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ABSTRACT
The objective of the paper is to understand how Senegal formu-
lated its policy response to the COVID-19 pandemic. The response
was rapid, comprising conventional policy instruments used previ-
ously for containing Ebola. The policymaking process involved
several agencies, which resulted in significant leadership and
coordination problems. In addition, community participation and
engagement with relevant scientific communities were limited,
despite their recognized importance in fighting medical crises.
Instead, international donors had a significant influence on the
choice of policy tools. The paper contributes to contemporary
thinking on the autonomy of policy instruments—the idea that
preferences for policy instruments are stable, independent of the
particular policy problems being addressed and goals being pur-
sued—which has recently been applied to policies in Africa. The
study calls for a review of how academics, civil society, and deci-
sion-makers must collaborate to design public policies and policy
tools based on evidence and context, not only politics.
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1. Introduction

Most African states realized the magnitude of the COVID-19 pandemic early on by
observing what was happening in China and Europe (Bonnet et al. 2021). Senegal,
which saw its first case of COVID-19 on March 2, 2020, organized meetings to plan its
response as early as January 2020 (Diouf, Bousso, and Sonko 2020). Around the world,
there are multiple governmental responses to deal with the pandemic. Numerous stud-
ies in Africa have previously modeled their potential effects and the reality of their
effectiveness (Cabore et al. 2020; Lai et al. 2020; Li et al. 2020). Other studies attempted
to understand the social acceptability of these measures in Senegal (Ridde et al. 2020)
and worldwide (Lazarus et al. 2020). Indeed, political science research has long shown
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the importance of the coherence of governmental measures and choices to promote
their acceptability and effectiveness (Sandstr€om et al. 2020).

Understanding the effectiveness and acceptability of these measures requires under-
standing how they were formulated, i.e. “policy formulation (‘designing’)” (Howlett and
Mukherjee 2018), of which empirical studies in Africa remain rare (Jones, Gautier, and
Ridde 2021; Kadio, Dagenais, and Ridde 2018). The literature on policy-making often
refers to two approaches: a rather rational and top-down process dominated by “high-
level bureaucrats” (Cohen and Aviram 2021), or a more incremental approach where
policy content and processes are muddling through and ambiguous (Ridde 2009).
Policy design remains an ever-changing concept where the role of context and actors is
central (Cairney 2021a). The role of networks or coalitions of actors, especially during
formulation (B�eland and Howlett 2016), has been widely analyzed in public action
studies (De Leeuw 2001; Sabatier and Weible 2014). In addition, the role of evidence
and science in these processes is increasingly being explored, including the influence of
international actors in an international aid context (Fillol, Kadio, and Gautier 2020).

In Senegal, the few studies of policy design are still very descriptive (Tour�e and
Kane 2019). They borrow little from the concepts of public policy analysis and particu-
larly that of instruments (Ridde 2021). However, Lavigne, Delville, and Schlimmer
show, in a recent special issue in which Senegal is absent, how the use of instruments
(Lascoumes and Le Gal�es 2007) can be fruitful in helping us understand policies in
Africa (Lavigne Delville and Schlimmer 2020). One article in this dossier concerns the
health sector in Benin. It shows perfectly the role, in the context of a country depend-
ent on international aid, of policy instruments that are sometimes imposed by
Northern actors on national leaders but are also the result of negotiation and com-
promise (Soriat 2020). The coordinators of this dossier note that “these works do not
make the theoretical and analytical question of instruments a central issue and do not
explicitly position themselves in relation to the debates underway on the sociology of pub-
lic action” (Lavigne Delville and Schlimmer 2020). The inefficient use of instruments in
analyses in Africa could be explained by the fact that some call for “questioning the uni-
versality of concepts and tools of public policy analysis” (Artigas 2014).

In the context of the COVID-19 pandemic, studies show that, in an emergency, the
approach has often been to formulate policies in a directive and vertical manner, rap-
idly, with little involvement of civil society and sometimes scientists, and without want-
ing to break with past solutions (Cairney and Wellstead 2020; Cambon et al. 2021;
Loewenson et al. 2020; Paul, Brown, and Ridde 2020; Rajan et al. 2020). However, there
is a lack of empirical knowledge to understand how this has played out in African
countries concerning this new pandemic.

Thus, the objective of this research is to describe and understand how the national
response to the COVID-19 pandemic has been formulated in the health sector
in Senegal.

2. Context

The national response is understood to be the set of actions undertaken by the govern-
ment to fight the COVID-19 pandemic in the health sector. We did not include efforts
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in other sectors (economy, education, etc.) in our study. The aim of this paper is not to
analyze each of the measures individually, but rather to understand how the State has
formulated its national preparedness, response, and contingency plans from a holistic
perspective. We are interested in the “tool mixes, rather than individual tool choices”
(Howlett and Mukherjee 2018). These measures are equivalent to the concept of policy
instruments (Howlett 2011). We depict the first measures decided by the government
at the beginning of the pandemic in Figure 1 (Y-axis: # COVID-19 cases; X-axis: time).

In Senegal, the State allocated 4.3% of its general budget to the health sector in 2018
compared to 9% in 2004 (https://data.worldbank.org). In 2016, the country had 1,083
physicians and 1,426 state-qualified nurses compared to 1,813 doctors and 1,992 nurses
in 2019 (MSAS 2021).

The analysis of the dynamics of the actors and the network is at the heart of this
research. It is important to understand the major stakeholders involved in the design
(Table 1). At the supra-sectoral level, the country’s presidency holds the inter-minister-
ial crisis unit, and the general secretariat of the government holds the High Council for
Global Health Security “One Health.” At the health sector level, the two main actors
are the National Epidemic Management Committee (NEMC) and the Health
Emergency Operations Center (HEOC). Before the COVID-19 pandemic, Senegal had
response structures to deal with health disasters, such as NEMC and its regional,
departmental, and local committees. The NEMC was set up in May 2016 after the
Ebola epidemic. Its tasks are to ensure strategic coordination regarding diseases with
epidemic potential (monitoring, supervision, evaluation). These missions were reiter-
ated in the February 2020 COVID-19 response preparedness plan. The HEOC was set

Figure 1. Evolution of the leading state measures in response to COVID-19 in Senegal. Source:
https://www.covid19afrique.com.
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up in March 2018. As a result of the COVID-19 pandemic, its missions have changed
to coordinate “the response to any health event of national or international scope,” to
liaise with national bodies, and to coordinate the response of the Ministry of Health
and Social Action (MSAS). Its main role is case management, and the person respon-
sible is called the incidence manager. The two main departments of MSAS are the
Directorate of Prevention (DP), which is responsible for epidemiological surveillance
and vaccination; and the Directorate of Planning, Research, and Statistics (DPRS)
which is responsible for data management and evaluation of interventions. The private
sector is concerned with the laboratory structures for COVID-19 tests (Institut Pasteur,
IRESEFF), and the many development partners in the technical advice and financing of
the response (WHO, World Bank, EU, etc.). Civil society and, in particular grassroots
community organizations, are not really part of the actors involved (but concerned, see
below) as it is essentially focused on governmental actors (Table 1).

3. Method

Theoretical framework: Our research is part of the field of public policy analysis and,
in particular, their planning, formulation, or design (Sabatier and Weible 2014). The
study of planning is part of approaches to the historicity of public policies (Laborier
and Trom 2003) and their instruments (Lavigne Delville and Schlimmer 2020). It
examines power issues [at the heart of the study of health policies in Africa (Walt
1994)] and the role of science (Cairney 2012) as described for the COVID-19 pandemic
(Zaki and Wayenberg 2020).

3.1. Methodological strategy

We conducted this qualitative research project using the single case study methodological
strategy (Yin 2012). The case is the national response and its various policy instruments.
The level of analysis is the central level of government, specifically the Ministry of Health
and Social Action (MOHSA), which is driving the national response (Table 1).

Population and qualitative sampling: The population under study are those con-
cerned and involved in the formulation of the COVID-19 health response. We made
an a priori list of stakeholders based on our knowledge of the formulation process
(Brugha and Varvasovszky 2000). As the data were collected, we proceeded with quali-
tative sampling by seeking internal diversity within the groups concerned to have a
plurality of perspectives (Patton 2002). In April 2021, two authors and two research
assistants, experts in qualitative methods and specifically trained for this study carried
out data collection in Dakar.

The data is based primarily on individual interviews, but sometimes small group dis-
cussions were necessary to accommodate the availability of individuals. Most of the inter-
views were digitally recorded. In total, we met with 34 people, 29 of whom were
interviewed individually and five in a group discussion. The distribution of people was as
follows: central administrative authorities (n¼ 8); donors (n¼ 5); regional/departmental
administrative authorities (n¼ 4); regional and district chief doctors (n¼ 7); academics
and experts (n¼ 3); and members of community-based organizations and NGOs (n¼ 7).
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3.2. Data analysis

During the data collection, daily reports from the two research assistants and
exchanges with the researchers allowed for the emergence of initial real-time analyses
and specific content for further analysis. The assistants’ data analysis report provided
feedback from the researchers. Based on these reports and the recordings of the inter-
views, the researchers carried out a thematic content analysis taking into account the
conceptual dimensions that emerged throughout the research team’s discussions. The
overall preliminary report written by the researchers was shared by email with key

Table 1. Main actors involved in the response at central level.
Actors Attachment Acronym, examples Role in the national response

Inter-ministerial crisis unit Presidency General Secretariat of
the Presidency

Multi-sectoral coordination of
the management of
the epidemic

High Council on Global
Health Security
“One Health”

Presidency HCNSSM Coordination of the National
One Health Platform

National Epidemic
Management
Committee

Health NEMC Coordination of International
Health Regulations (IHR)
actions
Strategic Organization of the
management of the epidemic
(preparedness and response)

Emergency Health
Operations Center

Health HEOC Operational coordination of the
different units

Directorate General
of Health

Health DGH IHR Focal Point
Coordinator appointed by
the Minister

Planning, Research and
Statistics Directorate

Health DPRS Planning the response
Organization of partners
Health data management

Director of Prevention Health DP Organization of epidemiological
surveillance and
vaccine strategy

Private sector NA Institut Pasteur, IRESEFF Reference laboratory
Laboratory Management Health DL Organization and equipment of

laboratories
Directorate of

Disease Control
Health DLM Organization of inpatient

(epidemic treatment centers:
ETC) and outpatient care
Organization of the PECADOM
(Home-based care)

Mental Health Division
Directorate of
Social Action

Health DSM
DAS

Coordination of
psychosocial care

Human
Resources Department

Health HRD HR recruitment; training

Infrastructure, Equipment
and
Maintenance
Department

Health DIEM Oxygen availability in ETCs and
buffer zones
Availability of beds

Directorate of Public
Health Facilities

Health LIFO Organization and supervision of
ETCs
Buffer zone supervision

Technical and
financial partners

Global Health Actors WHO, USAID, ENABEL,
World Bank, EU

Technical and financial support
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national decision-makers. It was presented in June 2021 at a workshop organized by
the Ministry of Health (MOH) and attended by about 20 people from the central level
bureaucrats, academics, and donors, many of whom had been met during the study.
The discussions made it possible to strengthen the validity of the content of the analy-
ses and to finalize the report of the findings. The study was authorized by the National
Health Research Ethics Committee of Senegal. Many of the people interviewed and
quoted in the rest of the article are trained as physicians but speak of their experience
as bureaucrats. They also practiced for a long time as district health managers. Thus,
for confidentiality reasons, these people will be named as doctors or physicians without
specifying their roles and their administrative departments.

4. Results

4.1. Drafting a response plan

In January 2020, at the start of the epidemic, Senegal immediately embarked on drafting a
preparedness and response plan. Response planning resulted in several plans (Table 2).
These health sector plans are part of the national economic and social resilience pro-
gramme launched by the government in April 2020. It has a projected budget of 1,000 bil-
lion CFA francs with support for the health sector, amounting to 64.4 billion, or 6.44%.
The national evaluation of March 2021 finally shows a mobilization of 112 billion for the
health sector. For all the resources of the national response, 773 billion had been obtained
by the end of March 2021, 84% of which came from international donors (including
loans), 13% from the State, and 6% came from individuals or national companies (de suivi
Comit�e 2021).

On March 2, 2020, when the first case of COVID-19 appeared in Senegal, a new
response plan (the contingency plan) had to be launched, to the tune of 20 billion
(increased to 64 billion). While the first case occurred on March 2, 2020, on March 4,
“we started preparing a plan… when the first case occurred we said we needed a plan…
but we found out that the funds requested from partners for preparedness were not going
to be enough at all” explains a doctor at the heart of the design.

The period covered by the national preparedness plan was until July 2020 because
“we thought we had the possibility of limiting the spread like the Ebola experience, we
had a very good system which meant that we did not have any cases, that is what history
has remembered” says a doctor. However, another doctor uses the example of the
national public laboratory whose absence was highlighted during the last Ebola crisis.
This deficit has still not been resolved during the COVID-19 pandemic since the State
still depends on private laboratories (e.g. Institut Pasteur): “the system is held hostage,
that was the case during Ebola, and it has come back with COVID.”

Several procedure manuals have been developed. The first one was with the support
of a private company (Vital Strategies) in its first version for the pandemic response
(and its standard operating procedures that the NEMC would have been slow to valid-
ate: health security, community deaths, prison environment, etc.). The second manual
by the HEOC was on the management of simple cases at home. In addition, protocols
have been written on sampling, self-isolation of contacts, patient transport, etc. (Sarr
et al. 2021). In August 2020, another US consulting firm (Abt Associates) facilitated
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Table 2. National plans for the response to the COVID-19 pandemic.
Specific objectives Period Amount (F CFA)

National preparedness and
response plan

� Ensure early detection of IDOC-19-
related infections;

� Ensure rapid isolation and
management of suspected and
confirmed cases of IDOC-
19 infection;

� Strengthen infection prevention
and control measures in health
facilities and in the community;

� Intensify risk communication on
IDOC-19 infection and community
participation in preparedness
and response;

� Ensure coordination of
preparedness interventions in
response to a potential outbreak of
HIV-related infection with
CODIV-19.

February–July 2020 1,440,584,650

Multisectoral contingency
plan. Phase 1

� Ensure early detection of COVID-
19 infection;

� Ensure rapid isolation and
management of suspected and
confirmed cases of COVID-
19 infection;

� Provide psycho-social support to
patients and affected persons as
soon as possible, taking into
account the specific needs of
persons at risk (children, pregnant
women, elderly persons);

� Strengthen infection prevention
and control measures in health
facilities and the community;

� Intensify communication on the
risks of COVID-19 infection and
community participation in
the response;

� Ensure coordination of the
response to the COVID-
19 epidemic.

March–August 2020 96,331,215,444

Multisectoral contingency
plan. Phase 2

� Strengthen surveillance for early
detection of Covid-19 cases;

� Ensure proper management of
simple and severe cases of
Covid-19;

� Provide psycho-social support to
patients, affected persons and
vulnerable groups;

� Intensify risk communication and
community engagement;

� Ensuring the continuity�of health
and social services in a Covid-
19 context;

� Strengthen coordination,
monitoring and evaluation of
interventions.

September
2020–February 2021

13,679,383,879

Action plan for the 2nd
wave of COVID-19

� Not stated December
2020–February 2021

2,891,647,600
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and funded, through the MSAS DPRS, the production of an experience capitaliza-
tion guide.

At the end of December 2020, a national workshop was organized by the MOH to
review the epidemiological situation and the response to better adapt it to the context
of the second wave. This workshop led to the drafting of a specific action plan which
sets out and adjusts the steps planned in phase 2 of the contingency plan. No objective
is specified in the plan, but it includes a list of activities, costs, and monitoring indica-
tors. Risk communication and community engagement have 9.1% of the budget, while
logistics and resource mobilization has 46% (treatment center, oxygen, respira-
tors, etc.).

4.2. Coordination challenges

The preparedness plan was coordinated by the Directorate of Prevention (DP) with the
NEMC. But, “when the disease arrived, we changed the person in charge… as the
response is managed by the HEOC, it is the team leader” recalls a doctor and therefore,
“it is there that the DPRS took over the planning at the request of the Minister.” The
DPRS thus became responsible for coordinating the formulation of the contingency
plan. However, actors in the MOH know that the DPRS and the HEOC (since its cre-
ation after Ebola) do not really communicate with each other. Thus, there were “some
coordination concerns between these two entities” recalls one respondent. The handover
between the PD and the HEOC was not “well-tolerated, which created a blockage,” thus
requiring the DPRS to enter the scene. Overall, the people we met during our study
seemed satisfied with the process. The planning was “done in a timely manner … and
people came to the Directorate,” showing how important this process was considered at
the central MSAS level.

At the central level, the analysis of the report of the inter-action review (CNGE
2020) and the actors we met highlighted, at the beginning of the response, the lack of
coordination of an inter-sectoral approach and the verticalization of the processes.
Indeed, in the development of the plans, “the limit is the participation of other actors,
multisectoral collaboration, and the non-participation of other One Health actors,” said
one person. The reason for this is perhaps to be found in the fact that it was “drawn up
in a hurry;” in fact, “in a rush, we forgot about the multisectoral approach, it didn’t even
cross our minds,” says a manager. Another official reminds us of the challenges of inter-
sectoral involvement in the context of this planning where “the President asked us for a
plan within 48 hours:”

“The first case appeared on a Tuesday or Wednesday; on Thursday, we were told we
needed a plan, quickly. There was not even a convocation; we called all the directors
around a table to say that we must produce a plan for the President of the Republic who
asks us for a plan in urgency. We worked on Friday, Saturday, Sunday internally at the
Ministry. And it’s true that, since it wasn’t official, we were in a Ministry of Health
approach. We even went through it; we spent the night in the office to be able to produce
a plan. We finished the night of Sunday to Monday, at 5 o’clock in the morning and at 8
o’clock we went to present the plan. Since it was an internal activity, the multisectoral
activity was not taken into account. When we left, the President validated the plan, and
we had to start the implementation. We did not plan with the sectors but internally at
MSAS. Then this plan was shared so that the partners could decide.”
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During these days/nights of contingency planning, each department developed the
activities to be carried out as group work. The traditional partners in health (WHO,
Enabel, World Bank, etc.) supported the MSAS in this planning, the basis of which was
the preparedness plan which “did not meet all the concerns, so we went from a pre-
paredness plan of almost 1 billion to a plan of 20 billion.” It was the “WHO areas” that
inspired the writing of the plan. A doctor who took part in the process even said that
“we took the objectives that were in the WHO guide, it was tacked on.” It was “copy and
paste,” he recalls, “if it’s the WHO guide that says it, ah, let’s use it.”

Stakeholders mention the challenges of coordination between the Ministry’s depart-
ments at the central level regarding equipment purchases, for example for PPE (per-
sonal protective equipment) at the beginning of the pandemic: “the HEOC had ordered
its PPE, the NSP (national supply pharmacy) had its PPE, and we didn’t know who the
source was… whereas normally it was the PNA that should have ordered… so this cre-
ated duplication of expenses,” says a doctor. This situation created a “clash,” between
NSP and HEOC. What happened with the PPE also seems to have happened with “the
vehicles between the NHS (National Hygiene Service) which received two allocations at
the same time.”

4.3. Knowledge use

The only research activity included in the plan concerns a study on “community percep-
tions of public health social measures related to Covid19 in Dakar, Tambacounda,
Diourbel, Kolda, and Matam” for 20 million F CFA. In addition, the Open Society
Initiative for West Africa funded the action research (10 million), and national finan-
cial support from MSAS for this research never came (Niang et al. 2020).

The research did not really influence the thinking, but “everyone did their own scien-
ce,” i.e. came with their own prior tacit knowledge or individual research related to
their area of expertise. A preliminary analysis, shared by the World Bank on the
response in other countries that were facing the pandemic before Senegal, would have
been shared. However, we were unable to obtain the document. It should also be noted
that the Scientific Council created to support decisions has never been convened,
apparently because its role is too similar to that of the NEMC. Similarly, the place of
community organizations and the community approach seems to have been forgotten.
Indeed, the community health unit of the MSAS was not invited to participate in the
planning process, nor were academics specializing in these issues, “I came to tell
them… but I was not associated with it, despite this approach,” says one of these aca-
demics. Overall, therefore, civil society has had little involvement in the formulation of
the response.

Thus, there were “many important components in the drafting of a contingency plan
that was absent,” says a physician long involved with the NEMC. He names, for
example, the absence of the HEOC, the DP, or the Directorate-General for Health
(DGH, which heads the NEMC) in the planning process. These absences seem to be
explained less by the fact that they forgot to be invited to participate than by their
refusal to participate for reasons of power and personal conflicts. In the end, unlike the
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DP, the HEOC was represented at these meetings until the “end of the drafting of the
contingency plan.”

4.3.1. Planning for needs or resources?
In planning, each department sometimes overreached and made demands beyond their
needs. This gave rise to “long discussions,” for example, between the management of
the various hospitals and the Ministry’s General Directorate of Hospitals “as there was
money insight, as soon as it was said, everyone came up with their wishes,” explains one
doctor, another clearly evoking “sharing the cake.” Everyone came with “their prob-
lems,” with their needs for oxygen, a resuscitation room, a scanner in a level three hos-
pital, respirators for an infectious diseases department without resuscitators to use
them, hundreds of respirators (“where are we going to put them” since human resources
to intubate patients are rare), etc. Indeed, “we were expecting money, we really thought
that COVID would be international aid, we were going to mop up these funds… people
were really thinking in terms of development,” recalls one person who participated in
the planning.

In addition, “the medical regions were absent from this central planning,” apart from
the Dakar region. This is why, says another person, “ownership was not very… thing…
at the level of the regions… they did not feel very involved, the plan was too centralized.”
It was only on Saturday that the actors realized that they should have invited the chief
medical officers of the 14 regions and not just the one in the Dakar region. In compen-
sation, each regional chief medical officer (MCR) received a phone call so that they
could send their “draft plan,” according to one person present at the debates. Then, the
outline of a text was submitted to them so that the MCRs could send in their needs,
following this outline, during this planning weekend. Thus, they were able to send their
proposals, and “their concerns were taken into account even if it was in a hurry,” says a
doctor from the Ministry. He even remembers that the last region that sent in its plan
did so at 4 a.m. on Sunday night.

At the same time, another plan was asked by the central management to be drawn
up: an investment plan. A first plan to revive the emergency services, presented at the
level of 3,000 billion, would have been “too slapdash” and therefore never circulated. It
was indeed difficult to “straighten the bar” in the face of the inflation of the budget
requested, recalls a person involved. Then, another plan aligned with the timeframe of
the Emerging Senegalese Plan (ESP) in 2035 was formulated, but it too was “much too
heavy, we said we had to prioritize.” A final investment plan was therefore drafted in
line with the Health Investment Plan (HIP), which has a five-year timeframe,
2020–2024. A version of the latter plan proposes a budget of 1,378 billion CFA francs,
but the public and shared version announce a budget of 574 billion CFA francs, 64% of
which is for infrastructure (MSAS 2020).

4.3.2. Leadership and political challenges
Important leadership issues between departments have emerged, although they are not
new. One person takes the examples of the four essential actors in the fight against epi-
demics (not counting the Pasteur Institute, which has a “direct relationship with the
Presidency”), which are the HEOC, the DP, the NSP, and the EMS (Emergency Medical
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Service). There have been significant disputes between these services (“the EMS and the
HEOC, disaster, they do not talk to each other”), especially since the creation of the
HEOC (which is only activated in times of crisis, therefore from March 2, 2020, for the
COVID-19), which has taken over many prerogatives previously under the responsibil-
ity of the DP (for example surveillance in times of crisis or the management of
responses in international epidemics). These controversies concerned the management
of purchases and equipment, the integration of activities, but also the information and
data management system. For example, “the HEOC makes its information system with
the doctors in the ETC (epidemic treatment centers) … the DP at the district level man-
ages with the district doctors (MCDs), two parallel information systems which are merged
in a certain way at the central level.” How can these conflicts and challenges be
explained? “First of all, there are personal problems, which everyone knows… preexisting
to COVID… they were each in their own corners with a physical distance now COVID
has brought them closer together… so it exploded… they no longer had the choice of
working together, and this created a boom,” says a doctor. But, beyond that, there is still
a problem of organization and management because “a head office has to be organized.”
However, in the organizational context, the situation was such that “everyone was
floating.” The Ministry’s high authorities do not seem to have wanted to make the
coordination processes between services more fluid and organized in an epidemic con-
text. One ministry executive is quite evident in his analysis:

“What didn’t work well was in the coordination, the functional linkages between the
NEMC, the HEOC and the Cabinet in decision making. We saw decisions being made
without that reporting relationship being respected. For example, when there were the first
cases, the Cabinet had the information while those at the operational and district level,
who were treating the patients, did not yet have the information.”

Political issues and the desire of some “career technicians” not to make too many
waves, certainly explain the challenges of decision-making. Thus, in Senegal, “the man-
agement of this epidemic has shown more individual problems, relational problems than
technical problems,” says a doctor.

5. Discussion

The national health sector’s response to the COVID-19 pandemic in Senegal (and else-
where in West Africa) was rapid and intense (Bonnet et al. 2021). At the same time, as
in Tanzania at the beginning of the epidemic (Carlitz, Yamanis, and Mollel 2021), it
was diluted by national contexts that shaped it in response to power issues and organ-
izational challenges.

Indeed, this response to the pandemic confirms that power issues are at the heart of
public action, design analysis (Howlett 2019), and health policy analysis (Walt 1994). It
is all the more true in contexts of emergency and global responses to epidemics (Friel
et al. 2021). This is, of course, nothing new, as health policy and systems research has
long shown (Walt 1994; Walt and Gilson 2014) how critical it is to analyze these
responses to epidemics in terms of these power issues (Cairney and Wellstead 2020).
As is often the case in public policies and the role of power (Peters 2018), the challenge
of coordination was prevalent both between departments within the MOH and when it
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was necessary to engage in an intersectoral approach with other ministries. Thus, the
emphasis on actors and the distribution of power in public policy, explicated by
Lemieux (1995) and other political scientists, finds its full analytical relevance here
(Friel et al. 2021; Harris et al. 2020). We have seen how the political and symbolic
power of the bio-medicalization of public health still at work in Africa (Druetz, Zongo,
and Ridde 2015), was predominantly present in the response to the crisis in Senegal.
The politicization of the pandemic has been highlighted elsewhere in Africa, such as in
Malawi, where there is a “popular perception that leaders are politicizing the pandemic”
(Yamanis, Carlitz, and Mollel 2021).

Moreover, the Senegalese experience confirms the long-standing trend of increased
intervention by NGOs and other health consultancies (Lee and Goodman 2002; Walt
1994), particularly in the current fight against the COVID-19 pandemic (Sturdy et al.
2021). This was already the case for Ebola in West Africa (Coltart et al. 2017). The role
of WHO and its normative power, sometimes without the time for discernment and
adaptation of proposals, was highlighted in this study. In this context of reproduction
of history or the solution proposed by the international community, the study recalls
the usual and widely known challenges in the region of planning processes poorly
adapted to the national context and reproducing what is proposed by international
organizations or consultants (Erikson 2019). On the other hand, the study confirms the
fragile place of civil society in the preparation of the response and the choice of instru-
ments, as in many other countries in the world during this pandemic (Cambon et al.
2021; Rajan et al. 2020).

As seen in the internal struggles within the MOH to lead the response to the
COVID-19 pandemic, the epidemic is not far from revealing a departmental organiza-
tion with characteristics of the very old organized anarchy, including uncertain prefer-
ences, ambiguous goals, fluctuating participation, and unclear technology (Cohen,
March, and Olsen 1972). These characteristics are obviously at the heart of pandemics
(Berger et al. 2021; Cairney 2021b), especially for SARS-CoV-2, about which very little
is yet known in 2020 and 2021 but which is not an alien virus (Paul et al. 2021).
Indeed, the formulation of the response has sometimes oscillated between the two
approaches in Senegal demonstrating the complexity of the process between planning,
on the one hand, and responding to a crisis in a context of political pressure on
the other.

The first approach was a process described as “designing” by M. Howlett and
Mukherjee (2018). It was rational in appearance (Friedberg 2009) where actors trained
mainly in the biomedical approach proposed instruments (“design”) based on reason-
ing from their training and past experiences as well as a learning organization (e.g.
Ebola in Senegal), as in Tanzania (Yamanis, Carlitz, and Mollel 2021) but unlike in
Italy (Capano 2020). These actors formed an epistemic community (a subsystem of the
problem stream to use Kingdon’s concept) which plays a role in policy emergence
(B�eland and Howlett 2016; Kingdon 1995). They could also be part of a group of peo-
ple influencing the choice of solutions (the problem here being clear with COVID-19).
Researchers (Voss and Simons in particular) have proposed to make this process expli-
cit by using the concept of “instrument constituencies” whose heuristic scope will have
to be verified in Senegal by specifying that,
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“The members of instrument constituencies were distinct and stayed united because of
their common ‘fidelity’ not to a political agenda or problem definition but rather to their
advocacy of a particular instrument or a particular combination of instruments as a
superior technique of public governance” (B�eland and Howlett 2016).

The second approach is a less rational and incremental process (“designing”) where
the drifts known in aid-dependent countries (Lavigne Delville and Aghali 2010; Walt
1994), as was the case in Ebola (Hubmann 2021) of planning based on expected resour-
ces and not actual needs, to capture resources in a context of “The predominant influ-
ence of donor-driven development policy design” (Brinkerhoff and Brinkerhoff 2013).
This limited rationality must be understood in a context of uncertainty and ambiguity
specific to all epidemics (Berger et al. 2021), even if Senegal had some experience and
had a few months to prepare since the first case appeared in China.

These gaps and relative lack of preparedness and coordination in a departmental
organizational context are not unique to Senegal. They are shown by other African
countries (Yamanis, Carlitz, and Mollel 2021), France (Or et al. 2022), and its organiza-
tional crisis (Bergeron et al. 2020). The design analysis of the control of COVID-19 in
Italy shows that in the absence of preparation and experience in fighting an epidemic,
inter-institutional conflicts were exacerbated, and they acted “in a very disoriented
way” (Capano 2020). The Italian study shows that finally, in this context, it is the usual
political processes that return to lead the formulation: “the historically rooted character-
istics associated with designing and implementing policies – a country’s policy style – and
the normal political games associated with it will prevail” (Capano 2020). Senegal has
not, however, replicated the history of social protection policy formulation in nearby
Burkina Faso, where a situation of “non-design” was found to exist whereby the policy
is simply composed of the sum of ongoing actions (Kadio, Dagenais, and Ridde 2018).
The response to the pandemic in Senegal involved a genuine formulation and planning
process guided by doctors long trained in these processes and inspired by the fight
against Ebola. While the viruses are different, the people we met in this study some-
times felt that the answers were not. The solutions of the past (which are difficult to
change) have therefore greatly influenced those of the present, thus confirming the
concept of “path dependency” of public policies (Bardach 2000) and countering the
criticism of the model of organized anarchy, which would not sufficiently take into
account historical dimensions (Mucciaroni 2013). This influence of the past is a classic
process in government choices regarding health policy instruments in Africa, as seen in
the context of universal health coverage and new public management (Ridde 2021;
Soriat 2020). In a context of strong official development assistance, despite the changes
brought about over the course of history and their influence on public action, some
confirm that this is rather a matter of “stability and duration” (Lavigne Delville and
Schlimmer 2020). The historical analysis of cholera epidemics in Africa shows that “the
lessons of the past seem difficult to learn” (Echenberg 2011). The head of UNAIDS con-
firmed in late August 2021 in an interview with RTS (Swiss Radio and Television) on
the COVID-19 crisis that “The world has not learned the lessons of AIDS” (Luis 2021).

Beyond reflections on the universality of concepts in the study of public policy
(Artigas 2014), we are here close to the current debate among political scientists on the
autonomy of public policy instruments (Vesel�y 2021). It would be a matter of verifying
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in subsequent research and thus contributing to the recent call for more conceptualiza-
tion of the use of policy instruments in Africa (Lavigne Delville and Schlimmer 2020),
whether the choices of actions selected to fight the COVID-19 pandemic by Senegalese
officials are not explained by their “attitudes not only toward policy problems and policy
goals but also toward the means by which these problems are to be solved and goals
attained, and that these attitudes toward policy instruments are relatively stable over
time and independent of particular policy issues” (Vesel�y 2021). The study notes the
classic relationship between instruments, ideas, and actors, as Walt and Gilson (2014)
showed in a review of the literature on the agenda-setting of health policies in low and
middle-income countries. Do Senegalese officials have this permanence of conception
of the means by which to act to fight epidemics? Is it a particular cognitive predispos-
ition (Hill and Hupe 2014) fed by a specific history, notably linked to Ebola? Unlike
HIV/AIDS, it seems that the history of epidemics shows “the government of Senegal has
exacerbated risks of cholera through poor policy decision” (Echenberg 2011). Policy ana-
lysis in Korea suggests that the failures associated with the MERS epidemic have been
taken into account by the government in the fight against the COVID-19 pandemic,
with more transparency and openness (Moon 2020). Looking at the current develop-
ment of research on instruments in policy formulation, this case study in Senegal sug-
gests that none of the three types proposed by Bali and Halpin (2021) appears to have
existed: routinizing, regularizing, or generating demand. Instead, we believe we are
dealing with tools of the fourth type, i.e. “imposed” by the authority that fits
“comfortably with a reactive and impositional governmental policy agenda style” (Bali
and Halpin 2021). Future studies should seek to understand whether this is logical in
the context of the COVID-19 crisis and the functioning of the Senegalese State, or
whether this choice of imposed tools is surprising given the history of epidemics in the
country and in Africa. Indeed, it should be remembered that “Senegal’s emergence from
the Ebola crisis unscathed is seen as a healing or national victory” (Moulin 2021).
However, in light of the history of Ebola in Senegal (Desclaux, Diop, and Doyon 2017)
and Tanzania (Yamanis, Carlitz, and Mollel 2021), this learning should not be overesti-
mated. Indeed, despite global rankings of questionable scientific validity, the epidemio-
logical data do not seem to prove that the country was more (in)efficient than others
in the natural evolution of the epidemic. As of August 3, 2021, the case fatality ratio of
the 55 member countries of the African Union is 2.5%, Senegal’s is 2.2%, above that of
Ghana (0.8%) or neighboring Guinea (0.9%), which has experienced much more sig-
nificant challenges with Ebola (Africa CDC 2021).

Moreover, as it seems to be more the norm than the exception (Kadio, Dagenais,
and Ridde 2018), science has not been of much help in formulating the response in
Senegal, unlike Korea, which has “put ‘science’ over ‘policy’” (Moon 2020). This was
also the case in South Africa at the beginning of the pandemic “Over time, as more and
more pressure built, a larger and larger schism developed between the administration
and the scientists advising it.” (Harris 2021). The response in Senegal was primarily
based on know-how and experience, and not so much on the state of scientific know-
ledge about epidemic control interventions. If we understand policy design as “the
application of knowledge about policy means gained from experience and reason to the
development and adoption of courses of action expected to attain desired goals” (Howlett
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and Mukherjee 2017), we understand that in the case of Senegal, the knowledge con-
vened was essentially tacit and not very scientific, especially that of (biomedical) experts
and not of civil society. No policy dialogue (Robert et al. 2020) or deliberation (Howlett
2019), beyond (biomedical) health experts seem to have been organized with civil society
actors and academics during the process of formulating the response and choosing
instruments. One may wonder why the multiple research studies in Senegal on the
mobilization of Red Cross volunteers (Desclaux and Sow 2015) and the management of
suspected cases (Desclaux et al. 2018) during the Ebola epidemic or the experience of
civil society mobilization in the fight against HIV-AIDS (Carillon et al. 2021) have not
been better taken into account when they were available, and often in French. The Ebola
epidemic in West Africa has shown the importance of community involvement for the
effectiveness of the response: “Effective community engagement benefits policymaking”
(Coltart et al. 2017). However, several workshops and moments of reflection were organ-
ized during the process, from a reflective perspective, to understand what needed to be
improved, notably through a broad review of the actions over several days with around a
hundred people involved (CNGE 2020). Scientists were not really present in these work-
shops. Should this be interpreted as a lack of willingness on the part of decision-makers
to look at science (social or public health), a low desire of researchers to share their stud-
ies with decision-makers in an accessible and action-oriented format and language as has
been shown in Burkina Faso (Dagenais 2021; McSween-Cadieux et al. 2017), a lack of
interactive knowledge transfer strategies as advocated by research (Langer, Tripney, and
Gough 2016), or simply a lack of trust between these two worlds (decision-makers vs.
researchers) in times of COVID-19 (Cairney and Wellstead 2020)? Yet, we know that to
understand a problem like COVID-19 and find instruments to tackle it, “there is no sin-
gle ‘view’” (Berger et al. 2021).

6. Conclusion

This analysis illustrates a relatively classic yet expected process for a public health pol-
icy in an emergency context of formulating the response to the COVID-19 pandemic.
This formulation was highly centralized, biomedical, with little participation or inter-
sectoral involvement and little influence from the world of science (Cambon et al.
2021). Coalitions of actors have influenced the nature of the policy instruments chosen
to address the pandemic. One may wonder whether the set of shortcomings discussed
in this study, contributes to the explanation of the evolution of the pandemic in the
country, which seems to have a natural history not associated with government inter-
ventions whose implementation will need to be studied. As the country faced an unpre-
cedented third wave of COVID-19 in 2021, it remains to be analyzed whether the
choices of new instruments to counter it will follow the lessons learned from the design
literature proposing that they should be coherent, consistent, and congruent (Howlett
and Mukherjee 2018).
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