1APTERS BEGIN WITIH GOALS AND O B J E C T I V E S  FOLLOWED 
BY D I S C U S S I O N .  HOWEVER, PRESKN'I 'ATION O F  RESUT.TS DO NOT CLEARLY SHOW THE 
R E L A T I O N S H I P  BETWEEN THE LOGF'HAME AND P R O J E C T  COMPONENTS. T H I S  SHOULD B E  
D E S C R I B E D .  

(M) I N  GENERAL,  THE EVALUATION DOCUMENT C O N S I S T S  O F  I N D I V I D U A L  REPORTS W I T H  
L I T T L E  COHERENCE AND MAJOR G A P S .  THIS  MUST BE PULLED TOGETHER TO PRESENT A 
TEAM EVALUATION REPORT.  



7 .  S P E C I F I C  COMMENTS BY CHAPTERS:  

A .  INTRODUCTION,  ETC - D E T A I L E D  MARGTNAL NOTES W I L L  BE SENT TO CORRECT 
ACRONYMS, E T C .  

B .  EXECUTIVE SUMMARY 

- IMPACT STATEMENTS NEED TO B E  INCLUDED HERE A S  WELL AS D E S C R I P T I V E  PASSAGES '  
ABOUT A C T I V I T I E S  ( I N P U T S / O U T P U T S  I .EVEL.)  FOR EXAMPLE PAGE 2 S T A T E S  THAT THE 
P R O J E C T  PRECEEDED THE NATIONAL POPULATlON P O L I C Y  AND THE NATIONAL FAMILY 
PLANNING PROGRAM BUT F A I L S  T O  NOTK THAT THESE KEY DOCUMENTS WERE PRODUCED DUE 
TO D I R E C T  I N P U T S  PROVIDED BY T i fE  FAMILY I-IEALTH AND POPULATION P R O J E C T  ( F I f P P )  . 

- THERE ARE NUMEROUS PARAGRAPHS AND SENTRNCES THAT DO NOT MAKE S E N S E  SUCH A S  
PAGE 2 C L I N I C A L  S E R V I C E S  S E N T E N C E S  1 AND 3 ;  PAGE 3 CONTRACEPTIVE I , O G I S T I C S  
I.AST SENTENCE;  PAGE 3 DATA BASE 1MPROVF:MKN'S F I R S T  SENTENCE,  E T C ,  ETC,  E T C .  

- P L E A S E  NOTE PAGE 2 ,  PARA 3 THAT U S A I U  FULLY INTENDS TO DESIGN THE NEW 
P R O J E C T  I N  SUCH A COLLABORATIVE MODE. WE REQUESTED THE EVALUATION T O  P R E S E N T  
TO BOTH U S A I D  AND THE GOS RECOMMENDATIONS O F  THE MOST E F F E C T I V E  I N T E R V E N T I O N S  
T O  BE CONSIDERED I N  THE NEW D E S I G N ,  BASED ON P A S T  EXPERIENCE.  

- PAGE 4 RESEARCH - P L E A S E  WOTE RESEARCH WAS TO BE DEVELOPED, APPROVED, 
REVIEWED, E T C .  FOR EACH COMPONENT. IF T H I S  WAS NOT ACCOMPLISHED E F F E C T I V E L Y  
I T  SHOULD BE S O  NOTED; HOWEVER, T H I S  PARAGRAPH SUGGESTS THAT THERE WAS NO PLAN 
TO CARRY OUT RESEARCH WHICH WAS NOT THE CASE.  

C .  SUMMARY: F I N D I N G S  AND RECOMMENDATIONS 

- I N  ALL S E C T I O N S  F I N D I N G S  SOULD SHOW DATA ON WHICH THE CONCLUSION IS  BASED.  
EXAMPLE 80 PERCENT O F  THE X NUMBER O F  CENTKRS V I S I T E D  SHOWED.. . 

- PAGE 4 . C . 2 .  - THE P R O J E C T  I S  S U P P O S E D  TO SUPPORT THE NATIONAL S T D  ( I N C L U D I N G  
A I D S )  PROGRAM, NOT S E T  UP A S E P A R A T E  PROGRAM. 

- PAGES 4 AND 5 S E C T I O N  C - WE GET NO PEF:T.ING O F  THE ROLE AND ADEQUATENESS O F  
P R E - S E R V I C E  ( B A S I C  CURRTCUr,UM) OR T N - S E R V I C E  T R A I N I N G  EVEN THOUGH THE 
CORRESPONDING RECOMMENDATION SKC'I'ION S T A T E S  S T D  T R A I N I N G  SHOULD BE INCREASED.  
CLAR J FY . 

-- PAGE 5 S E C T I O N  D .  2 .  - (JNP'I'A WI.[,I., SUPPLY TNJECTABLES,  NOT NORPLANT. 

- PAGE 6 S E C T I O N  D . 5 .  - THE EXPI.ANAT1ON GIVEN I S  NOT LOGICAL I N  VIEW O F  THE 
DATA PRESENTED.  

-- PAGE 6 S E C T I O N  D . 4 .  - I S T I ,  MPHSA A N D  P R O J E C T  S T A F F  COLLECT TIfE DATA 

- PAGE 1 2  S E C T I O N  5 . 3 .  - NOT T R U E ,  U S A I D  HAS NOT AGREED TO S U B S T I T U T E  U . S .  
FUNDS FOR THE LOCAL CONTRIBUTION. HOWEVf.:R, BECAUSE O F  DELAYS I N  RELEASING 
LOCAL C O N T R I B U T I O N S ,  U . S .  FUNDS NAVE BEEN DRAWN DOWN FASTER THAN A N T I C I P A T E D  



- FINDINGS SHOWN ON PAGES 11-13 ON ADMINISTRATION, MANAGEMENT AND BUDGET (J) 
AND TECHNICAL ASSISTANCE ARE NOT THE SAME AS THOSE FOUND AT THE END OF 
CHAPTERS 12 AND 13. 

- PAGE 14 SECTION A.1. -- HOW CAN THE PROJECT BE HELD RESPONSIBLE FOR ALL 
GOVERNMENT MINISTERS TAKING OR NOT TAKlNG TNITIATIVES TO SUPPORT THE FAMILY 
PLANNING POLICY AND PROGRAM? 

- SOME SECTIONS DIVIDE RECOMMENATTONS INTO SJ-IORT-TERM VS LONG-TERM. OTHER 
SECTIONS DO NOT. 

- PAGE 28 SECTION I UOBS NOT REFLECT Tllb; KECOMMKNDATION THAT THE PROJECT 
SHOULD NOT CONTINUE SUPPORT TO WID PROJECTS. 

- -  PAGES 28- 29 -- YOU SJ-I0UL.D DIVI DE RECOMMENDATIONS ON VSPP , CSM AND CBD . TIiEY 
ARE SEPARATE ACTIVl'I'IES AND NOT NECESSAR1L.Y IMPLEMENTED NOR MANAGED IN TI-IE 
SAME WAY. 

- RECOMMENDATIONS FOR ADMINISTRATION, MANAGEMENT AND BUDGET (K) AND TECHNICAL 
ASSISTANCE (L) ARE NOT THE SAME AS THOSE THAT APPEAR AT THE END OF CHAPTERS 12 
AND 13. 

D. CHAPTER 2 PROJECT BACKGROUND AND EVAIJIATION METHODOLOGY 

- PERHAPS THIS IS WHERE A FuL.r, DESCRIPTION OF QUOTE THE CRISIS UNQUOTE AND THE 
MINISTERIAL CHANGES NEEDS TO BE PRESENTED AS INDICATED IN PARA 6.G. ABOVE. 

-- CHECK FINANCIAL FIGURES ON PAGE 5 WTTII TIIOSE FIGURES PRESENTED IN CHAPTER 
12. THEY ARE NOT CONSISTKNT. 

- SECTION C, PAGES 6-12 DESCRIBES THE MANAGEMENT AND IMPLEMENTATION OF THE 
EVALUATION NOT THE PROJECT. MOVE THE DISCUSSION OF THE EVALUATION PROCESS TO 
AN ANNEX. 

- HOWEVER, SECTION C, PACK 11 DESCRlBlNG HOW THE SITES TO BE VISITED WERE 
SELECTED SHOULD STAY IN THE MAIN DOCUMENT, RATHER THAN BE IN AN ANNEX. IN 
ADDITION, YOU SHOULD NOTE SITES WERE SUGGESTED THAT WERE QUOTE GOOD EXAMPLES 
UNQUOTE - HIGH NUMBER OF ACCKPTOHS, INCREASING GROWTH RATE OR QUOTE BAD 
UNQUOTE - LOW NUHBER OF ACCEPTORS OR A FALL-OFF' IN THE RATE OF ACCEPTANCE OR 
IN ABSOLUTE NUMBERS. 

E. CHAPTER 3: FAMILY PI.ANNING CLINICAL SERVICES 

- GOOD MATERIAL PRESF:NTKD BUT NEEDS LOTS OF' EDITING AND PROOFING. READS LIKE 
A TRANSLATION. 

- PAGE 1 - EVALUATION METHODOLOGY PRESENTED HERE IS REPETITIVE OF THE PREVIOUS 
CHAPTER, THOUGH THIS DESCRIPTION IS A BIT MORE COMPLETE. THE EVALUATION 
METHODOLOGY SHOULD BE PRESENTED BRIEFLY IN ONLY ONE PLACE; EXTENSIVE DETAILS 
SHOULD BE IN AN ANNEX. 



- L I S T  O F  S I T E S  SHOULD BE I N  AN ANNEX 

- THE CHAPTER DOES NOT D E F I N E  THE MANAGEMENT R E S P O N S I B I L I T I E S  O F  THE FORMER 
M I N I S T R Y  O F  S O C I A L  DEVRLOPMENT AND THE MPHSA. BE CLEAR WHEN THE D I S C U S S I O N  T S  
TALKING ABOUT PAST MANAGEMENT OR CURRENT MANAGEMENT. 

- PAGE 7 - WHERE I S  TAHI,K? 

- PAGE 8 - S P L I T  ASBEE' VS VSP1' CI.1 F:N'L'S ANI) S H O W  THE TWO D I F F E R E N T  RATKS OF' 
I N C R E A S E .  

- PAGE 10 S E C T I O N  2 - S P E C I F Y  THAT 7'tIF:HF: WKRE 11  P U B L I C  SECTOR C I . I N I C S  O F  THE 
TOTAL 15 S I T E S  V I S I T E D .  

- CORRECT ALL ACRONYMS AND SPF:l.I,TNGS : EXAMPLE:, FEMENAL, TUBA/LIGATURE,  D I R E .  

- PAGES 11 AND 1 2  - THERE ARE NUMEROUS WORDS THAT ARE NOT E N G L I S H  NOR CORRECT 
TECHNICAL TERMTNOLOGY EXAMPLE PARA .- CLINICAT.  CHECK--UP, RECEPTION O F  C L I E N T S ,  
ETC . 

- PAGE 1 2  - THERE ARE SEVERAL D E S C R I P T l O N S  O F  PROBLEMS DUE TO LACK O F  F U E L  FOR 
S U P E R V I S I O N  AND RESUPPLY O F  CONTRACEPTZVES.  HERE YOU NOTE A VERY IMPORTANT 
FACT: FUNDS ARE GENERATED AT THE C L I N I C S .  COULL) T H E S E  FUNDS B E  USED T O  FUND 
S U P E R V I S I O N  AND RESUPPLY O F  CONTRACEPTIVES?  

ARE THE P R I C E S  CHARGED P R O H I B I T I V E  FOR C L I E N T S ?  DOES THE ACCEPTOR RATE CHANGE 
I F  100 OR 1,000 PCFA I S  CHARGED? WHO HAS OR SHOULD HAVE CONTROL O F  T H E S E  
FUNDS? I F  YOU DO NOT HAVE ENOUGH DATA TO ANSWER T H E S E  Q U E S T I O N S ,  I T  MAY BE A 
P R I M E  OPERATIONAL RESEARCH Q U E S T I O N  T O  RE ANSWERED BEFORE THE END O F  THE 
P R O J E C T .  

- THE NEW CHAPTER ON INFRASTRUCTURE SHOULD BE ADDED AS A S E C T I O N  TO CHAPTER 
3 .  CURRENTLY THERE E X I S T  Tf1RF:F: DTFFERENT VERSIONS O F  THE INFRASTRUCTURE 
S E C T I O N :  PAGES I 6  AND 1 7  T I T I . E D  QUOTE N E W  CHAPTER INFRASTRUCTURE UNQUOTE; DR. 
THIAM HAS G I V E N  U S A I D  A NEW V E R S I O N ;  AND ROSENTHAL FAXED A COMPLETELY 
D I F F E R E N T  VERSION O F  THE NEW CHAPTER.  PLEASE CONSOLIDATE AND E D I T .  

- ROSENTHAL'S  FAXED INFRASTRUCTURE CHAPTER PRESENTS ONLY DATA ON I N S U F F I C I E N T  
EQUIPMENT AND CONSTRUCTION.  I T  D O E S N ' T  PRESENT INFORMATION NEEDED TO ANSWER 
WHETHER THE PROJECT PROVIDED THE CORRECT EQUIPMENT, THE NEEDED MAINTENANCE, 
R E P A I R ,  AND REPLACEMENT O F  EQUIPMENT AND WHETHER PROJECTED LEVELS O F  
CONSTRUCTION (NUMBER O F  C E N T E R S )  WERE S U F F I C T E N T  TO REACH THE GOAL O F  
CYP/ACCEPTORS.  

- PAGE 2 0  MOTHERS D I D  NOT P A R T l C I P A T E  I N  STUDY TOURS.  

- YOUR NUMBERS ARE NOT C O N S I S T E N T :  PAGE 22 SHOWS 303 MIDWIVES AND PAGE 19 
SHOWS 300 T R A I N E D .  PAGE 19 SHOWS NO NUKSR A S S I S T A N T S  BUT PAGE 22 SHOWS 306.  

P. CHAPTER 4 :  CONDUCT O F  El10 MKD'ICAI, A N D  I'SYCFIO- S O C I A L  RESEARCH 



- THERE IS  NO S Y N T H E S I S  NOR SUMMARY O F  A1214 THE RESEARCH REVIEWED AND 
EVALUATED. THERE SHOULD ALSO BE AN OVERA1.1, S Y N T H E S I S  O F  THE P R O J E C T ' S  
RESEARCH A C T I V I T I E S .  

-- PAGES 2 - - 1 4  PRESENT VERY DETAI [ ,ED DESCH1 P'I'LONS OF  ONLY A FEW S T U D I E S .  T H E S E  
WOULD BE B E S T  SHOWN I N  AN ANNEX WITff 0NI.Y REFERENCE TO T H E I R  IMPACT,  
APPROPRTATENESS,  I N  THE T E X T .  AL1, BUT ONF: DETAILED A C T I V I T Y  I S  B I O - M E D I C A L  
RESEARCH. NO REAL ANAI,YSZS OF' T H E  PSYCHO S O C I A L  RESEARCH I S  G I V E N .  

- PAGE 4 - M I S S 1 N G .  

-- AFTER PRESENTING DEl'AI I,ED S 'L ' [ JDlES,  PAGP: 1 4  NKFERS TO OTHER S T U D I K S  NOT 
PRESENTED I N  D E T A I L .  WERE T H E S E  EVALUA'I'ICD OR NOT? 

- NOWHERE DOES THE REPORT P R E S E N T  WHAT TlfE RFiSEARCH S T U D I E S  REVKA1,F:D; WERE 
THEY WE:L,J., DONE, WERE THE RESIJLTS  USED,  F'I'C. THE F H P P  D I R E C T O R ' S  KNOWLEDGE 
ABOUT THE S T U D I E S  I S  ONLY ONE FACTOR.  

- I T  I S  NOT CLEAR WHAT THE ADDENDUM I S  SUPPOSED DEMONSTRATE. 

-- PAGE 1 7  ENDS I N  THE MIDDLE O F  A SENTENCE.  WHAT IS  THE RELATIOH O F  T H E S E  
PROBLEMS TO THE F I N D I N G S ?  

G .  CHAPTER 5 : S T D  AND F E R T I  I.KTY 

- PAGE 7 WHAT I S  MEANT BY 5 8 . 5 5  PERCENT PRfs:VAT4ENCE. 

- T T  I S  NOT CIAEAR WHA'l' 1'11b: '1'AllI.b:S ON PACk::; 8 AND 10 ARE SUPPOSED TO SHOW. THE 
TABLES ARE NOT I.lNKKD TO TtiK NARRATZVF:. 

- NUMEROUS PAGES ARK HISANK 9 ,  11, 1 5 ,  1 7 .  ARE WE M I S S I N G  SOMETHING? 

- THERE I S  NO CLEAR LINKAGE BETWEEN PROBLEMS (PAGES 8 ,  1 6  AND 18) AND F I N D I N G S .  

H .  CHAPTER 6 :  CONTRACEPTlVE 1 ,OG.ISTICS MANAGEMENT 

- PAGE 6 S E C T I O N  C . 3 .  - SMO HAS NEVER RECk'LVED THE MONTHLY S H I P P I N G  CHART,  S O  
HOW COULD THEY USE KT? HOWEVER, THE FACT COULD BE NOTED THAT SMO SHOULD 
R E C E I V E  THE REPORT.  THEN T H E  S E C T I O N  COI1I.D D E S C R I B E  HOW THE REPORT CAN RE 
USKD T O  IMPROVE COMMODITY T R A C K I N G .  

- PAGE 19  - P L E A S E  NOTE THAT TO DATE NO PROJECT COMMODITIES HAVE E X P I R E D .  
THOSE REFERRED TO ARE A L L  CONTHACKPTIVKS LF:FT FROM THE F I R S T  FAMILY PLANNING 
P R O J E C T  THAT ENDED T N  1985.  

- SOME OF' T H E S E  TAB1,ES ARE ANNKX MATKRIAI. P1,EASE REVIEW E X I S T I N G  L O G I S T I C  
ANNEXES FOR T H E I R  RET,BVANCE; DO THEY ADD ANYTHING T O  THE EVALUATION? 

- THE NARRATIVE DOKS NOT [.INK THF: F:X I S'I'I N(: ANNC:XES T O  THE DATA PRKSENTED I N  
THE CHAPTER. 



- -  PAGE 7 - THERE USED TO BE 5 WAREH0IJSF:S NOT 3 AS NOTED. ALSO,  THE EVALUATION 
SHOULD NOTE THAT THOUGH THE: NATlONAL PHARMACY HAS ALLOCATED SPACE TO THE 
P R O J E C T ,  NO PROTOCOLS K X I S T .  THRREFORE:, F'KOHr,E:MS A R R I S E  A S  TO WHO HAS 
R E S P O N S 1 B I I . I T Y  AND CONT'ROI~ 06' THE KEYS,  SI 'OCK,  ETC.  

1. CHAPTER 7 : BUREAU NATLONAI. DE HECENSF:MF:NT (BNR) 

- THE CHAPTER IS GENRHA1,L.Y WE1.L WRITTEN ANL) PRESENTED.  I T  REALLY G I V E S  A F E E L  
F'OR WHAT THE PROJECT D I D  OR D T D N ' T  DO AND IfOW WELL I T  WAS DONE. 

- PAGES 1 2 - 1 7  PRESENT THE TTMEVHAME AND ACTLVL'I ' IES AND PAGES 1 7 - 2 0  P R E S E N T  THE 
QUANTITATIVE SUMMARY. THESE S E C T l O N S  ARE 1 , I T T L E  MORE THAN A L I S T I N G  W I T H  NO 
REAL EVALUATIVE COMMENT. THEY MIGHT B E S T  BE SHOWN I N  AN ANNEX. 

- THE KEY P O I N T  UNDERLYING T H I S  COMPONKNT 1 S  THAT THE GOAL O F  THE P R O J E C T  W A ~  
QUOTE THE DATA BASE IMPROVEMKNT UNQUOTE. T H I S  I S  NOT THE SAME A S  DEVELOPING A 
DATA COLLECTION AND ANALYSIS  S E C T I O N  FOR MONITORING AND EVALUATING A FAMILY 
PLANNING PROGRAM. THE BNH COMPONENT WAS TO A S S I S T  T H E  COUNTRY I N  DEVELOPING 
THE I N S T I T U T I O N  O F  BNR WITH AN A B I I , I T Y  TO CARRY OUT NEEDED FUNCTIONS.  T H I S  
O B J E C T I V E  WAS NOT EVALUATED. RATHER,  THE USE AND T H E  R E L A T I O N S H I P  O F  T H E  
RESULTS O F  B N R ' S  REASEARCH T O  THE FAMILY P1.ANNING PROGRAM WAS. THE EVALUATION 
MIGHT CONCLUDE THAT THE GOAI. O F  T H I S  ELEMENT WAS NOT A P P R O P R I A T E ;  RATHER,  BNR 
RESEARCH SHOULD HAVE HEEN r)TRKCrI'I,Y [ , INKED TO THE FAMILY PLANNING P R O J E C T ' S  
NEEDS.  BUT DO NOT EVAI,IIAl'P: RNH ON AN OUTPUT THAT WAS NOT D E F I N E D  I N  T H E  
LOGFRAME. 

-. A RELATED A S P E C T  l S  THE ROLE O F  THE CONSULTANT YVES CHARBIT .  H I S  WORK 
OBJ 'ECTIVE WAS TO A S S I S T  I N  THE OVERALL TNSTITUTIONAL DEVELOPMENT O F  BNR AND 
SHOULD B E  EVALUATED A S  SUCH.  I T  WAS NOT TO WORK S P E C I F I C A L L Y  ON ONE STUDY OR 
ANOTHER. THE PACT THAT OTHER CONSULTANTS WERE USED F'OR S P E C I F I C  RESEARCH 
ANALYSIS I S  AN IMPORTANT F I N D I N G .  THE EVALUATION TEAM MAY WISH T O  J U S T I F Y  ONE 
APPROACH I N  PREFERENCE TO ANOTHER BUT DO NOT EVALUATE C H A R B I T ' S  WORK ON 
O B J E C T I V E S  HE D I D  NOT HAVE. 

- GIVEN THE TWO PRECEEDING STATEMENTS TlIE RECOMMENDATION MADE CONCERNING 
DEMOGRAPHIC CONSULTANTS ON PAGE 2 8 / 2 9  NO. 10 I S  CONTRADICTORY TO THE STATED 
O B J E C T I V E S  O F  THE PR0JE :CT.  

- THE EVALUATION SHOULD REVlEW THE EFFECT1VE:NESS O F  THE LONG-TERM T R A I N I N G  
PROVIDED FOR S T A F F  O F  THE D I R E C T I O N  DE [,A P R E V I S I O N  E T  DE LA S T A T l S T I Q U E  AND 
PROVIDE SUGGESTIONS FOR IMPROVING THE PROHIXMS I D E N T I F I E D .  

- PAGE 28 - YOU STATE THAT NOT ENOUGH ANA1,YSIS I S  DONE. BUT NO EXPLANATION 
GIVEN A S  TO WHY? WHAT CAN RE DONE ABOUT I T ?  

- ADDENDUM TO CHAP'l'lCR I MP:ASIIKTNG TMPAC'T. PRESENTS Q U I T E  A NUMBER O F  
I N T E R E S T I N G  ANAT,YSES. TT SEEMS THAT A NIJMREK O F  THEM ( N O S .  1, 5 ,  6 ,  7 ,  13 ,  
1 7 ,  1 9 .  2 2 )  COULD BE MOVED TO S E C T I O N S  TO SHOW CHANGES THAT HAVE TAKEN PT.ACE 
ASSOCIATED WITH P R O J E C T  ACTIV1'I'T KS . FOR p:XAMPI,E, P L E A S E  REFER TO THE GRAPH 
S E N T  TO DEVHES FROM MARY ANN MTCKA I N  TlfK I.F:I'ISF:R COLES/MILI,ER-WOOD DATED MAY 
23. 1991 TO SHOW P0TF:NTIAL P R O J E C T  IMPACT.  



J. CHAPTER 8:  E S T A B L I S H I N G  A FAMILY PLANNING MANAGEMENT U N I T  - NO COMMENT 
EXCEPT THAT A S Y N T H E S I S  O F  A L L  S E C T I O N S  ON RESEARCH AND THE USE O F  RESEARCH 
RESULTS MIGHT BE PRESENTED MERE. 

K .  CHAPTER 9 :  INFORMATLON, EDUCATION AND COMMUNICATION ( I E C )  

- THE CHAPTER I S  CLEAR,  TO THE P O I N T .  I T  PRESENTS THE P O S I T I V E  AND NEGATIVE 
A S P E C T S  OF  THE P R O J E C T .  NO MAJOR CONCERNS. 

I . .  CHAPTER 10 : WOMF:M TN DF:VF:I,OF1MI.:N1' 

- THE MISSION APPRECLATES YOUR EFFORT LN IJOOKlNG AT THIS ELEMENT. THE STUDY 
QUOTED BY C .  R A D I T Z  WAS FOCUSED ON CHANGING THE WID P R O J E C T S  TO A CRF:DIT 
PROGRAii. OTHER POSS~HII,ITlI . :S WERE NOT EXPLORED; THEREFORE,  THE 
RECOMMENDATIONS MAY NOT NOW HE APPROPKIATK.  

-- SECTION F: OVERALL GENDER C O N S  1 DERAT'I ONS - NO HARD DATA WAS G I V E N ;  I S  T H I S  
BECAUSE I T  DOES NOT E X I S T ?  

M .  CHAPTER 11 : CONTRACEF"I'1VE S O C I  At, MARKC:IsING (CSM) 

- I T  I S  REGRETTABLE THAT THE V S P P  F:J..EMKNT COULD NOT HAVE BEEN REVIEWED I N  THE 
SAME D E T A I L  A S  OTHER COMPONENTS. 

-. F I R S T  O F  ALL I T  MUST BE NOTED THAT THROUGHOUT T H I S  CHAPTER CSM, V S P P  AND CBD 
ARE MIXED.  THE O B J E C T I V E S ,  A C T I V I T I E S ,  E T C .  ARE NOT CLEAR.  WE S U P P O S E  T H I S  
WAS DONE A S  SANPAM, A NEW NGO HAS TAKEN THE LEAD I N  D E S I G N I N G  AND IMPLEMENTING 
T H E S E  A C T I V I T I E S .  YOU NEED T O  SEPARATE OUT THE I S S U E  O F  SANFAM FROM THE 
A C T I V I T I E S  UNDERTAKEN OR PLANNED. 

-. SUGGEST YOU RENAME THE CHAPTER PARA- PUB1.T.C AND P R I V A T E  SECTOR FAMJIAY 
PLANNlNG A C T I V I T I E S  WITH THREE SUB-SECTIONS 1) ON V S P P  ( S U P P L Y  O F  FAMIraY 
PLANNING S E R V I C E S  FROM PARA--PUBT,IC AND PRIVATE C L I N I C S )  WHICH IS  BEING 
IMPLEMENTED; 2 )  CSM; AND 3 )  CBD.  BOTH ITEMS 2 AND 3 ARE PLANNED A C T I V I T I E S  
BUT HAVE NOT YET BERN TMPLEMANTED. 

- V S P P  HAS BEEN Q U I T E  A C T I V E  AND HAS EXPANDED S E R V I C E  DELIVERY TO THE P R I V A T E  
SECTOR.  REFER TO THE C L T N I C A L / I E C  CHAPTERS TO G I V E  A FULL D E S C R I P T I O N  O F  TNE 
A C T I V I T Y .  PAGES 6 10 J U S T  D E S C R I B E  AN INPUT (MONEY) FLOW. WHAT I S  M I S S T N G  I S  
ANY COMMENT ON WIIET1IF:R ' I 'H lS  EJ.EMENT I S  NC:t?DED? D I D  I T  REACH A PORTION O F  THE 
POPULATION THAT WOULD MOT HAVE BEEN REACHEL) BY THE P U B L I C  SECTOR ALONE? DOES 
I T  SERVE TO LEVERAGE OTHER RESOIIRCKS FROM TH15 P R I V A T E  SECTOR WHEKE T H E S E  WOULD 
MOT E X I S T  EXCEPT FOR THE PROJKC'I'? E T C .  

- THOUGH NOTED I N  THE INTK0L)IJC'L'lON THAT NO PRIVATE SECTOR S P E C I A L I S T  WAS I N  
THE TEAM, THE EVALUATION TEAM D I D  HAVE KNOUGH EXPERTS TO EVALUATE THE P U B L I C  
SECTOR A S P E C T  O F  FAMILY PLANNING S E R V I C E S .  YOU HAVE THE SAME INFORMATION TO 
DO S O  FOR THE P R I V A T E  SECTOR.  PERHAPS YOU CANNOT SHOW THE C O S T - E F F E C T I V E N E S S  
O F  U S I N G  THE P R I V A T E  VS PIJRT.IC SECTOR DF:I,ZVERY SYSTEM BUT YOU CAN D E S C R I B E  THE 
SAME PARAMETERS OF  APPHOPRTATG OR I N A P P R O P R I A T E  S E R V I C E  DELIVERY,  MANAGEMENT, 



S U P E R V I S I O N  AND COMPARE I T  TO T H E  P U H L l C  SECTOR,  AT LEAST FOR THE FOUR C L I N I C S  
V I S I T E D .  AFTER ALL TfIE SAME PEEICEN'CAGF: OF  C L I N I C S  WAS V I S I T E D  FOR THE P U B L I C  
( 1 2  PERCENT)  AND P R I V A T E  (13 P E R C E N T )  SKC'I'ORS. 

- THE EVALUATION SHOULD REV l EW T H E  P'OL1,OW 1 NC: P O I N T S  : 
-- THE VALUE O F  EXPANDING FAMILY PLANNING S E R V I C E S  V I A  THE P R l V A T E  SECTOR TO 
COMPLEMENT T H E  P U B L I C  SECTOR;  
- -  THE N E C E S S I T Y  O F  V S P P  A S S I S T I N G  THE COMPANlES TO S U S T A I N  T H E I R  A C T I V I T I E S ;  
-- THE 'CMPORTANCE O F  ADDING NEW ORGANIZATlON OR STRENGTHENING E X I S T I N G  S I T E S ;  

- THE FOLLOWING QIJESTLONS SHOIJ1,D ATSO H E  A1)DNRSSED: 
- -  WHAT SHOUI,D BE THE RETdATIONSHIP BETWEEN THE P U B L I C  AND P R I V A T E  SECTORS?  
- -  WHAT K I N D S  O F  TECHNTCAL A S S I S T A N C E  SHOIJ1.D THE P R I V A T E  SECTOR R E C E I V E  
( C L I N I C A L ,  MANAGERIAL, ETC . ) ? 
-- HOW SHOULD MANAGEMENT OF T I f l S  SECTOR H E  S E N E G A L I Z E D  E . G .  SHOULD MANAGEMENT 
O F  V S P P  BE MOVED FROM T S T I  T O  ANOTIIKR INS 'C lTUTION?  I F  S O  WHICH ONE? 
- -  I S  THERE OR SHOULD THERE BF: A RF:I ,ATlONSHIP RETWEEN THE V S P P  SECTOR AND THE 
DEVELOPMENT O F  A CSM PROGRAM? 
- -  WHAT SHOULD THE OVERALL COOHDTNTION BR HETWREN V S P P ,  GOS AND DONORS? 

- PAGE 6 - WE DOUBT THE STATEMENT QUOTE BECAUSE THE GOVERNMENT DOES NOT YET 
FULLY SUPPORT T H E S E  A C T I V I T I E S ,  ONLY ABOUT ONE T H I R D  O F  THE PLANNED BUDGET HAS 
BEEN EXPENDED UNQUOTE. RATHER,  THE QUOTE C R I S I S  UNQUOTE AFFECTED EXPENDITURE 
RATES FOR V S P P  AS WELL A S  FOR THE P U B L I C  SECTOR.  I N  A D D I T I O N ,  APPROXIMATELY 
TWO T H I R D S  O F  THE PLANNED BUDGET HAS BEEN EXPENDED WHEN S A L A R I E S  AND OPERATING 
COSTS ARE CONSIDERED.  

- TABLES PAGES 9 AND 10 MIGHT BE BETTER I N  AN ANNEX. 

- FOLLOW THE S E C T I O N  ON VSPP WTTH A D I S C U S S I O N  O F  CSM AND HOW T H I S  A C T I V I T Y  
CAN COMPLEMENT OR HAVE A S Y N E R G E T I C  RPFECT WITH THE V S P P  A C T I V I T Y .  

-- S E C T I O N  C . 4 .  CRD - ONLY ONE TYPE Of! TWO PROPOSED CBD A C T I V I T I E S  1:s 
DESCRIBED.  A SECOND PROPOSRD CBD ACTLVI'I'Y FOLLOWS T H E  GAMBIA MODEL. T H I S  
PROPOSAL SHOULD A T 3 0  BE D E S C R I H E D .  

- THE: PROJECT HAS SIJPPOKTEL) A MIJMHER O F  STUDY TOURS T O  OTHER P R I V A T E  SECTOR 
P R O J E C T S  AS WEI,L, AS TO KEVIKW C B D ,  AND CSM. WERE THEY E F F E C T I V E ?  SH0IJr.D MORE 
BE DONE? I N  ADDTTION,  WORKSHOPS WITH PI-IARMACISTS HAVE TAKEN PLACE TO LOOK AT 
SUPPORT FOR A CSM PROGRAM. WHAT 1s YOIJK F:VAL,UATION O F  T H I S  INTERVENTION?  

N .  CHAPTER 12 :  P R O J E C T  ADMl.NlSTRATlON AND MANAGEMENT 

- T H I S  TOTAL CHAPTER I S  PROB[,EMATIC BECAUSK 1 T  NEEDS EXTENSIVE E D I T I N G  AND I S  
VERY UNCLEAR. MOWE:VER, PI,F:ASK NOTE THE FOI,I,OWl NG C L A R I F I C A T I O N S  OF' FACT I N  
YOUR REWRITE.  

- PAGE 4 0  - THE CHAPTER SI-1OIJI.D DESCRTHE THb: VARIOUS MPHSA U N I T S  (NOW SHOWN ON 
PAGES 8 - 1 2 )  AND HOGJ THEY RET.ATb: T O  THK ACI ' IVYTTES O F  THE P R O J E C T ;  l?XAMPI,E 
HEALTH EDUCATION.  



- PAGES 19-21 AND ANNEXES - THE FIGURKS AXE 1NCONSISTEhJTLY INCORRECT. PLEASE 
REFER TO BUDGET TABLES AND COMMENTARY PROVIDED TO THE EVAI.UATION TEAM BY MARY 
ANN MICKA. 

- PAGE 23 B - THE FIGURES LISTED ARE WRONG. THE LOCAL ACCOUNT TOTAL PROJECTED 
EXPENDITURES ARE U.S. DOLS. 6,190,782 COMPARED TO 10,672,000 WITH THE LATTER 
NUMBER BEING 1.7 TIMES THE LOCAL ACCOUNT (NOT 457 TIMES HIGHER). FYI AUDITORS 
RULED THAT NO TECHNICAL ASSISTANCE WAS TO BE PROCURED FROM THE LOCAL ACCOUNT 
FOLLOWING THE GUIDELINES ESTABI.ISHED IN THE PROJECT IMPLEMENTATION LETTER THAT 
ESTABLISHED THE LOCAL ACCOUNT. CONStQUKNTLY, ONLY U.S. DOLS. 14,531 WAS SPENT 
FOR THIS LINE TTEM BEFORE 1T WAS A1.L SH1AF""KL) TO THE ISTI CONTRACT. 

- PAGE 24 - PLF:ASE NOTE Tt1AT N O  F:Xt'ENL)l'CUKF: CAN TAKE WITHOUT A DAP. THE DAP 
IS SIGNED BY THE PROJKCT D1RF;C'L'OH. THERRC'OHF:, EVERY EXPENDITURE MUST IN 
PRACTICE RE APPROVED RY THK DIRECTOR. IT IS NOT ACCURATE TO SAY THAT THE 
PROJECT DIRECTOR IN UNAWARE OF' AND HAS NO CONTROL OVER EXPENDITURES. 

- PAGE 25 - EXTERNAL PURCHASES: THE IMPLICATION IS THAT ISTI MAKES PURCHASES 
WITH NO GOS APPROVAL. PURCHASES MUST HAVE A GOS SIGNED PIO/T OR PIO/C BY THE 
PROJECT DIRECTOR, DIRECTEUR DE CABINET OR MINISTER. THEREFORE, THE GOS DOES 
APPROVE PURCHASES. THE SAME SYSTEM EXISTS FOR PAGE 26: PURCHASES MADE BY AID. 

-- PAGE 31 -- 6: WHERE IS THE CHART REFERRED TO? 

- SEVERAL STATEMENTS ARE MADE 1NFERRING CERTAIN MOTIVATIONAL REASONS BEHIND 
ACTIONS. PLEASE PRESENT FACTS. (SEE PAGE 35 FINANCIAL ASPECTS AND APGE 36 
LAST PARAGRAPH). 

- ONCE AGAIN, FINDINGS AND RECOMMENDATIONS ARE NOT CONSISTENT WITH ONES 
PRESENTED IN THE SUMMARY SECTION. 

- THE PROJECT LEVERAGED (HPNO ESTIMATES) U .  S. DOLS. 5 MILLION TO U. S. DOLS. 7 
MILLION OF AID/W FUNDS VIA PARTICIPATION OY CENTRALLY FUNDED PROJECTS SUCH AS 
JHPIEGO, AVSC, F'PMD, ETC. WHAT Eb'FE;CTS D I D  THESE INPUTS HAVE? E.G. WERE 
THESE CENTRALLY FUNDED PROJECT 1 NPUTS NKFIDAD? 

- THIS CHAPTER DOES NOT ADDRESS THE MANAGKMENT TRAINING NEEDS ADDRESSED BY THE 
PROJECT. FOR EXAMPLE, THE PROJECT HAS SENT OVER 20 SHORT-TERM PARTICIPANTS TO 
SANTA CRUZ FOR A THRF:E MONTlf COURSE ON FAMILY PLANNING MANAGEMENT. WAS IT 
WORTH IT? SHOUliD WE HAVE: DONE MORE OR 1.ESS MANAGEMENT TRAINING? 

- COULD THE EVALUATION TEAM RE:COMMEND CERTAIN ROLES AND RESPONSIHILIT.KES OF 
THE VARIOUS PLAYERS GIVEN THE FINDINGS NOTED? 

N. CHAPTER 13: TECHNlCAL ASSISTANCE 

- AS WITH CAHPTER 12, WE SUGGEST A COMP1,ETE REWRITE. SOME OF THE QUESTIONS 
THAT SHOULD BE CLARIFIED ARE: 



- THE CHAPTER R A I S E S  SOME FUNDAMENTAL I S S U E S  O F  THE ROLE O F  TA.  HOWEVER, I T  
D I S C U S S E S  I S S U E S  AT A BROADER L E V E L  THAN I N  P R E V I O U S  CHAPTERS.  I T  DOES NOT 
PRESENT HARD DATA ON THE E F F E C T I V E N E S S  O F  TA PROVIDED A S  OTHER CHAPTERS D I D ,  

TWO THEMES EMERGE: 

1) AN EVALIIATKON O F  CONTRACTOR ON PEHk'ORNANCE O F  T H E  CONTRACTOR AND O F  OTHER 
T A ;  2 )  GF:NP:RlC I S S U E S  OF THK RO1.K O F  TA TN DEVELOPMENT P R O J E C T S .  I S  THE 
CONTRACTOR JUDGED BY GIAIBAI, PAHAMb~'I'KRS, R A W K R  THAN BY WHAT THEY D I D  OR D I D  
NOT DO? FACTS SH0UI.D 81.: PKESKRJ'I'KI). 

- PLEASE NOTE THAT PARA 6 . G .  SHOIJ1,D BE REVIEWED HERE.  WE NEED A C O N S I S T E N T  
REVIEW O F  THE A P P R O P R I A T E N E S S  O F  OVERALL LONG-TERM AND SHORT-TERM TA PROVIDED.  

- PAGE 1 - DOES THE SO PERCENT C I T E D  REPRESENT THE AMOUNT I N  THE TSTI CONTRACT 
OR AMOUNTS CALCULATED FROM THE TOTAL COST O F  LONG-TERM AND SHORT--TERM 
CONSULTANTS PROVIDED T O  THE P R O J E C T ?  

- PAGE 4 - YOU S T A T E  THAT I S T L ' S  ROLE WAS ONLY PAYING THE B I L L S .  THAT I S  NOT 
CORRECT - LONG-TERM TA WAS I N  PI,ACF:; SHORT-TERM TA WAS B E I N G  PROVIDED; I S T T  
WAS ARRANGING TRATNING;  BUYING COMMODITIES ,  E T C . ,  E T C . ,  E T C .  

- PAGE 3 - -  P L E A S E  CT.AR1FY STATEMFINT MADE ON PAGE 3 ABOUT S T O P P I N G  FUNDING FOR 
CERTAIN A C T I V I T I E S .  FOR EXAMPI.E, GAS AT THE LOCAL L E V E L .  I N  THE P R O J E C T  
AGREEMENT WITH THE G O S ,  THE GOS WAS T O  TAKE OVER C E R T A I N  1,OCAL EXPENDITURES.  
WHEN THEY D I D  NOT,  U S A I D  D I D  NOT S U B S T I T U T E .  AS FUNDS FOR GOS FUNDS; 
THEREFORE,  CERTAIN A C T l V I T T E S  CAME TO A HAILT. 

- ONCE AGAIN F I N D I N G S  AND RECOMMANDATIONS ARK NOT C O N S I S T E N T  WITH THE 
SUMMARY. THRRE ARE NO Y l N D l N G S  SHOWN AT THR END O F  CHAPTER 13 AND THE 
RECOMMENDATIONS PRESF:N'I'ED ARK L)TI.'P'F:RENT FROM THOSE SHOWN I N  THE SUMMARY. 

8 .  WE HOPE YOUR FTND THKSE COMMRNTS NKl,F'I.'lll. AND AWAIT THE F I N A L  DRAFT O F  
CHAPTERS 1 2  AND 13 TO MAKE MORE DE?'ATI,F:D COMMENTS. 


