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Introduction
This document provides a preliminary assessment of
aspects of the Tanzanian health system relative to the goal
of universal health coverage, with a particular focus on the
financing system.

This section examines overall levels of health expenditure
in Tanzania and identifies the main sources of health
financing (Table 1).2 In 2012, total health expenditure
accounted for 7.0% of the country’s GDP, an amount
that was substantially higher than the average of 5%
for other low-income countries but below the global
average of 9.2%.

In the 2010 World Health Report, universal health coverage
is defined as providing everyone in a country with financial
protection from the costs of using health care and ensuring
access to the health services they need (World Health
Organisation 2010). These services should be of sufficient
quality to be effective.

Public allocations to fund the health sector stood at about
10% of total government expenditure. This was higher than
the average of 8.7% for other low-income countries but
still well below the 15% target set by the Organisation for
African Unity’s 2001 Abuja Declaration (which was the
same as the global average for 2012).

This document presents data that provide insights into the
extent of financial protection and access to needed health
services in Tanzania.

Table 1: National Health Accounts indicators of health care expenditure and sources of finance in
Tanzania, 2012
Indicators of the level of health care expenditure
1. Total expenditure on health as % of GDP

7.0%

2. General government expenditure on health as % of GDP

2.8%

3. General government expenditure on health as % of total government expenditure

10.2%

4a. Per capita government expenditure on health at average exchange rate (US$)

16.3

4b. Per capita government expenditure on health (PPP $)

42.7

Indicators of the source of funds for health care
5. General government expenditure on health as % of total expenditure on health*

39.3%

6. Private expenditure on health as % of total expenditure on health**

60.7%

7. External resources for health as % of total expenditure on health#

40.2%

8. Out-of-pocket expenditure on health as % of total expenditure on health

31.8%

9. Out-of-pocket expenditure on health as % of GDP

2.2%

10. Private prepaid plans on health as % of total expenditure on health##

0.9%

Notes:
* This includes government tax-funded health spending, payroll tax-funded mandatory health insurance, and external revenues (loans and grants) flowing through government
accounts.
**This includes external resources that flow through NGOs.
#Some external resources flow through government and some through NGOs. Indicators 5 and 6 therefore add up to 100% whereas indicator 7 in this Table is a separate
indicator altogether. This is different from Figure 1 where donor funds are distinguished from tax-based financing.
## This includes voluntary commercial and community-based health insurance, including voluntary prepayment schemes run by government.
Source: Data drawn from World Health Organisation’s Global Health Expenditure Database (http://apps.who.int/nha/database/Key_Indicators/Index/en)

2
The data quoted in this section all derive from the latest (2012) data in the World Health Organisation’s Global Health Expenditure Database (http://apps.who.int/
nha/database/Home/Index/en). Comparisons with other countries are based on figures expressed in terms of purchasing power parity. The country’s income category is
determined from the World Bank’s classification for the same year (http://data.worldbank.org/about/country-and-lending-groups).
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In fact, government health expenditure translated into only
2.8% of GDP. While this amount was higher than the lowincome country average of 1.9% for that year, it is low for
what is essentially the mandatory pre-paid component of a
health financing system. The global average, for example,
was 5.3%.

represents the percentage share of overall health care
expenditure accounted for by each category of revenue
source, pooling organisation, purchasing organisation
and health care provider.3

Revenue collection

The challenge faced by the government of Tanzania in
ensuring adequate coverage is encapsulated by per capita
government expenditure on health which was around $43
(in terms of purchasing power parity) in 2012, considerably
higher than the low-income country average of $25 but
fifteen times less than the global average of $652.

As shown in Table 1, donor funding was the main financing
source in the Tanzanian health system in 2009/10. External
assistance normally comes in the form of loans and grants
through general budget support (where donor funds are
channelled through the general budget of government),
basket funding (which is earmarked for the public health
sector) and grants to specific projects.

In 2012, Tanzania was heavily reliant on donor financing
which accounted for around 40% of total health sector
expenditure in 2012. This was considerably higher than
the low-income country average of 28% and makes the
country vulnerable to fluctuations in donor financing.

Although donor funding adds substantially to the revenue
available for the health sector, this dependence compromises
the move towards universal health coverage. This is because
donor funds are sometimes unreliable due to delays in
disbursement or changes in donor commitments. Since
most development activities, such as the construction of
health facilities, as well as some of the purchasing of drugs,
is dependent on these external sources, this jeopardises the
continued availability and affordability of health services for
a large segment of the population.

As would have been expected from the relatively low
levels of government expenditure, out-of-pocket payments
played a significant role in Tanzania (at about 32% of total
financing in 2012). This was high in global terms (where
the average was 21%), despite efforts by the Tanzanian
government over the past decade to promote enrolment
in pre-paid schemes. It was also above the 20% limit
suggested by the 2010 World Health Report to ensure that
financial catastrophe and impoverishment as a result of
accessing health care become negligible (World Health
Organisation 2010).

Out-of-pocket payments were the next most important
financing source in 2009/10. In Tanzania user fees are
charged at all levels of care in government and nongovernment facilities. However, the level of fees is lower
in government and faith-based facilities compared to
private for-profit facilities. As out-of-pocket payments are
the most regressive source of financing, a large proportion
of the population is not protected against financial risks
and sometimes denied access, limiting the move towards
universal coverage.

Finally, in 2012, private health insurance in Tanzania,
as in most low-income countries, played an insignificant
role at only 1% of total health sector financing. All in all,
though, private expenditure – which includes out-of-pocket
payments, that portion of donor financing that flows
through non-governmental organisations and voluntary
prepaid plans – accounted for almost two thirds of health
financing in Tanzania.

However, there are some services for certain groups that
are exempted from user fees within the public sector
and for those faith-based services that are contracted by
government. These include maternal services and chronic
illnesses like HIV/AIDS, TB and cancer. Groups exempted
from user fees are pregnant women, children under five
years old and the elderly.

Structure of the health system
according to health financing
functions

The third biggest financing source was general tax revenue,
which was accounted for by direct taxes (one third) and
indirect taxes (two thirds) respectively.

Figure 1 provides a summary of the structure of the
Tanzanian health system, depicted according to the health
care financing functions of revenue collection, pooling and
purchasing, as well as health service provision. Each block

Revenue collection through health insurance schemes
played a relatively small role in Tanzania in terms of

3
The data quoted in this section are slightly different from the previous section because they are based on more detailed disaggregation by the authors of Tanzania’s
2009/10 National Health Accounts.

4

Universal Health Coverage Assessment: Tanzania

financing in 2009/10. Membership of health insurance
is only mandatory for public sector employees: this
National Health Insurance Fund currently covers only
7% of the population (including some individuals who
enrol voluntarily or are enrolled by their employers).4 The
beneficiaries of this fund, together with the beneficiaries
of commercial insurance schemes that mainly serve the
employees of private companies, are largely concentrated
in urban areas. The government-run, voluntary Community
Health Fund that mainly targets the informal sector, and
operates in both urban and rural areas, covers another
8% of the population. There are a number of additional
small, voluntary community-based schemes. Experience
shows that, overall, the rich have wider coverage of
health insurance compared to the poorest households
(Kuwawenaruwa and Borghi 2012).

allocations to districts, which gives a weight of 70% to
population size, 10% to under-five mortality, 10% to the
proportion of the population below the basic needs poverty
line, and 10% reflecting distances between the district
headquarters and the furthest facilities. This formula is
currently under review because it does not guarantee equity
and cross-subsidization in the distribution of public funds.
Most donor funds (63%) are pooled by NGOs while the
Ministry of Health and Social Welfare and local government
authorities pool the remaining third.
As Figure 1 shows, a significant proportion of the total
financing system is not pooled because of the high level of
direct out-of-pocket payments.
Pooling through health insurance is limited in Tanzania.
The insurance system is highly fragmented with a number
of small pools, each targeting a small segment of the
population. It is estimated Tanzania had 43 communitybased health insurance schemes registered by the
Tanzania Network of Community Health Funds in 2010
(Toutant 2010). This is in addition to the National Health
Insurance Fund and private-for-profit schemes. Despite
this, less than 5% of total financing was pooled in this
manner in 2009/10.

Pooling
Almost half of general tax allocations (47%) were pooled
through local governments in 2009/10. This is normally
done through annual budgets submitted to the Ministry of
Finance and Economic Empowerment; the Ministry then
disburses the funds to the respective local governments.
A resource allocation formula has been devised to guide

Figure 1: A function summary chart for Tanzania (2009/10)
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Notes: ‘Other government’ includes the Tanzania Commission for AIDS as well as regional and local government authorities. ‘Other’ (under provision) includes provision and
administration of public health programs, as well as general health administration.
Source: Sketched by the authors using data from the Tanzania National Health Accounts 2009/2010, based on World Health Organisation (2000).

4
Different countries use the terms ‘national health insurance,’ ‘social health insurance’ and ‘social security’ differently to describe different types of mandatory health
insurance. In each country assessment in this series, the term applied is the one commonly in use in the country in question. Sometimes, then, the term ’national health
insurance’ is used for a scheme that does not cover the entire population (and is therefore more akin to what is known as social health insurance in other countries because
it covers only a sub-set of the population). This is the case in Tanzania.
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Purchasing

the major reasons for this is the limited coverage of
health insurance schemes and limited tax funds to fund
free health care, especially for the poor. As described
earlier, user fees exist in both public and private facilities.
Because in many cases services are not available in
public facilities, patients sometimes have to purchase
expensive care from private for-profit providers, some of
which are informal.

In Tanzania, the use of general tax revenue is normally
determined on an historical budgeting basis (although
sometimes districts assess needs across communities,
such as when it comes to constructing or rehabilitating
health facilities). Local governments and the Ministry of
Health and Social Welfare submit their annual budgets
for salaries, medicines and other line items, and the
disbursement of funds is determined by these line
items. The budget allocated to purchase medicines and
medical supplies is normally disbursed by the Ministry
of Finance and Economic Empowerment to the Medical
Store Department and the latter disburses the items to
the respective districts. The Ministry of Health and Social
Welfare and local government authorities are responsible
for paying the salaries of public health providers and nonprofit referral facilities.

Provision
As Figure 1 shows, public facilities are the main providers
of health care in Tanzania. In 2009/10, about 28% of total
health sector financing was allocated to public hospitals
while 18% was allocated to public primary facilities. About
24% of total financing was used for the provision and
administration of public health programs. About 44% of
total health sector funds were used for outpatient curative
care while inpatient care accounted for about 20% of total
health sector financing.

These purchasing arrangements leave little room for
efficiency improvements since salaries are paid to
public employees regardless of productivity. Experience
shows that some facilities that received a large share of
public resources for medicines and staff ended up being
inefficient in terms of the number of patients treated
compared to facilities that received a lower share of
resources (National Audit Office 2008). In addition,
the limited autonomy of public providers in how they
use funds sometimes limits service availability, while the
Medical Store Department sometimes causes delay in the
supply of medicines.

Provision through not-for-profit providers consumed
14% of total financing from all sources while privatefor-profit providers accounted for only 5% of total
health sector financing.
As described earlier, different health insurance schemes use
different providers according to the population group the
scheme is targeting. The National Health Insurance Fund
uses both public and non-public providers. The Community
Health Fund uses primary care public providers. A few
districts that do not have a government district hospital for
referral services enter into contracts with non-government
facilities to offer services. Commercial health insurance
schemes mostly use private for-profit providers, depending
on the profile of the scheme.

A large proportion of donor funding is for specific projects,
mainly HIV/AIDS programs which account for about 47%
of total donor funds (Ministry of Health and Social Welfare
2011). About 60% of total NGO funds are channelled to
HIV/AIDS-related programs.
Most pre-payment schemes purchase services through feefor-service arrangements. For the National Health Insurance
Fund, purchasing is passive because it purchases from all
public facilities regardless of quality or the availability of
services. The Fund also contracts faith-based and privatefor-profit facilities based on certain service delivery criteria
that the Fund has established. Contractual arrangements
include an agreement by providers to accept Fund
reimbursement rates for different services. The Fund offers
a comprehensive benefit package that includes outpatient
and inpatient care.

Financial protection and equity
in financing
A key objective of universal health coverage is to provide
financial protection for everyone in the country. Insights
into the existing extent of financial protection are provided
through indicators such as the extent of catastrophic
payments and the level of impoverishment due to paying
for health services. This section analyses these indicators
for Tanzania and then moves on to assess the overall equity
of the health financing system.

Direct purchasing of services through out-of-pocket
payments plays a significant role in Tanzania. One of
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Catastrophic payment indicators

Impoverishment indicators

Using the 40% threshold of non-food household expenditure
for assessing catastrophic payments, Table 2 shows that less
than one per cent of the population incurred catastrophic
spending in Tanzania in 2007 as a result of accessing health
care. However, it is agreed in the international literature that
this method is difficult to interpret as it can understate the
actual problem because it may not capture the reality that
there are people who do not utilize health services when
needed because they are unable to afford out-of-pocket
payments at all (Wagstaff and van Doorslaer 2003).

While the extent of catastrophic payments indicates
the relative impact of out-of-pocket payments on
household welfare, the absolute impact is shown by
the impoverishment effect. In Tanzania, about 31%
of the population lived below $1.25 per day in 2007
(see Table 3). An extra 1% dropped into poverty as a
result of paying out-of-pocket when accessing health
services. This translated into about 480,000 people
per year falling into poverty because of out-of-pocket
expenditure on health care.

As Table 2 shows, catastrophic payments in Tanzania
mainly affected poorer households as revealed by a higher
proportion for the weighted headcount compared to the
un-weighted headcount. This is probably because of the
limited coverage of health insurance schemes among
the poorest and the failure of public funding allocations
to address the needs of poorer households. A higher
prevalence of catastrophic spending amongst the poorest
might also reveal a failure in mechanisms to protect poor
households through fee exemptions and waivers.

The normalised poverty gap (also shown in Table 3)
measures the percentage of the poverty line necessary
to raise an individual who is below the poverty line to
that line. The difference between the prepayment and
the post-payment poverty gaps was relatively low at
0.4% in 2007. This proportion might be very low due to
the fact that the methodology only captures those who
access health care services, excluding those already
very poor individuals who cannot afford to pay for
health care.

Table 2: Catastrophic payment indicators for Tanzania in 2007*
Catastrophic payment headcount index
(the percentage of households whose out-of-pocket payments for health care as a percentage of
household consumption expenditure exceeded the threshold)

0.39%

Weighted headcount index**

0.52%

Catastrophic payment gap index
(the average amount by which out-of-pocket health care payments as a percentage of household
consumption expenditure exceed the threshold)

0.04%

Weighted catastrophic gap index**

0.06%

* Financial catastrophe is defined as household out-of-pocket spending on health care in excess of the threshold of 40% of gross household expenditure (i.e. including
expenditure on food).
** The weighted headcount and gap indicates whether it is the rich or poor households who mostly bear the burden of catastrophic payments. If the weighted index exceeds
the un-weighted index, the burden of catastrophic payments falls more on poorer households.
Source: Mtei (2012)

Table 3: Impoverishment indicators for Tanzania in 2007 (using $1.25 poverty line (in terms of 2005
purchasing power parity))
Pre-payment poverty headcount
30.9%
Post-payment poverty headcount

32.0%

Percentage change in poverty headcount (pre- to post-payment)

1.1%

Pre-payment normalised poverty gap

9.6%

Post-payment normalised poverty gap

10.0%

Percentage change in poverty gap (pre- to post-payment)

0.4%

Source: Authors’ calculations using the 2007 Household Budget Survey data
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Equity in financing

was largely accounted for by progressive indirect taxes
that comprised almost 40% of total domestic financing.
Amongst indirect taxes, excise duties were the most
progressive with a Kakwani index of 0.32. Although total
consumption taxes were progressive, specific excise taxes
on cigarettes and kerosene were regressive (Mtei 2012)

Equity in financing is strongly related to financial
protection (as described by the indicators above) but is
a distinct issue and health system goal. It is generally
accepted that financing of health care should be
according to the ability to pay.

All income taxes were progressive in Tanzania in 2007,
with personal income taxes being the most progressive
(Kakwani index 0.41).

A ‘progressive’ health financing mechanism is one in
which the amount richer households pay for health care
represents a larger proportion of their income. Progressivity
is measured by the Kakwani index: a positive value for
the index means that the mechanism is progressive; a
negative value means that poorer households pay a
larger proportion of their income and that the financing
mechanism is therefore regressive. Table 4 provides an
overview of the distribution of the burden of financing the
Tanzanian health system across different socio-economic
groups (i.e. the financing incidence) as well as the Kakwani
index for each financing mechanism.

Although the National Health Insurance Fund was the most
progressive financing source in Tanzania (with a Kakwani
index of 0.50), its influence on total progressivity was small
due to its low share of total health sector financing. Its
progressivity was influenced by the limitation of its coverage
to formal sector employees who in most cases are located
in the richest segment of the population.
In contrast, the government-run Community Health Fund
that covers the informal sector was the most regressive
financing source in 2007. This is because it is limited to
the informal sector population, especially in rural settings.
In addition, premiums are the same for all enrolees
regardless of income. Limited cross-subsidization between

The relative progressivity of the dominant source of
financing in Tanzania - external sources - is unknown.
However, the overall domestic health financing system in
2007 was progressive with a Kakwani index of 0.11. This

Table 4: Incidence of different domestic financing mechanisms in Tanzania (2007)
Financing mechanism

Percentage share

Kakwani index

Personal income taxes

10%

0.410

Corporate profit taxes

6%

0.290

16%

0.370

VAT

21%

0.140

Excise tax

12%

0.320

Import tax

6%

0.060

39%

0.180

Other taxes

n/a

n/a

Mandatory health insurance contributions (National Health Insurance Fund)

8%

0.500

Total public financing sources

64%

0.270

Community-based health insurance (The Community Health Fund)

0.4%

-0.480

36.1%

-0.070

36.5%

-0.074

100.0%

0.110

Direct taxes

Total direct taxes
Indirect taxes:

Total indirect taxes

Out-of-pocket payments
Total private financing sources
Total financing sources
Note: Estimates are based on per adult equivalent expenditures; n/a = not applicable.
Source: Mtei (2012)
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the formal and informal sector schemes jeopardises
financial risk protection.

value, the distribution of the use of the health service is
considered to benefit the richest (or poorest) respectively.

As has been observed in many countries, out-of-pocket
payments were regressive in 2007 (with a negative
Kakwani index of -0.07). A higher burden of out-ofpocket payments therefore fell on the poor compared to
the rich. The regressive nature of out-of-pocket payments
is consistent with the catastrophic headcount findings,
which indicate that the poor incur out-of-pocket spending
disproportionately.

For the case of outpatient care in Tanzania, only services
accessed at primary public facilities were pro-poor in 2008
(Mtei, Makawia et al. 2012). Otherwise, outpatient care in
all other providers was pro-rich. Services were more prorich in private-for-profit providers (with a concentration
index of 0.37) than faith-based and public facilities.
Inpatient care at district public hospitals and faith-based
facilities was pro-poor while services at referral public
facilities and for-profit providers were pro-rich. Inpatient
care at for-profit-providers was the most pro-rich of all
hospital care (with a concentration index of 0.68).

Equitable use of health services
and access to needed care

It is important to note that even services at public hospitals
were pro-rich overall, despite the fact that public funds are
expected to provide protection for the poor. This indicates
that the allocation of public resources is inequitable and
does not guarantee access to the poorest, especially for
hospital services, which can result in catastrophic payments
for care or exclusion from care.

This section considers how benefits from using different
types of health services are distributed across socioeconomic groups. One measure of this is a concentration
index, which shows the magnitude of socioeconomicrelated inequality in the distribution of a variable. In Table
5, if the concentration index has a positive (or negative)

Table 5: Concentration indexes for benefit incidence of health service use in Tanzania 2007
Type of Service

Inpatient visits

Outpatient visits

Public facilities
Public hospitals (regional and referral)
Public hospitals (district)
Non-hospital facilities
Total

***0.29

**0.14

-0.14

0.15

n/a

**-0.10

0.027

0.01

- 0.12

*0.19

n/a

0.07

-0.12

**0.15

0.68

-

n/a

n/a

***0.68

***0.37

-

-

-0.004

0.16

Private not-for-profit facilities (e.g. missions)
Hospitals and health centres combined
Non-hospital facilities
Total
Private for-profit facilities
Hospitals
Non-hospital facilities
Total
Drug shops/pharmacies (outpatient)
Total

Note: Estimates are based on adult-equivalent adjusted household consumption expenditure; n/a = not applicable; - = data not available; *** = significant at 1%; ** =
significant at 5%; * = significant at 10%.
Source: Mtei et al. 2012
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It is generally agreed that individuals’ use of health
services should be in line with their need for care. The
universal coverage goal of promoting access to needed
health care can be interpreted as reducing the gap
between the need for care and actual use of services,
particularly differences in use relative to need across
socio-economic groups. The benefit incidence results
discussed above do not allow one to draw a categorical
conclusion about whether the distribution is equitable or
not: the distribution of benefits first needs to be compared
to the distribution of need for health care. Figure 2 below
compares the distribution of health benefits, needs and
financial contribution to the health system.

(through the government-run National Health Insurance
Fund and commercial insurance) mainly favours the wealthier
groups and out-of-pocket payments play a significant role in
financing health care. In this situation the poorest are denied
access due to out-of-pocket payment barriers and lack of
coverage through prepayment mechanisms.

Conclusion
Data indicate that general taxation and donor funding
combined contribute about 60% of total health sector
financing in Tanzania (Ministry of Health and Social Welfare
2011). Despite the significant contribution of public and
donor resources, benefit distribution in Tanzania is still prorich, even for some public providers (especially hospitals).
Benefits are pro-poor only in primary care facilities which
in many cases are characterized by poor quality and
unavailability of certain services (Macha et al. 2012).

It is clear from Figure 2 that the poorest segment of the
population had the highest relative need for health care in
2008. However, the distribution of health benefits favoured
the wealthier groups, which had lower health care needs.
Comparison with the distribution of the share of financing
indicates that the distribution of health care benefits was in
fact according to financial contributions to the health system
(that is, the ability to pay). Thus, the least poor households
contributed the largest share of financing, receiving a higher
share of benefits than indicated by need. This is what would be
expected of a health system where health insurance coverage

This implies that, if the goal of universal coverage is to
be achieved, the allocation of public resources according
to need must be improved. While calls for more public
resources for the health sector are increasing, more
pressure should also be put on the equitable allocation of

Figure 2: Distribution of financing, benefits and need across wealth groups in Tanzania in 2008
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
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Poorest 20%

2nd quintile

Share of benefit
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Source: Mtei et al. (2012); Mtei (2012)

10

4th quintile

Universal Health Coverage Assessment: Tanzania

References

public funds. This is especially important for a country like
Tanzania that receives significant amounts of donor funds.

Kuwawenaruwa A, Borghi J. 2012. Health insurance
cover is increasing among the Tanzanian population
but wealthier groups are more likely to benefit. Ifakara
Health Institute Spotlight (11): 1-4.

The high dependency of Tanzania on donor funding poses
a challenge to the achievement of universal coverage,
especially as some of the donors are pulling out of health
sector basket funding. One reason for this is that donors
need to see more obvious value for money, which is why
they are re-directing resources to project funding where
results can be quantified. Without reliable donor funding
the government will not be able to meet its current service
commitments, let alone actual need, and frequent stock-outs
of medicines and other medical supplies can be expected.

Macha J, Harris B, Garshong B, Ataguba JE, Akazili J,
Kuwawenaruwa A, Borghi J. 2012. Factors influencing
the burden of health care financing and the distribution
of health care benefits in Ghana, Tanzania and South
Africa. Health Policy and Planning 27(suppl 1): i46-i54.
Ministry of Health and Social Welfare. 2008. Health Sector
Strategic Plan III. Dar es Salaam: Ministry of Health and
Social Welfare, United Republic of Tanzania.

Tanzania’s significant dependency on out-of-pocket
payments poses another threat to financial protection and
health care access. The analysis above has shown that
out-of-pocket payments are inequitable. Catastrophic
payments and impoverishment might increase as long
as donor funds remain unsustainable and if general tax
allocations to the health sector do not increase.

Ministry of Health and Social Welfare. 2011. Tanzania
National Health Accounts (NHA) 2009/10. Dar es
Salaam: Department of Policy and Planning, United
Republic of Tanzania.
Mtei GS, Makawia S, Ally M, Kuwawenaruwa A, Meheus F,
3,4 Borghi J. 2012. Who pays and who benefits from
health care? An assessment of equity in health care
financing and benefit distribution in Tanzania. Health
Policy and Planning 27(suppl 1): i23-i34.

The limited coverage of health insurance schemes in
Tanzania poses a further threat to financial protection.
Currently health insurance is highly fragmented with only
the small proportion of formal sector, urban employees
enjoying good coverage. Informal sector coverage is
limited and benefits are constrained to non-catastrophic
expenditures in primary facilities.

Mtei GJ. 2012. Health care financing progressivity and
household risk protection in the context of health
system financing reforms in Tanzania (Doctor of
Philosophy thesis). London: London School of Hygiene
and Tropical Medicine.

The Tanzanian government has committed itself to
attaining universal coverage through the expansion of
health insurance coverage to 30% of the population by
2015 and increased government allocations to the health
sector (Ministry of Health and Social Welfare 2008).
Currently the government, through the Ministry of Health
and Social Welfare, is in the process of developing a
national financing strategy. It is expected that the Ministry’s
vision will include harmonization of existing insurance
schemes to ensure improved cross-subsidization. To date
only the harmonization of the national-level administration
of the National Health Insurance Fund and the Community
Health Fund has been enforced: differences in benefit
packages still exist.

National Audit Office. 2008. A performance audit report
on management of primary health care: a case study
of health centres. A report of the controller and auditor
general of the United Republic of Tanzania. Dar es
Salaam: National Audit Office (NAO).
Toutan, R. 2010. Tanzania Network of Community Health
Funds: CEO progress report. Dar es Salaam: Tanzania
Network of Community Health Funds.
Wagstaff A, van Doorslaer E. 2003. Catastrophe and
impoverishment in paying for health care: with
applications to Vietnam 1993-1998. Health Economics
12(11): 921-934.
World Health Organisation. 2000. World Health Report
2000. Health systems: improving performance.
Geneva: World Health Organisation.

While the Ministry’s vision will increase financial protection,
more attention also has to be paid to extending coverage
among the poor. The range and quality of public sector
services also need to be improved as this where most poor
households access the health system.

World Health Organization. 2010. Health system financing:
the path to universal coverage. The World Health Report
2010. Geneva: World Health organization.

11

Universal Health Coverage Assessment: Tanzania

Acknowledgments
This country assessment is part of a series produced by GNHE (the Global Network for Health Equity) to profile
universal health coverage and challenges to its attainment in countries around the world. The cover photograph
for this assessment was taken by Maciej Dakowicz.
The series draws on aspects of: McIntyre D, Kutzin J. 2016. Health financing country diagnostic: a foundation for
national strategy development. Geneva: World Health Organisation (available at http://www.who.int/health_
financing/tools/diagnostic/en/). The series is edited by Jane Doherty and desk-top published by Harees Hashim.
Chamara Anuranga produced the function summary charts for the series based on data supplied by the authors.
The work of GNHE and this series is funded by a grant from IDRC (the International Development Research
Centre) through Grant No. 106439.

More about GNHE …
GNHE is a partnership formed by three regional health equity networks – SHIELD (Strategies for Health Insurance
for Equity in Less Developed Countries Network in Africa), EQUITAP (Equity in Asia-Pacific Health Systems Network
in the Asia-Pacific, and LANET (Latin American Research Network on Financial Protection in the Americas). The
three networks encompass more than 100 researchers working in at least 35 research institutions across the globe.
GNHE is coordinated by three institutions collaborating in this project, namely: the Mexican Health Foundation
(FUNSALUD); the Health Economics Unit of the University of Cape Town in South Africa; and the Institute for
Health Policy based in Sri Lanka.
More information on GNHE, its partners and its work can be found at http://gnhe.org

12

