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GLOSSARY 

 

age-standardized mortality rate: The weighted average of the age-specific mortality rates per 100,000 

population, where the weights are the proportions of people in the corresponding age groups. 

disability-adjusted life years (DALYs): The sum of years lost due to premature death (YLLs) and years lived 

with disability. One DALY is equal to one year of healthy life lost. 

life expectancy at birth: Average number of years a newborn is expected to live if mortality patterns at 

the time of its birth remain constant in the future. In other words, this statistic looks at the number of 

people of different ages dying that year and provides a snapshot of these overall mortality characteristics 

that year for the population.  

risk factors: Potentially modifiable causes of disease and injury. 

years of life lost (YLLs): Years of life lost due to premature mortality. Excludes disease conditions that do 

not result in premature death. 
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EXECUTIVE SUMMARY 

Introduction 

Over the last two decades, Tanzania has registered improvement in the health status of the population 

and a reduction in the overall disease burden. However, the burden of communicable diseases and 

maternal and child health conditions, including nutrition, remains persistently high. These conditions can 

be prevented and treated with existing affordable and cost-effective interventions but remain major 

public health problems. Besides the persistently high burden of communicable diseases, Tanzania is 

witnessing a growing burden of non-communicable diseases (NCDs) and is at risk of a protracted, full-

fledged double burden of disease. The study assessed the current and future trajectory of the disease 

burden, assessed the organization and performance of the health care delivery system in responding to 

the disease burden, and identified actions that Tanzania would need to employ to address the major 

causes of disease burden so that they may cease to be major public health problems. 

Main Findings 

The disease burden is shifting from largely communicable diseases to NCDs, but the overall disease burden 

remains high. Tanzania is experiencing a dual disease burden, with communicable diseases (39 percent) 

and NCDs (41 percent) as the main drivers; together, they are responsible for 80 percent of deaths, with 

neonatal disorders (10 percent) coming in third. In addition, the underlying risk factors are a major driver 

of the disease burden and were responsible for up to 55 percent of deaths in 2017. The disease burden is 

predicted to continue dropping; however, communicable diseases, neonatal disorders, and malnutrition 

are predicted to remain among the top causes of mortality in 2040 and persist as major public health 

problems. By 2040, NCDs will contribute to 55 percent of all deaths. Under the current scenario, while 

Tanzania has a high degree of certainty to achieve the Sustainable Development Goal (SDG) targets for 

child mortality, that is not the case for neonatal and maternal mortality.  

Tanzania’s population growth rate is predicted to remain high and its population young for the 

foreseeable future, which will continue to exert pressure on the delivery of health services. The total 

population is predicted to reach about 89.2 million, with a median age of 19 years in 2035. The increase 

is primarily driven by the high total fertility rate (TFR). Tanzania is also experiencing rapid urbanization, 

with the urban population projected to grow at twice the national population growth rate. In 2040, over 

50 percent of the population is projected to reside in urban areas.  

Health services delivery in Tanzania remains largely rural oriented and facility based and prioritizes 

communicable diseases and maternal and child health conditions. In general, the capacity to deliver NCD 

services is low at all levels. In addition, the capacity to deliver non-facility-based services (preventive and 

promotive), including community-based health care services, at the primary health care level is limited. 

Besides volunteer community health workers (CHWs) and civil society organizations, the delivery of non-

facility-based health services is left to the health centers and dispensaries. Not only are the dispensaries 

and health centers expected to deliver their prescribed functions, but they are also expected to provide 

other frontline services, including services related to projects and vertical programs. Such programs 

converge at the primary health care level, but this level has the lowest capacity. Tanzania has a good 

network of hospitals, but many are overcrowded with primary level patients and operate below their 
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designated standards, especially in handling critically ill patients and the delivery of neonatal care, 

emergency obstetric care, and surgical care. Previous initiatives on hospital reform were not completed. 

The findings also reveal major shortcomings with the management of emergency and referral services. 

Tanzania has made great progress in scaling up interventions for communicable diseases and maternal 

and child health conditions. This success is more pronounced with HIV/AIDS and immunization, where the 

core set of essential interventions were implemented to scale in a coordinated and sustained manner. 

The other conditions and areas including malaria, tuberculosis (TB), family planning, adolescent health, 

emergency obstetric care, neonatal care, and malnutrition still experience gaps in implementation and 

coverage of some of the core interventions, which is further compounded by existing regional and rural-

urban disparities. There has been limited progress with scaling up services for NCDs, stemming largely 

from low prioritization and underfunding. In addition, the current NCD services tend to rely on secondary 

and tertiary services, which will not help turn the tide against NCDs.   

Persistent health system challenges remain a major obstacle for Tanzania as it works to effectively address 

the major causes of the disease burden so that they may cease to be major public health problems. Beside 

the chronic shortage of specific cadres of health workers, there is a severe staff shortage especially at the 

frontline facilities. Attempts to recruit staff to bridge the gap have not been able to match the growing 

population, growing health needs, and continued expansion of infrastructure investments in the sector. 

The health sector is grossly underfunded. What is worrying is that the share of domestic financing for 

health and the budget execution rate have been declining. While Tanzania has benefited from the global 

health initiatives to finance programs for the major communicable diseases, having attained lower-

middle-income country status, Tanzania is expected to gradually take over the financing of these 

programs. Moreover, Tanzania needs to plan to sustain ongoing programs and roll out services for NCDs. 

Conclusions and Recommendations 

Tanzania has a good opportunity to control the major drivers of the disease burden so that they may cease 

to be major public health problems. Many of the causes for the persistent high disease burden are 

preventable and treatable using existing interventions. For the major communicable diseases, financing 

is available from the global health initiatives to support the implementation of programs. Moreover, 

Tanzania’s economic growth had been robust prior to the COVID-19 pandemic, making it possible to 

increase domestic resources for health. The private sector has also expanded and constitutes about 

30 percent of all health facilities and 50 percent of hospitals in the country, creating additional capacity 

that the government may leverage. To effectively leverage these opportunities, Tanzania would need to 

a) build a shared vision and commitment toward controlling the main drivers of the disease burden; b) 

define and clarify the desired control goal for each of the major diseases and conditions; and c) ensure 

that for the respective conditions, the necessary set of essential interventions (preventive, promotive, 

diagnostic, curative, and so on), including interventions for underlying risk factors, is implemented to scale 

in a coordinated and sustained manner.  

Control Major Communicable Diseases. For HIV/AIDS, Tanzania should aim to achieve epidemic control 

and thereafter make available adequate resources to sustain antiretroviral therapy (ART) throughout the 

lifetime of the people living with HIV/AIDS. For malaria and TB control activities, the respective set of 

essential interventions should be implemented to scale in a sustained manner. The gains to date are still 
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fragile, and continued investment in the programs is necessary to sustain the achievements and avoid an 

upward surge in infections. In view of the heightened risk to future public health events of concern, as 

demonstrated by the COVID-19 pandemic, it is important for Tanzania to strengthen preparedness and 

response capacity at all levels, strengthen capacity of the One Health Coordination Desk, and ensure 

compliance with the International Health Regulations to effectively and timely respond to the events. In 

addition, upon cessation of the COVID-19 pandemic, it is important for the government to carry out an 

after-action review to identify and document best practices, gaps and lessons to inform future responses. 

Maternal and Child Health and Nutrition Services. For neonatal disorders, besides making high-quality 

prenatal care available, measures should focus on scaling up essential newborn care services and ensuring 

that signal functions are routinely performed by health facilities during childbirth. To improve emergency 

obstetric care, infrastructure investments need to go together with provision of corresponding inputs and 

supplies to ensure timely functionality of the health facilities. For nutrition, the strategies should account 

for the diversity of areas and prioritize maternal, infant, young child, and adolescent nutrition; scaling up 

the management of severe acute malnutrition; scaling up the prevention and management of 

micronutrient deficiencies; and preventing and managing the growing problem of obesity. In addition, 

Tanzania ought to make appropriate investments to build its human capital and reap the demographic 

dividend. In doing so, it is important to prioritize reducing the fertility rate, increasing the utilization of 

family planning services and discouraging practices that promote teenage marriage.  

Non-Communicable Diseases. Building on the “NCD best buys,” Tanzania’s NCD prevention and control 

efforts need to prioritize interventions to address the four main diseases (diabetes, cardiovascular 

disease, cancers, and chronic respiratory disease) and their underlying risk factors using the following 

population-based interventions: reducing tobacco use, reducing the harmful use of alcohol, promoting a 

healthy diet, promoting physical activity, and screening the population for NCDs. The second 

consideration is to integrate NCD services (screening, diagnostics, treatment, and follow-up) into existing 

programs and services at all levels, including primary health care and to institutionalize the STEPwise 

approach to Surveillance of NCD risk factors. Finally, every effort should be made to advocate for NCD 

awareness and to prioritize the funding of the NCD programs. 

Population and Urbanization. High population growth will continue driving up costs for health services 

delivery and will need to be factored in sectoral plans and budgets. Appropriate health sector investments 

will be needed to improve women’s health and build human capital for Tanzania to reap the demographic 

dividend. To respond to the rapid urbanization, the government should consider developing a strategy for 

urban health services. The strategy should include measures to tackle the health-related challenges of 

unplanned urbanization and propose measures to leverage the capacity of the private sector to provide 

services to the urban population.  

Governance and Organization of Health Services. Health services delivery needs to be reorganized to 

respond to the changing disease burden, devolution process, and urbanization and to address existing 

deficiencies. The management of vertical programs needs to be integrated into the core functions of the 

relevant entities and consideration given to establishing common management arrangements for the 

large externally financed programs and projects. Primary health care is the backbone of health services 

delivery. With the anticipated increased role of the primary health care level in the delivery of essential 
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public health services, including the provision of preventive and health promotional services, its capacity 

needs to be enhanced to deliver both facility-based and non-facility-based services including community-

based health services, with particular attention given to staffing. It is also important for Tanzania to 

redefine the roles and functions of the hospitals in the continuum of health service delivery with the 

purpose of ensuring that hospitals operate as designated, effectively manage NCDs, handle emergencies 

and referrals, and provide appropriate critical care services. This process should help the government 

institute appropriate management and financing approaches for hospitals, develop measures to 

decongest hospitals, agree on the modalities to promote optimal operations of hospitals, and establish 

ambulance services at the regional levels. 

Human resources for health. Health workforce challenges are by far the greatest obstacle to improving 

the performance of the health sector. It is important for the government to accelerate the recruitment of 

staff to close the existing gap and develop a realistic approach for the management of the health 

workforce, which will align health sector investments with the broad government public service strategy 

on staffing and provide incentives to promote health worker productivity.  

Health financing. In light of the gross underfunding of the health sector, effort should be made to protect 

the health budget from further decline. In the medium-to-long term, the priority should be to increase 

the domestic share of the health budget if the current progress in controlling communicable diseases and 

maternal and child health conditions and the plans to scale up services for NCDs are to be continued and 

sustained. 
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1. BACKGROUND AND CONTEXT 

1.1. Introduction and Context 

The United Republic of Tanzania (mainland and Zanzibar) is administratively divided into 31 regions (26 in 

the mainland and 5 in Zanzibar) and 149 districts (139 in the mainland and 10 in Zanzibar). The population 

in 2020 was estimated to be 57.6 million and to be growing at the rate of 3 percent. In 2020, 51 percent 

of the population was female, 68 percent was living in rural areas, and 63 percent was under 24 years of 

age.1 The Human Capital Index for Tanzania is estimated at 0.4, which is below its expected level for 

development and places it among the bottom 35 countries globally.  

Health services in Tanzania are managed under a decentralized arrangement. The Ministry of Health, 

Community Development, Gender, Elderly and Children (MoHCDGEC) has the mandate to develop health 

policies; set standards and monitor their implementation; and oversee regional, zonal, and national 

referral hospitals. The President’s Office, Regional Administration and Local Government, oversees the 

management and administration of health service delivery at the regional and district levels. Health 

facilities are organized in a hierarchical structure. Community-based services, dispensaries, health 

centers, and district hospitals serve at the primary level; regional referral hospitals at the secondary level; 

and zonal referral hospitals, specialized hospitals, and national hospitals at the tertiary level. In 2019, 

there were a total of 8,446 health facilities comprising dispensaries (86 percent), health centers (11 

percent), and hospitals (3 percent). The government is the largest provider of health services and owns 

70 percent of health facilities, followed by the private sector with 17 percent and faith-based 

organizations with 14 percent.2 

The National Health Policy (2017) aims to improve the health status of all Tanzanians. This goal is 

elaborated in the Tanzania Development Vision 2025, the National Five Year Development Plan 2021/22–

2025/26, and the Health Sector Strategic Plan July 2021–June 2026. In addition, Tanzania has committed 

to several regional and global goals and targets, including the Abuja target to increase the share of the 

health budget to at least 15 percent of the total government budget; SDG 3 on ensuring healthy lives and 

promoting well-being for all at all ages; and the universal health coverage goal of ensuring all individuals 

and communities receive the health services they need without suffering financial hardship. 

Tanzania has recorded improvements in the health status of the population in the past two decades. 

Disability-adjusted life years 3  (DALYs) dropped by almost half, from 88,225 to 41,046 per 100,000 

population between 2000 and 2017 [2]. Over the same period, life expectancy increased from 51 to 65 

years and under-five mortality and infant mortality dropped from 148 and 98 deaths per 1,000 live births 

to 67 and 43 deaths per 1,000 live births, respectively. Despite the observed progress, the disease burden 

remains high, mainly due to communicable diseases and maternal and child health conditions. Progress 

in maternal mortality is limited and the maternal mortality ratio (MMR) has stagnated at 556 deaths per 

100,000 live births. These conditions are preventable and treatable using existing, affordable, and cost-

 
1 National Bureau of Statistics 
2 Annual Health Sector Profile Report, 2019. 
3 An aggregate measure of overall disease burden (mortality and morbidity) expressed as the number of years lost 
due to ill health, disability, or early death. 
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effective interventions, yet they remain major public health problems and are among the top 10 causes 

of mortality.  

Compounding the persistent high burden of communicable diseases and maternal and child health 

conditions is the growing burden of NCDs in the country. Ischemic heart disease, diabetes mellitus, and 

stroke are already among the top 10 causes of mortality, and based on current trends, NCDs are projected 

to surpass communicable diseases as the major cause of mortality by 2030 [3,4]. The government in 2019 

launched a national NCD program to roll out implementation of the NCD Strategic Plan (2016–2020). The 

program, however, remains under resourced, and the initiatives under implementation tend to focus on 

treatment rather than preventing the rise of modifiable risk factors for NCDs. The implementation of 

behavioral change interventions, screening for NCDs, and surveillance and management of intermediate 

risk factors for common NCDs, and availability of essential medicines and supplies for NCDs remain low.  

Tanzania risks a full-fledged double burden of disease. To avert the danger, it needs to rapidly reduce the 

burden of the major communicable diseases and maternal and child health conditions and to develop 

capacity to sustainably control the growing burden of NCDs. Controlling communicable diseases and 

maternal and child health conditions will not only improve health outcomes of Tanzanians but also release 

resources and create fiscal space to tackle NCDs. To achieve this, it is important to create a good 

understanding of the changing profile and drivers of the disease burden, strengthen the resilience of the 

health delivery system, enhance the focus on delivering high-quality essential health services, and center 

health services delivery on people through robust delivery platforms. 

1.2. Objectives and Purpose of the Study 

The objective of the study is to provide the government of Tanzania (the government) with evidence of 

the changing disease burden and the underlying factors driving it. The findings are expected to generate 

evidence for policy dialogue to address the unfinished agenda (maternal and neonatal mortality, stunting, 

malaria, HIV) and the emerging issues related to NCDs. The study was carried out in two phases. The first 

phase generated evidence of the changing disease burden profile in Tanzania. The study examined the 

current and future trajectory of the disease burden in the short-term to intermediate period and identified 

the main drivers of the disease burden. Under Phase 1, the study examined 

1. the magnitude and pattern of disease burden and major health outcomes in the short-term and 

intermediate period. 

2. underlying risk factors driving the disease burden. Among other factors, the study assessed the 

impact of demography on the disease burden and health outcomes in the short-term and 

intermediate period. 

3. possible future trends in mortality and key health outcomes with the aim of determining how long 

it would take to achieve national and global targets and to control and eliminate these conditions 

as major public health problems. 

The second phase built on the findings of the first phase and assessed the performance of the health 

delivery system in controlling the major causes of disease burden and addressing the main underlying risk 

factors. In addition, an attempt was made to identify essential actions and alternative interventions that 

Tanzania would need to employ to address the major causes of disease burden. The second phase 
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attempted to answer the following questions: 

1. What actions and strategies should Tanzania employ to rapidly control communicable diseases and 

maternal and neonatal disorders, so that the conditions cease being major public health problems? 

2. What actions and strategies should Tanzania employ to integrate and rapidly roll out the control 

and management of NCDs? 

3. How should Tanzania reorganize its health services to respond to the increasing population and 

urbanization? 

1.3. Approach and Methodology 

Phase 1 assessed (1) the coverage and utilization of key health interventions as well as the status of key 

health outcomes, (2) the current and future burden of disease, and (3) the underlying risk factors driving 

the disease burden in Tanzania. To assess the health profile of the population in Tanzania, we used the 

following existing secondary data sources: (1) the Global Burden of Disease (GBD) data from the Institute 

of Health Metrics and Evaluation (IHME); (2) data from government sources, including demographic and 

health survey (DHS) reports; and (3) World Bank, World Health Organization (WHO), and United Nations 

population databases.  

To assess coverage and use of services as well as status of health outcomes, the study used data from 

government sources including the DHS, malaria indicator surveys, and AIDS indicator surveys. The UN 

population and IHME GBD databases were used to assess future health outcome trends. The national and 

global targets were obtained from Health Sector Strategic Plan July 2015–June 2020 (HSSP IV) and the 

appropriate global program strategic documents. The current and future burden of disease were assessed 

based on mortality, DALYs, and years of life lost (YLLs) using GBD program data from the IHME 

(https://vizhub.healthdata.org/gbd-foresight/). The main underlying risk factors driving the disease 

burden in Tanzania were derived from the GBD program data from the Institute of Health Metrics 

(https://vizhub.healthdata.org/cod/). The GBD program is a comprehensive regional and global research 

program of disease burden that assesses mortality and disability from major diseases, injuries, and risk 

factors. Additional information about the GBD program methodology is available on the IHME GBD 

webpage. 

Phase 2 assessed the performance of the health system using both primary and secondary data sources. 

Phase 2 started with a literature review of several reports from government and other sources. In 

addition, global reports and publications were reviewed to document strategies that other countries have 

successfully applied to reduce the burden of communicable diseases and maternal and neonatal 

conditions and to integrate the control and management of NCDs into their health systems.    

Second, key informant interviews using a semi-structured interview guide were held with officials from 

government, development partners, civil society organizations, academia, private institutions, and other 

relevant personnel knowledgeable about the Tanzanian health system. The interviews sought to establish 

(1) whether Tanzania was making sufficient progress to reduce the burden of the major communicable 

diseases and maternal and child health conditions, and to fast-track integration and the control and 

management of NCDs into the health system; (2) key obstacles hindering Tanzania’s progress to rapidly 

reduce the high burden of disease; and (3) strategies and actions that Tanzania would need to employ to 

https://vizhub.healthdata.org/gbd-foresight/
https://vizhub.healthdata.org/cod/
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overcome the obstacles. Finally, a working group of experts knowledgeable about the Tanzanian health 

sector was convened to review and validate the findings and to propose feasible strategies that Tanzania 

would need to adopt to reduce the burden of the major communicable diseases and maternal and child 

health conditions and to fast-track integration and scale up of the control and management of NCDs. 

This report is organized and presented in eight chapters:  

1. Background and Context 

2. Current and Future Burden of Disease in Tanzania  

3. Current and Future Trends of Health Outcome Indicators  

4. Coverage and Utilization of Key Health Services  

5. Understanding the Underlying Risk Factors and Changing Profile 

6. Responding to the Disease Burden and Changing Profile 

7. Performance of the Health Delivery System 
8. Discussion, Conclusions, and Recommendations  
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2. CURRENT AND FUTURE BURDEN OF DISEASE IN TANZANIA 

This chapter presents findings on the burden of disease with 2017 as the reference year and the predicted 

disease burden for the years 2030 and 2040. The burden of disease estimates are based on 

deaths/mortality, DALYs, and YLLs from the major diseases and injuries at the national level. In addition 

to mortality, the disease burden is presented using DALYs, while the predicted disease burden is presented 

using YLLs. 

2.1. Burden of Disease Profile in 2017 

The total burden of disease (all ages) in 2017 was estimated at 635 deaths per 100,000 population and 

42,037 DALYs per 100,000 population. It marks a substantial decrease in the disease burden in terms of 

mortality and DALYs, which dropped from 1,244 deaths per 100,000 population and 83,256 DALYs per 

100,000 population in 2000, respectively. Over the same period, mortality attributed to communicable 

diseases dropped by more than one-half, while the burden attributed to NCDs stayed more or less 

unchanged (Table 1). As of 2017, NCDs (41 percent) were on par with communicable diseases (39 percent) 

as the major causes of mortality in Tanzania, and together were responsible for 80 percent of deaths and 

72 percent of DALYs lost in 2017. Neonatal disorders were the third-largest cause of disease burden, 

contributing 10 percent of deaths and 14.2 percent of DALYs lost in 2017. Injuries were the fourth-largest 

cause, followed by nutritional deficiencies and maternal disorders.  

Table 1. Share of Disease Burden by Major Disease Categories in Tanzania (2000 and 2017, All Ages) 

 Deaths per 100,000 
population  

DALYs per 100,000 population  

 2000 2017 2000 2017 

Total deaths 1,244 635 83,256 42,037 

Communicable disease  773 246 (39%) 58,103 15,363 (36.5%) 

Maternal disorders 12 9 (1.5%) 760 541 (1.2%) 

Neonatal disorders 91 64 (10%) 8,229 5,984 (14.2%) 

Nutrition deficiencies 26 12 (2%) 3,398 1,925 (4.5%) 

Non-communicable diseases 292 262 (41%) 17,016 15,494 (36.8%) 

Injuries 48 41 (6.5%) 3,150 2,731 (6.4%) 
Source: IHME Global Burden of Disease. 

The top 10 causes of mortality contributed to 60 percent of mortality and 57 percent of DALYs lost in 

2017. Nine out of the top 10 causes of mortality in 2007 were still among the top 10 in 2017. (Table 2) 

While the cause-specific mortality rates for the majority of the top 10 conditions dropped over the period, 

HIV/AIDS, the number one cause of mortality in 2007, dropped by 80 percent, and was largely responsible 

for the drop in overall disease burden. The drop in mortality attributed to the NCDs were less significant. 

While the share of mortality attributed to five of the 10 top conditions decreased in 2017, the share of 

deaths attributed to the following conditions increased: neonatal disorders (2.4 percent), ischemic heart 

disease (34.2 percent), TB (11.1 percent), congenital defects (5.6 percent), and diabetes mellitus 

(41.6 percent). 
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Table 2. Top 10 Causes of Mortality and DALYs Lost in 2007 and 2017 (All Ages) 

 Ranking 2007 Ranking 2017 Mortality 
change 

2007–2017 
 Mortality 

rate 
DALYs Mortality 

rate 
DALYs 

HIV/AIDS 278.53 1 15,655 1 52.43 3 3,146 3 -81% 

Lower respiratory 
infection 

 84.66 2  5,563 3 62.04 2 3,625 2 -27% 

Neonatal disorders  81.96 3  7,495 2 63.96 1 5,984 1 -22% 

Diarrheal diseases  44.92 4  2,590 6 38.02 4   842 8 -37% 

Tuberculosis  44.61 5  1,988 7 37.78 5 1,582 6 -15% 

Malaria  43.17 6  3,304 5 28.39 7 2,038 5 -34% 

Congenital defects  41.95 7  3,792 4 33.78 6 3,079 4 -19% 

Ischemic heart 
disease 

 37.17 8   -  28.16 8 1,562 7 -2.3% 

Stroke  25.65 9   -  24.74 9   -3.5% 

Protein energy 
malnutrition 

 19.33 10  1,491 8   -    883 9 -37% 

Meningitis   -   1,089 9   -    -   

Sexually transmitted 
infections 

  -     964 10   -    -   

Diabetes mellitus   -    -  13.13 10   -   

Dietary iron 
deficiency 

  -    -    -    755 10  

Source: IHME Global Burden of Disease. 

A comparison was made with countries in the East Africa subregion—Kenya, Ethiopia, Uganda, and 

Rwanda—and selected countries in Asia—Myanmar, Vietnam, Sri Lanka, and Cambodia.4 Overall, the 

disease burden (age adjusted) for Tanzania closely compares with the levels registered by the countries 

in the East Africa subregion. (Table 3) The burden of disease for the four selected countries from Asia with 

exception of Myanmar and Cambodia was significantly lower than that of Tanzania in 2000. While the four 

countries did not register substantial reduction in disease burden compared with Tanzania, their burden 

disease levels in terms of mortality and DALYs remained lower than the burden registered in Tanzania in 

2017.   

 
4 The four countries in Asia were similar to modern-day Tanzania in the 1960s and 1970s in terms of economic 
development.  
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Table 3. Burden of Disease in Tanzania and Selected Countries (Age Standardized Rate) 

Country Deaths per 100,000 Population DALYs per 100,000 Population 

 2000 2019 2000 2019 

Tanzania 1,767 1,026 80,219 44,298 

Kenya 1,695 1,147 72,693 45,177 

Uganda 2,159 1,092 97,174 46,651 

Ethiopia 2,061 961 90,027 40,653 

Rwanda 2,274 993 102,497 40,388 

Myanmar 1,563 999 64,466 39,364 

Vietnam 865 715 32,210 26,377 

Sri Lanka 898 591 32,460 22,689 

Cambodia 1,458 962 59,890 36,602 

Source: IHME Global Burden of Disease. 

Table 4 compares the disease burden profile for Tanzania with the profile for the four selected countries 

from Asia. Tanzania’s overall disease burden based on mortality and DALYs was generally higher compared 

with the four selected countries. The burden for NCDs and injuries was comparable with the burden in 

the four countries; however, the burden for communicable diseases, neonatal disorders, maternal 

disorders, and nutrition deficiencies was consistently and significantly much higher. This clearly 

demonstrates that these conditions are the key drivers for the high disease burden in Tanzania. 

Table 4. Burden of Disease Profile (Mortality and DALYs) for Tanzania and Selected Countries in 2017 
(Age Standardized Rates) 

Deaths per 100,000 
population 

Tanzania Vietnam Sri Lanka  Myanmar Cambodia 

Total deaths 1,026 715 591 999 962 

Communicable diseases  339 65 41 151 178 

Maternal disorders 11 0.2 0.4 3.3 2.6 

Neonatal disorders 37 8.2 8.9 32 23 

Nutrition deficiencies 13 1.2 0.7 3.5 4 

Non-communicable diseases 565 572 478 732 656 

Injuries 61 68 63 77 98 

DALYs per 100,000 
population 

     

Total DALYs 44,299 26,377 22,689 39,364 36,602 

Communicable diseases  14,634 2,712 1,410 6,688 6,306 

Maternal disorders 611 13 25 188 138 

Neonatal disorders 3,590 932 1,038 3,053 2,275 

Nutrition deficiencies 1,493 245 349 617 879 

Non-communicable disease 20,973 19,540 17,017 24,902 22,675 

Injuries 2,992 2,933 2,849 3,917 4,329 
Source: IHME Global Burden of Disease. 

2.2. Predicted Trends in the Burden of Disease 

The estimates for predicted disease burden are based on mortality and YLLs. Tanzania’s mortality is 

predicted to continue dropping, to 511 deaths per 100,000 population in 2030 and 477 deaths per 100,000 
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population in 2040. (Table 5) Deaths attributed to communicable diseases are predicted to register the 

largest drop, followed by deaths attributed to neonatal disorder, nutritional deficiencies, and maternal 

disorders, with shares dropping to 27 percent, 5 percent, 2 percent, and 1 percent by 2040, respectively. 

Mortality rates associated with NCDs and injuries in 2040 are not predicted to vary much from 2017, but 

the share of the deaths attributed to the two conditions is predicted to increase from 41 percent and 

6.5 percent to 55 percent and 10 percent by 2040, respectively. By 2030, NCDs are predicted to become 

the main cause of mortality in Tanzania, surpassing the combined mortality for communicable diseases, 

neonatal disorders, maternal disorders, and nutrition. Nonetheless, lower respiratory tract infections, 

HIV/AIDS, and diarrhea are still predicted to remain among the top 10 causes of mortality in 2040, and 

ranked numbers one, three, and four, respectively. Likewise, neonatal disorders are projected to remain 

among the top 10 causes of mortality in 2040. TB and malaria are projected to drop in rank to numbers 

12 and 13.  

The burden of disease based on YLLs is predicted to continue dropping, from 33,078 YLLs per 100,000 

population in 2017 to 21,375 YLLs per 100,000 population in 2030 and 17,457 YLLs per 100,000 population 

in 2040. The burden of communicable diseases based on YLLs is predicted to remain higher than the 

burden for NCDs in 2030; however, the burden of disease for NCDs is predicted to surpass the burden for 

communicable diseases by 2040. According to the projections for 2040, NCDs are predicted to account for 

39 percent of YLLs, communicable diseases for 33 percent, injuries for 12 percent, neonatal disorders for 

11 percent, and maternal disorders and nutrition deficiencies for 3 percent. The predicted top 10 

conditions based on YLLs in 2040 include lower respiratory infections (8.9 percent), HIV/AIDS 

(7.5 percent), ischemic heart disease (7 percent), diarrheal diseases (5.4 percent), stroke (3.6 percent), 

other cardiovascular diseases (3.2 percent), road injuries (3.1 percent), diabetes mellitus (3 percent), 

neonatal encephalopathy due to birth asphyxia and trauma (2.4 percent), and malaria (2 percent). 
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Table 5. Observed and Predicted Trends in Mortality and YLLs for Tanzania (All Ages) 

Deaths per 100,000 population 2000 (n/%) 2017 (n/%) 2030 (n/%) 2040 (n/%) 

Total deaths 1,244 635 511 477 
Communicable disease  773 (63%) 246 (39%) 164 (32%) 132 (27%) 

Maternal disorders 12 (1%) 9 (1.5%) 7 (1.3%) 5 (1%) 
Neonatal disorders 91 (7%) 64 (10%) 35 (6.7%) 23 (5%) 

Nutrition deficiencies  26 (2%) 12 (2%) 11 (2%) 8 (2%) 
Non-communicable diseases 292 (23%) 262 (41%) 245 (48%) 260 (55%) 

Injuries 48 (4%) 41 (6.5%) 49 (10%) 48 (10%) 
YLL per 100,000 population     

Total YLLs 73,253 33,078 21,375 17,457 

Communicable diseases  48,514 (66%) 14,213 (43%) 7,822 
(36.5%) 

5,735 (33%) 

Maternal disorders 698 (1%) 504 (1.5%) 382 (1.8%) 276 (1.5%) 

Neonatal disorders 8,003 (11%) 5,619 (17%) 3,032 (14%) 1,954 (11%) 

Nutrition deficiencies 2,014 (3%) 894 (2.7%) 633 (3%) 358 (2%) 

Non-communicable diseases 11,359 (16%) 9,648 (29%) 6,760 (32%) 6,790 (39%) 

Injuries 2,671 (4%) 2,619 (8%) 2,324 (11%) 2,105 (12%) 
Source: IHME Global Burden of Disease. 
Note: Excludes burden (YLL) from other communicable disease, maternal and neonatal disorders, and nutritional 
deficiencies (420 in 2030 and 239 in 2040). 

Tanzania’s disease burden (mortality and YLLs) is predicted to continue dropping but remain much higher 
in comparison with the four countries in Asia because of the persistent high levels of disease burden 
attributed to communicable diseases, maternal and neonatal disorders, and nutritional deficiencies. 
(Tables 6 and 7) 
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Table 6. Predicted Deaths in 2030 and 2040 (Age Standardized) 

Deaths per 100,000 
population 

Tanzania Vietnam Sri Lanka  Myanmar Cambodia 

2030      

Total deaths 1,033 698 557 853 992 

Communicable diseases  272 42 30 79 126 

Maternal disorders 8 0.2 0.3 1.64 2 

Neonatal disorders 23 5 5 14 14 

Nutrition deficiencies 19 0.3 0.9 6 5 

Non-communicable diseases 634 565 455 682 688 

Injuries 81 86 66 69 157 

2040      

Total deaths 898 607 502 755 735 

Communicable diseases  212 35 28 60 101 

Maternal disorders 5 0.1 0.2 1 1 

Neonatal disorders 18 3 4 10 10 

Nutrition deficiencies 14 0.2 0.8 5 4 

Non-communicable diseases 575 510 412 623 615 

Injuries 74 60 57 57 75 
Source: IHME Global Burden of Disease. 

 
Table 7. Predicted YLLs in 2030 and 2040 (Age Standardized) 

YLLs per 100,000 
population 
2030 

Tanzania Vietnam Sri Lanka  Myanmar Cambodia 

Total YLLs 26,438 15,130 11,813 18,936 24,900 

Communicable disease  8,703 1,200 802 2,574 1,200 

Maternal disorders 400 8 15 91 8 

Neonatal disorders 1,979 410 456 1,205 410 

Nutrition deficiencies 584 3 14 64 3 

Non-communicable disease 12,172 10,137 8,147 12,566 10,137 

Injuries 2,600 3,372 2,379 2,436 3,372 

2040      

Total YLLs 22,030 12,236 10,406 15,709 17,661 

Communicable diseases  6,557 960 765 1,812 2,713 

Maternal disorders 269 5 11 58 59 

Neonatal disorders 1,546 297 358 881 903 

Nutrition deficiencies 380 2 12 50 53 

Non-communicable 
diseases 

10,948 8,997 7,257 11,093 11,228 

Injuries 2,329 1,975 2,003 1,815 2,706 
Source: IHME Global Burden of Disease. 
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3. CURRENT AND FUTURE TRENDS OF HEALTH OUTCOME INDICATORS 

This chapter assesses current and predicted trends of health outcome indicators, including mortality rates 

for the major causes of disease burden and reproductive and maternal health outcomes, with the 

objective of tracking Tanzania’s achievement of its national and global targets. 

3.1. Mortality Outcomes and Trends 

According to HSSP IV, Tanzania aims to reduce the infant mortality rate (IMR) to 35 deaths per 1,000 live 

births, the under-five mortality rate (U5MR) to 55 deaths per 1,000 live births, and the MMR to 292 deaths 

per 100,000 live births by 2020. Furthermore, Tanzania is committed to achieving the SDG targets of 

reducing the U5MR to 25 deaths per 1,000 live births, newborn mortality to 12 deaths per 1,000 live births, 

and MMR to 70 deaths per 100,000 live births by 2030. Table 8 shows country targets and predicted 

estimates for IMR, U5MR, and MMR in 2020 and 2030. Neonatal mortality, IMR and U5MR are projected 

to drop steeply and come close to achieving the 2020 national and 2030 SDG targets while MMR is 

projected to drop but remain much higher than the 2020 national and 2030 SDG targets. 

Table 8. Estimates and Targets for Infant Mortality Rate, Under-Five Mortality Rate, and Maternal 
Mortality Ratio in 2020 and 2030 

Year Infant mortality 
rate   

Neonatal mortality 
rate 

Under-5 mortality 
rate  

Maternal mortality  
ratio  

2015 43 25 67 530  
Estimate Target Estimate Target Estimate Target Estimate Target 

2020 41 35 22 16 57 55 431 292 

2030 28 NA 16 12 38 25 182  70 
Source: Targets for 2020 were obtained from HSSP IV, targets for 2030 were obtained from SDG targets, and 
estimates were derived from IHME (health-related SDGs). 

Figure 1 compares trends and projections for selected indicators (population, life expectancy at birth, IMR 

and U5MR) with comparable countries in East Africa (Uganda and Kenya) and Asia (Cambodia and Sri 

Lanka) between 2015, 2020 and 2030. The trends and projections for Tanzania and for the two East African 

countries closely resemble. The figure shows a steep increase in population for Tanzania and the East 

African countries between 2015 and 2030 compared with a more stable pattern for Sri Lanka and 

Cambodia. Life expectancy at birth is predicted to increase in Tanzania and other East African countries, 

but the 2030 value will still be lower than the 2010 values for Sir Lanka and Cambodia. Similarly, IMR and 

U5MR is predicted to continue dropping, but the 2030 value will still be much lower compared to 2010 

values for Sri Lanka and Cambodia. 
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Figure 1. Comparison of Population, Life Expectancy, Infant Mortality Rate, and Under-Five Mortality 
Rate (Tanzania, Kenya, Uganda, Cambodia, and Sri Lanka) 

 
Source: UN Population Division. 

3.2. Nutrition 

The study assessed trends for selected nutrition outcome indicators derived from the global indicators 

endorsed by the WHO member states to improve maternal, infant, and young child nutrition.5 Stunting 

levels have gradually dropped from 42 percent in 2004 to 34 percent in 2015, and Tanzania is likely to 

achieve the HSSP IV 2020 target of 27 percent. Wasting has remained unchanged at about 5 percent, 

within the HSSP IV 2020 target; however, progress with low birth weight and anemia in women remains 

slow. While prevalence of undernutrition (underweight) among women remained virtually unchanged 

between 2005 and 2015 at about 10 percent, prevalence of obesity in women increased from 18 percent 

to 28 percent.6 The 2015 DHS results for iodine testing showed that 23 percent of women aged 15–49 had 

optimal levels of urinary iodine concentration (between 150 and 300 μg/L); one-third had an excess 

concentration of iodine (higher than 300 μg/L); and 44 percent had iodine concentrations below 150 μg/L. 

 
5 World Health Organization, Comprehensive Implementation Plan on Maternal, Infant and Young Child Nutrition, 
2014, https://www.who.int/publications/i/item/WHO-NMH-NHD-14.1. 
6 Tanzania DHS (2004, 2010, and 2015) and, for 2018 data, Tanzania National Nutrition Survey 2018. 

 

https://www.who.int/publications/i/item/WHO-NMH-NHD-14.1
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Of those 44 percent, 34 percent had iodine concentrations below 100 μg/L, which is considered low. 

Predicted estimates for stunting and wasting among children under five years by IHME showed that the 

indicators were predicted to drop to 25.7 percent and 4.2 percent in 2030, respectively. Overall trends 

with nutrition outcomes present modest progress, and malnutrition is predicted to remain a major health 

burden in Tanzania for the foreseeable future. 

3.3. HIV/AIDS 

Tanzania in the last decade made substantial progress to control the HIV epidemic. The incidence of HIV 

dropped from 2.08 per 1,000 uninfected population in 2010 to 1.41 per 1,000 uninfected population in 

2018. Over the same period, the number of new infections declined by 13 percent and the number of 

AIDS-related deaths was halved. (Table 9) Because of increased access to ART, the number of people living 

with HIV increased from 1.3 million to 1.6 million. According to the IHME GBD projections, HIV-related 

deaths, after dropping to 24,000 deaths in 2018, are predicted to increase to 27,000 deaths in 2030 and 

further to 30,600 deaths in 2040. The findings are consistent with the Lancet, 7  where Tanzania is 

forecasted to achieve a reduction in mortality of at least 65 percent between 2010 and 2020 but is not 

forecasted to achieve an 80 percent reduction in AIDS-related deaths between 2010 and 2030. Based on 

the projections, Tanzania will make substantial progress in reducing AIDS-related deaths but may not meet 

the UNAIDS 2030 target of ending the AIDS epidemic as a public health threat. 

Table 9. HIV/AIDS Epidemic Estimates 

 HIV new infections HIV incidence AIDS-related deaths People living with HIV 

2010 83,000 2.08 48,000 1,300,000 

2015 81,000 1.74 29,000 1,400,000 

2018 72,000 1.41 24,000 1,600,000 
Source: UNAIDS, UNAIDS Data 2019, https://www.unaids.org/en/resources/documents/2019/2019-UNAIDS-data. 

3.4. Tuberculosis 

Tanzania in 2017 was ranked 8th among the 22 high TB burden countries globally. Tanzania’s TB program 

builds on the WHO’s post-2015 Global TB Strategy, which aims to end the global TB epidemic by reducing 

TB deaths by 95 percent and new cases by 90 percent between 2015 and 2035, and has set interim 

milestones for 2020, 2025, and 2030. The incidence of TB dropped from 500 to 306 cases per 100,000 

population between 2000 and 2015.8 After stagnating at about 63,000 cases between 2012 and 2015, TB 

notifications increased to 75,845 cases in 2018, and Tanzania is likely to achieve the 2020 end TB targets 

of reducing TB incidence by 20 percent and TB deaths by 35 percent between 2015 and 2020.9 According 

to the Lancet, TB deaths decreased from 73,000 in 2000 to 49,000 in 2017, while the TB death rate over 

the same period dropped from 214 to 86 per 100,000 population.10 The IHME GBD, on the other hand, 

estimated TB-related deaths at 20,391 in 2017 and predicts TB deaths will continue dropping to 9,954 in 

 
7 GBD 2017 HIV collaborators. Global Burden of Diseases, Injuries, and Risk Factors Study 2017. Lancet: 
https://www.thelancet.com/journals/lanhiv/article/PIIS2352-3018(19)30196-1/fulltext 
8 World Bank, World Development Indicators, https://datatopics.worldbank.org/world-development-indicators/. 
9 Source: National Tuberculosis and Leprosy Programme, Annual Report for 2018, 
https://www.ntlp.go.tz/site/assets/files/1046/annual_report_2018_final.pdf.  
10 “Building a Tuberculosis-Free World: The Lancet Commission on Tuberculosis,” Lancet 393, no. 10178 (2019).  

https://datatopics.worldbank.org/world-development-indicators/
https://www.ntlp.go.tz/site/assets/files/1046/annual_report_2018_final.pdf
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2030 and 7,904 in 2040. However, due to the current high incidence rate, and the fact that almost 40 

percent of cases are not detected annually, TB will continue to remain a major public health problem in 

Tanzania. 

3.5. Malaria 

The goal of the National Malaria Strategic Plan 2014–2020 is to reduce malaria prevalence from 

10 percent in 2012 to 5 percent in 2016, and further in 2020 to less than 1 percent. The plan intended to 

consolidate and sustain earlier achievements during the period 2014–2016 and to explore the feasibility 

of malaria pre-elimination in selected areas in the latter period. Malaria is stable in Tanzania, and over 90 

percent of the population live in areas with malaria. Table 10 shows that the prevalence of malaria 

parasitemia dropped from 18 percent in 2008 to 9 percent in 2015, and to 7 percent in 2018. Malaria 

incidence was estimated at 343 cases per 1,000 population at risk in 2000, dropped to 145 cases per 1,000 

population at risk in 2010, and later dropped to 124 cases per 1,000 population at risk in 2018. Tanzania 

had 7 million estimated malaria cases and about 21,550 malaria-related deaths in 2018, representing an 

8 percent and a 1.2 percent increase compared with 2010, respectively. When considered over a longer 

period, there has been a decline in the number of deaths attributed to malaria mainly because of 

improved management of malaria among children under five years; nonetheless, over 50 percent of 

malaria deaths still take place among the under-fives. (Figure 2) The proportion of total cases with 

confirmed diagnosis has improved substantially over time, and by 2018 over 90 percent of reported 

malaria cases had their diagnosis confirmed.  

Table 10. Estimates for Malaria Cases and Deaths 

Malaria outcome indicator 2010 2015 2018 

Estimated cases 6,450,000 6,268,000 6,997,000 

Estimated deaths 19,200 20,600 21,550 

Reported deaths 15,800 6,300 2,750 

Reported cases 12,894,000 7,746,000 6,220,000 

Confirmed cases 1,279,000 4,243,000 6,054,000 

Prevalence of malaria among children 6–59 months 
(%) * 

18 9 7 

Malaria incidence per 1,000 population at risk** 145 121 124 

Malaria death rate per 100,000 population*** 42 29 28 
Source: World Health Organization, World Malaria Report 2019, 
https://www.who.int/publications/i/item/9789241565721. 
* Tanzania Malaria Indicator Surveys 2008, 2012, and 2017. 
** World Health Organization, Global Health Observatory Data Repository/World Health Statistics. 
*** IHME Global Burden of Disease. 

 

https://www.who.int/publications/i/item/9789241565721
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Figure 2. Deaths from Malaria by Age in Tanzania, 1990–2017 

 
Source: IHME Global Burden of Disease. 

3.6. Non-Communicable Diseases  

In addition to achieving its national targets, Tanzania is committed to the SDG target of reducing 

premature mortality from NCDs by one-third by 2030. The national targets11 as set out in the Strategic 

Plan and Action Plan for the Control and Prevention of NCDs (2016–2020) are consistent with the Global 

Action Plan for the Prevention and Control of NCDs 2013–202012 and are aimed at reducing NCD mortality 

by 25 percent in 2025 against the 2012 baseline. The global plan recommends a package of 16 “best buy” 

cost-effective interventions which if fully implemented in Tanzania would save 21,600 lives by 2025. 

According to the NCD 2018 Global Report, NCDs accounted for 33 percent of all deaths and 18 percent 

risk of premature death among the age 30–70 group in 2016. Cardiovascular diseases (13 percent) were 

the most prevalent NCD, followed by neoplasms/cancers (7 percent), and diabetes mellitus and chronic 

respiratory diseases (each at 2 percent). Based on the current trends, the risk of premature death 

attributed to NCDs is predicted to drop to 16 percent by 2025. Table 11 presents the main NCD risk factors 

for Tanzania. Tobacco use, alcohol use among males, and high blood pressure were the main NCD risk 

factors. The global report predicted that tobacco use would stagnate at about 3 percent among women 

and drop among males to 21 percent; obesity would increase to 4 percent among men and 14 percent 

among women; and high blood pressure would increase to 22 percent in 2025. The findings of the global 

 
11 The targets are as follows: 30% reduction in the prevalence of tobacco use; 10% relative reduction in 
consumption of alcohol by people age 15+ per capita; reduction in the mean population intake of salt to less than 
5 grams per day; 0% increase in obesity prevalence; 10% reduction in the proportion of individuals who are 
physically inactive, 25% reduction in the prevalence of raised blood pressure; 10% reduction in the proportion of 
individuals with raised total cholesterol; 10% reduction in the prevalence of diabetes between 2012 and 2020. 
12 The Global Action Plan adopted by the World Health Assembly in 2013 includes a global monitoring framework 
and nine voluntary global targets to be attained by 2025. These targets are aligned to those for NCDs included in the 
2030 Agenda for Sustainable Development. The 2018 report provides an overview of the status of NCDs in each 
WHO member state against the nine global targets. Each profile provides updated data for each member state, 
where available, on the current burden and recent trends in NCD mortality, prevalence, and some trends in major 
NCD risk factors, as well as the national system’s response capacity to prevent and respond to major NCDs. 
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report are adjusted and therefore differ from the national report findings. According to the DHS in 

2015/16, 0.6 percent of women and 14 percent of men (age 15–49) smoke any form of tobacco; this was 

comparable to the Tanzania Global Adult Tobacco Survey (2018), which reported that 14.6 percent of 

adult men and 3 percent of adult women smoked. In addition, the latter survey reported high levels of 

secondary exposure to smoke, at 33 percent in the workplace and 13.8 percent at home. While the 

percentage of women smokers has remained unchanged, the percentage of men who smoke declined 

from 22 percent in 2004 to 14.6 percent in 2016.  

Table 11. Main NCD Risk Factors in Tanzania (2016) 

 NCD Global Report 2018* STEPS survey 
(2012) 

Risk factor Males Females Total Total 

Total alcohol per capita consumption, adults 
age 15+ (liters of pure alcohol) 

16  3  9  

Physical inactivity, adults age 18+ (%)  5  7  6  7.5 

Mean population salt intake, adults age 20+ 
(grams/day) 

 7  7  7  

Current tobacco smoking, adults age 15+ (%) 14.6**  3**  8.7** 15.6 

Raised blood pressure, adults age 18+ (%) 21 21 21 25.9 

Raised blood glucose, adults age 18+ (%)  4  5  4  9 

Obesity, adults age 18+ (%)  3 11  7  8.7 
*The NCD Global Report 2018 is based on 2016 observations. 
** National Bureau of Statistics, 2018 Tanzania Global Adult Tobacco Survey. 

 
The main NCD outcomes were further assessed based on the IHME GBD database. While estimates for 

NCD deaths for the two databases (IGME and Global Action Plan for NCDs) were quite close (138,686 vs. 

134,600), the population estimates for 2016 were different, hence the variations observed in the 

estimates for total deaths. Overall progress in terms of mortality attributed to the major NCDs was limited 

between 2007 and 2017. (Table 12) In 2017, forty one percent of deaths were attributed to NCDs; 

cardiovascular disorders and cancers contributed to fifty one percent of deaths attributed to NCDs; and 

stroke and ischemic heart disease contributed over 50 percent deaths attributed to cardiovascular 

conditions. Mortality attributed to diabetes mellitus, one of the top 10 causes of mortality was estimated 

at 13 deaths per 100,000 in 2017. Table 12 shows the predicted mortality per 100,000 population 

attributed to a selected NCDs in 2030 and 2040. Considering the predicted trends, the likelihood of 

Tanzania reducing premature mortality from NCDs by 30 percent by 2030 is limited. cardiovascular 

diseases will continue to be a major cause mortality in 2040. While stroke will drop marginally from 25 

deaths per 100,000 population in 2017 to 20 deaths per 100,000 population in 2040, ischemic heart 

disease is predicted to remain unchanged. Diabetes mellitus on the other hand is projected to modestly 

increase. Overall mortality attributed to NCDs is predicted to drop by under 10 percent in 2030 below the 

30 percent target. 
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Table 12. Estimated and Predicted Deaths for Selected NCDs (All Causes) 

 2007 2017 2030 2040 

NCDs total 271 262 245 260 

Cardiovascular  96  82  94  93 

Ischemic heart disease  31  38  42  40 

Stroke  41  25  22  20 

Neoplasms/cancer  52  52  62  72 

Chronic respiratory disease  14  12  11  10 

Diabetes mellitus  14  13  15  17 
Source: IHME Global Burden of Disease. 
Per 100,000 population (2007, 2017, 2030, and 2040) 

 

The burden of cancer is growing, and mortality attributed to cancer is predicted to increase from 

52 deaths per 100,000 population in 2017 to 72 deaths per 100,000 population in 2040. According to the 

Global Cancer Observatory database,13 a total of 42,060 (women 25,028 and men 17,032) new cancer 

cases and 28,610 (women 16,501 and men 12,109) cancer-related deaths were estimated in 2018. 

According to Table 13, the five most prevalent cancers responsible for 53 percent of all new cases in 2018 

were of the cervix, prostate, breast, colorectum, and Kaposi sarcoma. Women were found to suffer a 

disproportionate burden—over 60 percent of new cases—with cancers of the cervix and breast as the 

major causes. The incident cases of cancers are predicted to continue increasing in the future, reaching 

93,778 new cases in 2040. 

Table 13. Number of New Cancer Cases in 2018, by Sex (All Ages) 

Cancer  Both sexes Males Females 

Cervix  9,772 (23.2%)   9,772 (23.2%) 

Prostate  4,362 (10.4%)  4,362 (25.6%)  

Breast  3,037 (7.2%)   3,037 (12.1%) 

Colorectum  2,594 (6.2%)  1,004 (5.9%)  1,590 (6.4%) 

Kaposi sarcoma  2,586 (6.1%)  1,672 (9.8%)   914 (3.7%) 

Esophagus    2,516 (5.8%)  1,472 (8.6%)  1,044 (4.2%) 

Liver     1,162 (6.8%)    No Information 

Others  19,709 (46.9%)  7,360 (43.2%)  8,671 (34.6%) 

Total cases 42,060  17,032  25,028 
Source: The Global Cancer Observatory, May 2019. 

 
  

 
13 The Global Cancer Observatory is an interactive, web-based platform presenting global cancer statistics to 
inform cancer control and research that is operated by the International Agency for Research on Cancer, a 
specialized cancer agency of the WHO. 
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4. COVERAGE AND UTILIZATION OF KEY HEALTH SERVICES 

This chapter assesses coverage and utilization of key interventions for selected disease conditions, which 

constitute the top 10 causes of mortality based on the 2007 and 2017 burden of disease profile for 

Tanzania, with the aim of establishing interventions where Tanzania is achieving its set targets and goals. 

The selected disease conditions include HIV/AIDS, TB, malaria, diarrhea, lower respiratory tract infections, 

neonatal disorders, congenital defects, ischemic heart disease, stroke, diabetes mellitus, and protein 

energy malnutrition. In addition, selected interventions for maternal and reproductive and child health 

services were added because of the persistently high MMR. 

4.1. HIV/AIDS 

The progress in controlling HIV is assessed based on (1) ensuring people living with HIV have access to 

treatment through meeting the 90–90–90 targets by 2020 and (2) eliminating new HIV infections among 

children by 2020. The 90-90-90 targets are premised on ensuring that by 2020, 90 percent of all people 

living with HIV know their HIV status, 90 percent of all people with diagnosed HIV infection receive 

sustained ART, and 90 percent of all people receiving ART achieve viral suppression. Elimination of new 

HIV infections among children is assessed against the proportion of pregnant women who receive ART for 

elimination of mother-to-child transmission of HIV and coverage of early infant diagnosis.  

Tanzania has made significant gains in scaling up ART and according to UNAIDS Data 201914, 78 percent 

of people living with HIV knew their HIV status, 92 percent of people who knew their HIV status were on 

ART, and 87 percent of people receiving ART had achieved viral suppression in 2018. This means that 78 

percent of people living with HIV knew their status, 71 percent of people living with HIV were on 

treatment, and 62 percent of people living with HIV were virally suppressed. Similarly, 93 percent of 

pregnant women with HIV were on ART, while 47 percent of infants exposed to HIV during pregnancy 

were tested for HIV within eight weeks of birth, leading to 8,600 children being diagnosed with HIV in 

2018. While the indicator on early infant diagnosis will not be met in 2020, Tanzania is likely to meet the 

target by 2030. 

4.2. Tuberculosis 

The section is assessed against the End TB Strategy milestones. The objective of the global strategy is to 

provide a unified response to end TB deaths, disease, and suffering by 2035, and there are milestones for 

2020, 2025, 2030, and 2035 to assess progress. According to the National Tuberculosis and Leprosy 

Programme, while Tanzania in 2018 achieved the target for the TB treatment success rate, treatment 

coverage (53 percent) was below target, leaving a significant proportion of cases without access to 

treatment. (Table 14) Progress with the other indicators—TB patients diagnosed using a rapid test, latent 

TB incidence treatment coverage, and drug susceptibility test coverage—was quite limited. With the 

current pace and HIV comorbidity (28 percent)15, Tanzania is unlikely to meet milestones for 2020 nor for 

2030 and 2035. 

 
14 Source: UNAIDS, UNAIDS Data 2019, https://www.unaids.org/en/resources/documents/2019/2019-UNAIDS-
data. 
15 Global tuberculosis report 2019. Geneva: World Health Organization; 2019, 
https://www.who.int/tb/publications/global_report/en/ 

https://www.unaids.org/en/resources/documents/2019/2019-UNAIDS-data
https://www.unaids.org/en/resources/documents/2019/2019-UNAIDS-data
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Table 14. Trends in Coverage of Selected Tuberculosis Interventions 

 Indicator 2010 2015 2018 2020 target  

1 The proportion of estimated new and relapse TB 
cases detected (%, all forms) 

32 39 53  72 

2 TB patients diagnosed using rapid test (%) - - 18  90 

3 TB treatment success rate (%) 89 90 90   90 

4 Latent TB incidence treatment coverage (%) - - 22  90 

5 Drug susceptibility test coverage (%) - - 27  100 

Source: National Tuberculosis and Leprosy Programme, Progress Report 2018. 

4.3. Malaria 

According to the National Malaria strategic Plan (2014-20202), 59 percent of the population in Tanzania 

lives in malaria hypo-endemic areas, and the remaining 41 percent in meso-, holo-, or hyper-endemic 

areas. 16  Malaria control is dependent on several factors including transmission, vector biological 

determinants, and human population characteristics. The indicators for the assessment were chosen to 

represent the different aspects of the management and control strategy covering prevention, diagnosis, 

and treatment. According to Table 15, the treatment of children with fever has steadily improved, and by 

2017 Tanzania had surpassed the 2020 target; however, based on present progress with laboratory 

confirmation of malaria diagnosis, intermittent prophylaxis therapy (IPT) for pregnant women, and use of 

insecticide treated nets (ITNs), the 2020 targets may not be achieved.  

Table 15. Trends in Coverage of Core Malaria Interventions 

 
Indicator 2004 2010 2015 2017 

2020 
target  

1 Children under 5 years who slept under an ITN the 
night before the survey (%) 

16 64 54 55 85 

2 Children under 5 with a fever two weeks before the 
survey who took antimalarial drugs (%) 

58 62 85 89 80 

3 Children under 5 years who had blood taken from a 
finger or heel for testing (%) 

-  25*  36 43 80 

4 Women who received two or more doses of IPT 
during their last pregnancy in the last two years (%) 

22 27 35 56 80 

Source: Tanzania DHS report (2004, 2010), Tanzania DHS and Malaria Indicator Survey 2015, Tanzania Malaria 

Indicator Survey 2012, *and Tanzania Malaria Indicator Survey 2017. 

4.4. Diarrhea 

Progress with controlling diarrhea was assessed against the Global Action Plan for the Prevention and 

Control of Pneumonia and Diarrhea monitoring framework.17 Tanzania introduced the rotavirus vaccine 

 
16 Malaria prevalence estimates are based on spleen rate surveys among children age 2–9 years: holoendemic more 
than 75 percent, hyperendemic 51 percent to 75 percent, mesoendemic 11 percent to 50 percent, and hypoendemic 
less than 10 percent.  
17 The Global Action Plan for the Prevention and Control of Pneumonia and Diarrhea proposes a multisectoral, 
integrated approach to reduce the incidence of severe pneumonia and diarrhea, reduce the number of children 
under five who are stunted, and end preventable childhood deaths from pneumonia and diarrhea by 2025. 
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in 2012, and by 2015, 89 percent of children 12–23 months had received the second dose of the vaccine. 

According to Table 16, Tanzania will achieve the 2020 target for the rotavirus vaccine; however, the 

targets for other indicators—access to improved water sources, access to improved sanitation facilities, 

and treatment of children with diarrhea with oral rehydration salts (ORS)—are not likely to be achieved. 

Access to improved sanitation facilities remains particularly low at 19 percent in 2015 against a target of 

90 percent in 2025. 

Table 16. Trends in Coverage of Core Diarrhea Interventions 

 Indicator 2004 2010 2015 2025 target  

1 Households with improved water sources (%) 49 57 61 90 

2 Households with improved sanitation facilities (%)  7 13 19 90 

3 Children with diarrhea who received ORS (%) 54 44 45 90 

4 Rotavirus vaccine 2nd dose (%)   -   - 89 90 
Source: DHS (2004, 2010, and 2016). 

4.5. Lower Respiratory Tract Infections 

The WHO recommends chest radiography in addition to the assessment of clinical features to diagnose 

acute respiratory infections (ARI). This is not feasible in resource-limited settings, where in practice, 

syndromic diagnosis is adopted. The new WHO guidelines adopted in many resource-limited countries, 

including Tanzania, recommend home treatment with oral amoxicillin as the first-line treatment for 

pneumonia. Tanzania introduced the pneumococcal vaccine in 2012, and by 2015, 86 percent of children 

12–23 months of age had received the third dose of the vaccine. According to the DHS findings, more than 

half of children with ARI symptoms were taken to a health facility, with 61 percent receiving antibiotic 

treatment in 2015. Indoor air pollution caused by burning solid fuel sources for cooking remains a key risk 

to health. More than 9 in 10 households use some type of solid fuel for cooking, mostly wood and 

charcoal,18 and in about one-third of households (33 percent), cooking takes place inside the house. 

Additionally, in 16 percent of households, someone smokes inside the house daily. 

4.6. Nutrition  

Adequate nutrition, beginning in the early stages of life, is critical for optimal health and growth. The 

assessment focuses on interventions for women and children, who bear the brunt of nutrition disorders. 

Tanzania is making slow progress for most of the core nutrition interventions. According to the 2015 DHS, 

9 percent of children age 6–23 months were fed in accordance with the minimum acceptable standards 

with respect to the infant and young child feeding19 practices; 59 percent of infants under six months were 

exclusively breastfed; 41 percent children between 6 and 23 months received vitamin A supplementation; 

and while most households use some form of iodized salt, only 61 percent of households used adequately 

iodized salt. The Tanzania National Nutrition Survey (2018) revealed that 28.5 percent of women age 15–

49 took iron and folic acid supplementation during the past pregnancy for at least 90 days. 

 
18 Proxy for exposure to indoor air pollution, which increases the risk of pneumonia in children 
19 Early initiation of breastfeeding within the first hour after birth, exclusive breastfeeding in the first six months of 
life, continued breastfeeding up to 2 years, and timely introduction of appropriate and adequate complementary 
feeding. 
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4.7. Neonatal Disorders and Congenital Defects 

The recommended WHO essential newborn care interventions include clean cord care, resuscitation for 

newborns with birth asphyxia, thermal protection, early and exclusive breastfeeding, eye care, and care 

for the low birthweight newborn. Universal coverage of these essential interventions would reduce 

neonatal death by an estimated 71 percent.20 The government goal is to ensure that health facilities 

conducting deliveries offer essential newborn care. Various interventions, including kangaroo mother 

care, are being offered; however, information on the comprehensive delivery of essential newborn care 

services is unavailable. Likewise, there is scant information on services for congenital defects. The 2015–

16 Tanzania DHS collected information on the six signal functions of newborn care and reported that 

42 percent of newborns received postnatal care within two days after birth.21 About half of the mothers 

(47 percent) reported at least two of these six signal functions were performed. About two-thirds 

(65 percent) of newborns were weighed, 23 percent had their temperature taken, and 38 percent had 

their cords examined. Thirty-six percent of mothers reported being counselled about breastfeeding. A 

similar percentage reported that a provider observed them breastfeeding their newborns (35 percent), 

and 23 percent reported being told the danger signs to watch for in their newborns. 

4.8. Non-Communicable Diseases: Ischemic Heart Disease, Stroke, and Diabetes Mellitus 

The Strategic and Action Plan for the Prevention and Control of Non Communicable Diseases in Tanzania 

2016–2020 places emphasis on four categories of NCDs—cardiovascular diseases, cancer, chronic 

respiratory diseases, and diabetes—that are the main contributors to NCD morbidity and mortality in the 

country. Ischemic heart disease, stroke, and diabetes mellitus are among the top 10 causes of mortality 

in Tanzania. According to HSSP IV, their prevention is prioritized, with attention paid to primary prevention 

using community-based interventions including healthy eating and physical activities, early detection 

through regular screening, and integration of specialized clinics into the general health facilities to 

enhance screening services and case management. By 2020, all council hospitals are expected to perform 

diabetes screening and provide basic treatment. Furthermore, priority is given to mobilizing political 

commitment and support toward financing activities related to NCDs. The Strategic and Action Plan for 

the Prevention and Control of Non Communicable Diseases in Tanzania identified the following targets to 

be achieved between 2012 and 2020: 50 percent increase in the proportion of patients detected with 

early cancer, 80 percent coverage for HPV vaccine for schoolgirls (9–13 years), 50 percent of people 

diagnosed with stroke or heart disease use aspirin for prevention, 50 percent increase in access to 

essential medicines for those diagnosed with the major NCDs, 50 percent increase in the proportion of 

newborns at health facilities screened for sickle cell disease, 70 percent increase from baseline in the 

proportion of sickle cell disease patients receiving standardized care and treatment, and 50 percent of 

patients with diabetes or hypertension receiving urine tests for proteins at least yearly. 

Information on the implementation status of the NCD program is largely limited. However, available 

information confirms coverage of key NCD interventions is low. According to the STEP survey of 2012, six 

 
20 K. E. Dickson et al., “Every Newborn: Health-Systems Bottlenecks and Strategies to Accelerate Scale-Up in 
Countries,” Lancet 384 (2014): 438–54. 
21 The six signal functions include cord examination, temperature measurement, counseling on danger signs, 
counseling on breast feeding, observing breast feeding, and weighing the baby.   
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percent of diagnosed diabetic patients are on treatment and 21 percent of diagnosed hypertensive 

patients on treatment were controlled, respectively. According to the NCD 2018 Global Report which 

assessed availability of basic technologies22 and essential medicines23 to treat major NCDs in Tanzania, 

less than a quarter of health facilities evaluate patients for the risk of developing cardiovascular disease; 

four out of six health facilities had the basic equipment; and six out of 10 had the essential medicines for 

NCDs. Information on the availability and utilization of cardiovascular disease (CVD) guidelines in health 

facilities and the proportion of high-risk persons receiving any drug therapy and counseling to prevent 

heart attacks and strokes was not available. 

4.9. Maternal and Reproductive Health 

The delivery of maternal and reproductive services is examined based on the trends of women attending 

four or more antenatal clinic (ANC) services; women delivering in health facilities; percent of births 

attended by skilled health workers; facilities with basic and comprehensive emergency obstetric care 

services; and contraceptive prevalence rate. According to Tanzania DHS, between 2010 and 2015 the 

proportion of women attending four or more ANC visits increased from 43 percent to 51 percent, the 

percentage of women delivering in health facilities increased from 50 percent to 63 percent, the 

proportion of births attended by skilled health workers increased from 51 percent to 64 percent, and the 

contraceptive prevalence rate increased from 27 percent to 32 percent. The Emergency Obstetric Care 

Assessment of 2015 revealed that 13 percent of dispensaries, 28 percent of all health centers, and 62 

percent of hospitals could perform all seven signal functions for basic emergency obstetric care services. 

The assessment further revealed that 59 percent of hospitals and 12 percent of health centers provided 

comprehensive emergency obstetric care services.24 In 2017, of the hospitals and health centers surveyed, 

25.7 percent performed Cesarean sections and 34.6 percent provided blood transfusion; policy 

restrictions were cited as the main reason for not providing blood transfusion and Cesarean sections when 

needed.25 

  

 
22 The six basic technologies are blood pressure measurement devices, weighing scales, height measuring 
equipment, blood sugar and blood cholesterol measurement devices with strips, and urine strips for albumin 
assay. 
23 The 10 essential NCD medicines include aspirins, statins, angiotensin-converting enzyme inhibitors, thiazide 
diuretics, long-acting calcium channel blockers, beta-blockers, insulin, metformin, bronchodilators, and steroid 
inhalants. 
24 Tanzania Service Provision Assessment Survey 2014-2015 https://dhsprogram.com/pubs/pdf/spa22/spa22.pdf  
25 Maswanya et al., “Practice of Emergency Obstetric Care Signal Functions and Reasons for Non-provision Among 
Health Centers and Hospitals in Lake and Western Zones of Tanzania.” BMC Health Services Research 18 (2018): 
944.  
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5. UNDERSTANDING THE RISK FACTORS AND CHANGING PROFILE 

Risk factors for health are attributes, characteristics, or exposures that increase the likelihood of a person 

developing a disease or health disorder.26 The factors are categorized into behavioral, metabolic, and 

environmental and occupational risk factors; however, they are not mutually exclusive. For example, 

biomedical risk factors are often influenced by behavioral risk factors. This section presents the current 

and predicted burden of disease attributed to the top 10 risk factors for health in Tanzania using 2017, 

2030, and 2040 as reference years. While there are other important social determinants of health, these 

are excluded from the assessment. While not a risk factor, the exercise assesses the current and future 

population trajectory with the objective of generating evidence of the changing population profile in 

terms of future population projections, changing population structure, and rural-urban migration.  

5.1. Risk Factors for the Burden of Disease in Tanzania in 2017 

The risk factors combined were responsible for 55 percent of deaths and 47 percent of DALYs lost in 2017. 

Behavioral risk factors are a major cause of disease burden, and in 2017 they accounted for 38 percent of 

DALYs lost and 55 percent of deaths. In the same year, environmental and occupational risk factors 

accounted for 14 percent of deaths and 12 percent of DALYs lost, and metabolic risks accounted for 15 

percent of deaths and 6.5 percent of DALYs lost. (Table 17)  

Table 17. Risk Factors Contributing to DALYs and Mortality in 2017 (All Ages) 

 DALYs Mortality 

All risk factors 19,878 (47%) 348 (55%) 

Environmental/occupational  4,970 (12%)  91 (14%) 

Behavioral  16,136 (38%) 252 (40%) 

Metabolic  2,715 (6%)  98 (15%) 
Source: IHME Global Burden of Disease. 
Note: The risk factors overlap, and as a result, the sum is more than the percentage of all risk factors.  

 
The 10 risk factors were responsible for 74 percent of all deaths and 54 percent of DALYs lost in 2017. 
(Table 18) Nutrition is the single-most important risk factor, accounting for almost half of the disease 
burden attributed to the risk factors. The top 10 risk factors in 2017 responsible for the most death and 
disability (DALYs lost) combined included child and maternal nutrition (24 percent); unsafe sex (6 percent); 
air pollution (5.7 percent); unsafe water, sanitation, and hand washing (4.9 percent); high systolic pressure 
(3.2 percent); alcohol use (2.9 percent); dietary risks (2.8 percent); high fasting plasma glucose (2.7 
percent); tobacco use (2.7 percent); and high body mass index (2 percent). The top 10 risk factors in 2017 
responsible for the most death included child and maternal nutrition (24 percent); high systolic pressure 
(9 percent); air pollution (8 percent); unsafe sex (7.5 percent); dietary risks (7 percent); high fasting plasma 
glucose (6.6 percent); unsafe water, sanitation, and handwashing (5.6 percent); tobacco use (5.4 percent); 
alcohol use (4.4 percent); and high body mass index (3.6 percent). The associated factors for nutrition 
include low birth weight, short gestation for birth weight, and child wasting, while particulate matter from 
household air pollution from solid fuels was responsible for the air pollution, and vitamin A and iron 
deficiency for the dietary risks. 
 

 
26 Australian Institute of Health and Welfare, “Risk Factors to Health” web report, updated August 7, 2017, 
https://www.aihw.gov.au/reports/risk-factors/risk-factors-to-health. 

https://www.aihw.gov.au/reports/risk-factors/risk-factors-to-health
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Table 18. Top 10 Risk Factors Contributing to DALYs in 2007 and 2017 (All Ages) 

Ranking DALYs 2007 Ranking DALYs 2017 

1 Maternal and child 
malnutrition 

14,373 1 Maternal and child 
malnutrition 

10,260 

2 Unsafe sex 11,504 2 Unsafe sex  2,558 

3 Air pollution   3,478 3 Air pollution   2,377 

4 Unsafe water, sanitation, 
and handwashing 

 3,340 4 Unsafe water, sanitation, and 
handwashing 

 2,042 

5 Alcohol use  1,660 5 High systolic blood pressure  1,353 

6 Tobacco use  1,290 6 Alcohol use  1,215 

7 High systolic blood pressure  1,288 7 Dietary risks  1,161 

8 Dietary risks  1,175 8 High fasting plasma glucose  1,148 

9 High fasting plasma glucose  1,048 9 Tobacco use  1,130 

10 Intimate partner violence  1,027 10 High body mass index    813 
Source: IHME Global Burden of Disease. 

5.2. Predicted Risk Factors in 2030 and 2040 

Deaths attributed to the risk factors are predicted to drop from 348 deaths per 100,000 population to 245 
deaths per 100,000 population in 2030, and to 219 deaths per 100,000 population in 2040. The share of 
total deaths attributed to the risk factors is predicted to decrease from 55 percent in 2017 to 48 percent 
in 2030, and to 46 percent in 2040. The disease burden as measured against YLLs lost attributed to the 
risks is predicted to drop from 14,988 YYLs per 100,000 in 2017 to 9,484 YLLs in 2030, and to 7,331 YLLs 
in 2040; however, the shares are predicted to drop slightly from 45 percent in 2017 to 42 percent in 2040. 
The reduction in disease burden (deaths and YLLs lost) is mainly driven by the drop in deaths and YLLs lost 
attributed to behavioral risks, which fell by more than half in both cases. On the other hand, deaths and 
YLLs lost attributed to metabolic risks are predicted to stay constant, but their share is predicted to 
increase from 28 percent and 6 percent in 2017 to 42 percent and 12 percent in 2040, respectively. (Table 
19) 

Table 19. Deaths and YLLs Lost Attributed to the Risk Factors (All Ages) 

 2017 2030 2040 

Deaths YLLs Deaths YLLS Deaths YLLS 

All risk factors 348 14,988 245 9,484 219 7,331 

Environmental/occupational  91  5,417  90 3,326  76 2,469 

Behavioral  252 11,626 148 6,832 122 4,901 

Metabolic   98  2,200  94 2,084  93 2,107 
Source: IHME Global Burden of Disease. (Per 100,000 population) 

 
Deaths attributed to malnutrition; unsafe sex; and unsafe water, sanitation, and handwashing are 
predicted to drop significantly between 2017 and 2040. By 2040, all three categories will cease to be 
among the top 10 risk factors. Instead, high systolic blood pressure, dietary risks, high fasting plasma 
sugar, tobacco, and high body mass index are predicted to become the major risk factors for death in 2030 
and 2040. Compared with 2017, the deaths attributed to these five risks are predicted to more than triple 
in 2040. Alcohol use and air pollution, both among the top 10 risk factors for death in 2017, will persist 
among the top 10 risks in 2030 and 2040. Meanwhile, high total cholesterol, impaired kidney function, 
and low physical activity, which were not among the top 10 risk factors in 2017, are predicted to become 
among the top 10 risks for death in 2040. (Table 20) 
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Table 20. Deaths Attributed to the Top 10 Risk Factors (All Ages) 

Ranked Deaths 2017 Ranked Deaths 2030 Ranked Deaths 2040 

 1 Maternal and child malnutrition 107 10  20   

 2 High systolic blood pressure  58  1 149  1 163 

 3 Air pollution   50  6  58  8  52 

 4 Unsafe sex  48     

 5 Dietary risks  45  2 127  2 125 

 6 High fasting plasma glucose   42  4  88  3 105 

 7 Unsafe water, sanitation, and 
handwashing 

 36     

 8 Tobacco   34  3  90  5  88 

 9 Alcohol use   28  8  47  9  49 

10 High body mass index  23  5  80  4 101 

 High total cholesterol   7  55  6  54 

 Impaired kidney function   9  43  7  53 

 Low physical activity    10  19 

Source: IHME Global Burden of Disease. (Per 100,000 population) 

The disease burden as measured against YLLs for the top 10 risks of 2017 were compared with the 

predicted top 10 risks in 2030 and 2040. (Table 21) Unsafe sex is predicted to cease being among the top 

10 risks in 2030 and 2040. However, the other 2017 risks are predicted to remain among the top 10 in 

2030 and 2040. The disease burden as measured against YLLs attributed to the risks is predicted to drop 

between 2017 and 2040, with malnutrition recording a fivefold reduction; air pollution and unsafe water, 

sanitation, and handwashing registering a twofold reduction; and the rest (high systolic blood pressure, 

dietary risks, alcohol use, high body mass index, tobacco use, and high fasting plasma glucose) registering 

moderate declines. Despite the significant reduction in attributable disease burden, malnutrition; air 

pollution; and unsafe water, sanitation, and handwashing are predicted to remain among the top four 

risks in 2040, with malnutrition retaining its number one ranking. High cholesterol, excluded in 2017, is 

predicted to be among the top 10 risks in 2030 and 2040. 
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Table 21. YLLs Lost Attributed to the Top 10 Risk Factors (All Ages) 

Ranked YLLs 2017 Ranked YLLs 2030 Ranked DALYs 2040 

 1 Maternal and child malnutrition 14,373  1 4,328  1 2,586 

 2 Unsafe sex 11,504     

 3 Air pollution   3,478  2 1,805  2 1,358 

 4 Unsafe water, sanitation, and 
handwashing 

 3,340  3 1,580  4 1,100 

 5 High systolic blood pressure  1,660  4 1,267  3 1,256 

 6 Alcohol use  1,290  5 1,025  6   816 

 7 Dietary risks  1,288  6   931  5   945 

 8 High fasting plasma glucose  1,175  7   750  9   624 

 9 Tobacco use  1,048  8   714  8   679 

10 High body mass index  1,027  9   587  7   773 

 High total cholesterol  10   416 10   384 
Source: IHME Global Burden of Disease. (Per 100,000 population) 

5.3. Current Population 

According to the National Bureau of Statistics, the 2020 population estimate for Tanzania is 57,637,628, 

with 28,229,599 males and 29,408,029 females. This is less than the 2020 UN population estimate for 

Tanzania of 59.7 million.27 Based on the last census in 2012, Tanzania’s population has more than tripled, 

increasing from 12.3 million in 1967 to 44.9 million. The high annual population growth rate estimated at 

about 3 percent is attributed to the high TFR and partly to the reduction in childhood mortality. The last 

DHS in 2015 estimated the TFR at 5.2 live births per woman, having dropped from 6.3 births per woman 

in 1991/92, a drop of 1.1 points over 15 years. The high fertility rate is associated with the high rate of 

teenage childbearing. According to the DHS estimates, the percentage of women 15–19 years who have 

either had a birth or are pregnant was 26 percent in 2004–2005, 23 percent in 2010, and 27 percent in 

2015. Given the young population, Tanzania will continue to register an increasing number of births, from 

1.8 million births registered in 2013 to about 2 million births anticipated in 2020. At the same time, the 

National Bureau of Statistics predicts deaths will drop from 415,000 in 2013 to 351,000 in 2020. 

Tanzania’s population is young, with a median age of 18 years28 compared the global average median age 

of 29.6 years in 2015.29 According to the UN Population Division, about 44 percent of the population is 

under 15 years of age, 53 percent between 15 and 64 years of age, and 3 percent above 64 years of age. 

The global population breakdown by age shows that 25 percent is under 14 years; 9 percent is over 65 

years; and the remaining bulk is between 15 and 65, with half of the world population in the working age 

bracket between 25 and 64. (Table 22) Tanzania’s life expectancy at birth is estimated at 66.1 years in 

2020, having increased from 61.6 years in 2012. 

 
27 United Nations, Department of Economic and Social Affairs, Population Division, “World Population Prospects: 
The 2019 Revision,” https://population.un.org/wpp/. 
28 Based on projections by the National Bureau of Statistics. 
29 UN Population Division, https://esa.un.org/unpd/wpp/Download/Standard/Population/, 2017. 

https://population.un.org/wpp/
https://esa.un.org/unpd/wpp/Download/Standard/Population/
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Table 22. Age Group Composition: Global, Sub-Saharan Africa, and Tanzania in 2020 (Thousands) 

Age group Global Sub-Saharan Africa Tanzania 

0–14 1,983,649 25%   460,334 42% 26,017 44% 

15–64 5,083,544 65%   601,137 55% 32,138 54% 

65+    727,606  9%    32,885  3%  1,579  3% 

Total 7,794,799  1,094,356  59,734  

Source: UN Population Division, 2019. 

Tanzania is experiencing rapid urban population growth, with the urbanization growth rate ranging 

between 4.7 percent and 10.8 percent.30 In 2019, about 34.5 percent of the population in Tanzania was 

designated as urban, having increased from 19 percent in 1988. With an urban population growth rate of 

5.4 percent per annum, Tanzania had the sixth-highest rate of urban population growth globally in 2015.31 

The rapid growth of urban areas in Tanzania is closely linked to rural-urban migration and the 

reclassification of rural areas into urban areas. In terms of age distribution, the proportion of the 

population below age 15 in rural areas (47 percent) is higher than that of urban areas (36 percent). On the 

other hand, the proportion of the economically productive population (15–64 years) is higher in urban 

areas (61 percent) than in rural areas (49 percent). (Table 23) One of the consequences of the high rate 

of urban population growth is the rise of unplanned/informal settlements. It is estimated that 70 percent 

of the population in Dar es Salaam lives in such settlements, as does approximately 60 percent of the 

population in other major towns. The rapid increase of informal settlements has generated significant 

demand for improved urban infrastructure and services. According to the Tanzania DHS 2015/16, only 35 

percent and 38 percent of Tanzanian urban households use improved toilet facilities and have 

uninterrupted availability of water. The survey also revealed an urban disadvantage in relation to key 

health outcomes with maternal mortality rate, prevalence of obesity, under-five mortality, and low birth 

weight higher in urban compared to rural areas.  

Table 23. Structure of Urban and Rural Population (2012 Census) 

Age group  Total Rural Urban 

0-14 19,725,456 43.9% 14,895,694 47.1%  4,829,762 36.3% 

15–64 23,466,889 52.2% 15,347,585 48.5%  8,119,304 61.0% 

65+ 1,736,578 3.9%   1,380,640  4.4%      355,938  2.7% 

Total 44,928,923  31,623,919  13,305,004  

Source: National Bureau of Statistics, Migration and Urbanization Report 2015. 

5.4. Predicted Population Growth 

According to projections by the National Bureau of Statistics, Tanzania’s population growth rate is 

expected to drop modestly from 3.1 percent in 2013 to 2.8 percent in 2035. But with the momentum 

 
30 National Bureau of Statistics. “2012 Population and Housing Census,” Migration and Urbanization Report 2015, 
Volume IV.  
31 World Bank, World Development Indicators, https://datatopics.worldbank.org/world-development-indicators/, 
2016. 

https://datatopics.worldbank.org/world-development-indicators/
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generated, the total population is predicted to reach about 89.2 million in 2035 and 129 million in 2050, 

with the increase primarily driven by the high TFR. According to the World Population Prospects,32 

Tanzania’s TFR is predicted to drop to 4.3 live births per woman in 2030 and 3.9 live births per woman in 

2040 and achieve a replacement-level fertility rate at the end of the century. (Figure 4) The projections 

are consistent with the findings by the National Bureau of Statistics, which predict TFR will drop to 4.1 live 

births per woman in 2035.33 Although there are no projections for teenage pregnancy, the rate is not 

expected to vary much in the future considering previous trends. The National Bureau of Statistics 

projections reveal that compared to 1,853,900 births in 2013, over 2.9 million births are predicted in 2035. 

Figure 4. Trends in Total Fertility Rate for Tanzania 

 
Source: UN Population Division. 

In terms of structure, Tanzania’s population is predicted to remain young, with a median age of 19 years 

in 2035. Although the population under 14 years is predicted to drop, as shown in Table 24, Tanzania’s 

population is predicted to remain young through 2050 in comparison with the current global pattern, 

where 25 percent of the global population is under 14 years of age. Life expectancy at birth is predicted 

to reach 74 years in 2035. Meanwhile, the urban population is projected to grow at twice the rate of total 

population growth, meaning that over half of Tanzania’s population will live in urban areas by 2040. By 

2050, Tanzania’s urban population is expected to reach 68.6 million people, more than a fivefold increase 

in a 40-year period.34 (Figure 5) 

 
32 United Nations Population Division, World Population Prospects: The 2019 Revision, 
http://data.un.org/Data.aspx?q=tanzania&d=PopDiv&f=variableID%3A54%3BcrID%3A834#PopDiv.  
33 National Population Projections, National Bureau of Statistics, Ministry of Finance and Planning, 2018. 
34 Leah Worrall, Sarah Colenbrander, Ian Palmer, Fortunata Makene, Desmond Mushi, Tausi Kida, Mussa Martine, 
and Nick Godfrey, “Better Urban Growth in Tanzania: A Preliminary Exploration of the Opportunities and 
Challenges,” New Climate Economy working paper, 
http://newclimateeconomy.report/workingpapers/workingpaper/better-urban-growth-tanzania/. 
 

http://newclimateeconomy.report/workingpapers/workingpaper/better-urban-growth-tanzania/
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Table 24. Population Projections for Tanzania in 2019, 2035 and 2050 

Age group 2019 2035 2050 

0–14  45 39.4 35.7 

15–64  52 57.3 59.8 

65+   3  3.3  4.5 
Source: National Bureau of Statistics (for 2035) and UN Population Division (for 2050). 

 

Figure 5. Tanzania Urban and Rural Population Projections, 1988–2050 

 
Source: UN Population Division.  
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6. RESPONDING TO THE DISEASE BURDEN AND CHANGING PROFILE 

This chapter summarizes salient findings of the first part of Phase 2 of the study. It draws on the main 

findings of Phase 1 of the study and examines the performance of the health sector’s response with 

respect to controlling persistent health conditions, addressing NCDs, and addressing the underlying risk 

factors driving the disease burden. The findings are derived from key informant interviews, literature 

review, and the meeting of the Expert Working Group.35    

6.1. Major Communicable Diseases 

The control and management of the major communicable diseases (vaccine preventable diseases, 

malaria, TB, and HIV/AIDS) in Tanzania are guided by the respective disease-specific plans. These plans 

include high-impact and cost-effective interventions. As noted in Chapter 4, Tanzania has had remarkable 

success in expanding access and coverage of core interventions and reducing the burden attributed to 

communicable diseases. However, 40 percent of all deaths is still attributed to communicable diseases.  

Tanzania has made remarkable progress in controlling HIV/AIDS. However, Tanzania needs to accelerate 

implementation to achieve epidemic control and sustain provision of ART given the large pool of people 

living with HIV/AIDS on ART.36 Attention should be given to increasing coverage of early infant diagnosis 

and ensuring services are targeted to the high-risk groups including vulnerable, underserved, and key 

populations37 that are at higher risk of HIV infection and play a critical role in the HIV transmission 

dynamics. To sustain epidemic control, capacity should be built and maintained to identify and rapidly 

respond to localized outbreaks of HIV. 

TB incidence remains high, and current control ought to be strengthened with the aim of achieving the 

elimination phase.38  Current progress with TB control and management is hampered by TB and HIV 

coinfection, development of multidrug resistance for TB, and the low TB case detection rate. Almost 40 

percent of TB cases are not detected annually. Without robust measures to significantly increase coverage 

of core interventions, TB will remain a major public health problem in Tanzania. The focus should be on 

increasing case detection and treatment coverage, which will demand expanding access and coverage for 

diagnosis of TB patients using rapid testing; screening, diagnosis, and treatment of latent TB cases; and 

drug susceptibility testing. Priority should be given to expanding directly observed treatment and 

addressing TB-HIV coinfection and multidrug resistance for TB. 

Tanzania has registered a significant reduction in the burden of malaria, especially among children under 

five years. However, over 50 percent of malaria deaths still take place among children under five years 

and reducing malaria morbidity and mortality among this group should remain a priority. Other population 

groups ought to be prioritized, especially pregnant women, among whom progress in reducing the malaria 

burden has been modest. Attention should be given to increasing coverage of laboratory confirmation of 

 
35 A group of experts from government, academia and civil society constituted to advise the study.  
36 HIV epidemic control is reached when the total number of new HIV infections falls below the total number of 
deaths from all causes among people living with HIV. 
37 Key populations include men who have sex with men, commercial sex workers, and injection drug users. 
38 TB elimination is defined as achieving an incidence of less than one case of infectious TB per 1 million population 
or a prevalence of latent TB infection of less than one percent. 
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malaria diagnosis, IPT for pregnant women, and use of ITNs. Tanzania has successfully zoned the country 

based on malaria endemicity; however, the proposal to explore the feasibility of malaria pre-elimination 

in selected areas was not completed. The government is urged to conduct feasibility studies and develop 

and roll out the malaria pre-elimination strategy.  

The introduction and successful roll out of the rotavirus and pneumococcal vaccines have played an 

important role in the control and management of both diarrhea and lower respiratory tract infections 

among children under five years. The burden of these two conditions remains high, and while high 

vaccination coverage rates have been attained, they will not achieve much impact on reducing their 

burden further without the expansion of complementary interventions and addressing the underlying risk 

factors. For lower tract respiratory infections, improved diagnosis and timely treatment of children using 

effective antibiotics are critical. In addition, consideration should be given to reduce indoor air pollution, 

a major risk factor in the causation of pneumonia, by promoting the gradual adoption of improved cooking 

methods that are not reliant on the use of solid fuels. For diarrhea, besides increasing the availability of 

ORS and improving the overall management of diarrhea, concerted efforts should be directed to 

accelerating access to improved water sources and improved sanitation facilities and promoting basic 

hygiene practices.  

Disease outbreaks pose a major threat and risk for Tanzania. Besides the on-going COVID-19 pandemic, 

Tanzania has lately experienced outbreaks of anthrax, cholera, and dengue fever.39 Besides the significant 

socio-economic impact, the COVID-19 pandemic caused major disruption to access and provision of 

essential health services, especially for reproductive, maternal and child health care, as well as for the 

major communicable diseases. The risk for future outbreaks is further exacerbated by increased 

international travel and trade; porous borders with free movement of humans, animals, and animal 

products; adverse effects of climate change and land use changes; and urbanization. The National Action 

Plan for Health Security (2017-2021) is the overarching plan aimed at guiding preparedness and response 

activities to public health events. In addition, the One Health Plan (2015-2020) serves as the whole-of-

government guiding document aimed maintaining active collaboration between the sectors for the 

prevention and control of zoonotic diseases to ensure that there is timely preparedness and a consistent 

and coordinated response should a zoonotic event occur. Tanzania is also a signatory to the International 

Health Regulations (2005). 40  The review of the National Action Plan for Health Security in 2019 

recommended strengthening preparedness and response capacity at all levels, better financing of the 

plans including the One Health Coordination Desk, elaboration of essential response interventions at the 

various levels (community, district and regional) and compliance with the International Health 

Regulations.41 Finally, upon cessation of the COVID-19 pandemic, it is important for the government to 

 
39 Tanzania has faced four waves of COVID-19 since the pandemic began in March 2020. Tanzania’s fourth surge 
occurred in the second half of December 2021. As of January 3, 2022, Tanzania had reported a total of 30,564 cases 
and 740 deaths from the virus. The fourth wave appears to have peaked, and the number of new reported cases has 
been declining. 
40 International Health Regulations is coordinated by the World Health Organization and aims to keep the world 
informed about public health risks and events. As an international treaty, the regulations are legally binding; all 
countries must report events of international public health importance. 
41 Analysis of Implementation of NAPHS and Proposal for Enhancement of Health Security in Tanzania, 2019 
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carry out an after action review to identify and document best practices, gaps and lessons to inform future 

responses. 

 

Financing is available for the major communicable diseases from the global health initiatives,42  and 

Tanzania is currently accessing these funds. Apart from lower respiratory tract infections and diarrhea, 

the specific disease programs are all implemented using vertical programs. Attempts are being made to 

integrate the programs within the primary health care services, with varying success. The Expanded 

Program on Immunization is, to a large extent, better integrated than the rest. While funding for these 

programs may not be a major problem, the fragmentation of funding, the absence of a robust structure 

for public health services at the primary health care level, and the significant capacity constraints 

(especially staffing) in frontline services are major impediments to the programs achieving their intended 

objectives. In response to the health systems gaps, the National AIDS Control Programme has leveraged 

various nonstate actors. Anecdotal evidence seems to imply that some of the success of the National AIDS 

Control Programme is partly derived from its success in leveraging nonstate actors in the delivery and 

monitoring of services. 

Building on the progress, Tanzania needs to enhance its control measures, consider conducting pre-

feasibility assessments for elimination or epidemic control, develop plans for the epidemic control or 

elimination of these conditions, and start reorienting the goal toward epidemic control or elimination of 

these conditions. Secondly, measures should be made to start integrating the vertical programs within 

the primary health care system instead of continuing to rely on the vertical approach. Since Tanzania has 

graduated to lower-middle-income country status, it is necessary that it uses the opportunity to 

strengthen the capacity of the existing health delivery services, especially primary health services, and to 

gradually increase domestic funding to sustain the programs after reduction and eventual cessation of 

external support. These programs have undergone several reviews; however, these reviews have focused 

on individual programs. A comprehensive review of the programs is necessary to establish modalities to 

strengthen the key health systems functions that are to be jointly used and to develop a plan to integrate 

the programs within the primary health care system. 

6.2. Maternal and Child Health Conditions 

Maternal and child health services, including nutrition services, constitute the bulk of services provided 

by the health sector, and their implementation is to a large extent mainstreamed within the primary 

health care services. The implementation of maternal and child health services is guided by the National 

Plan for Reproductive, Maternal, Newborn, Child and Adolescent Health and Nutrition (One Plan III). In 

addition, the implementation of nutrition activities is guided by the National Multisectoral Nutrition 

Action Plan (July 2016–June 2021). While relative progress has been achieved in several areas, progress 

has been much more limited in the areas of safe delivery (emergency obstetric care), newborn care, family 

planning, and nutrition.  

 
42 The Global Alliance on Vaccines and Immunization; the Global Fund to Fight AIDS, Tuberculosis and Malaria; and 
the President's Emergency Plan for AIDS Relief.  
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The MMR has remained persistently high despite increased share of deliveries taking place in health 

facilities. Chiefly because of limitations in emergency obstetric care, most maternal deaths take place in 

health facilities.43 Lack of competent and skilled staff, lack of equipment and basic supplies, and poor 

supply of blood are some of the limitations in the provision of emergency obstetric care.44  Besides 

addressing shortcomings with staffing and the provision of medical equipment, health facilities need 

regular provision of basic supplies and medicines to address obstetric emergencies. These measures 

should go together with the delivery of appropriate antenatal services and addressing maternal nutrition, 

including anemia. Iron and folic acid should be provided routinely during antenatal care. Furthermore, 

family planning and adolescent health services should be scaled up and practices that promote teenage 

pregnancies and early marriage are discouraged. Health facilities are expected to track maternal and 

perinatal deaths as part of Maternal and Perinatal Death Surveillance and Response (MPDSR); however, 

the quality of MPDSR implementation varies greatly across health facilities and districts.45 It is important 

that the MPDSR roll out continues but at the same time measures are taken to address the shortcomings 

in MPDSR implementation to improve adherence to the guidelines. 

Newborn disorders are the third most important cause of the high disease burden. Neonatal deaths 

represent about 40 percent of deaths among children under five years. The main causes of neonatal 

deaths in 2015 were birth asphyxia (29.3 percent), prematurity (24.7 percent), sepsis (19.7 percent), and 

congenital abnormalities (13.2 percent). 46  Nearly 66 percent of neonatal disorders in Tanzania are 

avoidable with proper access to essential care for both the child and mother. While data on newborns is 

generally limited, access to essential newborn care interventions is low. Moreover, basic signal functions 

are not conducted consistently and routinely during childbirth. The government needs to prioritize 

increasing access to essential newborn care—clean cord care, resuscitation for newborns with birth 

asphyxia, thermal protection, early and exclusive breastfeeding, eye care, and care for the low birthweight 

newborn—and ensure that basic signal functions (cord examination, temperature measurement, 

counseling on danger signs, counseling on breast feeding, observing breast feeding, and weighing the 

baby) are undertaken routinely during childbirth. Furthermore, it is critical that the provision of newborn 

care is institutionalized by integrating the services under the Integrated Management of Childhood 

Illnesses (IMCI) program. The process should go together with revamping the IMCI program to ensure that 

 
43 Only 56 percent of the assessed delivery facilities offer basic emergency obstetric and newborn care (Tanzania 
Service Availability and Readiness Assessment 2015); D. Bintabara et al., “Health Facility Service Availability and 
Readiness to Provide Basic Emergency Obstetric and Newborn Care in a Low Resource Setting: Evidence from a 
Tanzania National Survey.” BMJ Open 9 (2019). In 2015, less than half of all facilities were able to manually remove 
retained products of conception (35.36 percent), administer parental antibiotics (34.01 percent), manually remove 
the placenta (33.95 percent), and administer parental anticonvulsants (13.35 percent). 
44 Mid Term Review Report of HSSP IV, 2019. 
45 USAID, Assessment of Maternal and Perinatal Death Surveillance and Response (MPDSR) Implementation in 
Kagera and Mara Regions, Tanzania, April 2018, https://www.mcsprogram.org/resource/assessment-of-maternal-
and-perinatal-death-surveillance-and-response-mpdsr-implementation-in-kagera-and-mara-region-tanzania/. 
46 UNICEF, “Maternal and Neonatal Disparities in Tanzania,” https://data.unicef.org/wp-
content/uploads/country_profiles/United%20Republic%20of%20Tanzania/country%20profile_TZA.pdf. 

https://www.mcsprogram.org/resource/assessment-of-maternal-and-perinatal-death-surveillance-and-response-mpdsr-implementation-in-kagera-and-mara-region-tanzania/
https://www.mcsprogram.org/resource/assessment-of-maternal-and-perinatal-death-surveillance-and-response-mpdsr-implementation-in-kagera-and-mara-region-tanzania/
https://data.unicef.org/wp-content/uploads/country_profiles/United%20Republic%20of%20Tanzania/country%20profile_TZA.pdf
https://data.unicef.org/wp-content/uploads/country_profiles/United%20Republic%20of%20Tanzania/country%20profile_TZA.pdf
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all health facilities have the necessary guidelines and staff trained in IMCI who adhere to the practices as 

outlined in the guidelines.47  

Finally, effort is needed to tackle the persistent disparities in utilization and coverage of various maternal 

and childcare services across regions and between rural and urban populations. According to the Lancet 

report “Tanzania’s Countdown to 2015,” while preventive child health services achieved high coverage 

and equity, child curative services, facility delivery, and family planning saw lower coverage and wider 

inequities.48  

6.3. Non-Communicable Diseases 

The NCD Strategic Plan for Tanzania49 is aligned with the Global Action Plan for the Prevention and Control 

of NCDs 2013–2020 and prioritizes (1) advocacy for NCD prevention and control; (2) strengthening 

leadership, governance, multisectoral collaboration, and accountability for prevention and control of 

NCDs; (3) strengthening and reorienting health systems to address NCD through promotive, preventive, 

curative, and rehabilitative services; and (4) strengthening national capacity for NCD surveillance, 

monitoring, and evaluation. Despite the plans being in place, NCDs receive low priority, and progress with 

prevention, control, and management of NCDs remains slow.  

NCDs account for about 40 percent of all deaths. Tanzania’s NCD response seems to be focusing on the 

delivery of secondary and tertiary care services. This approach will not turn the tide against NCDs. Several 

specific patient organizations operate in partnership with the government to support the provision of 

services for their respective patient groups. The major gaps in the management and control of NCDs stem 

from low priority, underfunding, and the absence of appropriate primary care services for promotion, 

prevention, and screening of the population for the early detection of NCD cases. Furthermore, the 

opportunity to use other instruments, including legislation on areas such as alcohol use, tobacco use, and 

road safety for the management of NCDs, has not been adequately explored.  

Tanzania can draw from the experiences of other countries to jump-start the management of NCDs. 

Building on the “NCD best buys,”50 Tanzania’s NCD prevention and control efforts need to prioritize 

interventions to address the four main diseases (diabetes, cardiovascular disease, cancers, and chronic 

respiratory disease) and their underlying risk factors through the following inexpensive population-based 

interventions: reducing tobacco use, reducing harmful use of alcohol, promoting healthy diet, promoting 

physical activity, and screening of the population for NCDs.51 The second consideration is to integrate NCD 

 
47 The Tanzania Service Availability and Readiness Assessment (2015) reported that only 42 percent of facilities had 
providers trained in IMCI. While IMCI guidelines were reported to be available in 71 percent of facilities, adherence 
was reported as low. 
48 Hoviyeh Afnan-Holmes et al., “Tanzania’s Countdown to 2015: An Analysis of Two Decades of Progress and Gaps 
for Reproductive, Maternal, Newborn, and Child Health, to Inform Priorities for Post-2015,” Lancet Global Health 3 
(2015): e396–409. 
49 Strategic and Action Plan for the Prevention and Control of Non Communicable Diseases in Tanzania 2016–2020. 
50 The WHO list of recommended interventions to address NCDs presented for each of the four NCD key risk 
factors (tobacco, harmful use of alcohol, unhealthy diet, and physical inactivity) and for four disease areas 
(cardiovascular disease, diabetes, cancer, and chronic respiratory disease). 
51 World Health Organization, “Scaling Up Action Against Non-communicable Diseases: How Much Will It Cost?” 
https://www.who.int/ncds/management/a_Assessment_of_need_and_intervention_coverage.pdf. 

https://www.who.int/ncds/management/a_Assessment_of_need_and_intervention_coverage.pdf
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services with existing programs and services at all levels, including primary health care and to 

institutionalize the STEPwise approach to Surveillance of NCD risk factors. 52  Integration reduces 

inefficiencies and duplication and is relevant for NCDs, which often involve the long-term management of 

patients by multidisciplinary teams.53 

To jump-start these activities, it is necessary for Tanzania to develop strong multisectoral collaboration 

with all key stakeholders. Tanzania can also explore using fiscal policies, including the use of “sin taxes,”54 

to reduce the burden of NCDs.55 In addition to reducing the consumption of the harmful products, sin 

taxes can raise additional revenue that the government can use to finance its programs. Finally, it is 

necessary to build a national commitment toward prioritizing the control and management of NCDs and 

raising domestic funding to finance the activities as outlined in the strategic plan.  

6.4. Nutrition 

Nutrition is the single most important risk factor accounting for almost half of the disease burden 

attributed to the risk factors. While nutritional services have been scaled up and the nutritional status of 

Tanzanians has improved, concerns persist regarding the high rates of stunting among children and the 

limited progress across various nutrition indicators. Moreover, significant disparities persist in the 

nutritional status of children under five years of age. Ten regions account for 58 percent of stunted 

children, five regions account for half the children with severe acute malnutrition, and undernutrition is 

higher among children from poor families. 56  A double burden of malnutrition is emerging, with 

undernutrition coexisting with diet-related risk factors associated with overnutrition, including obesity, 

high blood pressure, and high blood glucose. The midterm review of the National Multisectoral Nutrition 

Action Plan (July 2016–June 2021) reveals very low treatment coverage of management for severe acute 

malnutrition (12 percent), implying that almost 90 percent of children with severe acute malnutrition are 

not reached and have a high risk of dying. 

Tanzania’s response is guided the National Multisectoral Nutrition Action Plan (July 2016–June 2021)57. 

The actions include establishing a multisectoral governance arrangement; earmarking budgetary 

allocation at the district level for nutrition; promoting food fortification; recruiting nutritionists at the 

 
52 In Burma, Thailand, Vietnam, and Cambodia, services for hypertension and diabetes were integrated with those 
of HIV/AIDS. Similarly, in Malawi, Rwanda, South Africa, and Zambia, HIV/AIDS services were used to introduce 
screening for cervical cancer. Tuberculosis programs have also provided suitable platforms to scale up 
management of chronic respiratory diseases and other NCDs. 
53 In Brazil, the family health program was used to follow up on cases of tuberculosis, leprosy, hypertension, and 
diabetes and is thought to have contributed to the observed decline in NCD mortality by 20 percent between 1996 
and 2007. 
54 Taxes on activities that are considered socially undesirable to mitigate their use, for example, taxes on alcohol 
and tobacco, gambling, and vehicles emitting excessive pollutants. 
55 “Global Health 2035: A World Converging Within a Generation,” Lancet (December 3, 2013). 
56 DHS, 2015. 
57 The prioritizes seven key result areas: (1) scaling up maternal, infant, young child, and adolescent nutrition; (2) 
scaling up the prevention and management of micronutrient deficiencies; (3) scaling up the integrated management 
of acute malnutrition; (4) scaling up the prevention and management of diet-related NCDs; (5) promoting 
multisectoral nutrition-sensitive interventions; (6) strengthening multisectoral nutrition governance; and (7) 
establishing a multisectoral nutrition information system. 
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districts; and building the capacity of communities, including CHWs, to provide basic nutrition services. To 

reduce the disease burden associated with nutrition, it is necessary to prioritize promoting maternal, 

infant, young child, and adolescent nutrition. Attention should be paid to feeding practices for young 

children; scaling up the management of severe acute malnutrition; scaling up the prevention and 

management of micronutrient deficiencies (iron, folic acid, vitamin A, and iodine); and preventing and 

managing the growing problem of obesity.  

6.5. Population and Urbanization 

Tanzania’s population is growing annually at a rate of 3 percent and will double every 23 years. The growth 

is driven by the high fertility rate and reduced child mortality. The population is projected to remain 

young, with a median age of 19 years in 2035. The youthful age structure will exert pressure on the 

delivery of health services, especially for maternal and child health services, and require substantially 

more resources to expand service delivery capacity to maintain current levels of utilization and coverage 

of life-saving interventions and to close the existing service delivery gaps. The yearly cohorts of the under 

one and under five population groups are projected to increase from 2,116,379 to 2,878,507 and from 

9,851,027 to 13,561,871 between 2020 and 2035, respectively. 58  With a density of skilled health 

professionals of 6 per 10,000 population (2012 census), Tanzania not only needs to increase its health 

workforce to compensate for the growing population and maintain the same density, but it also needs to 

quadruple its health workforce to reach the minimum density threshold of 22.8 skilled health 

professionals per 10,000 population needed to provide the most basic health coverage recommended by 

the WHO.59 

Tanzania is experiencing rapid urbanization, and it is predicted that over half of Tanzania’s population will 

be living in urban areas by 2040. Although health outcomes across urban populations may appear better 

compared to rural populations, neonatal mortality, infant mortality, and under five mortality are all higher 

in the urban areas than the rural areas.60 In addition, extensive and unplanned urbanization exposes the 

urban poor to health-related hazards including low access to health care, food insecurity and 

undernutrition, polluted living environments, poor housing, poor water quality, violence, and accident 

injuries.61  The rapid urbanization makes it necessary for Tanzania to reorient health service delivery 

toward urban health and to respond to the growing population of the urban poor. At the same time, 

Tanzania will need to strengthen overall governance of urban centers, giving priority to addressing the 

hazards of urban health by investing in more urban health centers, including developing slum areas. 

Tanzania is still classified as a “pre-dividend country,” according to the World Bank Global Monitoring 

Report 2015/2016 and has an opportunity to reap the demographic dividend. However, this will require 

Tanzania to prioritize investments in maternal and child health and to put in place complementary policies 

 
58 Projections by the National Bureau of Statistics. 
59 Danzhen You et al. “Demographic Challenges and Opportunities for Child Health Programming in Africa and 
Asia,” BMJ 372 (2021), https://doi.org/10.1136/bmj.n19. 
60 DHS 2015. Neonatal mortality, IMR, and U5MR were estimated as 43 vs. 24, 63 vs. 47, and 86 vs. 75 in urban vs. 
rural areas, respectively. 
61 S. Agarwal et al. “Urban Health in Developing Countries,” in Perspectives of Knowledge Management in Urban 
Health, eds. M. C. Gibbons, R. Bali, and N. Wickramasinghe (New York: Springer, 2010). 

https://doi.org/10.1136/bmj.n19
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to ensure the growth of employment and investment to match the increases in the labor force. These 

steps are prerequisites for reaping the demographic dividend. 
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7. PERFORMANCE OF THE HEALTH DELIVERY SYSTEM 

This chapter assesses the organization of health services delivery and selected core functions of the health 

delivery system that are deemed critical for Tanzania to address the high disease burden. The findings 

were derived from key informant interviews, a literature review, and the meeting of the Expert Working 

Group.    

7.1. Organization of Health Services  

The organization of health services delivery in Tanzania reflects its postcolonial legacy. Tanzania inherited 

a health system dominated by hospitals located in urban centers. To improve access, the government 

prioritized construction of lower-level health facilities in the rural areas, where most of the population (94 

percent) resided at independence. Health services are predominantly facility based and retain a curative 

orientation toward management of communicable diseases and maternal and child health conditions. The 

ministry responsible for health at the time carried out the oversight and service delivery mandates. With 

the devolution of the management of health services, the mandate of the MoHCDGEC has shifted to 

stewardship, oversight, and policy making, and the MoHCDGEC is gradually undergoing reorganization to 

reflect the changed mandate. Tanzania has a well-defined primary health care level comprising three 

components: community-based health services, dispensaries and health centers, and district hospitals. 

The primary health care level is meant to serve as the foundation for the delivery of health services but 

continues to face capacity constraints, especially with the staffing of lower-level health facilities and the 

delivery of non-facility-based and community-based health services.  

Under devolution, the President’s Office, Regional Administration and Local Government (PO-RALG), is 

responsible for coordinating and facilitating the local government authorities, who are mandated to 

deliver primary health care services. With the devolution, it is important to strengthen the capacity of the 

MoHCDGEC, including central-level agencies with the regulatory function to oversee and regulate the 

sector; clarify and delineate the roles of the MoHCDGEC and the PO-RALG to avoid overlap; and clarify 

and elaborate on the roles of the subnational entities (at regional and district levels), including the health 

facilities. At the same time, the MoHCDGEC will gradually relinquish its remaining roles in direct service 

provision to effectively carry out its oversight functions; this will allow the management of vertical 

programs and externally financed projects to be better integrated and aligned with the core functions of 

the relevant entities. This process should go along with strengthening capacity of the primary health care 

level to provide both facility-based and non-facility-based health services including community-based 

health services.  

7.2. Community Health Platform 

The community health delivery platform is essential in the delivery of health prevention and promotion 

activities as part of primary health care services. Tanzania has implemented several community-based 

health care initiatives that rely on volunteer CHWs. In the process, Tanzania established multiple 

community structures, both formal and informal.62 Attempts to establish CHWs as a formal cadre were 

 
62 These structures include Village Health Committees, Health Facility Governance Committees, District Primary 
Health Committees, and Council Health Service Boards. Many of the structures are no longer as active and some, 
like the primary health committees, have since lost their visibility. 
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unsuccessful due to resource constraints. The current guidelines for community-based health services are 

designed around the deployment of volunteer CHWs. According to the WHO, community-based services 

should be planned for as a whole—a tier between primary health facilities and communities—rather than 

several piecemeal activities to avoid gaps and duplications in service delivery.63 Tanzania should aim to 

strengthen the community health platform to spearhead the delivery of community health services 

including outreach services, disease prevention, and health promotion against prevalent health conditions 

including NCDs. 64  Instead of relying on health facility staff already overwhelmed with patients, the 

government should aim for a formal structure to deliver community health services with appropriate 

staffing.65 The government is urged to use the ongoing review of the community structures to streamline 

the community health platform, reduce areas of duplication, and bring households and patients into the 

center of health services delivery, both as users and producers of health.66  

7.3. Hospital Performance 

Hospitals67 are an integral part of the health system and play a major role in the attainment of the health 

sector goals. This requires building on the unique roles as well as strengths of the hospitals in the 

continuum of the delivery of services. Tanzania in 2002 developed a strategic framework as an initial step 

toward development of a strategy to develop and reform the hospital subsector.68 However, progress 

with implementation of the proposed reforms, including hospital autonomy, introducing modern hospital 

management practices, improving quality of care, and strengthening the referral system, and improving 

hospital financing, was limited. Apart from the operational guidelines for the regional referral hospitals,69 

Tanzania lacks a clear planning framework to guide hospital development. Hospital development 

presently takes place organically, implying that Tanzania is missing the opportunity to guide hospital 

development and reforms. 

In general, both technical and financial information on hospital performance remain scant in Tanzania. 

Sector reports, including the annual health sector performance profiles, contain scarce information on 

 
63 World Health Organization, “Community-Based Health Services: A Vital Part of Universal Health Coverage,” 
Universal Health Coverage discussion paper 1: 2016, https://apps.who.int/iris/handle/10665/277187. 
64 In Sri Lanka, public health services are delivered separately from curative services through health units headed 
by Medical Officers of Health. Each unit covers a population of 80,000 to 100,000 people and is staffed by a 
multidisciplinary public health team for maternal and child health and family planning, and disease prevention and 
control activities, including food safety (M. D. Gupta et al., “Multisectoral Preventive Health Services in Sri Lanka: 
Lessons for Developing Countries in Providing Public Goods in Health,” Policy Research Working Paper 6558, World 
Bank Development Research Group Poverty and Inequality Team, August 2013, 
https://openknowledge.worldbank.org/handle/10986/21475). 
65 The staff may include CHWs, community nurses, and sanitation and environmental health staff. 
66 M. E. Kruk et al., “The Contribution of Primary Care to Health and Health Systems in Low- and Middle-Income 
Countries: A Critical Review of Major Primary Care Initiatives,” Social Science and Medicine 70 (2010): 904–11, 
https://pubmed.ncbi.nlm.nih.gov/20089341/; “Global Health 2035: A World Converging Within a Generation,” 
Lancet (December 3, 2013); Adam Wagstaff and Mariam Claeson, “The Millennium Development Goals for Health: 
Rising to the Challenges,” World Bank, 2004, https://openknowledge.worldbank.org/handle/10986/14954.    
67 While ownership, structure, and organization may vary, hospitals provide both curative and preventive services 
as well as emergency and specialized care to patients and serve as centers for the training of health workers and 
research. 
68 Ministry of Health. “Improving Patient Care, a Strategic Framework for Tanzanian Hospitals,” February 2002. 
69 Ministry of Health “Operational Guidelines for Management of Regional Referral Hospitals,” 2019. 

https://apps.who.int/iris/handle/10665/277187
https://openknowledge.worldbank.org/handle/10986/21475
https://pubmed.ncbi.nlm.nih.gov/20089341/
https://openknowledge.worldbank.org/handle/10986/14954
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hospital performance. Available information points to the fact that many hospitals operate below their 

designated standards. The performance gaps reflect shortcomings with the governance and management 

of hospitals, the hospital financing arrangements, the management of the health workforce, the status of 

the health infrastructure, and the availability of medical equipment. Moreover, many hospitals are 

overcrowded with patients who ideally ought to be managed at primary health care facilities.70 As it stands 

now, hospitals are not well equipped to provide the designated core services, including managing the 

critically ill, and they are underprepared to coordinate with the broader health system to address 

challenges related to major disease outbreaks and NCDs. 

In many countries, hospitals are a leading driver of health expenditure, sometimes consuming up to 

70 percent of government health budgets.71 Despite the growing need for hospital-based care, many 

hospitals in developing countries are costly and inefficient, which not only stretches health system 

resources but also requires large amounts of out-of-pocket payments from households.72 A renewed focus 

on hospital development and operations in Tanzania would assist the country in developing the high-

performing hospitals needed to meet the present and future challenges to the health sector. The renewed 

focus would shift the present design of the health system from diseases and institutions toward a system 

designed to be people centered and adequately integrated in the continuum of the delivery of services. A 

strategic framework is necessary to guide hospital development and reform, to provide the basis for 

monitoring the performance of the hospital subsector, and to ensure that hospitals are made accountable 

to the citizenry. The reforms originally proposed, including introducing modern hospital management 

practices, improving the quality of care, strengthening the referral system, and improving hospital 

financing, remain relevant. 

7.4. Emergency and Referral Services 

Effective emergency and referral systems help recognize conditions that require specialized care and 

ensure that these are managed timely at the appropriate levels. Progress with improving emergency and 

referral services has been slow and continues to hinder efforts to improve the quality of care and 

management of critically ill patients in Tanzania. The emergency and referral services are constrained by 

the absence of clear referral criteria, infrastructure gaps, the lack of appropriate equipment and 

diagnostics, workforce shortcomings, transportation and communication weaknesses, and a culture of 

self-referrals by patients. A performance audit of the management and provision of emergency and 

referral services in the referral hospitals revealed congestion in the hospitals of patients requiring basic 

primary care services instead of referral services, and an absence of appropriate technical standards for 

the management of referral facilities. A system to monitor the performance of referral hospitals in the 

provision of emergency and referral health care services was not in place.73 

 
70 According to the National Surgical, Obstetric and Anaesthesia Plan, 2018–2025, a 2008 study at Muhimbili National 
Hospital concluded that, of over 11,000 patients seen, 70 percent were self-referred. 
71 Center for Global Development, “Better Hospitals, Better Health Systems, Better Health, A Proposal for a Global 
Hospital Collaborative for Emerging Economies,” 2015, https://www.cgdev.org/sites/default/files/CGD-BHBH-
r3.pdf. 
72 Ibid. 
73 “Performance Audit Report on Management of Provision of Referral and Emergency Healthcare Services in 
Higher Level Referral Hospitals Performance Audit Report on Management of Provision of Referral and Emergency 

https://www.cgdev.org/sites/default/files/CGD-BHBH-r3.pdf
https://www.cgdev.org/sites/default/files/CGD-BHBH-r3.pdf
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The shortcomings in the emergency and referral system represent a major constraint in the provision of 

emergency surgical and obstetric care. According to a study that examined the pattern of outward 

referrals of surgical patients in Northern Tanzania, 35 percent of all referrals were preventable, with the 

highest rate of referrals being made from regional referral hospitals (70 percent). The most common 

reasons for referrals were staff related (76 percent), followed by equipment (55 percent) and drugs or 

supplies (21 percent).74  

Improving surgical and obstetric services requires appropriate investments in human resources, 

equipment, and infrastructure to meet the recommended standards at each level of care. This will reduce 

the number of preventable referrals and lessen overcrowding at higher-level hospitals. Ambulance 

services equipped with proper communication equipment and adequately financed to manage the 

transportation of patients will be required. Tanzania can draw upon on current pilot projects to set up 

ambulance services at the regional level.75 In addition, attention would need to be directed toward 

enhancing the capacity of district and regional hospitals to handle basic emergencies (medical and 

surgical); using existing electronic platforms (telemedicine) to increase access to specialized services from 

tertiary-level facilities to the lower-level facilities and the communities; and expanding the present 

laboratory specimen referral system to include histopathology specimens. Finally, it is important to 

establish a system to monitor the performance of referral hospitals in the provision of emergency and 

referral health care services. 

7.5. Quality of Health Care 

The low quality of services is a major constraint in the delivery of health services in Tanzania. Most health 

facilities, especially primary ones, operate below the designated standards for their category. According 

to the Annual Health Sector Performance Profile (2019), 1,800 health facilities were reported as unfinished 

and in need of medical equipment in mainland Tanzania. The major quality gaps include poor 

infrastructure, workforce shortcomings, and lack of medical equipment including for relevant diagnostics. 

Based on the health facility star rating assessment for quality using a stepwise approach, 19 percent of 

health facilities assessed scored three stars and above in 2018–2019.76 Several initiatives have been 

implemented but on a limited scale and through a piecemeal approach, and they have not achieved the 

desired impact on improving quality of care. Service delivery standards are available but not widely used. 

 
Healthcare Services in Higher Level Referral Hospitals. Report of the Controller and Auditor General of the United 
Republic of Tanzania,” March 2019.  
74 D. T. Jumbam et al., “Surgical Referrals in Northern Tanzania: A Prospective Assessment of Rates, Preventability, 
Reasons, and Patterns,” BMC Health Services Research 20 (August 8, 2020), 
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-020-05559-x. 
75 These include (1) Telemedicine Pilot Project by Muhimbili National Referral Hospital; (2) Saving Maternal Lives in 
Rural Tanzania Through an Innovative Emergency Transportation System by Touch Foundation; and (3) Tanzania 
Emergency Medical Services Under the Southern Africa Trade and Transport Facilitation Project. 
76 The star rating assessment is a quality improvement approach designed to assess the performance of health 
facilities in a stepwise manner. Performance scores assessing quality of health services at the facility level include 
four domains: (1) facility management and staff performance, (2) service charters and accountability, (3) safe and 
conducive facilities, and (4) quality of care and services. The star rating assessment scale is from 1 to 5 stars, with 5 
being the best quality and 3 being minimally acceptable.  
 

https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-020-05559-x


 

42 
 

What is necessary is to promote their use and the adoption of a culture anchored on quality of care and 

evidence-based practice. The government needs to relook at the current drive to expand health 

infrastructure without provision of the corresponding inputs to ensure functionality. Besides undermining 

quality of care, continued expansion of health infrastructure is a significant source of waste of resources 

in the health sector if these facilities remain nonfunctional for long periods of time. Tanzania should 

prioritize ensuring that existing health facilities become functional and operate as per their designated 

standards. Building on the lessons from the health facility star rating assessments and the experience with 

the Stepwise Laboratory Improvement Process Towards Accreditation, 77  where some attained 

international accreditation, Tanzania could consider setting up a systematic process to institutionalize 

regular assessments of quality of care focusing on the hospitals and other relevant services.78  

7.6. Human Resources for Health 

The health workforce is the backbone and a major determinant of the performance of a country’s heath 

system in improving health outcomes. It is essential for countries to make both short- and long-term 

investments in the production, deployment, and management of the health workforce. Following the 

significant contraction of the health workforce in the 1990s, Tanzania has made significant strides in 

improving the supply and training of the health workforce, prioritized recruitment of staff to reduce staff 

shortages, and adopted measures to retain staff in remote areas.79 The number of health workers (public 

and faith-based organizations) has increased from about 35,202 to 99,684, and the overall staff shortage 

based on staffing norms has decreased from 65 percent to 52 percent between 2006 and 2019, 

respectively.80 

However, staff shortages, especially at the dispensary level (69 percent), remain a persistent challenge. 

Because of the high population rate, the increased number of health workers is not reflected in the low 

staff density, with physician and nurse ratios for Tanzania estimated at 0.75 and 3.80 per 10,000 

population, respectively. 81  Significant disparities persist between rural and urban populations and 

between regions. Staff retention in the rural areas and certain regions remains a challenge because of 

poor living and working conditions caused by lack of staff housing and low housing allowances.82 The 

training programs face many shortcomings. In addition to using old curricula, many training programs lack 

qualified tutors. Out of the existing 19 programs, only 4 are approved and have had their curricula 

 
77 This process is a framework for improving the quality of public health laboratories in developing countries to 
achieve the requirements of the ISO 15189 standard. 
78 Tanzania, under a World Bank–financed regional project, the East Africa Public Health Laboratory Networking 
Project, conducted annual regional peer assessments for the laboratories using the WHO/AFRO Stepwise 
Laboratory Improvement Process Towards Accreditation. Based on the March 2020 peer assessment, seven out of 
eight laboratories scored at least three stars and above, and five laboratories received the gold standard ISO 15189 
accreditation from the Southern African Development Community Accreditation Services. 
79 Ibid.  
80 Human Resource for Health Strategic Plan 2008–2013 and Human Resource for Health Strategic Plan 2020–2025. 
81 UNICEF, Tanzania Mainland Health Budget Brief, 2020. 
82 Moreover, the current National Health Insurance Fund payment structure underpays medical officers for 
services rendered in health centers compared with hospitals. 
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validated, 8 use outdated curricula, and 7 lack the proper curricula to support competence-based 

training.83 

Health workforce challenges are by far the greatest obstacle to improving performance in the health 

sector. Frontline health facilities (dispensaries and health centers) are the least staffed and operate far 

below their designated status, yet vertical and externally funded programs converge at this level and rely 

on these staffs to execute their programs, adding to the existing workload. Moreover, frontline health 

facilities are expected to spearhead health promotion and prevention activities in the communities. As a 

priority, consideration should be given to reducing staff shortages, especially at the lower-level health 

facilities, and to ensuring the community health platform is appropriately staffed. With the changing 

service delivery landscape, health workers need to be equipped through in-service training and 

mentorship programs with relevant skills and knowledge, especially on the management of NCDs, 

newborn care, and critical care (medical, surgical, and obstetric). The use of technology (e-learning and 

telemedicine) for learning and mentorship should be expanded using existing initiatives; for example, the 

Extension of Community Healthcare Outcomes platform is currently used to offer online training to 

laboratory staff.  

7.7. Private Sector 

The private sector (both for-profit and not-for-profit) plays a significant role in the delivery of health 

services in Tanzania. With the reintroduction of private-for-profit services in the 1990s, the sector has 

expanded and constitutes about 30 percent of all health facilities and 50 percent of hospitals in the 

country. Most private-not-for-profit facilities are in rural areas, while the private-for-profit facilities are 

largely in the urban areas and serve about 80 percent of the urban population. 

The government and the faith-based organizations (private-not-for-profit) have had a longstanding 

partnership based on service agreements, whereby the government provides grants, some staff, and 

medicines to the faith-based organizations, who in turn manage the facilities and deliver health services. 

Some faith-based organizations are designated to serve as district hospitals where there are no 

government hospitals. The partnership has been instrumental in the delivery of health services in Tanzania 

and should be nurtured and sustained. Fostering the partnership will require (1) ensuring a better 

understanding of the role and contribution of the private sector in the delivery of health services by the 

major stakeholders, especially policy makers; (2) adherence to the terms of the service agreements by the 

parties; and (3) putting in place proper arrangements to monitor implementation of the service 

agreements to ensure that emerging issues are tackled timely.84  

The government partnership with private-for-profit providers needs strengthening. Most of the urban 

population already uses these providers, and with increasing urbanization, the number is likely to increase 

further. Many of the providers are also enrolled in the National Health Insurance Fund, which provides a 

good opportunity for harnessing their contribution to the delivery of health services. With the rapid 

 
83 Human Resource for Health Strategic Plan 2020–2025. 
84  Said Nuhu et al., “Challenges in Health Service Delivery Under Public–Private Partnership in Tanzania: 
Stakeholders’ Views from Dar es Salaam Region,” BMC Health Services Research 20 (2020): 765, 
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-020-05638-z. 

https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-020-05638-z
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urbanization, the existing capacity of the private-for-profit providers can be leveraged to deliver health 

services in the urban areas. For the partnership to flourish, the government will need to learn how to 

engage private providers through more flexible and consensual approaches, and to use a range of 

regulatory and financial policy tools to steer the mixed delivery of health services in the public interest 

and to manage service access and service costs.85 These measures should go together with improving the 

business environment for the private sector. The government needs to reduce the multiple registration 

requirements by different government agencies and to simplify modalities for tax exemptions as 

appropriate.  

7.8. Health Financing 

Total health spending per capita is low and in 2018 was estimated at $36.8, compared with the $86 per 

capita needed to finance an essential package of health services; per capita government spending was 

estimated at $10.86 The government share of the health budget has been decreasing; in nominal terms, it 

decreased by 0.4 percent between FY 2017–2018 and FY 2019–2020, representing a decline of 

7.1 percent.87 Similarly, the share of the government budget allocated to health in FY 2019–2020 was 

estimated at 6.7 percent, well below the Abuja target of 15 percent. The low health spending is further 

compounded by the low budget execution rate, which stood at 71.6 percent compared with the national 

average performance of 79 percent in FY 2018–2019.   

External funding represents about 28 percent of total health spending in Tanzania, with most of it from 

the global health initiatives targeted to disease-specific vertical programs. These funds have greatly 

contributed to rolling back the burden of malaria, HIV/AIDS, TB, and vaccine-preventable diseases and 

present a good opportunity for Tanzania to control these diseases. In the immediate term, efforts should 

be directed toward maximizing the effectiveness of these funds; however, it is important that the 

government starts to take steps to mobilize domestic financing to sustain the programs when external 

financing ceases.88 

Tanzania has registered robust growth and in 2019 graduated to a lower-middle-income country. As a 

lower-middle-income country, Tanzania, with time, is expected to gradually start financing its health 

budget as external partners, with time, will scale down their support, which may put some of the vertical 

programs at risk. It is therefore urgent for the government to prioritize the financing of the health sector 

using domestic resources.  

 
85 World Health Organization, “The Private Sector, Universal Health Coverage and Primary Health Care,” Technical 
Series on Primary Health Care, 2018, https://www.who.int/publications/i/item/WHO-HIS-SDS-2018.53. 
86 World Bank, World Development Indicators, https://datatopics.worldbank.org/world-development-indicators/ 
87 UNICEF, Tanzania Mainland Health Budget Brief, 2020. 
88 World Bank, “Tanzania Health Sector Public Expenditure Review 2020,” 
https://documents1.worldbank.org/curated/en/601271602042236487/pdf/Tanzania-Health-Sector-Public-
Expenditure-Review-2020.pdf. 

https://www.who.int/publications/i/item/WHO-HIS-SDS-2018.53
https://datatopics.worldbank.org/world-development-indicators/
https://documents1.worldbank.org/curated/en/601271602042236487/pdf/Tanzania-Health-Sector-Public-Expenditure-Review-2020.pdf
https://documents1.worldbank.org/curated/en/601271602042236487/pdf/Tanzania-Health-Sector-Public-Expenditure-Review-2020.pdf
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8. DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS 

8.1. Changing Service Delivery Landscape  

While the disease burden is gradually shifting from largely communicable diseases and maternal and child 

health conditions to NCDs, the overall disease burden remains high, and Tanzania is experiencing a dual 

disease burden. Besides the increasing population, Tanzania is undergoing rapid social and economic 

transformation, with increasing urbanization, a deepening devolution of services, and a more educated 

and enlightened population with greater expectations and preferences. The growth of the private sector 

and technological advances are creating new opportunities. The findings also confirm persistent health 

systems challenges, including under-financing of the health sector, health workforce challenges, low 

quality of care, and weak referral services. Tanzania’s future progress in reducing the high disease burden 

is dependent on controlling the persistent burden of communicable diseases, jump-starting and rolling 

out services to control NCDs, tackling the persistent health systems challenges, and leveraging the existing 

capacity in the sector and emerging opportunities.  

8.2. Leverage Existing Opportunities  

The high rates of premature death and morbidity in Tanzania are due to preventable and treatable 

conditions for which affordable and cost-effective interventions exist. Many of these interventions are 

under implementation to varying degrees in the country. New and effective technologies (point of care 

early infant diagnosis of HIV, the GeneXpert machine used to diagnose multidrug resistance for TB, and 

rapid diagnostic tests for a variety of conditions) have been adopted in Tanzania and have greatly 

contributed to improving the management of these conditions. For the major communicable diseases in 

particular, financing is available from the global health initiatives to support the implementation of 

programs. Moreover, Tanzania’s economic growth has been robust, making it possible to increase 

domestic resources for health. The private sector has also expanded and constitutes about 30 percent of 

all health facilities and 50 percent of hospitals in the country, creating additional capacity that the 

government may leverage. 

To effectively leverage these opportunities, Tanzania needs to build a shared vision and commitment 

among stakeholders in the health sector toward controlling the main drivers of the disease burden so that 

they cease to be major public health problems. In addition, it is important to define and clarify the desired 

control goal for each of the major diseases and conditions—what it means to reach a point when the 

disease or condition is no longer a public health problem. For the respective conditions, the necessary set 

of essential interventions (preventive, promotive, diagnostic, curative, and so on), including interventions 

for underlying risk factors, should be implemented to scale in a coordinated and sustained manner. 

Piecemeal and fragmented implementation approaches, meaning incomplete sets of interventions or 

ones limited in scope and scale, should be discouraged as these approaches tend to draw the constrained 

human resources away from their core activities.  

8.3. Strengthen Control of the Major Communicable Diseases  

The persistent high burden of communicable diseases is the main driver for the overall high disease 

burden. The success achieved with HIV/AIDS exemplifies the progress that is feasible when the essential 

set of core interventions is implemented to scale in a coordinated and sustained manner. With progress 
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already made on HIV/AIDS, Tanzania should prioritize achieving epidemic control and thereafter ensure 

that adequate resources are made available to sustain ART throughout the lifetime of the people living 

with HIV/AIDS. For malaria and TB control activities, in addition to strengthening the monitoring and 

surveillance system to track and monitor implementation progress, the respective set of essential 

interventions should be implemented to scale and in a sustained manner. Eritrea, for example, mounted 

concerted, large-scale control efforts on malaria in the 2000s using ITN along with indoor residual spraying 

and artemisinin-based combination therapies that led to dramatic results: an 80 percent drop in reported 

cases and an 85 percent drop in malaria deaths. 89  Although Tanzania’s overall downward trend in 

communicable diseases is encouraging, the gains to date are fragile. Government commitment to 

continued investment in the programs is necessary to sustain the achievements and avoid an upward 

surge in infections. In view of the heightened risk to future public health events of concern, it is important 

for Tanzania to strengthen preparedness and response capacity at all levels, strengthen capacity of the 

One Health Coordination Desk, and ensure compliance with the International Health Regulations to 

effectively and timely respond to the events.  Upon cessation of the COVID-19 pandemic, it is important 

for the government to carry out an after-action review to identify and document best practices, gaps and 

lessons to inform future responses. 

8.4. Maternal and Child Health and Nutrition Services  

Neonatal disorders are the third major driver of the high disease burden. The high rates of newborn and 

perinatal mortality are a result of inadequate prenatal care, complications of delivery, infections in the 

postpartum period, and maternal malnutrition. Newborn care is increasingly being prioritized; however, 

access to essential newborn care services remains limited. Besides prenatal care, measures should focus 

on scaling up essential newborn care services and ensuring that signal functions are routinely performed 

by health facilities during childbirth to enhance infant survival. These should include improving capacity 

for newborn resuscitation, the creation of neonatal care units in health facilities, and more efficient 

referral of high-risk newborns and mothers. 

Increased institutional deliveries are not necessarily translating to reduced MMR. A large share of deaths 

take place in health facilities due to shortcomings with the quality of emergency obstetric care. The 

present efforts to improve emergency obstetric care services put a priority on health infrastructure, and 

because the necessary inputs including skilled staff, medical equipment, supplies, and operational costs 

are not provided in a timely manner, many facilities are not fully operational after refurbishment. Future 

initiatives should ensure that plans and budgets include costs for infrastructure and other necessary 

inputs and factor in the requisite operational costs to achieve functionality. Besides increasing the 

utilization of family planning services, the following would help reduce complications during pregnancy: 

raising the age of girls at marriage, improving the nutritional status of adolescent girls, improving female 

literacy, and alleviating poverty. 

Nutrition is a major risk factor driving the disease burden, and tackling it is critical for Tanzania to reduce 

the high disease burden. Malnutrition presents in a variety of ways and affects different population groups 

(women, children, and particular patients) with different concentrations in specific regions. The strategies 

should account for the diversity of areas and prioritize maternal, infant, young child, and adolescent 

nutrition; scaling up the management of severe acute malnutrition; scaling up the prevention and 

 
89 J. Cooke, “Public Health in Africa: A Report of the Center for Strategic and International Studies,” April 2009. 
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management of micronutrient deficiencies; and preventing and managing the growing problem of 

obesity. 

8.5. Jump-Start the Control of Non-Communicable Diseases  

With the changing disease profile, NCDs will become and remain the major driver of the disease burden 

in the future. While there is a strategic plan for NCDs, its implementation has been limited mainly due to 

funding constraints. The current efforts are targeted toward secondary and tertiary services and will not 

help Tanzania turn the tide against NCDs. To prevent avoidable deaths from NCDs, control measures 

should target diabetes, cardiovascular disease, cancer, and chronic respiratory disease and focus on 

reducing the major risk factors for NCDs—tobacco use, physical inactivity, unhealthy diet, and the harmful 

use of alcohol. The health delivery system needs to be reorganized and its capacity strengthened to 

control NCDs. The capacity of the primary health care level should be enhanced to scale up services for 

promotion, prevention, and screening of the population for the early detection of NCD cases. Tanzania 

can apply the following strategies that have been successfully used by other countries: integrating NCD 

services (screening, diagnostics, treatment, and follow-up) into existing programs and services at all levels; 

institutionalize the STEPwise approach to Surveillance of NCD risk factors; supporting people living with 

NCDs to provide better self-care and to advocate for improved services; encouraging frontline health 

workers to become NCD champions in the community; and building coalitions to advocate for financing 

NCD services and to leverage the capacity of both public and private providers in the delivery of NCD 

services.  

8.6. Population and Urbanization 

Because of the momentum already generated, Tanzania’s high population growth will continue to exert 

pressure on the delivery of health services, especially for maternal and child health services. This could 

potentially undermine efforts to reduce the high disease burden unless resources are made available to 

not only maintain current service delivery levels but also close the existing service delivery gaps. These 

actions should go together with appropriate health sector investments for Tanzania to build its human 

capital and reap the demographic dividend. Rapid urbanization is anticipated to bring new complexities 

to health services delivery because of the current rural-based orientation of health services. To reorient 

health services to the urban population, it would be necessary to establish the needs of the urban 

population; establish knowledge gaps in service delivery and available opportunities to deliver services; 

and identify factors causing high child mortality in the urban areas compared to the rural areas. 

Consideration should be given to develop a strategy for the delivery of health services in the urban areas. 

The strategy should include measures to tackle the health-related challenges of unplanned urbanization. 

8.7. Governance and Organization of Health Services  

There is a need to reorganize the health services delivery system to respond to the changing disease 

burden and emerging challenges as well as opportunities. With the deepening of the devolution process, 

the roles of the key entities should be better defined, and their capacity enhanced to perform their new 

mandates. The management of vertical programs should be integrated into the core functions of the 

relevant entities, including frontline services. To reduce fragmentation caused by the large externally 
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financed programs and projects, the government in consultation with the respective agencies could 

consider establishing a common management arrangement to serve the respective programs. 

Primary Health Care Level. With the changing disease burden and anticipated increased role of the 

primary health care level in the delivery of essential public health services, including the provision of 

preventive and health promotional services, the capacity of the primary health care level should be 

enhanced to deliver non-facility-based as well as community-based health services. Priority should be 

made to provide staffing for both facility-based and non-facility-based services. Since nonstate actors are 

currently fulfilling some of these roles, the government should use the opportunity to review and 

strengthen the current structure to deliver the requisite services.  

Hospital Services. Hospitals in Tanzania are constrained to deliver critical care services. In the absence of 

a planning framework to guide hospital development, Tanzania is missing the opportunity to guide 

hospital reforms to ensure that hospitals respond to the changing disease burden. Tanzania is at a critical 

juncture where it needs to redefine the roles and functions of the hospitals in the continuum of health 

service. A strategic plan or framework is necessary to ensure that hospitals operate as designated and can 

effectively handle emergencies, provide appropriate critical care services, address the current challenge 

of avoidable overcrowding of patients, strengthen referral services, and institute appropriate modern 

management and financing approaches. This process should help the government agree on the modalities 

to balance infrastructure investments with other necessary inputs for the optimal functioning of the 

hospitals. 

Emergency and Referral Services. The findings underscore the urgency of strengthening emergency and 

referral services to improve the management of emergency neonatal, obstetric, and surgical care, 

including medical emergencies, in Tanzania. Establishing a national ambulance service may not be feasible 

immediately, but there are many initiatives (including telemedicine) that have been piloted that Tanzania 

can draw upon to establish ambulance services at the regional levels. In addition, the present laboratory 

specimen referral system can be expanded to handle histopathology specimens to expedite cancer 

diagnosis and treatment.  

8.8. Quality of Health Care  

Tanzania has made considerable progress in improving access to the essential health services. In contrast, 

there has not been commensurate improvement in the quality of health services. Many services operate 

below their designated standards. Sector investments tend to emphasize expanding physical access, 

which is unlikely to improve health outcomes due to diminishing returns. While this challenge is 

recognized, reorienting service delivery toward quality remains a challenge because of the strong impetus 

toward the expansion of health infrastructure in a bid to improve access. Future improvement of health 

outcomes will increasingly come from improving the quality of service. Deliberate efforts should be taken 

to ensure that investments in the sector extend beyond infrastructure development and ensure that the 

functionality of the facilities and the delivery of services meet the requisite standards. This will require 

that measures are taken to institutionalize quality management approaches and to increase awareness of 

the key stakeholders, especially policy makers, on why Tanzania should increasingly invest in improving 

quality.  
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8.9. Strengthen Critical Health Systems Functions 

Human Resources for Health. Health workforce challenges are by far the greatest obstacle to improving 

the performance of the health sector. The main challenges relate to the perennial shortages and low 

productivity of the health workforce and stem from weakness in reconciling health sector plans and 

investments with the governmentwide public service investment plans. In many instances, health sector 

investments are undertaken without obtaining firm assurance of the additional staffing positions needed 

from the ministry responsible for the public service. While the government has made attempts to address 

the problem of staff shortages, the problem persists because of the current huge staffing gap and 

continuing health sector investments. With the current level of staff shortages, the continuing health 

sector investments, and the growing need for health services, there is an enormous need for additional 

human resources in the health sector. It is important for the government to accelerate the recruitment of 

staff to close the existing gap and to develop a realistic approach for the management of the health 

workforce, which will align health sector investments with the broad government public service strategy 

on staffing and provide incentives to promote health worker productivity.  

Harness Private Sector Partnership for Health. The private sector is rapidly growing in Tanzania, and with 

the huge need for health services in the country, it is well placed to support the government’s efforts in 

providing health services. The faith-based organizations are already in partnership with the government, 

and several private-for-profit providers are registered with the National Health Insurance Fund. For the 

urban areas where private-for-profit providers are the majority, their capacity can be leveraged to scale 

up services among the urban population without the government building its own infrastructure. In 

leveraging the capacity of the private-for-profit providers, attention should be paid toward creating the 

appropriate incentives for them to offer preventive health services. 

Increase Domestic Financing for Health. The evidence confirms a gross underfunding of the health sector 

and raises a worrying concern due to the declining share of domestic financing for health amid increasing 

infrastructure investments in the sector, a growing population, and the need to scale up critical services 

including referrals and NCD services. These issues are further complicated by the low health budget 

execution rate and pose a serious risk to the continued performance of the sector in an environment with 

a changing profile of disease burden. While the COVID-19 pandemic adversely impacted the economy, 

Tanzania’s economic performance prior to COVID-19 was robust. For its level of development as lower-

middle-income country, Tanzania can contribute more to the health budget. As a matter of priority, every 

effort should be made to protect the health budget from further decline. In the medium-to-long term, the 

priority should be to increase the domestic share of the health budget if the current progress in controlling 

communicable diseases and maternal and child health conditions and the plans to scale up services for 

NCDs are to be continued and sustained. 
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