
H_- 19809
October 1999

SAr

- a

_

e:..~~~~~~ .. 0.

idli- -A. ow
. s l~~~~~~~~4

A6W > _! 

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed





A WORLD BANK COUNTRY STUDY

Tanzania
Social Sector Review

The World Bank
Washington, D.C.



Copyright (D 1999
The International Bank for Reconstruction
and Development/THE WORLD BANK
1818 H Street, N.W.
Washington, D.C. 20433, U.S.A.

All rights reserved
Manufactured in the United States of America
First printing October 1999

World Bank Country Studies are among the many reports originally prepared for internal use as part
of the continuing analysis by the Bank of the economic and related conditions of its developing member
countries and of its dialogues with the governments. Some of the reports are published in this series
with the least possible delay for the use of governments and the academic, business and financial, and
development communities. The typescript of this paper therefore has not been prepared in accordance
with the procedures appropriate to formal printed texts, and the World Bank accepts no responsibility
for errors. Some sources cited in this paper may be informal documents that are not readily available.

The findings, interpretations, and conclusions expressed in this paper are entirely those of the
author(s) and should not be attributed in any manner to the World Bank, to its affiliated organizations,
or to members of its Board of Executive Directors or the countries they represent. The World Bank does
not guarantee the accuracy of the data included in this publication and accepts no responsibility for any
consequence of their use. The boundaries, colors, denominations, and other information shown on any
map in this volume do not imply on the part of the World Bank Group any judgment on the legal status
of any territory or the endorsement or acceptance of such boundaries.

The material in this publication is copyrighted. The World Bank encourages dissemination of its
work and will normally grant permission promptly.

Permission to photocopy items for internal or personal use, for the internal or personal use of
specific clients, or for educational classroom use, is granted by the World Bank provided that the
appropriate fee is paid directly to Copyright Clearance Center, Inc., 222 Rosewood Drive, Danvers, MA
01923, U.S.A., telephone 978 750 8400, fax 978 750 4470. Please contact Copyright Clearance Center prior
to photocopying items.

For permission to reprint individual articles or chapters, please fax your request with complete
information to the Republication Department, Copyright Clearance Center, fax 978 750 4470.

All other queries on rights and licenses should be addressed to the World Bank at the address above,
or fax no. 202 522 2422.

ISBN: 0-8213-4585-0
ISSN: 0253-2123

Cover photo taken in 1996 of girls who received scholarships to attend secondary school in a pre-test
of the program, which was a direct result of the analysis of this document. This first cohort of girls will
graduate from lower secondary school in December 1999.

Library of Congress Cataloging-in-Publication Data

Tanzania: social sector review.
p. cm. - (World Bank country study)

Includes bibliographical references.
ISBN 0-8213-4585-0
1. Human services-Tanzania. 2. Tanzania-Social conditions. I. World Bank. II.

Series.
HV448.5.T36 1999
362.9678-dc2l 99-047476



CONTENTS

Acronyms and Abbreviations ..................... xi

Abstract ..................... xiv

Acknowledgments ........................... xv

Preface ..................... xvi

Executive Summary ..................... I

Background .35
Objectives of the Social Sector Review .35
Key Definitions .37
Data Sources .37
Organization of the Report .38
Importance of Human Capital and Human Resources to Development in Tanzania .38

Growth and Human Welfare .38
Human Resources as Capital .39
Unique Features of Human Capital ...................................... 41
Producing Human Capital .42
Paying for Investments in Human Capital .44
Summary .45

2 Development and Structure of the Social Sectors .46
Three Eras .46

Phase I: Independence to Early-1980s .46
Phase II: Early-1980s to Early-1990s . 48
Phase III: Current Era (early-1990s) .50

Delivery of Social Services Through Local Government .51
Local Government Institutions .51
Local Government Allocation Process and Accountability .53

Public Spending and the Distribution of Benefits .55
Government Spending .55
Donor Spending .56
Incidence of the Benefits of Public Spending .57

Conclusion .59

3 Characteristics of the Tanzanian Household .60
Household Structure .60
Sources of Income and Living Conditions .61

Ownership of Goods .61
Housing Conditions .62
Ownership of Land and Livestock .62
Human Capital .63

iii



Expenditure and Consumption Patterns ............................................ 63
Conclusion .............. ..................................... 64

4 Education ............... ..................................... 65
Outcomes and Enrollment .............................................. ... 65

Primary School . ................................................. 66
Secondary School ................................................. 69
Higher and Tertiary Education and Training .......... ....................... 72
Increasing Post-Primary Education Opportunities ........ .................... 73

Household Expenditures on Education ............................................. 75
Overall Expenditures ................................................. 75
Primary School Expenditures . ........................................... 76
Secondary School Expenditures . .......................................... 76
Opportunity Cost of Education . .......................................... 78

Demand for Education . ................................................. 79
Parents' Perceptions of the Quality of Education ........ ..................... 79
Willingness to Pay for Improved Education Services ....... ................... 80

The Supply of Education Services ............................................... 81
Policy Framework ................................................. 81
Organization and Structure of the Education System ........ .................. 84
Teachers, Textbooks, and Management in Primary Education ...... ............. 90

Government and Donor Spending on Education ............ ........................ 95
Recurrent Expenditures ................................................. 95
Expenditure by Program ................................................ 95
Expenditure by Input ................................................. 96
Donor Spending . ................................................. 98
Unit Costs . ................................................. 99

Returns to Education . ................................................. 101
Private Returns .0................................................. 10
Social Returns . ................................................. 102

The Distribution of Benefits from Education Spending ......... ..................... 103
Total Spending on Education ............................................ 103
Distribution of Public Subsidies . ........................................ 103

Conclusion ............... .................................... 104

5 Health ................................................... 108
Outcomes and Utilization ................................................. 109

Mortality Levels .................................................. 109
Causes of Illness and Death . .......................................... 110
Utilization of the Health Care System ............. ........................ III

Household Expenditures on Health Care . ......................................... 113
Demand for Health Care ............... ...................................... 115

Perceptions of the Quality of Health Services .115
Willingness to Pay for Improved Health Services. 116

Supply of Health Services .116
Policy Framework . 117
Organization and Structure of the Health Care System. 118
Problems of Personnel, Drugs, Management, and Constraints on the Private Sector . 121

iv



Government and Donor Spending on Health Services ........ ....................... 124
Recurrent Expenditures . ............................................... 124
Unit Costs ........................................................ 127
Summary of Spending Patterns ............. ............................ 127

Total Health Spending and Distribution of Benefits ........ ........................ 128
Estimate of Total Spending on Health .......... ........................... 128
Distribution of Public Subsidies ............ ............................. 128

Conclusion . ........................................................ 130

6 Family Planning ........................................................ 133
Outcomes and Utilization ..................................................... 133

Fertility ........................................................ 134
Health and Fertility .................................................... 134
Utilization of Family Planning, Antenatal, and Obstetric Services ..... .......... 135

Household Expenditures on Family Planning, Antenatal and Obstetric Services .... ...... 138
Demand for Family Planning Services .............. ............................. 139

Knowledge and Attitudes . ............................................. 139
Determinants of Contraceptive Use ........... ............................ 140
Demand for Children . ................................................. 141

Supply of Family Planning Services . ............................................. 141
Policy Framework .................................................... 141
Organization and Structure of Family Planning Services ...... ................ 142
Problems of Quality and Implementation ........ .......................... 144

Public Expenditures on and Unit costs of Family Planning ....... .................... 145
Distribution of Public Spending . ............................................... 147
Conclusion . ........................................................ 148

7 Nutrition . ........................................................ 149
Outcomes . ........................................................ 149

Child Nutritional Status . ............................................... 149
Maternal Nutritional Status . ............................................. 152

Household Nutrient Inputs .................................................... 152
Food Consumption and Energy Intakes ......... ........................... 152
Breastfeeding ........................................................ 153
Supplementary Feeding of Infants ........... ........................... 154

Household Expenditures on Food . ............................................... 155
Nutrition-Related Government Actions ............. ............................. 156

Food Production and Availability ........... ............................. 156
Nutrition Policy ...................................................... 157
Current Nutrition Interventions ............. ............................. 157

Conclusion . ......................................................... 159

8 Water and Sanitation ....................................................... 160
Utilization of Improved Water Sources and Sanitation Facilities ...... ................ 160

Household Water Supply . ............................................... 160
Sanitation ........................................................ 162

Household Expenditures on Water . ............................................. 164
Demand for Improved Water Sources and Sanitation Facilities ...... .................. 166

v



Willingness to Pay for Improved Water Supplies .............. ............ 166
Household Demand for Improved Sanitation Services .......... .............. 168

Policy Framework for the Supply of Water and Sanitation Services ........ ............ 168
Expenditures in the Water and Sanitation Sectors ............... ................... 172

Government Expenditures .............................................. 172
Donor Expenditures ................................................... 172
Unit Costs .................................................... 172
Cost Recovery and Water and Sanitation Tariffs ....... ..................... 173

Distribution of Benefits .................................................... 175
Implementing a Demand-Side Planning Strategy: Options and First Steps ..... ......... 176

9 The Social Sectors in Zanzibar ................................................ 180
Education ............................................................... 180

Outcomes and Enrollment . ............................................. 180
Household Expenditures on Education ........... ........................ 183
Structure of the Education System ............. .......................... 184
Cost-Sharing in the Education System ........... ......................... 186

Health .................................................................... 186
Outcomes . .................................................... 186
Utilization . .......................................................... 187
Household Expenditures on Health Care .......... ......................... 188
Structure of the Health Care System ............. ......................... 189

Family Planning . .................................................... 190
Nutrition .................................................................. 193
Water and Sanitation ..................................................... 194

Utilization of Improved Water Sources and Sanitation Facilities ..... ........... 194
Water Tariffs .................................................... 195

Conclusion . ...................................................... 195

Bibliography .197

vi



TABLES

S.1: Interactions among Social Sector Investments and Human Capital Outcomes ..... ............ 6
S.2: Annual Household Expenditures in 1994/95 (Cash and Consumed Production)

in Tanzania . ................................................................. 7
S.3: Annual Household Expenditures (Cash and Consumed Production) in

Tanzania, 1993 . .............................................................. 7
S.4: Total Government Budget Estimates, 1994/95 ......................................... 8
S.5: Total Expenditures on the Social Sectors from All Sources, 1994/95 ...................... 11
S.6: Distribution of Benefits of Social Sector Expenditures, by Sector, Recurrent and Development

Budgets by Expenditure Quintile, FY93/94 ........................................ 12
S.7: Estimated Household Expenditures per Student Enrolled in Primary School, 1995 .... ....... 14
S.8: Households' Priorities and Perceptions of Government Primary Schools ..... .............. 15
S.9: Average Household Expenditures per Student Enrolled in Secondary School per Year, by

Expenditure Quintile, 1994/95 .................................................. 17
S.10: Eastern Africa Regional Comparison of Burden of Disease, 1993 ........ .. .............. 19
S.11: Purchasing Power Parity Adjusted Per Capita Health Care Expenditures,

by Type of Intervention .............. ......................................... 19
S.12: Government Health Care Expenditures, by Type of Intervention ................ .1 l9
S.13: Simulated Impact of Reallocation and Spending Increase on Under-Five

Mortality Rate . .............................................................. 20
S.14: First Source of Curative Outpatient Care, by Expenditure Quintile ...................... . 21
S.15: Use of Inpatient Services, by Welfare Level ........ ............. . 21
S.16: Expenditures per Illness Episode Among Those Seeking Care, by Residence

in 1994/95 . ................................................................. 21
S.17: Expenditures per Visit, by Type of Provider and Expenditure Quintile, 1994/95 .... ........ 22
S.18: Households' Priorities and Perceptions of the Local Government Health

Center or Dispensary . ........................................................ 23
S.19: Household Water Sources, by Residence ................... ........................ 24
S.20: Type of Sanitation Facility, by Residence .................... ....................... 25
S.21: Characteristics of Women between 15 and 45 Responding to Contingent

Valuation Question of Child Spacing ............................................. 28
S.22: Constraints on the Supply of Social Services .................. ...................... 30
1.1: Compound Rates of Growth and per Capita Income in 2050 ............................. 39
1.2: Returns to Investment in Education, by Level and Region, Latest Year ..................... 40
1.3: Interactions among Social Sector Investments and Human Capital Outcomes ..... ........... 43
1.4: Fertility and Education in Tanzania ................................................. 44
2.1: Expansion of the Health Sector: 1969, 1978, and 1992 ................................. 47
2.2: Expansion of the Education Sector: 1971, 1981, and 1991 .............................. 47
2.3: Expansion of the Water Sector: 1971, 1980, and 1991 ................................. 48
2.4: Source of Funds for Rural and Urban Councils ....................................... 53
2.5: Total Government Expenditures, 1994/95 ............................................ 55
2.6: Trends in Social Sector Spending: 1990-93 .......................................... 57
2.7: Aggregation of Public Social Expenditure Incidence, 1993 .............................. 58
3.1: Demographic Characteristics of the Household, by Expenditure Level ..................... 60
3.2: Ownership of Some Assets by Gender Among Population 15 Years and Older .... ........... 61
3.3: Annual Household Expenditures (Cash and Consumed Production), 1994/95 ..... ........... 63
4.1: Gross Enrollment Rates, 1993 ..... .............................................. . 66

vii



4.2: Primary School Enrollment Rates, by Expenditure Quintile, Gender, and Location, 1993 ...... 66
4.3: Incidence of Late Enrollment Among Current Primary School Enrollees ..... .............. 67
4.4: Gross Enrollment Rates, by Grade ................................................. 67
4.5: Secondary-school Enrollment Rates, by Expenditure Quintile, Gender, and Location, 1993 .... 69
4.6: Increasing Enrollment Rates Without Altering Unit Costs ............................... 73
4.7: Increasing Enrollments Through Reallocation ........................................ 74
4.8: Share of Total Expenditures on Education, by Expenditure Quintile ....................... 75
4.9: Total Household Expenditures on Education per Year, by Households

with at Least One Child in School ............................................... 75
4.10: Total Annual Household Expenditures on Education by Households

with at Least One Child in School, by Gender ...................................... 76
4.11: Government and Household Expenditures per Student Enrolled in Primary School .... ... 76
4.12: Government and Household Expenditures per Student Enrolled in Secondary

School per Year, by Expenditure Level, 1994195 .................................... 77
4.13: Average Household Expenditure per Student Enrolled in Government and Private Secondary

Schools, 1994/95 . ............................................................. 77
4.14: Ratio of Expenditures on Secondary to Primary School, by Expenditure Level ..... ......... 78
4.15: Household Expenditures on Education per Student in Households with at Least One Child in

School, by Gender, 1994/95 .................................................... 78
4.16: Children's Weekly Time Use in Tanzania, by Gender and Age Cohort, 1993 ..... .......... 79
4.17: Ratings of Government Primary School Quality ...................................... 80
4.18: Expansion of Private Schools .................................................... 84
4.19: Profile of the Average Primary School ............................................. 85
4.20: Qualifications of Teachers in Government and Private Secondary Schools ..... ............ 89
4.21: Distribution of Recurrent and Development Expenditures Among Education Sector Programs,

1994/95 .................................................................... 96
4.22: Input Use in Education Sector Programs, 1994/95 .................................... 97
4.23: Expenditures for Sample Government and Private Secondary Schools ..... ............... 98
4.24: Private and Social Annual Rates of Return to Education and Training (1990/91) .... ....... 102
4.25: Distribution of the Benefits of 1993/94 Public Spending on Education,

by Expenditure Quintile .............. ........................................ 104
5.1: Infant Mortality per 1,000 Live Births, 1992 ........................................ 109
5.2: Total Deaths and Life Years Lost, by Disease ....................................... 110
5.3: Use of Selected Health Services, by Expenditure Level ................................ 112
5.4: Population Sick and Seeking Care, by Sex .......................................... 112
5.5: First Source of Curative Outpatient Care, by Expenditure Level ......................... 113
5.6: Use of Inpatient Services, by Expenditure Level ..................................... 113
5.7: Share of Total Household Expenditures on Health, by Residence and Expenditure

Quintile .................................................................... 114
5.8: Total Expenditures per Illness Episode Among Those Seeking Care,

by Residence in 1994/95 .............. ........................................ 114
5.9: Distribution of Health Expenditures by Those Who Sought Care,

by Expenditure Quintile .............. ........................................ 114
5.10: Expenditures per Visit, by Type of Provider and Expenditure Quintile 1994/95 .... ....... 115
5.11: Ratings of Government Health Facility Quality ..................................... 115
5.12: Health Facilities, by Ownership, 1992 ............................................ 120
5.13: Distribution of Recurrent and Development Expenditures

Among Health Sector Programs, 1994/95 ........................................ 125

viii



5.14: Input Use in Health Sector Programs, 1994/95 ...................................... 126
5.15: Estimated Cost Per Outpatient Visit, 1993 ................... I ..................... 127
5.16: Distribution of the Benefits of Public Spending on Health, by Expenditure Quintile .... .... 129
6.1: Total Fertility Rate in Sub-Saharan Africa, 1992 ..................................... 134
6.2: Fertility by Zone of Residence, 1991 .............................................. 134
6.3: Current Use of Contraception by Age, 1994 ......................................... 136
6.4: Current Use of Contraceptives by Region, 1991 ...................................... 137
6.5: Share of Health Facilities Providing Mother-and-Child Health and/or Family

Planning Services, 1993 ............. ......................................... 143
6.6: Availability of Family Planning Services in Government and

Private Hospitals and Dispensaries .............................................. 144
6.7: Illustrative Tally of Expenditures for the National Family Planning Program,

by Source, 1992 . ........................................................... 146
6.8: Share of Those Obtaining Family Planning Services and/or Supplies from Hospitals,

by Expenditure Quintile ............. ......................................... 147
7.1: Nutritional Status by Demographic Characteristics ................................... 149
7.2: Indicators of Undemutrition in Sub-Saharan Africa, 1980-1992 ......................... 150
7.3: Percent Distribution of Living Children by Breastfeeding Status, According to Child's Age in

Months, 1991/92 . ........................................................... 154
7.4: Duration of Breastfeeding by Residence and Mothers' Education ........................ 154
7.5: Share of Individual Food Groups in Total Food Expenditure, by Expenditure Quintile .... ... 155
8.1: Primary Household Water Sources, by Residence .................................... 160
8.2: Household Water Sources, by Expenditure Quintile ................................... 161
8.3: Type of Sanitation Facility, by Residence ........................................... 163
8.4: Annual Household Expenditures for Water, by Expenditure Quintile ..................... 164
8.5: Share of Households Collecting Water Outside the Home and Estimates of the Time Spent

Collecting Water . ........................................................... 165
8.6: Foreign Assistance to Water and Sanitation, 1989-1995 ............................... 172
8.7: Indicative Cost Data for Externally Supported Rural Water Supply Projects in Tanzania ...... 173
8.8: Charges for Water in Urban Areas, 1980-1993 ....................................... 174
8.9: Charges for Sewage Services in Urban Areas, 1994 ................................... 174
8.10: Distribution of Subsidies in the Water Sector, by Expenditure Quintile ..... ............. 175
8.11: Distribution of Public Subsidies by Expenditure Quintile, 1993 ........................ 175
9.1: Infant and Child Mortality Rates, 1994 ............................................. 187
9.2: Expenditures per Illness Episode, 1993 ............................................. 189
9.3: Indicators of Undernutrition, 1991/92 .............................................. 193
9.4: Household Water Source by Residence ............................................. 194
9.5: Household Water Source, by Expenditure Quintile ................................... 194
9.6: Type of Sanitation Facility, by Residence ........................................... 195

FIGURES

S.1: Tanzania's Record of Growth Since 1980 ............................................. 2
S.2: Estimated Consumption per Capita Compared to GDP Estimate for 1993 .................... 3
S.3: Reversal in Education Enrollment and Stagnation in Health Indicators ...................... 5
S.4: Growth in Civil Service Personnel in Health and Education .............................. 9
S.5: Components of Per Student Primary Expenditures ..................................... 14

ix



S.6: Willingness to Pay All Costs, One Year, for Primary School ............................. 16
S.7: Components of Expenditures per Visit ............... ............................... 22
S.8: Willingness to Pay for Health Center/Dispensary Visit Including All Costs ..... ......... 23
S.9: Willingness to Pay for One Visit, Health Center or Dispensary,

by Decile and Residence ....................................................... 24
S.10: Willingness to Pay, or Accept a Subsidy, for Spacing the Next Child

an Additional Year ........................................................... 28
1.1: Tanzania's Record of Growth Since 1980 ............. ............................... 38
1.2: Increases in Literacy in Selected Countries, 1850-1980 ................................. 42

BOXES

2.1: Principles of the Social Sector Strategy . ............................................ 51
2.2: Hiring and Firing of School Teachers . .............................................. 52
2.3: Transfer of Funds ........................................................... 54
2.4: How Much is Enough? Underfunding in the Social Sectors . ............................. 56
3.1: Gender Issues in Tanzania .... ................................................... 61
4.1: Factors Influencing Primary School Enrollment .......... ............................. 69
4.2: Selection to Secondary Schools . ................................................... 70
4.3: Girls' Secondary Education Support Program .......... .............................. 71
4.4: Features of the Tanzanian Educational System .......... .............................. 81
4.5: Physical Access to Schools ........................................................ 82
4.6: Examination System ............................................................ 85
4.7: Structure of the Teaching Workforce ............... ................................ 86
4.8: Community Education Fund . ..................................................... 88
4.9: Availability of Textbooks in Primary Schools .......... .............................. 94
4.10: Uses of Funds for Sample of Government and Private Schools .......................... 97
4.11: Recent Donor Initiatives in the Education Sector .................................... 100
5.1: Features of the Tanzanian Health System ............ ............................... 117
5.2: Community Health Fund ........................................................ 119
5.3: Recent Donor Initiatives in the Health Sector .......... .............................. 132
6.1: Changes in Modern Contraceptive Use in the Early 1990s .............................. 136
6.2: Women In Need of Family Planning Services .......... .............................. 137
7.1: Child Support, Protection, and Development: Structure and Implementation ..... .......... 158
8.1: Households' Willingness to Pay for Water ........... ............................... 167
8.2: Agencies Involved in the Water and Sanitation Sector ................................. 171
8.3: The East Kilimanjaro Water Supply Project: Transferring Ownership and

Control from Central Government to Community Ownership ......................... 177
9.1: School Drop-Outs Compared to Parents' Education and Occupation ...... ................ 182
9.2: How Do Zanzibari Parents Perceive the Quality of Education? .......................... 183
9.3: How Do Zanzibaris Perceive the Quality of the Health System? ......................... 190

x



Acronyms and Abbreviations

ADB African Development Bank
AIDS Acquired Immune Deficiency Syndrome
BMI Body Mass Index
CBD Community-Based Distribution
CIDA Canadian Intemational Development Agency
CMS Central Medical Stores
CPI Consumer Price Index
CPR Contraceptive Prevalence Rate
CSPD Child Support, Protection and Development
DEO District Education Officer
DHMT District Health Management Team
DM Deutschmark
DMO District Medical Officer
DSM Dar es Salaam
DWD Department of Water Development
EDP Essential Drugs Program
EKWSP East Kilimanjaro Water Supply Project
EPI Expanded Program on Immunization
ESR Education for Self-Reliance
FAO Food and Agriculture Organization
FAST Focused Area Studies Technique
FINNIDA Finland International Aid Organization
FY Fiscal Year
GDP Gross Domestic Product
GTZ German Technical Assistance Agency
HC Health Center
HESAW Health through Sanitation and Water
HH Household
HIV Human Immunodeficiency Virus
HMIS Health Management Information System
HRDS Tanzania Human Resources Development Survey
ICD Institute for Curriculum Development
IDD Iodine Deficiency Disease
IEC Information, Education and Communication
IFC International Finance Corporation
IMR Infant Mortality Rate
IUD Intrauterine Device
JICA Japan International Cooperation Agency
JNSP Joint Nutrition Support Project
KAP Knowledge, Attitudes and Practices

xi



Acronyms and Abbreviations (continued)

MCH/FP Maternal and Child Health/Family planning
MOE Ministry of Education (Zanzibar)
MOEC Ministry of Education and Culture
MSTHE Ministry of Science, Technology and Higher Education
NCHS National Center for Health Statistics
NGO Nongovernmental Organization
NORAD Norwegian Agency for International Development
NUWA National Urban Water Authority
OC Oral Contraceptive
ODA Overseas Development Agency
PCM Protein-Calorie Malnutrition
PER Public Expenditure Review
PHCC Primary Health Care Center
PHCU Primary Health Care Unit
PMO Prime Minister's Office
PSLE Primary School Leaving Examination
RDD Regional Development Director
REO Regional Education Officer
RHMT Regional Health Management Team
RMO Regional Medical Officer
RWMP Regional Water Master Plan
SIDA Swedish International Development Authority
SSR Social Sector Review
TB Tuberculosis
TBA Traditional Birth Attendant
TDHS Tanzania Demographic and Health Survey
TES Tanzania Elimu Supplies
TFNC Tanzania Food and Nutrition Center
TFR Total Fertility Rate
TIE Tanzania Institute of Education
TKAP Tanzania Knowledge, Attitude and Practice
Tsh Tanzanian Shilling
TTC Teacher Training College
UK United Kingdom
UMATI National Family Planning Organization
UN United Nations
UNDP United Nations Development Program
UNFPA United Nations Population Fund
UPE Universal Primary Education
US$ United States Dollar

xii



Acronyms and Abbreviations (continued)

USAID United States Agency for International Development
VAD Vitamin A Deficiency
WDR World Development Report
WHO World Health Organization
WTP Willingness to Pay

xiii



ABSTRACT

This report was prepared by The World Bank cooperatively with the Government of Tanzania to
provide a comprehensive review of Tanzania's social sector activities, including education, health, water
and sanitation, nutrition, and family planning. It has contributed materially to The World Bank's social
sector policy dialogue with the Government of Tanzania, precipitated the restructuring of the World
Bank's portfolio in health and education, and led to improved cooperation in the social sectors both
within the donor community and between donors and the Government. The report is based on the Human
Resources Development Survey of 1993/94, qualitative surveys, community case studies, and other
population-based surveys, such as the Tanzania Demographic and Health Survey 1991/92 and the
Tanzania Knowledge, Attitudes and Practices Survey 1994.

The report describes trends in the social sectors and analyzes the factors that influence these
trends, including the performance of the economy, government social sector spending and policy,
household behavior and incomes, and demographic trends. Findings from the surveys and case studies
are synthesized to provide a comprehensive picture of the demand for and supply of education, health,
water and sanitation, nutrition, and family planning services. Tanzania's social indicators remain among
the poorest in the world. The report reviews these trends, presents issues, assesses past government
policies in the social sectors, and provided both the data and framework for the development and
implementation of the Government's Social Sector Strategy.

This document is part of a series of analytical pieces on poverty and the social sectors in
Tanzania, including Tanzania: A Poverty Profile, Report No. 12298-TA (1993); Tanzania: The
Challenge of Reforms: Growth, Incomes, and Welfare, Report No. 14982-TA (1996); and Technical and
Higher Education and Training in Tanzania: Investments, Returns, and Future Opportunities, Report
No. 15327-TA (1997).
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PREFACE

The core material for the report was drawn from the 1994 Human Resources Development
Survey and supplemented with background reviews of specific sector issues. The report discusses the
situation and trends in the social sector and identifies ways that the government, the private sector, and
households can use their respective resources most effectively. Chapter 1 provides the background and
objectives of the social sector review. Chapter 2 traces the evolution of the social sector in Tanzania and
the issues engendered by different policy regimes since the country gained independence. Chapter 3
presents the characteristics of the Tanzanian household; from this characterization, the report draws
innovative household-focused, demand-driven policy recommendations. The succeeding chapters review
the performance and issues in specific subsectors (Chapter 4 on education, 5 on health, 6 on family
planning, 7 on nutrition, and 8 on water and sanitation) and draws conclusions and appropriate responses
to deal with these issues. Chapter 9 reviews these same sectors for Zanzibar.

The enthusiasm by which the results of this report have been embraced by the government and its
partners is demonstrated by the quick adoption of its prescriptions. In education, two recent initiatives -
the community education fund and the scholarship for girls in secondary schools - illustrate the way the
study's recommendations are being implemented.

Community Education Fund (CEF) - This is a program designed to help communities improve
their primary schools. A participating school community conducts an annual fund-raising campaign and
deposits the resources generated in the bank. The government provides a matching grant to the
community-generated resources on a ratio of 1:1 or 1:1.5 for poorer cdmmunities. The community,
through a village committee and the schoolteacher, plans and executes the use of these combined
resources to improve school instruction, based on an agreed list of allowable expenditures. Under the
roll-out program, by 1999 a total of 357 schools are expected to have established functioning CEFs.

Girls Secondary Education Support (GSES) Program - GSES is a pilot program which provides
bursaries for selected secondary-school girls. It aims to increase the enrollment rates of currently under-
represented girls in secondary schools by targeting bright students coming from poor families who would
otherwise not be able to continue their studies beyond Standard VII. Girls' education is an important
investment in Tanzania, as this Social Sector Review shows, for it has important linkages in the
improvement of household income, reduction in fertility, and improvement in women's health status.
The GSES pilot sites now cover nine districts in six regions. More than a thousand girls are currently
enrolled, with the first batch expected to graduate in December 1999.

Since the results of the Social Sector Review were disseminated, the Ministry of Health has
revitalized its fee-based cost sharing program, pretested the concept of community health funds, initiated
a drug capitalization program for hospitals, reexamined its health policies in light of its burden of disease
and cost-effectiveness review, and is launching a health insurance program for civil servants with the
enabling Act of Parliament passed in April 1999.
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Drug Capitalization Program - Under this program, the Medical Stores Department procures
drugs for government health facilities and supplies hospital phannacies with drugs that they manage as
revolving funds based on patient fees. Twenty-three hospitals have been selected for the initial set of
participating hospitals and capitalized with an initial stock of 2- to 4-months' supply of drugs. The fee
and demand-driven elements of the program are intended to provide a more sustainable arrangement and
to inculcate discipline among hospital managers who are now mandated to determine their actual
pharmaceutical needs and not reduced to being passive recipients of supplies.

National Health Insurance - Tanzania is in the process of launching a health insurance program
that will cover initially 92,000 civil servants or 552,000 persons including dependents. The program will
be funded by a mandatory contribution (3% of salary) from the employee and an equal contribution from
the government as employer. The program was motivated by the need to increase financial resources to
the health sector; to facilitate private financing of curative care; and by allowing members' choice of
accredited providers, to introduce demand elements into the historically supply-driven and ill-funded
government health facilities. The program is expected to assist the further development of the Tanzanian
health care market.

Cost Sharing Program - This user-fee program, formally launched in July 1993, underpins the
other initiatives in the health sector. One of the key results of the Social Sector Review was the policy
focus on user fees at the hospital level, to be accompanied by a program for dispensaries and clinics that
strengthens community participation and moves towards a risk-sharing system (see Community Health
Funds below). The Cost Sharing Program has since been expanded to cover all hospitals and in 1998,
national policy also allowed dispensaries and health centers to charge modest fees. The program now
contributes around 13% of total recurrent costs of the Ministry of Health budget, from a modest
contribution of under 1% in 1993/94. There are anecdotal evidence suggesting a variety of efficiency
improvements (more reliable supplies at hospitals, better facility upkeep, improved morale of providers,
etc.), but there continues to be issues with respect to waivers and exemptions that need to be resolved and
for the system to be improved so as not to prevent access to care by the truly indigent.

Community Health Fund (CHF) - This is a village prepayment scheme for health services
pretested in Igunga District in 1996; it has since attracted national attention for its ability to mobilize
communities to generate revenues for health, identify service needs, and plan for their funding and
delivery. Under a typical scheme, a participating household voluntarily prepays Tsh 5,000 a year for the
benefit of consultations and drugs provided at the dispensary, health center, or the district hospital
outpatient department. Non-CHF members pay the usual Tsh 500 per visit at the dispensary or health
center and Tsh 1,000 at the district hospital outpatient department. Those without capacity to pay are
protected through community-determined exemptions. As of November 1998, CHFs in five pretest
districts already cover some 269,000 household members who have contributed Tsh 131 million in the
form of prepayments and user fees. The government plans to replicate these schemes in other districts
nationwide.

At the macro level, the Government of Tanzania has also taken major initiatives supportive of the
social sector prescriptions made in this study. The budget reform program, through the medium-term
expenditure framework, seeks to improve the predictability, sustainability, allocative efficiency,
transparency, and accountability of the budget (especially education and health) through a variety of
public expenditure management mechanisms such as better sector programming, stricter enforcement of
budgetary ceilings, expenditure tracking, and greater performance or results orientation.
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The Local Government Reform Program is intended to devolve education and health services to
local councils. The implementation will be carried out in three phases beginning January 1999, each
phase comprising one third (around 35) of all districts and urban councils. The devolution process is
expected to involve a complex set of activities including organizational restructuring, staff retrenchments
and hiring under the Civil Service Reform Program, design and use of new fiscal instruments to provide
funds to devolved district services, installation of new financial and personnel management systems, and
capacity building at central, regional and district levels.

It certainly would take some time before the results of these and other policy reforms in the
social sector would be fully realized. And there is always an initial cost involved in the transitory period.
But this Social Sector Review has taken a close and candid look at the past and the past left much to be
desired. The review has catalyzed the process of change. Perhaps more important than the document
itself is the critical catalyzing role that the participatory process played in helping key actors in the
government to review the situation, identify key bottlenecks in the system, and take action in innovative
ways to implement key changes in the system of financing and providing social services. Now five years
into the implementation process, much progress has been made, but the reforms themselves have opened
new challenges.

xviii



EXECUTIVE SUMMARY

THE MESSAGES

The two main messages of this review echo throughout the document:

* Message 1: Basic education is fundamental to Tanzania's efforts to
speed up economic growth and distribute the benefits of growth widely
throughout the society. Basic education is a catalyst that increases the
impact of other investments in health, nutrition, family planning, and
water.

* Message 2: Women in Tanzania are the primary agents of human capital
investment. The litmus test of an effective social investment is whether
it improves the ability of women to carry out this task.

Put these two messages together, and three recommendations result:

* Recommendation 1: A renewed commitment in Tanzania to getting
every child through primary school and improving the quality of the
schooling.

* Recommendation 2: A new commitment to getting a large share of the
next generation of girls through secondary school.

* Recommendation 3: That other interventions in health, water, nutrition,
and family planning be carefully targeted, and if possible, should support
these two initiatives.

No institution or country can do everything. Thus our recommendations are selective and focus
on a few key commitments by the public sector to human capital investments whose impacts will ripple
through the economy and improve the lives of every Tanzanian.

In order to meet the challenges posed by these recommendations, the Government must solve the
problems that inhibit the education sector and have existed in Tanzania for at least a decade. These
include under-performance, inequitable subsidy patterns, inefficient production, lack of accountability,
inadequate choices for users, poor resource mobilization, insufficient local authority and responsibility.
In one way or another, the same problems are faced by the other sectors that are reviewed in this
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document. There is no need to wait to act in these other sectors. However, improving access to, and
quality of, primary education, and advancing girls farther through the system, are the top priorities, and
will require the concerted efforts of the best minds and managers in Tanzania. Simply allowing parents
and communities to take greater responsibility for decisions will go far towards improving the
management and efficacy of the limited resources that are available.

THE SOCIAL SECTOR REVIEW

The Tanzania Social Sector Review is a product of the Government of Tanzania and The World
Bank, plus experts and other interested parties from Tanzania, NGOs, and other bilateral and mult.ilateral
donors. The process of producing it has been led by a Government Steering Committee and Technical
Committee that worked closely with Tanzanian consultants and Bank staff. Consultants and products
were managed by The World Bank.

However imperfect, this process has been uniquely successful in advancing the Government's
policy process in the social sectors. In late November 1994, the Government prepared a Social Sector
Strategy, a direct result of the background work underlying this Review. The Strategy was presented to
donors at the Consultative Group Meeting in Paris in March 1995. In addition, Bank staff have been
working with the government to develop pilot projects to test new approaches to human capital
investment that follow directly from its Strategy.

The main purpose of this report is to focus on social sector outcomes (as opposed to inputs to
sector ministries) from a human capital investment perspective. Thus the Review is oriented to the
demand for social services by households, where most decisions affecting the formation of human capital
are made. Treating households as the main producers of human capital, rather than as passive consumers
of social services provided by sector ministries, provides an opportunity to consider how inputs from
social services combine to produce a healthy, knowledgeable, and skilled population. For comprehensive
coverage, however, information on
the supply of social services is also
provided, and the report is organized Growth Rate in Real GDP

along sectoral lines. The reader who 10
persists to the end of the document
will find an exhaustive review of the 8

education, health, water, nutrition, Adjustment Begins Population Growth Rate

and family planning sectors. 6

ECONOMIC GROWTH AND POVERTY 41

Economic Growth Since 1980 2

Figure S.l shows annual 0 N 1111
growth rates in GDP for the
Tanzanian economy since 1980. -2
Since structural adjustment began in 80 81 82 83 84 85 86 87 88 89 90 91 92 93 94 95 96 97

1984, there has been steady positive Year
growth in the economy, with a large Figure S.1: Tanzania's Record of Growth Since 1980
surge in the late 1980s and a period Source: World Bank Data
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of slower growth in the first half of the 1990s. If population growth of about 2.8 percent per year is taken
into account, there was substantial improvement in per capita income in the last half of the 1980s, with
much slower growth prevailing in the 1990s.

A nationally representative survey conducted for this Review, the Tanzania Human Resource
Development Survey of 1993/94 (HRDS), asked detailed questions about expenditures to estimate
household welfare levels'. In addition to information on overall household spending, the survey provides
estimates of use and spending patterns for health, education, family planning, and water/sanitation
services in Tanzania. The survey is used throughout this report to describe household behavior.

Estimates of household Dollars Per Capita

expenditures from the survey suggest 52 538
that income in Tanzania is probably 500

substantially higher than is measured
by national accounts. Figure S.2 400

compares estimated GDP per capita 289
from the national accounts (the left- 300 _ -
most bar) with expenditure estimates

200 0
from the survey (the remaining bars). 144 ----
For the nation as a whole, cash 100 110
expenditures are about a third higher
than GDP estimates. If nonmarket 0 _7_j _- 
thansGDpestimate s. i fc o GNP All Tanzania Rural Urban Dar es Salaamconsumption IS included,
consumption per capita is about Cash 1 All Sources

double the estimate of GDP per
capita2. The bars for rural, urban Figure S.2: Estimated Consumption per Capita Compared to GDP
(other than Dar es Salaam), and Dar Estimate for 1993
es Salaam households show the Source: HRDS 1993194
much higher per capita expenditure
levels and greater share of cash in expenditures in urban areas.

Poverty in Tanzania

The Tanzania Poverty Profile, based on household data from 1991 (it is therefore comparable to
the HRDS survey results, not to the GDP estimates), shows that 51 percent of the population had incomes

' The survey covered approximately 5,000 households from the National Master Sample and was carried out during late 1993 and
early 1994 by the Faculty of Economics at the University of Dar es Salaam, the Planning Commission, and the World Bank. It was
financed by The World Bank, ODA, and the Govemrnment of Japan.

2 In each pair of bars from the survey, the left bar is cash expenditures, and the right bar is cash plus noncash expenditures, including
consumption from own production. GDP estimates are adjusted for estimated own-consumption, so the right bar of each pair, which
includes cash plus noncash expenditures, is probably more comparable to GDP estimates. As consumption expenditures are only one of
the components of GDP (which also includes investment, government expenditures, and exports minus imports), there is little question
that the national accounts substantially underestimate per capita GDP.
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of less than $1 per day per person in 1991. Forty-two percent had incomes of less than $0.75 per day3.
The Poverty Profile suggests that poverty in Tanzania is almost exclusively a rural phenomenon. 'While
59 percent of the population live in rural areas, about 85 percent of the below-$ 1-a-day poor, and 90
percent of the below-$0.75-a-day poor, live in the countryside.

A comparison of the 1991 data with another survey from 1983, just before the first structural
adjustment program, shows that the resumption of economic growth over the past decade has
substantially improved the lot of the poor in Tanzania. In 1983, 65 percent of the population was living
on less than $1 a day equivalent, compared to 51 percent in 1991, using prices in 1991 for both years. In
terms of the lower poverty line of $0.75 per day, the percent of the population in poverty fell from 51
percent in 1983 to 42 percent in 1991. As a result, there are nearly 2 million fewer people living below
$0.75 per day today than in 1983. If there had been no growth in the economy, population growth alone
would have swelled the ranks of the poor from 11 million in 1983 to at least 14 million in 1991.
Tanzania's success in poverty reduction through growth is an impressive achievement. In fact, the
analysis probably understates the improvement that actually took place (Ferreira, 1994).

There are three problems with this picture of general economic improvement:

* Poverty in Tanzania remains primarily a problem of growth. To say the least, it is
disturbing to have 50 percent of the population living on less than $1 per day, and the
only way to change this situation is to accelerate the rate of economic growth far beyond
current levels.

* Growth has been accompanied by greater inequality. The really poor -the bottom 1 0
percent or so of the income distribution - appear to have fallen behind. They need
special attention. Income inequality between cities and the countryside, and even within
the countryside, has increased. These problems are probably related to the inequitable
distribution of human capital and uneven access to markets, rather than to a
maldistribution of other productive assets.

* Tanzania missed a golden opportunity during this period of growth to do a much better
job in the social sectors. Children who should be in primary school are not enrolled.
The gross primary school enrollment rate should be well over 100 by now (it reached
nearly 1 00 percent in 1979-80), but it has dropped to less than 70 percent4. The average
age of entry to primary school is far too old, 9 years for girls and almost 10 years for
boys in 1993. Tanzania's secondary-school enrollment rate is among the lowest in the
entire world. The infant mortality rate has hardly changed over the last decade (Figure
S.3).

These poverty lines are based on income, but they are adjusted for purchasing power parity and family composition (children
require less food than adults to sustain themselves, for example). Poverty lines based on consumption, a more reliable measure ol
welfare, put 51 percent of the population below the equivalent of $1 per day and 36 percent below the equivalent of $0.75 per day
(World Bank 1993, Tanzania: A Poverty Profile, Report No. 12298, December).

4 The gross primary enrollment rate could exceed 100 percent because it is the total number of children in primary school divided by
the number of children in the normal primary school age groups.
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These problems cannot be
solved by increased per capita Percent / Deaths Per 1000 Live Births

income alone. But sustained growth 120

in the economy gives Tanzania some 100
breathing room to begin addressing .
these problems in the social sectors. 80 --. ----

Solving them will add to the growth 60s

potential of the economy and will - -----
contribute directly to improved 40 . - --

welfare and an improved 20

distribution of income. These
concerns are the starting point for 0 -- ----
this review, and comprise the Primary Enrollment Infant Mortality

principal reason for the 1982 1991

government's dedication to finding a
new approach in social sector ProIisChilfdren of Primary School Age

development. (World Bank Data)

Figure S.3: Reversal in Education Enrollment and Stagnation in Health
HUMAN CAPITAL AND ECONOMIC Indicators

DEVELOPMENT

For individuals and households, it is now clear that there are very high private rates of return to
investments in schooling and health. The private internal rate of return to schooling in Sub-Saharan
Africa is estimated to be 41 percent to primary, 27 percent to secondary, and 28 percent to higher
education. For countries, the social rate of return to schooling in Sub-Saharan Africa is estimated to be
24, 18, and I percent to primary, secondary, and higher education, respectively. There are few
investments that governments or parents could make that could compete with the high returns from
primary and secondary schooling.

Much of the success of the "East Asia Miracle" in achieving unprecedented rates of growth over
the past three decades has been attributed to heavy investment in primary and secondary education by
both households and governments. Those economies reduced poverty at rates of up to 7 percent per year
growth in per capita GDP. They employed huge pools of previously underemployed labor and spread the
benefits of growth widely throughout society. They allowed people to seek internationally competitive
returns to these human capital investments by following export-led growth strategies.

Beyond the direct economic benefits, investment in human capital also improves the welfare of
individuals and the society as a whole. Even single inputs, such as education, can create several types of
benefits. Table S. 1 illustrates what we know about these impacts. It shows social services down the left
side and human capital-related outcomes across the column headings. Each cell shows the impacts of
social services on outcomes. Only the stronger "cross effects" are shaded. Additional education, for
example, increases the ability of couples to space their children optimally, which invariably results in
lower birthrates. Education also contributes to improved health, better nutrition, and the ability to take
advantage of better water and sewerage services to create more healthful living conditions.
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Table S.1: Interactions among Social Sector Investments and Human Capital Outcomes

INPUTS FROM SOCIAL _________ IMPACTS ON HUMAN CAPITAL FORMATION
SERVICES Knowledge Family Size and Child Health Nutritional Healthful Living
SERVICES________ Knowledge_______ Quality Status Status Conditions

Education [ | |T[ m 11|E1111H1|| 1 1Th[
Family planning | +

Health + + lJlI[I41 +
Nutrition + lIlIl

Water and Sanitation _ +

Note: The strongest cross-sector effects are shaded. The two cells surrounded by heavy lines with no shading indicate
high potential for carefully targeted interventions. All of the diagonal cells could be shaded, of course, but in this
table only cross-effects are considered.

Source: This is the authors' summary of the general findings of the empirical literature.

Similar cross effects are generated by other social sector services. Family planning investments
improve the health of mothers and children. Health investments improve nutritional status because of the
link between a high disease burden and nutritional failure. This link works in the other direction as well:
improved nutrition raises the body's resistance to disease. A healthier environment resulting from better
water and sanitation services can have positive health impacts and are complementary to many other
investments, such as education and nutrition. In addition, targeted health and nutrition interventions
before and during the primary school years have positive impacts on educational outcomes.

Four messages emerge from this framework. First, education is the key producer of cross
benefits. It has large impacts across the board for the individual receiving the investment in terms of
higher earning potential, cross effects in generating additional human capital investments, and improved
welfare for the individual. Second, educationfor women has large external or "multiplier" benefits.
Because women bear children and care for them in the crucial early years, but also because of women's
traditional role as cultivators in Tanzania, investments in schooling for women have the largest impact in
creating additional human capital and in improving living conditions. Third, targeted health, nutrition,
and sanitation investments can have high cross-benefits, especially for school children. Fourth, health is
the major "user" of cross benefits. Almost all of the other sectors have strong impacts on improved
health outcomes because better health is the result of many different inputs.

Human capital investments provide a stream of returns for their whole lives even if they do not
own other property. In fact, human capital is often the only asset the poor and women own. It cannot be
sold or stolen from them once they get it. For women, schooling and good health provide a stream of
returns not only for themselves but also for their families, and especially for their young children.
Because education has strong cross effects, it is possible to get large payoffs across the board by
emphasizing primary and secondary education, especially education for girls.

THE TANZANIAN HOUSEHOLD

The production of human capital is managed by the household, especially by mothers, and the
money the government spends in the social sectors is absorbed by households in pursuit of their goals.
What do Tanzanian households look like? How are they using social services? How much are they
spending to accomplish their objectives in human capital formation? How are they using government
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subsidies? How do they view the social services available to them? In this section, we start with a few
general facts about households.

Table S.2: Annual Household Expenditures in 1994/95 (Cash and
Household Expenditures Consumed Production) in Tanzania (Tsh)

Consumption of Rural Urbana DSM All
purchased and home-produced Expenditures 664,116 910,905 1,487,092 776,604

goods and services in Tanzania Food 76.1% 66.4% 61.1% . 7155%
is shown in Table S.2 in Tsh and Health 1.7% 2.2% 2.3% 1 9a%

in Table S.3 inUS dollars 5. A Education 1.2% 2.0% 1.2% 1 4°/
high proportion of expenditures Other 21.0% 29.3% 35.4% 25./a
for the average household in Per Capita Expenditures 119,425 191,375 356,657 152,063
1993, about 72 percent, was for Per Adult Equivalent 186,917 281,846 523,328 231,421
food. Health accounted for only Poorest 68,378 94,365 187,889 74,048food.Healh acounte foronly20%
1.9 percent, and education only .Richest 20% 366,519 568,451 1,053,901 484,295

1.4 percent, of expenditures. a Urban means cities other than Dar es Salaam (DSM)
Urban residents and the rich Source: HRDS, 1993/94 inflated to 1994195 levels, World Bank 1997

spent a lot more on health in
both absolute and percentage Table S.3: Annual Household Expenditures (Cash and Consumed
terms than did the rural poor. Houctiold Expenitures (Us$)
However, education is different.
It accounted for only 1.2 percent Rural Urban DSM All
of expenditures in both rural Expenditures 1,001 1,373 2,242 1,171

,,,,_,,,,............ .. . . . _ ,,,__,, ............. ....... .... ,, ...... ,, .................. _..,_. .,_.... ,,_..,,,,,.... ........ -_ 1 1 .... ,,,._.......,__,_,,,__,_,
areas and Dar es Salaam, but 2.0 Food 762 1,045 1,706 891
percent in other cities. Health 17 23 38 20

-----. .............. I.. ... . ..... ... ............ ......... .... .. ................ ........ .... ........ ..... .. ... .. ........ .... ;.... .. --- -- --

Education 12 16 27 14
Although we provide per Other 210 288 471 246

, ~~~~............ . .. ........... .. - - -....... ............................ I................... -.. - ........ ... ......................

capita expenditures, we prefer Per Capita Expenditures 180 289 538 229
discussing expenditures per adult Per Adult Equivalent 282 425 789 349
equivalent, because it Poorest 20% 103 142 283 112, ~~~~~~~~~~~... ...... . -.... .... ... ............... - --. . ... ............ ... ........ ........... ..... ....... -- -- -- -
standardizes across households Richest 20% 551 857 1,589 730
by taking into account that Note: Exchange rate: Tsh. 495 per dollar
children consume less than Source: HRDS, 1993/94.
adults. Household expenditure
per adult equivalent was Tsh
172,702 in 1993, or about $350. The poorest 20 percent of the population had adult equivalent
expenditures equal to only 32 percent of this amount, the richest about 210 percent. In short, the poor are
extremely poor, and tend to live in rural areas, while the rich are heavily concentrated in Dar es Salaam.

5 The population surveyed was ranked by total household expenditures, then divided into five groups, or expenditure quintiles, each
representing 20 percent of the national population. The data in Table S.2 and Table S.3 have already been sumnarized in Figure S.2.
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Demographics

All national averages in Tanzania are driven by the characteristics of the rural population (59
percent of the total). For example, the average household in 1993 was composed of about 6 people; 6.3
in rural households, 5.0 in Dar es Salaam, and 5.8 in other cities. The richest households were about one
person smaller (5.0) than the average, and the poorest households were about one person larger (7.2).

The head of the household averaged about 44 years of age. The poorest household heads were
about 2 years older than the average, and the richest household heads were about 2 years younger. This
is the reverse of the typical pattern throughout the world, which is for younger household heads to be
poorer. However, poor households in Tanzania do follow world patterns in having more children who
are below the age of 15, as compared to the richest households (3.4 versus 2.1 youngsters).

There are fewer men than women in Tanzania, with 0.97 men for every woman. In Dar es
Salaam, there are only 0.9 men for every woman. About 15 percent of all households were headed by a
woman in 1993/94, but female-headed households were 18 percent of the highest income households and
only 13 percent of the poor households, the reverse of what we observe in other countries.

GOVERNMENT SOCIAL SECTOR SPENDING

Domestic Resources Table S.4: Total Government Budget Estimates, 1994195

Government spending in the social Actual Share of

sectors is widely acknowledged to be Expenditures Recurrent

inadequate for operating the extensive public (Tsh billion) Expenditures (%/.)
netwoik of health facilities, water systems, Gross Recurrent 372.7 100Expenditures
and schools. The poor performance of the Sociai Sectors 1497 39
social sectors has not been due to a lack of Education 83 0 22
fiscal effort. The social sector's share of Health 57.0 15

recurrent government spending grew from 24 Water 5.4 1

percent in 1991/92 to 39 percent in 1994/95. Other 4.3 1

However, the Government's approved Development 20 0
expenditure estimates indicate that the social Expenditures

sector's share of spending likely dropped Total Expenditures 392.7

back to about 23 percent in 1995/96. Source: Follmer and Kessy, 1996; World Bank, 1997.

Approximate recurrent spending per
capita was US$4.99 in education, US$3.43 in health, and US$3.78 in water 6. While these amounts may
look small, they are high for eastern Africa. In education, Tanzania's recurrent spending in 1990 was
estimated to be 5.8 percent of GNP, compared to 4.9 percent in Ethiopia, 6.8 percent in Kenya, and 2.9
percent in Uganda. In health, Tanzania's recurrent government spending on health accounts for 2.4
percent of GDP in 1993/94, compared to 0.9 percent in Eritrea, 1.9 percent in Ethiopia, 1.3 percent in

6 These figures are based on an exchange rate of Tsh 575 per dollar and an estimated population of 28.9 million. The health and
education figures were taken from Follmer and Kessy (1996). The water figure was estimated by inflating data from World Bank
(1994a) to 1995 levels.
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Kenya, and 0.6 percent in Uganda.

Further proof of Tanzania's
high level of commitment to the 120Thousands of Civil Servants

social sectors is growth in the number
of civil service personnel devoted to 100
health and education (Figure S.4). In
fact, in education during the 1980s, 80

enrollments declined as the supply of
teachers continued to expand. 6 0

During the period of civil service 40t

reform during the 1990s, service
providers in education and health 20

were exempted. Notwithstanding this
high degree of commitment, three 0
characteristics of the social sectors Health Education

have severely distorted the budget _U1970 1980 1 1990

and the distribution of benefits from
that budget, including a huge social Figure S.4: Growth in Civil Service Personnel in Health and Education
infrastructure, a large civil service to Source: See Tables 2.1 and 2.2.

operate it, and a commitment to
provide comprehensive services free to every citizen.

Salary and examination expenditures dominate the recurrent social sector budget. The
government currently allocates Tsh 13,100 (about $22.80) per primary school student (including donor
supplements). This expenditure pays for little more than Tsh 8,842 ($15.38) for salaries and
emoluments, Tsh 3,353 ($5.83) for primary school exams, materials, and a handful of other non-
instructional items. Furthermore, our investigation in 8 districts suggests that only about 68 percent of
allocated funds actually get to the primary schools for instruction. In health, at the health center and
dispensary level, personal emoluments absorb about 67 percent of government recurrent spending. 7

Because of the government's commitment to a comprehensive system, high-cost institutions
absorb a very large share of spending. In education, thousands of primary schools absorb 58 percent of
the budget, while a handful of technical schools and colleges absorb 23 percent of the budget.
Throughout the 1990's, primary and university spending has increased as a share of total education
expenditures while secondary school's share of the budget has declined. In health, about 1,500
dispensaries and health centers consume 31 percent of the recurrent budget, compared to 59 percent
consumed by fewer than 100 referral, regional, and district hospitals. Over the course of the 1990's,
funding to health centers has steadily increased as a share of the health budget, and despite a slight dip in
1995, is projected to continue to do so. Regional and district hospitals' share of spending has dropped
considerably.

The high-cost colleges and hospitals are not lavishly funded institutions. They are run on a

7 Figures for health and education spending are based on Follmer and Kessy (1996). Figures for water spending are based on World

Bank (1997).



10 Executive Summar

shoestring. But the resulting distortion in the allocation of resources to low-return investments is
extraordinary. In education, for example, the government and donors together annually spend (apart
from the Tsh 13,100 (US$23) per primary student discussed above), Tsh 95,300 (US$165.74) per
secondary student and Tsh 3,324,200 (US$5,781) per college student. Given the high social rate ef
return to primary school investment, each shilling of subsidy transferred from a college student to a
primary school student by the government would generate a 23 percent greater return. In health, the
internal rate of return to expensive curative interventions provided principally by hospitals is estimated at
-21 percent. Each shilling transferred from these services to community interventions to reduce malaria,
for example, would increase the rate of return by 32 percent, to a positive rate of 11 percent.

Finally, the government is inefficient as a provider of these services. The average unit costs
(recurrent only) in public secondary schools were estimated at Tsh 73,000 per year in 1992, and Tsh
60,000 in private institutions. Yet a study based on data from 1981 found that a private secondary-school
student would be expected to perforrn 16 percent better on mathematics and verbal examinations than
would a public secondary-school student with comparable family background. In short, the same amount
of learning in private schools was found to cost only 59 percent of the cost in public schools.

Donor Spending

Net official development assistance in recent years has comprised approximately 40 percent of
Tanzania's GDP. In 1991, external assistance represented about US$43 on a per capita basis, making
Tanzania one of the world's most dependent countries.

In 1994/95, donors funded about 5 percent of all government expenditures in education, 13
percent of expenditures in health, and 48 percent of expenditures in water and sanitation. In education.
however, only 41 percent of external assistance is devoted to primary education. In health, donors do
better. Approximately 70 percent of the donor supplement goes to preventive services and 30 percent to
curative services, principally to basic services delivered in dispensaries and health centers8.

Summary

Overall, the expenditure statistics paint a bleak picture of a public system that is far more
extensive than the budget can fund under almost any reasonable scenario. Despite the government's
emphasis on basic education and health services, their allocations to comprehensive, highly subsidized
services result in actual expenditures that have a different emphasis. High-cost institutions crowd out
low-cost basic services. High personnel costs crowd out all other inputs, so that basic education ancI
health services function poorly. In both sectors, substantial claims on the budget are made by activities
with very low investment payoffs to the economy. Donors supplement domestic spending in a fairly
positive way in health, but they distort education spending away from primary education.

Spending more money alone will not solve the budgetary problems in these sectors, as spending
is already high for such a poor country. Even if social sector spending were doubled to 78 percent of the
government's recurrent budget, which is impossible, this would not be enough money to adequately fund

Figures for health and education spending are based on Follmer and Kessy (1996). Figures for water spending are based on WVorld
Bank (1997).
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everything the government has promised to do or to adequately fund the system that now exists. In
education, for example, doubling the public expenditure per primary student would have a large impact,
but it would only return real spending per student to the level reached in 1970. It would still be only
about one-half of what Kenya spends per student. Moreover, because the real salaries of teachers in
1990 was the same as in 1980, and their salaries are among the lowest in Africa, it is likely that doubling
spending would not result in a substantially improved mix of inputs. Higher spending would not
eliminate the need for rationalization of social sector spending and for greater selectivity. The
government is spread too thin, and as a result, the budget does not reflect its stated priorities.

EXPENDITURES IN THE SOCIAL SECTORS

Table S.5 summarizes the Table S.5: Total Expenditures on the Social Sectors from All Sources,
overall picture for social sector 1994195
spending by showing estimates for
total spending on education, health, Expenditures Percent of Percent of
and water from all sources for (Tsh billion) GDP Sector
1994/95. Almost all household Edupation
spending in this table is cash, rather -- Total -- 0--10 5.3-0 -- ---i20 5iO -- .5.8.-.-.i-0-C-
than in-kind. Tanzania was devoting Government 84.350 3.7 70
about 5 percent of GDP to both Household 31.209 1.4 26

education and health, and about I Donor 4.952 0.2 4
percent to water. The water data -Hea-ith --------------- ------- --------------------- -------------- ------ ----------- ---- --- --
does not include the im puted cost of -'-'----------------------'------- --------------''---'-- -- ------------------------------- 5---o'----------''----' -'--i-------------does not incude the impted cost ofTotal 114.764 5.0 100
labor required for fetching water, Government 58.579 2.6 51
which would dwarf all other Household 47.803 2.1 42
expenditures in the table. Donor 8.382 0.4 7
Government was providing about 70 -'Wa'ter-- ''--- ---------------------''''------'' --------------- '--- '''' --------------
percent of the current cost of Total 18.651 0.8 100
education, 51 percent of the cost of Government 6.787 0.3 36
health care, and nearly 40 percent of Household 5.556 0.2 30
the cash cost of water. Donors Donor 6.308 0.3 34
contributed from 4 to 34 percent of Total
funds to each sector, favoring water Total 253.925 11.1 100
over health and education in terms of Government 149.715 6.6 59
their share of total sector spending. Household 84.567 3.7 33
Households provided 30 percent of Donor 19.642 0.9 8
the cash costs of water, 26 percent of Source: Government and donor health and education data from Follmer
education costs, and 42 percent of and Kessy, 1996; household data estimated from HRDS
health costs.. irectly out of their (1 993/94) and inflated to 1995 levels; water data from Worldhealth costs directly out OIterBank (1997).
pockets.

Households devote about 68
percent of their education expenditures to primary schooling and 32 percent to secondary schooling.
They spend very little for higher levels of education because those levels are most heavily subsidized and
because few households are able to take advantage of those opportunities. Virtually all household
expenditures on health are for acute care for simple health problems. The exact nature of household
spending will be explored in more detail in the next several sections, but the important points to bear in
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mind are that (a) households contribute a substantial share of resources, even in this heavily subsidized
system, for all types of social services; (b) households have their priorities right - they are making high
return investments in basic education and health care; and (c) as the system is currently structured, they
have very little voice in how their contributions, both out-of-pocket and government subsidies, are
channeled. Thus they have little opportunity to influence the productive efficiency or quality of the
social services that they consume.

WHO BENEFITS FROM GOVERNMENT AND DONOR SUBSIDIES?

Table S.6 presents the Table S.6: Distribution of Benefits of Social Sector Expenditures, by Sector,
distribution of benefits from Recurrent and Development Budgets by Expenditure Quintile, FY93/94
public spending in Tanzania's
social sectors. These estimates Lowest <<< Quintile >>> Highest
are derived from household 1 2 3 4 5
expenditure patterns for social Education ..................... .---- -
services, plus total government Primary 19 22 21 20 18

and donor expenditures for each Secondary 8 14 17 24 36

type of government service. If University 0 0 0 0 100
benefits were distributed Overall 14 16 16 17 38
equally, each quintile would Health
receive a 20 percent share of Preventive 20 20 20 20 20
each row item'. Health Center/Dispensary 19 27 18 18 19

Hospital 16 16 15 20 34
Overall 17 21 16 19 27

Water 11 11 15 23 41of prim ary education ------ - ------ ---I--------- ............. -------- -- ---------- ------ ---- ------------ ....... ------------------------------------- ----
ofprdimary aeducatio eTotal for Social Sectors 15 18 16 17 34
expenditures are fairly evenly Source: HRDS, 1993/94; World Bank, 1994a.
distributed across expenditure
groups, but the upper two
quintiles capture 60 percent of secondary school, and 100 percent of university subsidies"0 . The overall
incidence of subsidies for education is consequently quite skewed toward the rich, as the highest
expenditure quintile captures almost 40 percent of government spending, and the lowest only 14 percent.
For the middle three groups, however, the distribution is fairly equal.

Health. The benefits of health services are also skewed to the highest expenditure quintile, but
not as much as for education. This is partly due to the fairly equitable distribution of health center and
dispensary subsidies, and the fact that the rich can opt out of the government system and pay for mission
or private-sector services. They typically do not have that option in education because of the government
monopoly at the primary and university levels. The highest quintile does, however, capture the largest
share of the overall health budget, principally because it is the heaviest user of expensive hospital
services.

9 In making these estimates, we were conservative in the sense that we tried rounding off so as to make the distribution look more
equal rather than less equal.

The university line is based on a sample of only a few people.
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Water Subsidies. The distribution of public subsidies for water is highly skewed toward the rich
because prices for water are among the most highly subsidized in the world. Most access comes through
the municipal water systems in Dar es Salaam, Arusha, and other secondary cities where the bulk of the
higher- income population lives. As a result, the lowest expenditure quintile receives only about 11
percent of the subsidy placed on water, while the highest quintile receives 41 percent of the subsidy."'

Overall. The health sector performs relatively well in distributing its expenditures evenly across
the population, while the education and water sectors appear increasingly distorted in favor of the rich.
The result is a distribution of benefits overall that leaves the poorer 60 percent of the population with 49
percent of the benefits, and the top 40 percent of the population with 51 percent of the benefits. The
highest expenditure quintile alone captures 34 percent of all subsidies, principally through education and
water. The main reason for the skewed result at the upper level is the ability of the urban high-income
population to capture the more expensive public subsidies that come through urban-based facilities -
hospitals, universities, water systems, and secondary schools.

In short, the govermment's scarce resources are targeted disproportionately to the richest segment
of the population. Donors improve the distribution of benefits in health, but worsen it in education and
water. Achieving an even distribution of subsidies, 20 percent to each quintile, would be one way to
improve the current system. That could be accomplished by leaving the system as it stands and adding
new resources to basic services in education, health, and rural water. But skewing the distribution
toward the poor would be more in line with government policies. That could be achieved by increasing
resources at the lower levels, plus moving resources from the upper levels to the lower levels of the
system, either through reallocation or charging user fees in the more expensive parts of the systems
(hospitals and the university). The government has begun to do just that.

Improving equity in the distribution of benefits also improves the efficiency of the system. Using
the earlier example, moving a shilling from university education to primary education increases the rate
of return by 23 percent. It also increases the likelihood that the shilling will be captured by a poor
household. We estimate that in health, a reform package that raises spending by $1 per capita and
redistributes it to cost-effective community and preventive interventions would eliminate 12 percent of
life years currently lost, and would tilt the distribution of subsidies toward the poor (World Bank,
1 995b).

The next sections discuss major issues in each social sector covered by the Review. The
emphasis is on household use, expenditure patterns, and outcomes.

" Water figures for 1994/95 were not available. Estimates of the distribution of benefits for health and education in 1994/95 were
calculated based on the 1994/95 division of expenditures across subsectors assuming that each quintile's share of subsector benefits had
not changed. For example, assuming that the distribution of benefits across quintiles for primary school, secondary school, and
university had not changed, the distribution of total education benefits was recalculated using the 1994/95 distribution of expenditures
across levels of education. Using this approach, it is estimated that the lowest expenditure quintile received 13 percent of education
expenditures in 1994/95, the second lowest 16 percent, the middle quintile 15 percent, the second highest 15 percent, and the highest 41
percent of the benefits. Thus, the highest expenditure quintile appears to have increased their share of total education benefits. Using
this same technique to estimate the distribution of health expenditures, the lowest quintile received approximately 17 percent of health
spending in 1994/95, the second lowest 19 percent, the middle quintile 16 percent, the second highest 19 percent, and the highest quintile
of the population 28 percent. Thus, the distribution of health benefits appears not to have changed from the previous year.
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EDUCATION

Primary School Enrollment

In the household survey, we found that most children are attending school between the ages of 10
and 14. Between ages 7 and 9, only 32 percent of the children are in school, between ages 10 and 14, 82
percent, and between ages 15 and 19, attendance drops to 36 percent. In each age group, the poor are
least likely to attend. Of those children starting school in 1993, the average age was 9.8 and 9.0 for boys
and girls, respectively, and with little variation across income groups. Ninety-nine percent of children
attend government schools. Approximately equal numbers of boys and girls are in primary school.

Expenditures on Primary Education

On average, Tanzanian
families spend Tsh 5,148 per pupil in Table S.7: Estimated Household Expenditures per Student Enrolled in
primary school. Rural households Primary School, 1995 (Tsh)

spend the least (Tsh 3,950 per pupil)
and households in Dar es Salaam Residence Expenditure Expenditure All
spend the most (Tsh 13,368 per Quintile Quintile
pupil). Per-pupil expenditures vary Dar es Salaam 8,916 27,639 13,368

across the welfare distribution as one Other Urban 3,926 14,408 7,314

might expect, with wealthier Rural 2,663 7,295 3,950

households paying about 3 to 4 times All 2,692 10,973 5,148

as much per student as poorer Source: HRDS, 1993194, inflated to 1995 levels.

households. As shown in Table S.7,
for example, a very poor household
in a rural area spends Tsh 2,663 per
student per year, while a wealthy

rural household spends an estimated Uniforms

Tsh 7,295 per student.

Public spending of about Contributions & Fees

US$22.78 per primary student is
allocated almost entirely to teachers'
salaries and emoluments. Parents Books & Supplies

add Tsh 5,123 (US$8.91) to this
amount for a total of about Tsh Other

18,223 (US$31.69). It is hard to _

detect, however, what they get for o 1000 2000 3000 4000

this money in terms of schooling for Tanzania Shillings

their children. Fifty percent of the _ Richest 20% PTR Poorest 20% 1= All

parents' contribution goes for Figure S.5: Components of Per Student Primary Expenditures
uniforms. Another 19 percent goes Source: HRDS 1993194
for fees and other assessments, for
which there is little or no
accountability. The school fee, essentially a sales tax on primary education, accrues to the district, where
it is lost in the pool of general revenue. The final 20 percent of parents' expenditure is for school
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supplies. For the poor, these three categories account for 99 percent of spending, but for the rich, they
account for 74 percent. The rich are able to add an additional amount on tutors and other expenses (such
as clubs, extracurricular activities, pocket money, and so on). The relative size of these components can
be seen in Figure S.5.

Thus, Tanzania has a primary school system of teachers and students, and not much more. The
teacher is paid by the central government, and is often no more than a primary-school leaver with a little
extra in-service training. Government and parents add a bit over Tsh 1,100 in school supplies. The
school facilities are run down, since nearly nothing is spent on maintenance. There are 5 students per
desk, the average teacher does not have a chair and a desk, and children typically eat little or no food all
day. It is illegal for a child to own a textbook, yet the government cannot get textbooks to the schools.

For whatever reason, primary schooling in Tanzania is characterized by a long-term declining
enrollment rate with quite late entry and early exit. Virtually everyone attends a government school.
Tanzania has achieved parity at the primary level for boys and girls. Some of the richer parents are using
tutors to supplement the schooling of their primary-age children. The problems of how to get more
children, especially girls, into school earlier, and how to make schools more effective, are of paramnount
importance.

Consumers' Evaluation of
Primary Education Services Table S.8: Households' Priorities and Perceptions of Government

Primary Schools

The household survey
asked respondents to rank Percent Percent
characteristics of primary schools Primary School Characteristic Ranking' Very Poor Goedor
according to their importance to or Poor Good
the household and to evaluate the
closest government primary school Quality of Teachers 5.0 21 33
relative to the same Adequate Supplies 4.9 49 13
characteristics. Table S.8 contains Quality of Headmaster 3.8 14 49
descriptive statistics on these Physical Infrastructure 3.3 44 16
rankings. Parents agree that the Self Reliance Work 3.0 19 30
quality of personnel is important, Primary School Curriculum:
and they rate the quality of Math and Science 4.2 21 22
personnel as relatively good, with English 4.1 39 16
only 14 to 21 percent of the Kiswahili 3.7 12 35
sample thinking that the teachers Good Behavior 3.4 27 19

are either poor or very poor12 aThe ranking can range from 0 to 20. This column shows the average acrossare either poororverypoorthe national sample.
Parents consider school supplies Source: HRDS, 1993/94.
to be as important as teachers in
the evaluation of schools. The
foregoing evidence shows that these items have been squeezed out of the government budget by salaries.

12 The household survey responses are much more favorable towards personnel than responses derived from qualitative studies.
Typically, focus-group respondents vehemently complain about the lack of conscientiousness and integrity of the teaching staff in local
primary schools. Focus groups conducted for this Review found that the most prevalent complaints raised by parents were about
personnel when asked about problems with primary schools in eight districts.
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Forty-nine percent of households say that school supplies are either poor or very poor. Parents indicate
that math, science, and English are the highest priorities in the curriculum. On English, though, 39
percent rate the schools as either poor or very poor.

Willingness to Pay for Primary Schools

Figure S.6 shows how much
respondents were willing to pay for Percent

a primary school that delivered the 35

types of services they thought were 3

important. The average amount the 30 -

whole sample would be willing to 2
pay for one student for one year is 25 2 Average Willingness to Pay (Tsh. 11,488 1

Tsh 11,486, a few thousand shillings 20 17K 9 18.1 2

more than the current average L
household expenditures per primary L 12.4 .

student. About 18 percent of the - 8.80.1

respondents indicate that they would 5 - 4.9

pay nothing. About 31 percent of 1.2

the sample would pay Tsh 1,340 to 0 0 1340 4020 6700 9380 13400 17420 26800 33500.

4,020 for all school costs, another Tanzanian Shillings
31 percent would pay between Tsh
6,700 and 17,420, and a full 22 Figure S.6: Willingness to Pay All Costs, One Year, for Primary School

percent would pay over Tsh 26,800, Source: HRDS 1993194

with most of those over Tsh 33,500.
That a fifth of the sample gives a response higher than the maximum asked in the survey is surprising
because the assumption of such questionnaires is that we are getting lower bound responses on
willingness to pay, as households sensibly make offers lower than what they would actually pay.

In the context of the willingness-to-pay questions, we should address the issue of cost recovery
from users. If there is any expansion of the quantity or quality of services, the government will have to
pay attention to how the improvements are financed, including the roles of both government and
households in footing the bill. Households pay the bill whether through taxes or direct payments, so cost
sharing in this context is really a question of clarifying who benefits and who pays.

These responses also tell us a lot about how households might react to very costly investments in
specific characteristics such as the physical condition of school buildings. It is clear that parents value
the inputs that make schools work, namely teachers and supplies. They want to see the schools teach
basic numeracy and literacy, plus English. They do not think the schools perform very well in most of
these areas, but they would highly value, and would be willing to contribute more to, schools that provide
these services adequately.

Secondary Education

Very few Tanzanian children have the opportunity to attend a secondary school, whether
government or private (only 7 percent of children entering Standard I make it through to Form I, or eighth
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grade). In the whole of Tanzania, there were only about 176,000 secondary students in 1992'3. Of those
in the survey attending secondary school in 1993/94, 39 percent attended a government school, 17
percent a church-related school, 32 percent a private secular school, and 12 percent a community school.
The rich dominated all types of secondary schools except community schools, where 11 percent of the
students were from the poorest households and 9 percent came from the richest. The rest came from the
middle three expenditure groups. About one-half of the students were in boarding school, the remainder
in day school, and there was virtually no difference across the sexes.

Gender is an important concern at the secondary level. The gender ratio of secondary students
for the whole country is fairly even, at 46 percent girls and 54 percent boys. While there is near-gender
parity in enrollments at entry into government secondary schools, girls are far less likely than boys to
continue on to upper secondary school (Forms V and VI). They enter secondary school at a deficit, since
the cut-off point for girls' selection into government secondary school is approximately 10 points lower
than for boys. As a result, they do worse during secondary school and are more likely to drop out. In
upper secondary schools, only about 25 percent of the students are female. The top 10 ranking schools in
the national Form IV examinations in 1992 were all-male seminaries. Out of the total enrollment in the
30 top-performing schools on Form IV exams, only 17 percent of the students are female. At the
university, only 13 percent of students were female in 1990, compared to 18 percent in 1980.

Expenditures on Secondary School

Parents with children in
secondary school spent an average of Table S.9: Average Household Expenditures per Student Enrolled in
Tsh 55,527 (US$97) per student in Secondary School per Year, by Expenditure Quintile, 1994/95 (Tsh)

1994/95. In rural areas, a poor L
Lowest Highest

household with a child in secondary Residence Expenditure Expenditure All
school pays somewhat less per Quintile Quintile
student than the richest households Dar es Salaam 35,803 117,140 65,901
(Tsh 45,058 and 59,977, Other Urban 35,412 77,985 55,867

....................~~~~... - -- ----- ... . . . . . . . ...... .... .... . -------- ----

respectively). However, the urban Rural 45,058 59,977 53,650

poor spend much less than the rural All 38,039 71,902 55,527
poor, and they spend only one-half to Source: HRDS, 1993194, inflated to 1994195 levels.
one-fourth of what the rich spend
(see Table S.9).

About 36 percent of household expenditures on secondary school are for fees and contributions.
Transportation and boarding costs account for 28 percent of expenditures. Sixteen percent of
expenditures are for uniforms, 13 percent for books and supplies, and 7 percent for miscellaneous costs
(Mason and Khandker, 1997).

'3 There were approximately 2,338,560 children aged 14-17, the age that typically attends Forms I-IV, and another 1,088,640 aged
18-19, the age of children in Forms V and VI. Thus, 176,000 students represent only 5 percent of the total number eligible for all 6 levels
of secondary school.
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Summary

Entry to secondary school in Tanzania has historically been rationed in the interest of manpower
planning, to avoid producing more students than could be absorbed by the public sector, and to increase
equality of opportunity in the population. Thanks to the law of unintended consequences, this policy has
had many negative effects on human capital formation. Tanzania has succeeded in producing so few
secondary students that it shares with Malawi the distinction of having the lowest secondary-school gross
enrollment rate in the world. Comparisons with almost any other country are alarming. Uganda, despite
being racked by civil violence for almost two decades and spending only a fraction as much on
education, raised its gross secondary enrollment rate from 3.7 percent in 1970 to 13.0 percent in 1992'4.
Over the same period, Tanzania's rate rose from 2.7 to 5.0 percent. Rationing has deprived the country
of a huge stock of human capital, channeled public subsidies for secondary school to the rich, and
distorted its income distribution (World Bank, 1994b). The failure to get girls through secondary school
has reduced the impact of other costly investments Tanzania has made in health, nutrition, family
planning, water, and sanitation.

The de facto liberalization of secondary schooling in 1986 has begun to relieve this constraint.
Up to 1985, the gross secondary enrollment rate was 3.3 percent, and it did not rise to 4.7 percent until
after private schools started opening for business. The supply response to this change in policy has been
incredible, despite continuing price controls on secondary-school fees, taxation of fees, absorption of the
best students by government schools, and other roadblocks put in the way of private schools. The public
sector now enrolls less than one-half of all secondary students. The change is due not to a decline in the
number of spaces in public sector schools but to growth in private non-public secondary schools. The
high expenditures of the rural poor for the few places they are able to capture in secondary schools is
surprising, and is an indicator of the importance they attach to education as a way out of poverty. It will
take many years, however, for Tanzania to recover from its original decision to ration education.

HEALTH

Burden of Disease and Health Spending

Table S. 10 shows the top ten causes of mortality in Tanzania and eastern Africa (Eritrea,
Ethiopia, Kenya, Tanzania, and Uganda)."5 These ten diseases alone account for nearly 77 percent of the
life years lost annually in Tanzania. The mortality profile of Tanzania is similar to that of the region,
although malaria and AIDS are more serious problems in Tanzania, and diseases among children under 5
and pregnant women account for a much smaller share of total life years lost in Tanzania relative to the
other countries in the region. Cardiovascular disease and injury are gaining slightly in importance.

"4 In purchasing power parity equivalents, Uganda spent US$148.9 million on education in 1970, US$39.1 million in 1980, and
US$106.3 million in 1985. Tanzania spent US$392.6, US$439.5, and US$386.6 million in each of those years (International Institute
for Educational Planning, 1994; World Bank, 1995a).

" This section is based on information from World Bank 1995 "Health Policy in Eastern Africa: A Structured Approach to
Resource Allocation," Report No. 14040 AFR, March 14.
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Table S.10: Eastern Africa Regional Comparison of Burden of Disease,
1993

This success is not accidental, as
Tanzania has devoted considerable Percent of Life Years Lost
resources over the past two decades to Cause of Death Tanzania Eastern
providing basic health services through Africa
the public sector. Table S. 11 shows this Perinatal/Maternal 22.9 23.3
in absolute terms for FY1993/94. The Malaria 18.2 9.8
table includes spending from all sources, Diarrhea 7.5 12.7
including households, government, and AIDS 6.0 4.7
donors. Because of the high labor element Injury 5.9 2.3
in health care costs, and to compare Pneumonia 5.7 11.7
expenditures across countries, this table Tuberculosis 4.8 4.2
converts half of expenditures to the Cardiovascular 3.5 2.4
purchasing power parity equivalent in Measles 1.0 2.3
dollars. Tanzania spends more per capita Protein-Calorie Malnutrition 0.9 3.3
than Eritrea, Ethiopia, and Kenya, and Total Target Causes 76.5 76.9
about double the amount per capita Al Other Causes 23.5 23.1
recommended by The World Development Total 100---------0-------- --------.------.0 100 0
Report 1993 (WDR). It distributes the Diseases of Children < 5 and pregnant 38.0 53.4women
expenditures across intervention Source: Ravicz 1996
categories in nearly the same proportion
as recommended by the WDR. Thus its
relatively good performance in the health Table S.1E: Purchasing Power Parity Adjusted Per Capita Health Care
sector can be explained partially by its Expenditures, by Type of Intervention
high spending and effective allocations of Purchasing Power Parity Adjusted US$ Per Capita
expenditures. However, much of the Country Community Preventive Curative Total
spending on community and preventive Eritrea 0.17 0.85 7.27 8.28
interventions is driven by donors. Ethiopia 0.33 1.01 4.97 6.31

Kenya 1.41 4.44 15.13 20.98
The relative position of the Tanzania 2.63 7.92 14.02 24.58

government's own health sector budget is Uganda 5.70 5.89 21.72 33.31
shown in Table S. 12. Tanzania' s Note: This table adjusts one-half of the expenditure by the PPP.
recurrent budget is skewed toward adjustment factor for that country.
curative services, and close to the regional Source: Ravicz, 1996
average. Tanzania has used high total
spending to "buy down" avoidable Table S.12: Government Health Care Expenditures, by Type of
mortality due to childhood diseases. Intervention
However, the most effective spending in Share of Total Government Expenditures
this regard is being provided by donors. Country Community Preventive Curative Total
While this role is a common one for Eritrea 1.3 8.3 90.4 100.0
donors to play, it leaves Tanzania and the Ethiopia 8.5 13.0 78.5 100.0
region dependent on outside funds for its Kenya 7.9 15.5 76.6 100.0

s I 1 I r r -~~~~~~~~~~~~- ----- - --- --- --- --- -- -- .. . . --- --- -- -- --- - -- -- ----- -- ---- --- -- ---.- - -
high-impact health care spending. Tanzania 6.7 15.4 77.9 100.0

Uganda' 13.4 24.5 62.1 100.0
,~~~~~~~ - -- - --- . . . . . . . . . . . . . . . .... ... . . . . . . . . . .. . . . . . . . . . .. .. .. ..... .. ... ... ..

Perhaps more importantly, E. Africa 8.1 15.3 76.6 100.0
Tanzania appears to have a very 1 Note that if water expenditures were omitted from the Ugandan data, the
inefficient system. With a lower overall Community share of total government spending would decline from 13
level of spending and about the same percent to 10 percent.

Source: Ravicz, 1996
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pattern of government allocations, Kenya is able to achieve 8 years' longer life expectancy, over a third
lower infant mortality rate, over a third lower child mortality rate, and a total fertility rate that is an
average of one child lower. Table S. 13 shows the results of a simulation of how each country in the
region would fare
if part of the Table S.13: Simulated Impact of Reallocation and Spending Increase on Under-Five Mortality
government Rate
budget were East
reallocated and Africa Eritrea Ethiopia Kenya Tanzania Uganda
an additional Current Under-5 Mortality 172 203 205 102 148 205
exogenous Rate per 1,000 .- -..- -..- -...
infusion of US$2 Percent Reduction with
per capita were Reallocation and 40 38 37 82 14 44Additional $2 Per Capita 40 337 8144
spent by the Spending
government on Post-Reform Under-5 104 125 130 19 127 116
the most Mortality Rate per 1,000
effective Source: Ravicz, 1996.
community and
preventive interventions. If we ignore Kenya and just compare Tanzania with other east African
countries, Tanzania achieves only a 14 percent reduction in under-five mortality. With this small
additional expenditure, the other countries meet or exceed Tanzania's child mortality rate. Why?
Because there are a dearth of cost effective interventions in Tanzania relative to the other countries. The
system is relatively ineffective in producing the desired outcomes, even with reallocations and additional
spending."6

Based on the results, Tanzania should pay attention to increasing the impact of the health system.
The health system is consuming a large volume of resources relative to other countries in the region and
relative to what it is able to produce. The remainder of the health section reviews how households
interact with the system.

Illness and Use of Health Services

About 15 percent of Tanzanians reported being ill or injured during the month prior to the HRDS
survey, and two-thirds of those sought care. In a pattern seen in many countries, individuals in the
poorest 20 percent of households were about half as likely as the richest 20 percent to report being sick
(11 versus 21 percent), and were less likely to seek care if sick (57 versus 74 percent).

16 An extra USS5 is added per capita in Kenya in this simulation because of the high rate of return to the additional investment there.
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The government system is Table S.14: First Source of Curative Outpatient Care, by Expenditure
the most important source of care Quintile (%)
for the poor by far (Table S. 14).
Approximately 70 percent of sick Lowest Highest
individuals in the poorest 20 Source of Care Expenditure Expenditure All
percenofhu seos mwho sought G n Quintile Quintile
percent of households who sought Government Hospital 15 20 17

care first went to a government Voluntary Agency / Private
facility, compared to 46 percent of Hospital 5
the richest 20 percent. About 36 Government Health Center or 55 26 40
percent of the richest households Dispensary........ .. .........................-----..--------. ..........
seek nongovemment, non- Voluntary Agency Health Center 10 9 10
voluntary agency, private-sector or Dispensary

Private Health Center or 6 24 14
c *re. Dispensary

Other (traditional and pharmacy) 9 12 13
Despite the fact that the Source: HRDS, 1993/94.

government operates about half
(52 percent) of the hospital beds in
Tanzania, government hospitals Table S.15: Use of Inpatient Services, by Welfare Level (%)
are used by only about one-third (35
percent) of those who reported Lowest Highest
being admitted for at least one night Source of Care Expenditure Expenditure All

(Table S.15). Better-off individuals Quintile Quintile
are more likely than the poor to use Government 35 44 35

government hospitals for both Other 65 56 65

outpatient and inpatient services,
which accounts for why they are
able to capture such a large share of Table S.16: Expenditures per Illness Episode Among Those Seeking

the government's subsidy at this Care, by Residence in 1994195 (Tsh)

level of health care.
Other

Dar es Salaam Urban Rural All
Health Expenditures Ubn.

Hospital 2,897 1,404 4,332 2,751

Health Center 2,856 784 531 663

spent Tsh 1,118 per short-illness Dispensary 2,458 1,596 741 1,009
Other 1,337 2,291 1,395 1,715episode when health care was sought -A 1----------------------------,-------------------I--------- ---------'------- -------------- ---------- ------ ---------

(Table S.16). Rural households All 2,641 1,495 1,361 1,498
Source: HRDS, 1993/94, inflated to 1994/95 levels.

spent more than urban ones for care
at a hospital, but substantially less
for care at a health center or
dispensary, principally because of high rural transport costs.

Table S. 17 shows expenditure per visit by type of provider and welfare quintile. The poorest
group pays about one-third what the richest group spends on a visit overall, but the patterns are not
consistent. In the government system, the poor pay much less at the dispensary level, but they pay more
than the rich for services at government health centers and hospitals. The rich pay significantly more for
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non-governmental services at each Table S.17: Expenditures per Visit, by Type of Provider and
level.'7 Expenditure Quintile, 1994/95 (Tsh)

Lowest Highest
Figure S.7 shows the Source of Care Expenditure Expenditure All

distribution of expenditures among Quintile Quintile
visits, drugs, and transportation for Dispensary
the lowest and highest expenditure Government 107 322 229
quintiles. The main reason for much Other 1,258 2,759 2,021
higher spending overall by the rich is Health Center
that they spend about 8 times more Government 804 531 667
on drugs than do the poor. For visit Other 1,731 2,362 2,052
costs, the poor are spending about Hospital
half as much as the rich, but for Govemment 1,611 1,522 1,276
transportation, expenditures are Other 2,467 7,172 7,267
similar for both groups. The poor Total 878 2,399 1,572
pay more for transport than for any Source: HRDS, 1993/94, inflated to 1994/95 levels.
other expense item.

Use of health services in Tanzania is quite
high by international standards among the rich and _
poor alike. The rich are more likely than the poor to
perceive themselves as sick and to seek care from
expensive public institutions like hospitals. In data Drugs

not reported here, very high percentages of women
seek prenatal care, primarily from the government.
These are major accomplishments of the health Transportation

system. Yet the impact on health statistics, such as 0 200 400 600 800 1000 1200 1400 1600
infant mortality, has been small, which suggests that Tanzania Shillings

despite a good record of deploying medical _ Richest 20% s Poorest 20% = All

resources, some of the other inputs to good health in Figure S.7: Components of Expenditures per Visit
Table S. 1 may not have been available in adequate Source: HRDS 1993/94
quantities (especially higher levels of female
education and investments in effective preventive health programs).

Consumers' Evaluation of Health Services

The household survey asked respondents to rank characteristics of an ideal dispensary or health
center according to their importance to the household, then to evaluate the closest government health
center/dispensary relative to the same characteristics. Table S. 18 contains descriptive statistics on these
rankings. By far the highest priorities are availability of drugs and quality of personnel. The most
important item, adequate drugs, is the one that respondents think the govemment performs worst in
delivering (63 percent rated the system as poor or very poor). The least important items to households

17 Total spending of Tsh 1,572 in Table S.17 is higher than in Table S.16 because S.17 includes self care.
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are the ones the World Bank Table S.18: Households' Priorities and Perceptions of the Local
typically finances: additional Government Health Center or Dispensary
facilities to reduce the distance from Percent Percent
the household, and improved Characteristic Ranking' Very Poor Good or
physical plant and conditions. or Poor Very Good

Adequate Drugs 5.2 63 10

Willingness to Pay for Primary Quality of Personnel 4.5 25 35
Health Services Community and Preventive Health 3.8 26 37

Distance from Home 3.3 44 28
... ..-....-----......-........... .. ......... ..... ............. ............ I .. ......... .... _ _..... ......... .. ..... ... .... .... . .......... ......... ..

Households were also asked Physical Plant/Clean Toilet/Water 3.1 30 25
how much they value a dispensary or aThe ranking can range from 0 to 20. This column shows the average
health center that embodies the across the national sample.
characteristics the respondent
himself or herself values. Nearly
one-half the sample ( 47 percent)
indicated that they would pay Tsh Percent
134 shillings or less for all the costs 40

associated with a visit to such a 35 34.2
dispensary. However, the
distribution, which can be seen in 30 -
Figure S.8, is quite skewed. While 25 - Average Willingness to Pay (Tah. 4,401)
half the responses lie at Tsh 134 or,
below, and two-thirds are at Tsh 20 - _
2,680 or below, the remaining one- 15 v 1212
third would pay Tsh 5,360 and up for
a visit. The result of the skewed 10 - 8.7
distribution is that the average 6 -. 5
willingness to pay is quite high, at 1.1

Tsh 4,401 (about triple the average0 134 1340 2680 5360 8040 10720 16080 21440+
expenditure per visit to any source of Tanzania Shillings
care today, and 30 times higher than
average expenditures for a Figure S.8: Willingness to Pay for Health Center/Dispensary Visit
dispensary visit)"5. However, most Including All Costs
people fall far below this amount. Source: HRDS 1993/94

Figure S.9 shows how
willingness to pay varies by each 10 percent of the expenditure distribution, further disaggregated by
urban and rural population. Average willingness to pay in rural areas is actually slightly higher than in
urban areas despite the fact that the urban population is substantially richer than the rural population.
This is especially true at the lower end of the scale.

s Average willingness to pay for a health visit is Tsh 3,284; for a year of primary school, it is Tsh 8,572.
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Many people use such 0Tanzania Shillings (Thousands)

figures to justify increased cost
sharing for health services, as the 8

average willingness to pay is much
higher than current charges in the s
facilities. However, the highly
skewed distribution is significant. 4 -- Z .

One-half the sample would pay very i K** . Z T
little, even though the rest of the 2 ZZ

sample would pay Tsh 1,340 and - - --
more for ao govemment Porest 10% 2 3 4 5 6 7 8 9 Richest 10%

clinic that offers drugs and good Decile
care. The best-off, urban segment of
the population is willing to pay by far
the most for health services, yet is Mean Value: 4450 IR), 4292 (U)

the most heavily subsidized group of
healthcare consumers. Figure S.9: Willingness to Pay for One Visit, Health Center orDispensary, by Decile and Residence

Source: HRDS 1993194
Summary

Tanzania is a heavy spender on the health sector, and Tanzanians are heavy users of health
services. Spending on health care by government and donors has the most pro-poor impact of any social
sector spending in the country. Much of the spending is "right" in the sense of being targeted to cost-
effective interventions. What is missing from the picture is impact. Why is Tanzania not getting better
results? Is it a lack of complementary inputs that produce health, such as education and improved
environmental conditions? Is it an ineffective public sector that consumes resources with little to show
for it? Or is the physical environment in Tanzania so bad for health that the country must spend as much
as it does just to stay even with its neighbors? Whatever the reason, the result is that the largest potential
gains in the health sector will come
not from increased government
spendtfroing,rbutsby mangovexnti Table S.19: Household Water Sources, by Residence (%)
spending, but by making existing 
spending more effective, and by Dar es Other
enabling consumers to get more for Type of Water Source Salaam Urban Rural All

the money they spend on services. Private Connection (inside 50.0 28 1
or outside dwelling unit)

WATER AND SANITATION Distributing Water Vendor 2.7 0.36 0 0 0 3
Tanker Truck Vendor 0.1 0.14 0.0 0.0

Water and Sanitation Sources Neighbor 32 9 17.3 1.2 7.1
Public Standpipe 8.7 26.1 19,7 20,6

Water. Only about 11 percent ,_Handpump 0.7 9.6 8.8 8.6
of households in Tanzania have a Open Well 3.9 106 278 222

private water connection inside their Surface Water Source04 7.2 41.0 29.9
home or yad (Table S19). Even (river, stream, lake, pond) 04 72 10 29hom e or yard (Table S. 1 9). Even --------------- .................. ------------------- ------------- ----- ----------------- ---- --------- --------

Other 0.4 0.1 - 01
these households must sometimes Total 100 100 i00 i00
collect water from other sources due Source. HRDS, 1993/94.
to the unreliability of the municipal
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water supply system in most towns. Fifty percent of residents of Dar es Salaam and 29 percent in other
cities now have a private water connection in their dwelling or yard, but 47 percent of households in Dar
es Salaam collect water from outside their home (from a neighbor, public standpipe, handpump, open
well, or surface water source). In other cities, 71 percent get water from these sources, principally from
public taps and public wells.

In the rural areas of Tanzania, very few households have private water connections in their home
or yard, and the vast majority of households collect water from sources outside the home. Sixty-nine
percent still rely on traditional surface water sources or open wclls. These sources are often a
considerable distance from people's homes.

The urban figures track the sources of water by expenditure quintile. The richest 20 percent of
all households have almost two-thirds of the private connections in Tanzania and buy more than half the
water sold by tanker trucks and distributing water vendors. However, in rural areas, unimproved surface
water sources are used by households in all income groups because many rural areas have no improved
sources available. Conversely, when improved water sources such as public standpipes and handpumps
are available in rural areas, they are used by all income groups.

Sanitation. Approximately Table 5.20: Type of Sanitation Facility, by Residence (%)
12 percent of the population have no
sanitation facility at all (Table S.20). Dares
The most prevalent form of Sanitation Facility Saaam Other Urban Rural, All
household sanitation system in both Own or Shared Flush Toilet 8.1 4.9 1.1 2.5

....... ..-. .... -- --- - _. ...... ............ ............ ... .. ... ...... .... . -- - --- --- ---- -- ....... -- -l . - .

urban and rural areas is a traditional Traditional or Improved Pit Latrine 90.2 92.4 92.3 92.2
pit latrine. Data from the HRDS No Facility, Bush, Pan, Bucket 1.7 2.7 6.6 5.3

.. --- ----- --- ------ ----- ----- ---- ----- -... ---- -- --- --- --- ---- . . .. . ... . .. .. . . . -- --

show that between 90 and 95 percent Total 100 100 100 100
of households in urban and rural Source: HRDS,1993/94.

areas use traditional pit latrines.

In Dar es Salaam and other urban areas, only about 3 percent of the population have either a
flush toilet for their own use or one that is shared with other households. Eight towns on mainland
Tanzania have limited sewerage systems. In these towns, some of the few households with flush toilets
have connected to the sewer system, while others empty into septic tanks and drainage fields.

Household Expenditures on Water

Only a small percentage of Tanzanian households (15 percent) pay any significant amount of
cash for drinking water. On average, households with private connections and those buying from
neighbors spend about the same amount annually, slightly more than Tsh 6,000 per year. Few
households use vendors as their main source of drinking water, but those that do spend almost 10 times
as much for water as a household with a private connection or a household purchasing from neighbors.
Virtually no households in the lower 40 percent of the welfare distribution buy water from distributing
vendors.

In short, the majority of Tanzanian households do not incur any monetary costs to obtain their
domestic water supply. They pay instead with their labor by committing a significant share of their
human capital resources to the daily task of obtaining small amounts of water for domestic use. In rural
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areas, for example, an average household spends about three hours a day to collect water, or over 1000
hours per year. Even in urban areas, the average household collecting water from outside the home
spends about 1.5 hours a day (500 hours per year) on such activities.

Huge sums have been spent on water and sanitation services in Tanzania, but much of that
investment is standing idle in the country, producing little or no water for the intended beneficiaries. A
major question is whether any of the investment can be salvaged to reduce the burden of water gathering
on the population. The fundamental problem the country faces in the water sector is not how to fund new
investments, but to find viable organizational structures through which existing assets can be given
economic value or new, sustainable systems can be developed. In the water sector, perhaps more than
any other, the need for decentralization, local responsibility, pricing that is related to costs, and a stronger
connection between the demand for, and supply of, services are essential elements of a new approach.

NUTRITION

The review of household nutrition generated some surprising and provocative results. Levels of
malnutrition in Tanzania are surprisingly low, relative to other Sub-Saharan African countries, and
relative to other developing countries with comparable living standards. The incidence of moderate
wasting (low weight for height) among children is around 6 percent, compared to 9 to 11 percent in
neighboring countries. The major determinants of child malnutrition are low per capita income and
inadequate schooling of women. Economic growth in hand with early and long schooling for girls would
go far towards reducing the undernutrition that exists in Tanzania.

It is clear from expenditure patterns in the household survey that the poor currently consume a
wide variety of foods not normally found in the diets of the poor in other countries, including eggs,
meats, and dairy products. The latter comprise about 14 percent of the lowest quintile's food budgets,
well over half of what they spend on the staple food (maize). As the poor increase their incomes, they
will tend to switch even more toward "luxury" foods rather than to devote all of the additional funds to
purchasing more staples. This suggests that the poor probably consider themselves fairly well fed, but
that higher incomes alone will not reduce the significant malnutrition problems that exist.

There is consequently plenty of room for carefully targeted interventions to improve nutrition
status among vulnerable groups. The mean duration of breast feeding is excessively long (21 months),
but rarely are babies exclusively breast fed for the first 6 months. Supplementary foods are introduced
for over half the infants during the first month of life. These foods are low in energy and nutritionally
inadequate. There are also some specific micronutrient problems, most of which are closely associated
with a high incidence of infectious and parasitic diseases. From the household survey, we also know that
about 45 percent of primary school students do not receive any food before going to school, and 89
percent receive no food while at school.

So, while the overall nutrition picture looks surprisingly good, there is great potential for targeted
interventions to improve human capital formation, particularly during pregnancy, for women at birth, and
for children through primary school. Apart from the need for more educated mothers, the benefits of
short-term but well-targeted nutritional interventions could be high.
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FAMILY PLANNING

In family planning, as in all other sectors, there is much to be positive about in terms of services
available but much to be concerned about in terms of results. Family planning shares most of the same
health system that draws almost all pregnant women in for prenatal checkups. Overall, 80 percent of
health facilities provide mother-and-child health services, and 69 percent offer family planning services.
This system has achieved high levels of awareness of family planning methods and a reasonable supply
of contraceptives throughout most of the country. Some areas are not covered as well as others, and
many women must travel long distances for supplies, but an analysis of the 1992 Demographic and
Health Survey (TDHS) suggests that supply of services is not the main constraint.

If there is a failure in the system, it is at the household level in that families are not demanding
family planning services. Current use of effective modem contraceptives is, according to the TDHS, well
below 10 percent. The high prevalence of sexually transmitted diseases and endemic H[V infections add
to the importance of increasing demand for family planning. Analysis of the TDHS survey suggests that
the major factor increasing demand for contraception is female education. While some levels of primary
education can increase the demand, demand is strongly affected by secondary education. The relatively
high impact of secondary education has been demonstrated in countries with low levels of contraception.
As the prevalence of contraception increases, the impact of primary education for women also increases.
Tanzania can expect continued high rates of fertility unless it can affect a real change in the environment
within which family size decisions are made.

"Unmet need," or demand for contraception, is determined by subtracting the number of desired
births from actual births. In the HRDS, we asked respondents how much they would have to be
compensated (or would pay) to delay the birth of their next child by an additional year"9. Responses to
the question ranged from the respondent paying at least Tsh 67,000 to space the next child, to a subsidy
of Tsh 335,000 or more to delay the birth. If the individual would not accept Tsh 335,000 to space the
next birth, we do not know the actual amount she or he would accept, only that it is higher20. The
relevant questions were asked to about 5,000 people, but the results reported here are only for 2,516
women between 15 and 45 who are married, widowed, divorced, or have a partner (93 percent are
married).2"

Figure S. 10 shows the distribution of responses for these women (HRDS, 1993/94). The group
would require an average subsidy of Tsh 170,717 (US$297) to delay the birth of the next baby by one
year. However, the distribution is quite skewed. About 45 percent of the women would pay to delay the
next birth. Another 15 percent would space the next birth if subsidized by Tsh 67,000 (US$117). For all
practical purposes, the remaining 40 percent of women appear to have little or no interest in
contraception to space births, as most of them say they would require a subsidy of over Tsh 335,000

9 Spacing children more widely results in a lower fertility rate.

20 In the analysis discussed here, we assume that the maximum subsidy is Tsh 350,000, but that is arbitrary. It could well be infinite,
and we chose this value so as not to overstate the subsidy that would really be required.

21 The exact survey question was: "The choice we would like you to think about is whether to delay a birth by a year in exchange for
a sum of money. The money would be paid to the woman whose pregnancy is delayed. Please understand that this question is about
delaying a birth, not stopping it altogether." The question was introduced by a longer explanation, including the fact that the question
was not about abortion, and that the woman would not be paid if she became pregnant during the year.
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(US$583) to space for one year. Percent of Women 16-46 with Partners
40.0

Table S.21 shows 35.0

characteristics of these women. They 30.0 Pay to Space Subsidy for Spacing

differ very little in age and only 25.04 

moderately in whether they use any
contraceptive. About one-third of the 20.0 1..6 7

women in each willingness-to-pay 16 0 12.8 14.7

category are using contraceptives, but 9.6
given their responses to this question, 6.7

many are probably doing so for 5.0 . 1.2 

reasons other than child spacing. The 0.0 Pay Pay Pay Pay Get Get G3t Gut Get Over

women who would pay are quite 67- 33.5 10.72 1.34 67 134 201 268 336 336

serious about it, however, as they are Tanzania Shillings (Thousands)
Mean Value: Receive 170,717much more likely than the others to Observations: 2,.56

use effective modemn contraceptives.
They are also, on average, better Figure S.10: Willingness to Pay, or Accept a Subsidy, for Spacing theThey are also, on average, betterNext Child an Additional Year
educated by about 1 year. The Source: HRDS 1993/94

expenditure pattems are a bit
surprising, since the women who are
most willing to pay for spacing their children pay more overall for contraceptives, but they spend the
least for modem contraceptives. The ones who say they would need the highest subsidy are paying the
most.

We estimate that about Table S.21: Characteristics of Women between 15 and 45 Responding

266,000 women were using modem to Contingent Valuation Question of Child Spacing

contraceptives at a direct program
cost of about Tsh 1,200 (US$2.42) Would Pay Would Would Require
per woman in 1992. Much of this is Tsh 1,340 Ruire Subsidy Greater
spent by women who would be or more Subsidy of than Tsh 67,000Tsh 67,000

willing to pay to space their next Years of schooling 5.4 4.4 4.7

births. However, this subsidy level is Age 29 2 29 5 28 8

nowhere near what it would take to Currently use any 49.6 36 8 31.4%0

induce most women who are not contraceptive
currently spacing to begin doing so. Currently use modern 20.1% 8.5% 8.3%

The women who most value child contraceptives
spacing are capturing public Expenditure on family Tsh 236.5 Tsh 71.8 Tsh 115.9planning
subsidies for family planning, but are Expenditure on family

the ones whose behavior is probably planning if using modern Tsh 420.5 Tsh 574.2 Tsh 1,306.9

least affected by the subsidy. contraceptives
Source: HRDS, 1993194, inflated to 1994/95 levels.

In Tanzania, according to the
1992 Demographic and Health Survey, the difference in actual fertility between a woman aged 40-49
with a secondary education relative to one with a primary education is almost 2 births. For Tanzanian
girls in the 15-19 age group, only 5 percent of those in secondary school have begun to have children.
However, 34 percent of those who left school having completed only the primary level have had at least
one child.
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Four years of additional schooling, at a rate of subsidy of US$152 per year from the government,
costs the government approximately US$309 to avert one birth. This investment reduces the infant
mortality rate by about 30 percent, and creates many other benefits, not the least of which is improving
the girl's education. For the 25 percent of secondary-school girls in Tanzania who are enrolled in
nongovemment schools at the parents' expense, the country gets the same benefits for free. Worldwide,
it costs about US$65 to avert one birth through family planning programs.

Referring to Figure S.10, what Tsh 335,000+ subsidy would induce the large group of women
clustered in the "over Tsh 335,000" group to space the next child? The existing Tsh 403,286 subsidy for
four years of public secondary education would do the trick. In fact, the required subsidy would
probably amount to much less than that, as parents and girls would contribute to schooling. Because 63
percent of the women saying they would require this high subsidy are 30 years old or less, and 36 percent
are 25 or less, appreciating and acting on this information just 10 years ago (in 1985) could have had a
tremendous impact on the fertility of this cohort today.

A demand-side intervention like secondary education for girls may not be as high profile as a
contraceptive program, but it can be every bit as effective at lowering costs, and has a high immediate
negative impact on fertility for girls while they are in school. The effects of secondary education on
fertility are both immediate and long lasting, and produce a range of other benefits. For the time being, it
may be the only family planning intervention for which there is plenty of in-built but un-met demand.

SUPPLY-SIDE CONSTRAINTS

The foregoing has focused on public finance in the social sectors and on the household side of
the equation. Supply-side and management issues in the govemment system are serious but are well
known and discussed in many other reports. We will do little more here than to summarize them (see
Table S.22). The government has already put in place many reforms aimed at removing some of these
constraints, primarily through decentralization of authority in the government and liberalization of the
economy. Giving households more choice over social-service providers, and a stronger voice in the
operation of the governing system (by moving authority and funds farther down into the system), would
go far towards changing incentives and improving performance in the system.

LOCAL GOVERNMENTS AND THE SOCIAL SECTORS

At present, the delivery of basic education, health, and water and sanitation services in Tanzania
involves regional and district governments and administration. The main problems at this level are
related to the confused role of the local government in the system of governance as an administrative unit
of the central government but also as a representative unit of the people in its jurisdiction. Ownership of
primary-level facilities ostensibly lies with the community, but there are few privileges of ownership, as
there is no local control over inputs. In addition, there are severe budgetary constraints and problems of
accountability in local government. Four major issues include:

0 -Extensive central control: Social services are funded almost entirely by
the central government, and the present revenue instruments available to
district councils are not sensitive to growth in the local economy. As a
consequence, the ability of the local government to fund social services
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Table S.22: Constraints on the Supply of Social Services

Sector Financial Resource/lnstitutional Non-Government Providers

l legal constraints at the primary
heavy central control but little level

* under-funding, with personnel suevioornctvsfr
costs squeezing out supervision or incentives for competition from subsidized
complementary inputs good performance public schools for secondary,

fo low accountability to parents or university, and training
* high recurrent cost burden for students institutions

extensive primary school
infrastructure * large numbers of teachers with lack of financing mechanisms

relaivel lowqualficaions for nongovernment education
* disproportionate allocation of relatively low qualifications (credit markets, capitation

resources to university remuneration structure grants)

Education * dependence on donor support discourages well-qualified exam system reduces access
for essential nonsalary inputs entrants into teaching to best students

* public funding of boarding * low morale among teachers inadequate information sources
forces rationing of secondary * split and unclear responsibilities for parents to make choices
and tertiary slots between ministries, with multiple among schools and decisions

ministries and levels of on educational investments
* UPE contribution goes to district government involved at all

ggovernment ovrmn vle tal *price controls on, and taxation
government points of service of, secondary-school fees

d resources poorly matched to headmasters typically lack training by all ministries and

parastatals crowds out private
sector.. . . . . . . .. . .. . . . . . . . .I ----- -- ----- -- ........ ---- ----- --- ................... - ---- . ................. . -- -- ---- ---- - ------ - ----- ----

* disproportionate allocation of heavy central control but little
resources to hospitals supervision or incentives for competition from subsidized

good performance public hospitals and clinics
* high recurrent cost burden for

Health, extensive network of facilities * low morale among health inadequate financing
Nutrition, workers mechanisms for
and Family dependence on donor support nongovernment services
planning for essential nonsalary inputs low accountability to consumers (insurance, capitation grants)

* free public provision of all * multiple ministries and levels of * inadequate information sources
services (with nominal cost government involved at all for patients
sharing now in hospitals) points of service

..... . . . . . .. . . . . . .... .. ..... ... ..... .. ... .. ...... ..... .. ... .. .... ....... .... .. ...... .. ................ I- ---- ------- --- -- -- ------ --- - ----- - -

high recurrent cost burden for ack of beneficiary involvement historical central government
Water and large capital projects monopoly
Sanitation free or very low-cost public poor intersectoral lack of contracting mechanisms

provision of services communication and cooperation or experience in outsourcing

is poorly connected to the community's demand for those services.
Central-government control and nationally set prices for water,
education, and health services limit the ability of local government, or
for that matter the service providers themselves, to finance the services
they deliver.

* Separation between budget decisions and local needs: During various
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stages of the budgeting process, cuts may be made at the center that
reflect central-government constraints and priorities, but they do not
reflect local needs. Under the current system, local authorities have little
room to affect what actually happens on the ground as a result of these
central decisions, as they have virtually no capacity themselves to make
up the shortfalls.

* Inefficiency: Much of the reluctance of the center to give up control
stems from the perceived lack of political and administrative
accountability and efficiency on the part of local governments. Many
local authorities have failed to produce their accounts on a regular basis,
external audits are often delayed, and only a few councils have a
functioning internal audit unit. In addition, many local authorities
encounter serious difficulties and are ineffective in collecting taxes, fees,
and charges that are due.

* Lack of capital or labor markets for local social services: Local
governments are unable to borrow money for improvements in physical
capital, such as water delivery systems, schools, and health facilities.
These investments are centrally controlled. Local governments have
little or no control over personnel posted by the center to these facilities,
as all professional employees in health anid education are part of a
national cadre that rotates throughout the country.

In short, local governments are at the mercy of the central government for all inputs, including
policy, management, capital, personnel, the budget, even books and other supplies. The district hospital,
for example, is funded by local government, but its pharmaceutical budgets are managed by the Central
Medical Stores Unit. The hospital must requisition drugs from the center, and may not purchase them
elsewhere if they are unavailable from the Unit. District administrations, not schools, are shipped books
from the central government. School libraries are stocked with a list of books predetermined by the
central government, yet on paper, local communities are responsible for these services.

The result is a system in which responsibility is so fragmented that there is no accountability at
any level. The center maintains control over almost all resources, but has delegated almost all of the
responsibility to the local governments. The local governments have all the responsibility in principle,
but are fully dependent on the largesse of the center. Local governments can always put the blame
elsewhere when the system fails, and the central ministries blame the local units for incompetence.

CONCLUSIONS

The conclusion of the many parties involved in the production of this Review was an appreciation
for the new facts put on the table, but a desire to jump to action quickly. Tanzanians are concerned about
fixing the problems that jeopardize the future of their children. They are prepared to take bold steps to
improve the situation. The following conclusions are shared by all who have participated in this process.

First, there is general agreement about the importance of primary and secondary education as a
prerequisite for fast economic growth and creating a flexible and well trained work force. Similarly, there
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is agreement about the strong impact of women's education in improving growth prospects and in
facilitating improved health and nutrition, as well as smaller families and better educated children.
Investing in early childhood care and development and basic education, especially for girls, will have
high payoffs in Tanzania.

Second, the traditional mode of investment by the government and especially The World Bank
must be adjusted to the realities of the situation. The traditional approach of putting investments into
publicly owned schools, health dispensaries, water systems, and training with minimal input by
beneficiaries, will probably do little to increase the stock of human capital in the country. One of
Tanzania's main strengths is its development of a widely dispersed system of local social infrastructure
in education, health, and water. But many of these investments have depreciated heavily through lack of
maintenance or use because the intended beneficiaries' needs were either not met by the supply system,
or it was simply not sustainable with the resources available. The last ten years have seen a deterioration
of primary school enrollments, persistently poor health indicators, and abandonment of rural water
systems. Additional investments in bricks and mortar are not justified without the assurance of increased
demand for those services. The liberalization of secondary schools and primary medical care has
revealed a huge potential supply (and demand) response when choices are made available to the public.
Additional investments in social infrastructure take into account the fact that the public system is already
too extensive to be supported by available resources and in many cases responds poorly to the felt needs
of the population. Further investment should not occur in the absence of an incentive system that gives
clear responsibility for operation and maintenance to local owners (including nongovemment owners).
Finally, rationalization of existing public-sector plant and equipment cannot be maintained under any
incentive system for want of adequate local resources or demand.

Third, Tanzania has tried for several decades to channel resources to the poor through direct
provision of health and education services. The strategy of accomplishing this goal must be reconsidered
in light of the fact that the rich are capturing a large share of public subsidies through the current system.
It is time to re-examine how to better target the benefits from public sector spending to the poor. Such
reallocations would be difficult, but they are feasible.

TANZANIA'S SOCIAL SECTOR STRATEGY

The Government of Tanzania has now prepared a Social Sector Strategy that proposes the
following strategies:22

* Strategy 1: Concentrate public-sector resources on core activities of the
government. This strategy involves increasing the relative budgetary
allocations to the social sectors, and focusing spending within the social
sectors on basic education and health.

* Strategy 2: Balance personnel and other inputs within the social sectors.
This strategy includes altering the number and structure of personnel in
the social sectors and allocating funds to inputs that have been given too
little attention in the past.

22 These six strategies are extracted from the Government of Tanzania's Social Sector Strategy. October 1994, pp. 17-20.
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* Strategv 3: Decentralize authority to the local level. This strategy
extends beyond the social sectors, and applies to the overall structure of
the central-local government relationship. It is likely that this will entail
revision of the Local Government Act of 1983.

* Strategy 4: Eliminate constraints to private-sector participation in the
provision of social services. Several actions have already been taken,
including the liberalization of secondary-school ownership and the
legalization of private medical practice. In addition, implementation of
the user fee program in the health sector is likely to shift some users to
the private sector. Additional actions can also be taken to broaden the
supply of social services.

* Strategy 5: Promote high quality standards. There are two aspects to
this element of the strategy. First, quality-related problems must be
addressed within the public system. Second, among the government's
core functions is the appropriate regulation of health, education, and
water services. The implementation of this function will be consistent
with the changing role of the government in the economy.

* Strategy 6: Move resources closer to the household and promote
household investment in human capital. This element of the strategy
represents a full departure from the supply-side approach to the social
sectors that has prevailed since Independence. In the long run, it will be
the most effective way to finance important inputs into human capital.

IMPLEMENTATION OF THE SOCIAL SECTOR STRATEGY

The government, with assistance from The World Bank, has now begun to implement the Social
Sector Strategy through pilot projects. The pilot schemes are being financed through existing IDA
credits, and successful programs will be extended nationally and financed through IDA and other donor
assistance. The four pilots are briefly described below.

* Pilot 1: Community Education Funds. These funds collect local
contributions that are being matched by additional funds from the
outside. Matching grants to supplement existing primary-school
budgets, to be administered by local communities, are being forwarded
by these funds to the schools. When primary education is liberalized,
these matching grants will follow the student to the school of choice.

* Pilot 2: Scholarships for Girls to Attend Secondarv School. This
program may also include nonmonetary assistance to improve the
performance of girls in secondary school.

* Pilot 3: Community Health Fund. This is a quasi-insurance system that
collects premiums from households to finance a prepayment system for
health care. It is a capitation system, under which families choose a
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single provider for a specified period.

* Facility-Based Management. The community education and community
health pilots provide for a local management board that manages public-
sector facilities that participate in the pilot scheme.

* Pilot 4: Early Childhood Care and Development. Today, there are 7.2
million children from age 0 to 6 years or roughly 23% of the population.
Investments in Tanzanian human capital begin at this early age, and the
goal of this pilot is to enhance the quality and quantity of these
investments. This is a community-based program aimed at preparing
children from birth to age six for a healthy and productive life through
community-organized interventions for mothers and care givers. These
interventions will include practical mother-child activities aimed at
better nutrition, education for better parenting, preparing the child for
school by beginning to teach the rudiments of literacy, teaching mothers
to identify various danger signals in their children (e.g. swollen bellies
for worm infestation, white spots on pupils for Vitamin A deficiency,
etc.), and providing community-based care.

As stated at the outset, the key recommendations flowing from the background work contained in
this Review are to invest in expanding the quantity and quality of primary schooling, and to advance
many more girls through lower secondary school. Through the Strategy and the pilot projects, the
government is acting on these recommendations and is doing so in a way that puts decision-making at the
parental and community levels. These changes are likely to result in new problems, and they will tum
out to be imperfect fixes for what ails the system. As pilots, it is expected that the most serious problems
can be corrected before nationwide implementation begins.

The process of getting started is now complete. The enormity of the problems Tanzania faces in
the social sectors has been documented by this Review. The government has enunciated principles in its
Strategy that will guide its efforts to find solutions for these problems. Finally, the government is trying
to implement workable solutions on a pilot basis. Getting to this point has been a tremendous
achievement for Tanzania's social sectors.
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BACKGROUND

Tanzania is experiencing a crisis in the social sectors that threatens the country's future
economic and social development. After encouraging progress up to about 1980, education and health
outcomes have stagnated or even worsened in recent years. The government system of social service
delivery, once a model envied by other countries, is ill suited to today's budget constraints and growing
demands. The weaknesses of the current health, education, water, and other social services have been
recognized by the government, donors and, most importantly, the Tanzanian people.

The World Bank has made investments in the social sectors in Tanzania since Independence. In
general, Bank operations have supported the government's social services delivery system. Schools,
health facilities and central institutions have been constructed, rehabilitated and supported. Government
managers and service deliverers have been trained, and public water systems have been created.
Experience has shown, however, that World Bank investments have yielded minimal results and have had
an undetectable impact on human capital. Implementation constraints have limited the size of the total
resource transfer, so the Bank has been able to invest only a tiny sum per capita annually. In addition,
public infrastructure, financed by the Bank and others, has depreciated rapidly due to lack of
maintenance. Little actual improvement in the quality of health and education services can be
documented, and the lack of improvement in outcome indicators documented in this report should be
disturbing to any organization, and not the least, parents, who have been investing in these systems.

The Government of Tanzania and the World Bank have made a commitment to change.
Investments in human capital, ensuring that the next generation of Tanzanian children will be healthier
and better educated, have risen to the top of the government's agenda, and also drive the World Bank's
strategy. As a first step toward developing a collaborative work program, the World Bank and the
Government of Tanzania agreed in 1993 to prepare a review of the social sectors that would bring
together a common, objective set of information from which to design future operations. The Social
Sector Reviewv (SSR) was to have an explicit focus on the household, an often-neglected but vital actor in
human capital investment. Without duplicating existing studies, the SSR was designed to present the
results of the 1994 Human Resources Development Survey, supplemented with information from a set of
background reviews on specific sectoral issues.

OBJECTIVES OF THE SOCIAL SECTOR REVIEW

This Social Sector Review has the goal of highlighting the role of the families and household
members as the most important investors in human capital. At the same time, recognizing the importance
of characteristics of the supply of social services in deternining health and education outcomes, the SSR
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also seeks to synthesize information about how the government and other institutions deliver and finance
services.

Specifically, the SSR seeks to:

* present indicators of the status of human capital in Tanzania;

* describe patterns of use of, and spending on, social services at the household level, with
specific attention to differences according to welfare, income level, and gender of the
beneficiary of social services;

* estimate the demand for social services, both under existing conditions and under the
conditions induced by policy change and improvements in the provision of services;

* describe patterns of government and non-governmental provision of, and spending on,
social services; and

* identify the major constraints affecting the provision of social services.

This document reviews issues concerning the social sectors in Tanzania, but we try not to
duplicate information readily available from other sources. For example, the education sections of this
report emphasize primary and secondary education. A more complete analysis of post-secondary
education is contained in Higher and Technical Education in Tanzania: Investments, Returns and Future
Opportunities (World Bank Report No. 15327-TA).

This analysis is intended to provide readers with insights about how specific interventions can
work in synergy with household-level behaviors to increase the quantity and effectiveness of investments
in human resource development in Tanzania. It is intended to provide readers with insights about the
potential for partnership between the government and an emerging private sector, and about specific
interventions that could ease the constraints now impeding the effectiveness of social service delivery.

This document is the result of a participatory process that took place between July 1993 and
September 1995. It was a fully cooperative effort of the government and the World Bank, with most of
the data collection, analysis, and discussion carried out by Tanzanians for Tanzania. Other donors and
representatives of NGOs also participated. One of the key concerns of the government and other donors
was that the Bank not make recommendations on policy, but rather, facilitate a process whereby the
government would prepare its Strategy, a longstanding commitment it had made to the donor community.
The government (using the background papers and surveys produced for this report, along with the initial
draft produced in June 1994, workshop discussions, its own policy pronouncements as embodied in its
Rolling Plan for the Budget, and other sources) completed the Strategy, and presented it to donors at the
Consultative Group Meeting in Paris in February, 1995.

This document, unlike most Bank reports, is not filled with recommendations, although it has a
clear purpose and themes. Portions of the government's Strategy are quoted throughout this report in
boxes, allowing the reader to see what the government proposes to do in response to the findings of our
joint research and analysis. As has been the case with this work from the beginning, the participatory
process has caused action to race ahead of the production of the analysis. Since August 1994, soon after
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the workshop to review the background work for this report and the production of a first draft of the
government's strategy, we have been working with the Planning Commission, the Ministry of Education
and Culture, the Ministry of Health, and the Prime Minister's Office, to review and reorient existing
World Bank-funded projects in education and health in order to implement elements of the reforms
envisaged in the government's Strategy. Three pilot projects were implemented in August, 1995.

KEY DEFINITIONS

For our purposes, we define human capital as the productive assets that are embodied within
individuals. Principally, these are formal and informal education, and good health. We define
investments in human capital as the inputs (or payment for inputs) that increase human capital. These
include, for example, schooling, use of preventive and curative health services, and child nutrition. The
greatest potential for increasing human capital occurs during childhood, so our emphasis is largely on
inputs that directly affect children. By design, therefore, we pay less attention to adult health, literacy,
and technical education than to child health and primary and secondary schooling.

We define household as a group of individuals sharing cooking facilities. In most cases, these
individuals are related by marriage and kinship ties. Households often also include unrelated individuals
and may have close financial and other types of links to other households. Thus, while the primary
context for decision making is the household, as defined above, we also pay attention to the larger
community of households that influence decisions. It is essential to acknowledge that household
members may (and typically do) have differential access to resources, and "household decisionmaking"
may not reflect a uniform set of preferences among all household members. To the extent possible,
therefore, we provide analyses that distinguish among age groups and between genders within the
household.

DATA SOURCES

The primary source of data on household characteristics, use of social services, and spending is
the Human Resources Development Survey 1993/94 (HRDS). The HRDS is a nationally representative
survey of approximately 5,000 households based on the National Master Sample created by the Bureau of
Statistics in the Planning Commission. It was conducted with the objective of obtaining detailed
information about investmnents in human capital within the context of overall household expenditures.
We also use data from other population-based surveys, specifically the Tanzania Demographic and
Health Survey 1991/92 (TDHS), and the 1994 Tanzania Knowledge, Attitudes and Practices Survey
(TKAP).

Insights from community case studies carried out for the Social Sector Review are also presented
in this volume. The qualitative and quantitative research (using the Focused Area Study Technique, or
FAST) involved focus group discussions and in-depth interviews with parents, children, teachers, and
health care workers. It also employed time-use studies of children in and out of school, and the
collection of data on the personnel and material inputs available in schools and health facilities.

Data on government facilities and expenditures come from government reports and previous
budget analyses carried out for 1996's Tanzania Social Sector Expenditures Review (Follmer and Kessy,
1997). Analyses of the main constraints in each sector are derived from a set of sector-specific
"overview papers" and several small-scale studies prepared as background for the SSR.
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Many earlier studies have analyzed the financial and managerial difficulties facing social service
delivery in Tanzania. In addition, donor agencies have documented implementation of specific
interventions in the education, health and other sectors. Infornation from these reports is incorporated in
this volume. However, this report is not intended to be a comprehensive review of all aspects of each
element within the social sectors.

ORGANIZATION OF THE REPORT

Organizing this immense volume of information into a sensible structure that systematically
highlights the role of household-level behavior and choices proved to be a significant challenge to the
authors. The dividing line between the demand and supply sides of the equation are not as simple to
define in practice as they are to discuss in theory. For example, it is difficult to describe patterns of
school enrollment and household spending without referring to the structure and constraints of the school
system. In addition, some elements of the social sectors (nutrition, for example) do not have an obvious
"supply" side, although government actions can and do affect the supply and use of nutritious food
within households.

Given these complexities, the Social Sector Review is organized as follows. This chapter
continues with the conceptual framework for the rest of the report. Chapter 2 describes the government's
approach to the social sectors since Independence, presents information on public spending, and
emphasizes the critical role of the local government in social service operation. Chapters 3 through 7
present information on the demand for and supply of education, health, nutrition, family planning, and
water sectors, respectively. Those chapters emphasize outcomes and the role of the household first.
Then they present background information on characteristics of the supply of services.

IMPORTANCE OF HUMAN CAPITAL AND HUMAN RESOURCES TO DEVELOPMENT IN TANZANIA

Growth and Human Welfare

Figure 1. I shows the growth in the
Tanzanian economy since 1980. Since ro

structural adjustment began in 1984, there has
been steady growth in the economy in gross 8

terms. However, if population growth is Adjustment Begins Population Growth Rate

taken into account, there has been little 6

growth in per capita income. While this is 4

one of the better growth records in Africa
over the period, growth at this pace is not 2

adequate to achieve rapid poverty reduction * i1im
and broad improvement in the welfare of the o
population. -2__
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Consider a child born in 1994 in Year

Tanzania who will be six years old in the year Figure 1.1: Tanzania's Record of Growth Since 1980
2000. What kind of economic prospects will Source: World Bank Data
that child face, depending on the ability of the
Tanzanian economy to grow? Figure 1.1
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shows a few scenarios. If the economy can sustain a growth rate in per capita income of 10 percent
annually, when this child is 56 years old and officially retired, Tanzania will be richer than the United
States is today. That child will have quite a life - he or she will see Tanzania get wealthier every single
year by such a large amount that the improvements could probably be noticed almost monthly. No
economy, however, has sustained such a high growth rate in per capita income over such a long period.
If the economy can sustain a growth rate every year of 7 percent, which is approximately what has been
done in East Asia, Tanzania will have a GDP per capita that would put it at the high middle-income level
by 2050. A growth rate of 5 percent yields respectable results, but at a rate of only 1 or 2 percent per
annum, which is above Tanzania's sustained rate of growth over the past 15 years, the country will still
be extremely poor in 2050. The child born today will live in a fairly stagnant world and face many of the
same problems of poverty endured by his or her parents and grandparents. Tanzania is a wonderful
place, and this individual could have a good life, but this will not happen unless high sustained rates of
growth in per capita GDP can be achieved.

What does this have to do with human capital? Simple. Table 1.1: Compound Rates of Growth
There are basically three resources available to create wealth: and per Capita Income in 2050
land, people, and capital. We are focusing on the people Annual Growth Rate p
dimension. Economic research into the determinants of economic in GDP Per Capita GDP Per
growth suggests that 40 to 60 percent of growth rates in per capita (%) Capita in 2050
GDP can be attributed to accumulation of human capital and 10 US$23,478
increased productivity of people. In economic development, and 7 US$5,891
this is certainly the case in Tanzania, the emphasis has been on 5 US$2,293
accumulating physical capital and increasing the productivity of 2 US$538
land, often neglecting investments in people. We are now 1 US$329
beginning to understand that people are the key ingredient in Note: Assumes US$200 per capita GDP
economic growth, and investing in them can have huge payoffs. in 2000Source: Author's calculations
Thus, this Review is much more than just a review of social
sector welfare programs for the poor. Close attention to the
amount of resources being invested in the social sectors, the
efficiency of social programs, and the quality of the outputs can have a major impact on Tanzania's
growth prospects. Decisions the government makes in the social sectors will have much to do with the
sort of lives today's Tanzanian children will face when they are adults, and with their ability to further
improve the prospects for their own children.

Human Resources as Capital

What is human capital? We cannot see it or touch it, but it is something we create in our minds
and our bodies. It is like building a dam inside our heads or a railroad in our bones. A dam or a railroad
can be seen and touched, but the economic value of those investments is every bit as intangible as the
human capital that each of us has accumulated. Both can become worthless or even a drag on the
economy even though they are still physically in view. We usually think of human capital as the bundle
of knowledge, health, skills, energy, creativeness, and other such characteristics that each of us brings to
solving problems and earning a living. It is an economic phenomenon that becomes embodied in each of
us. We can earn money from it. It has economic value.

Human capital is acquired not solely to make money, of course. Greater knowledge and skills
make life better, and each of us benefits in innumerable ways when the person next to us is also well



40 Background

educated and healthy. While these other types of direct "welfare" benefits are important, the point of this
document is that even without them, only looking at the economic investment aspects of human capital, a
very strong case can be made for greater investment in human beings. The indirect benefits that are not
measured in GNP statistics make a very strong case even stronger.

The latest regional estimates of rates of return to education are shown in Table 1.2. There are
wide variations by region and level of schooling, as would be expected. However, by any standard, these
rates of return are high and competitive with other uses of investable funds. A recent review of 1,200
World Bank and IFC projects showed rates of return of from 3 to 17 percent for public-sector agricultural
projects, and 10 to 15 percent for private-sector projects. The range depends on macroeconomic policies
that accompany the investments (World Bank, 1991 b, p. 82). The average social rate of return to primary
education in Africa, Asia, and Latin America lies well above these rates, and even higher levels of
schooling are very competitive. In Sub-Saharan Africa, in particular, the social rate of return to primary
education is nearly 25 percent and to secondary education, 18 percent. The private rates of return are
much higher, and these are the rates that parents face when they make schooling decisions for their
children'. While there has been considerable controversy over the last two decades about estimating
rates of return for education, there is now little question that investments in education, especially primary
and secondary education, are very profitable for parents and for nations.

Table 1.2: Returns to Investment in Education, by Level and Region, Latest Year

Social Return in Percent Private Return in Percent
Region Primary Secondary Higher Primary Secondary Higher

Sub-Saharan Africa 24.3 18.2 1.2 41.3 26.6 27.8
-- -- -,- ----- ---- --- --- --- .,.....I..... .I. ., -- . .... ............. .......... , ... .. ........ .. - ---- ..... ......... -- -- -- -- -.......... .... ... .. - .... 1

Asia 19.9 13.3 11.7 39.0 18.9 19.9
Europe, Middle East, North Africa 15.5 11.2 10.6 17.4 15.9 21.7
..-- --- -.......... ........... ... ..... ... ... ....... .... . ... .. ..... ... ..... .. ......... ...... - --- ... .... ...... ........... ..... .. ..... ..... ..... . . . . .. ... . . - . . . . . . -- -----

Latin America, Caribbean 17.9 12.8 12.3 26.2 16.8 19.7
OECD 14.4 10.2 8.7 21.7 12.4 12.3.... ..... . -- --- ------ - ...... .... .. ... .. ... - --- --- -- ----I.. .. ...... ...... . . . . .. . . . . ......... - - ------ ------ . . .. ...... ----- ---- ---

World 18.4 13.1 10.9 29.1 18.1 20.3
Note: Social and private returns are the internal rate of return to another dollar spent on education at each level.
Source: Psacharopoulos, 1993, p. 7.

From an investment standpoint, Table 1.2 contains another important piece of information. Rates
of return to education fall very slowly as more people become educated. Cross-sectionally, this is easy to
see. The social rate of return to secondary education falls from 15.2 percent for low-income countries
(US$6 10 per capita or less) to 10.3 percent for high-income countries (US$7,620 per capita). This is a
drop of only one-third in the rate of return across groups of countries that differ in incomes by a factor of
over 12 (Psacharopoulos, 1993). The net secondary-school enrollment rate in low-income countries was
37 percent in 1988, compared to 95 percent in OECD countries (World Bank, 199 1b). For Africa, where
the stock of educated people is relatively low compared to OECD countries, the social rate of return to
primary education is 24.3 percent, compared to 14.4 percent for OECD countries. Thus, additional
investments in primary education could be expected to earn high returns well into the future. Although

I Private rates of return exceed the social rate of return because the social rate of return includes the public subsidy at each level of
education.
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we do not have similar information for retums to health, we would expect that there would also be high
economic retums to investments in better health, especially in high-mortality areas.

Human capital can also be safely assumed to share a number of features with physical capital.
Increasing the level of human capital should yield diminishing retums. The previous paragraph suggests
that on an economy-wide basis, diminishing returns set in slowly. However, for individuals this is not
the case. Those with a lot of human capital begin to reach a point where it makes little sense to invest
more in themselves. Conversely, those with little capital can benefit relatively more from small
investments.

Unique Features of Human Capital

Everyone owns some human capital. Not everyone owns land, buildings, and machines. Thus
land and physical capital is often very inequitably distributed. In contrast, every person gets an initial
endowment of human capital at birth. These endowments may not be equal, they may come with defects,
but everyone has some. Females are not discriminated in this, and in fact, they start out with a little more
health capital than do males. For many people, human capital is the only capital they will ever own.
What happens to the endowment after birth is a matter of private and public investment choices, which is
what this report is all about.

Human capital cannot be bought or sold. Human capital depreciates, like any investment, but it
cannot be given away, lost to a swindler, gambled away, or misplaced. It is a form of capital that can
only be rented by others, usually for a wage. There may be imperfections in the rental or wage market,
but human capital can be an equity-enhancing source of wealth in a society if subsidies for it are properly
targeted.

It is slow to depreciate. In industrial countries, earnings for college-educated people tend to rise
continuously after college up to their late 50s, and many well-educated people continue to enjoy very
high earnings into their 60s or 70s if they continue to work. In contrast, those with lower levels of
education, especially those in manual jobs, see their earnings peak in their early 50s. Investments in
general knowledge and skills have very long payoffs because they result in greater flexibility,
adaptability, and mobility, among other things. Even our health tends to be slow to degenerate, and we
now know that we have considerable control over the rate of depreciation of our physical and mental
capacities by virtue of how we live.

It is possible to catch up. It is also possible to catch up quickly if investments are targeted to
basic services. Richer countries have literacy rates closing in on 100 percent. It takes only a few decades
to close the gap that exists in literacy rates between poorer and richer countries. Figure 1.2 shows how
the trajectory has steepened during the last four decades as countries have striven for higher levels of
literacy. Sweden and other OECD countries have been slowly moving toward 100 percent from a much
higher starting point over the last century. In health, diminishing retums to additional investments means
that poorer countries can close that gap as well, and a few have done so quickly. However, many
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countries, including those of eastern Africa, 100
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Virtually all human capital
investment in children is produced in the home, in schools, environmental health investments, or through
the use of medical services. The range of investment opportunities for adults is somewhat wider,
including on-the-job training, experience in a job, and other little tricks each of us has learned to upgrade
our skills and continually invest in ourselves. This report is focused primarily on investments in
children, because they are the key to future economic development, and they are the focus of present
concerns about social welfare and poverty in Tanzania. Children depend on the household, particularly
their mothers, for the mothers are the agents that contract for, or produce, most of the capital that
children take into their adult years. A very large share of the investment in children is produced through
social sector services.

One of the key features of human capital production is the complementary nature of the various
investments that can be made. Table 1.3 provides an illustration of the types of interactions that are
known to exist across the social sectors. The diagonal elements are suppressed on the assumption that
there is a positive effect of each type of investment on its own outcome, such as health investments on
health status.

Look first at education. We know that it increases the ability of couples to choose their level of
fertility and achieve their goals. We also know that better educated people are considerably healthier
than less educated people. People with higher levels of schooling eat better, and tend to take greater
advantage of safe water and sewerage services. These effects are true for educated men and educated
women. However, education for women has an even broader impact in that education for them generates
strong additional benefits for their families, especially the children. Educated women have fewer,
healthier, better-fed, and better-educated children. A father's education matters in many ways
(particularly in adding to household income), but a mother's education is the most important input to
improved human capital formation in her children.
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Table 1.3: Interactions among Social Sector Investments and Human Capital Outcomes

INPUTS FROM SOCIAL IMPACTS ON HUMAN CAPITAL FORMATION
SERVICES Know/edge Family Size and Child Health Nutritional Healthful Living

Knowledge____ ______ oQuality Status Status Conditions
Education fi PfiThUTl IlTh11 11thilT l 111
Family planning lllllIl1 +
Health + + lflflfl +

Nutrition +

Water and Sanitation __ 1 :_+
Note: The strongest cross-sector effects are shaded. The two cells surrounded by heavy lines with no shading indicate

high potential for carefully targeted interventions. All of the diagonal cells could be shaded, of course, but in this
table only cross-effects are considered.

Source: This is the authors' summary of the general findings of the empirical literature.

To look at the other shaded cells, family planning investments improve the health of mothers and
children. Health investments improve nutrition outcomes because of the strong links nutrition has to
disease from parasites, endemic diseases, and nutritional failures. The links also work in the opposite
direction. A more healthful living environment resulting from investments in water and sanitation is
complementary to many other investments such as education and nutrition. In addition, targeted health
and nutrition interventions before and during the primary-school years have been shown to have
important positive impacts on educational outcomes.

Four clear messages emerge from this chart. First, education is the key producer of cross
benefits to increasing the stock of human capital. It has strong impacts across the board for the
individual receiving the investment. Second, education for women has large external benefits in
increasing the stock of human capital. Because women bear children, but also because of their
traditional roles in the household and as cultivators in Africa, investments in the schooling of women
directly affect the quality of the lives of children and others in the household. Third, targeted health,
nutrition, and sanitation investments can have high cross-benefits, especially for school children.
Fourth, health is the major "user, " or beneficiary, of other social sector inputs.

To illustrate, let's examine one important example from Tanzania of the relationships among
education, health, and population growth. As indicated above, female education is strongly correlated
with lower demand for children and higher rates of child survival. According to the Demographic and
Health Survey 1991/92, Tanzanian women with no education have an average of 6.5 children during their
lifetimes, while women who have at least some secondary education have 4.2 children. The same survey
estimated infant mortality in the past 10 years to be 103 per 1,000 live births for mothers with no
education but 72 per 1,000 live births for mothers with secondary or higher education. These same
relationships exist in industrialized and less-developed countries alike. A World Bank study of 13
African countries between 1975 and 1985 found that a 1O percent increase in female literacy rates
reduced child mortality by 10 percent, while changes in male literacy had little influence.

It appears, however, that in Tanzania, female primary education does not have a large negative
impact on fertility but secondary schooling does. This is a typical finding in countries that have high
levels of fertility and low use of contraceptives. In Tanzania, total fertility and the mean number of
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children born to one woman falls Table 1.4: Fertility and Education in Tanzania
only slightly with increasing
education, until secondary school Total Mean Number Teenagers 15-

Fertility of Children 19 Who Have
(see Table 1.4). Much of the impact is Education Rate for Ever Born to Begun Child-
direct in that it comes from delayed Women Women Age 40- Bearing
childbearing while girls are still Age 15-49 49 (v.)
attending school2. One problem for No Education 6.11 7.08 39.9
Tanzania is that girls are starting Prmary Incomplete 5.21 6.47 14 1
primary school so late (an average Of CCompleted Primary 5.17 6.26 30.0
almost age 10 in our 1993/94 survey) Secondary/Higher 4.2 4.8 9.6
that they may complete only a few Note: All information is for 1994 from the Knowledge, Attitudes and

Practices Survey except for information about total fertility and mean
years before child-bearing begins. number of children born for women with a secondary or higher education.
Very few are advancing at all to These data for these women are from the 1991/92 TDHS.
secondary school, and there the drop Source: TKAP, 1993 and TDHS, 1991/92, p. 23.

out rate for girls is at least double
that for boys. For Tanzania to reap
the health and population-control benefits of improved schooling of women will require large and
sustained investments in female education. These investments may be one of the most effective
investments towards increasing the rate of accumulation of human capital in the country because of the
cross-effects shown in Table 1.3.

Paying for Investments in Human Capital

Most of the costs of human capital formation are up front. We generally pay for an entire
education long before we start to see the economic payoffs to it, although many of the non-economic
benefits become obvious quite early. The development of human educational capital takes a very long
time, 6 or 7 years of primary school, plus an additional 2 to 12 years of secondary or higher education.
The cash and opportunity costs of time in school are usually quite high, especially beyond primary
school, and they make up most of the costs born by the household. Even if the cash costs are paid by the
government, households pay the taxes that make such subsidies possible, so there is no escaping the high
cost of such investments.

The problem of financing human capital, with high up-front costs and long-term pay-back, is
compounded by poverty. While everyone can benefit from human capital investments, not everyone is
equally capable of making them. The poor often have to make tragic choices between today's
consumption and productive investments in their children. They simply cannot afford to do both.

Once a child finishes about three or four years of primary school, he or she is passably literate
and numerate. Another four years, and the child is competent in all basic intellectual processes. In
Tanzania, completion of primary school cost the government about US$153 in FY 1995 in direct
subsidies, and cost parents about US$80. One year of secondary school cost about US$575 in FY 1995.
Of this total, the government paid approximately US$167, and parents paid about US$408 (Follmer and
Kessy, 1996; Dar and Levine, 1996). One year of university education costs about US$5,781, paid

2 Although Table 1.4 contains simple correlations, the pattern is supported by multivariate work and is robust across many developing
countries.
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entirely by the government.

Government recurrent spending in FY 1995 was about US$48 million on primary education,
US$8 million on secondary education, and US$22 million on primary health care, a total of about US$78
million. Households pay approximately double this amount. The key message of this report is that
public sector spending on human capital investment is very low relative to the needs of the economy and
its potential to absorb such investments. Public subsidies are provided inefficiently, and the distribution
of the subsidies is inequitable.

Summary

The payoffs to human capital investment in Tanzania are large even if we only look at the impact
they can have on earnings capacity and economic growth. Because of the synergistic effects of investing
in one type of human capital on another, it is clear that the highest priority investments should be in basic
education and education for girls. Targeted health and nutrition subsidies can also substantially improve
the stock of human capital.

Perhaps most importantly, efficient investments in human capital are powerful poverty-reduction
tools. When all of the benefits, both direct and indirect, of investing in people are tallied up, it is hard to
find a loser in the process. The benefits extend across all productive sectors of the economy, tend to
improve the relative position of the poor, and offer high payoffs to future growth potential. This is a win-
win situation. Tanzania will only benefit by reviewing its social sectors, improving its human capital
investment policies, and constantly monitoring those policies to make sure the goals are being achieved.



2
DEVELOPMENT AND STRUCTURE OF THE SOCIAL SECTORS

The conditions of the social sectors in Tanzania are, in large measure, a result of policies that
have been in place for the past several decades. This chapter provides an overview of the development of
the social sectors in Tanzania. It begins by describing the general policies, practices and problems in the
social sectors since Independence. It then presents information on the implementation of social sector
policies through the local government structure. The chapter concludes with a review of public spending
levels and patterns.

THREE ERAS'

The Government of Tanzania, recognizing that the country's development depends on the
education and well-being of the citizenry, has had a long and enduring history of progress in the social
sectors. From the time Tanzania gained its independence, the delivery of a wide range of social services
has been viewed as the government's responsibility, and policymakers have sought to extend health,
education, water, and other social services to the largely rural population. In light of the low income
levels in most of Tanzania, the government historically provided services at no direct charge.

Bilateral and multilateral donors have played an important role in the development of Tanzania's
social service infrastructure. Much of the capital for construction of service delivery points
(dispensaries, health centers, primary schools, and water systems) has come from external sources. In
addition, basic inputs such as essential drugs for rural health units and primary school textbooks have
been provided by donor agencies. Both short- and long-term technical assistance have been offered in
the form of managerial and technical support for social services.

Non-governmental organizations, particularly those associated with religious organizations, also
have contributed to the development of the social sectors in Tanzania. Religious missions have
supplemented government-provided services with hospitals, dispensaries and schools in many areas of
the country.

Phase I: Independence to Early-1980s

In 1961, upon gaining its independence, Tanzania inherited the British colonial economic and
public sector structure. The health system consisted of a few hospitals and private doctors in urban areas,

This section is adapted from the Social Sector Strategy prepared by the Government of Tanzania Planning Commission for the
Consultative Group meeting, February 1995.
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religious mission services, and traditional healers in rural areas. The education system was stratified
according to race, and the quality and accessibility of African schools were poor. In the water sector,
most households obtained water at no charge from natural sources (surface water) or purchased it at
kiosks.

Recognizing the fundamental inadequacies of the colonial system, and the needs of the
population and the economy, the government sought to increase access to basic health, education and
other social services. Much of this was done with the generous assistance of bilateral and multilateral
donor agencies willing to support the newly-independent country.

The government's approach was Table 2.1: Expansion of the Health Sector: 1969,1978, and 1992

to provide both basic and specialized
social services using uniform, population- Input 1969/7O 1978/79 1992
based standards for construction and Civil Servants 12,400 (1971) 17,036 (1981) 32,650 (198B)

staffing. It sought to provide those Health Centers 50 183 267
Dispensaries 1,444 2,282 2,393

services at no charge to the users, and to Di-spensaries 1,444- 2,282 -- ,39
Civil Servants per Unit 8.7 6.9 12.3finance the services using tax revenues

and donor support. Sources: MOH, 1993; World Bank, 1994a.

The expansion of social service
infrastructure and service provision during this period was impressive. In the health sector, for example,
the number of government-operated rural health centers more than tripled between 1969 and 1978, and
the number of dispensaries nearly doubled (see Table 2.1). Most of the 107 institutions now training
health personnel were opened during this period, and large numbers of rural medical aides, medical
assistants, medical officers, and nurses were trained and deployed in rural areas. As a result, the number
of doctors increased more than three-fold and the number of medical assistants, rural medical aides, and
health assistants increased by an order of 1 0. This expansion resulted in about 90 percent of the
population living within 10 kilometers of a health facility, and nearly three-quarters within 5 kilometers
of health services.

In the education sector, expansion Table 2.2: Expansion of the Education Sector: 1971, 1981, and

was even more rapid. As shown in Table 1991
2.2, both the number of enrollees in Inputs and Enrollees 1971 1981 1991
primary schools and the number of Civil Servants Working in
education sector workers increased by Education n 23,131 93,318 101,042 (ise
nearly four-fold during the 1970s. The Primary School 902,619 3,530,622 3,512,347

majority of the 10,900 primary schools Enrollments

now in operation were constructed during Secondary-school 43,352 67,002 166,812

the 1970s, allowing each village to have Enrollments
its own primary school. Most of the 40 Civil Servants per 41 39 36Student
teacher-training colleges now in operation
were opened during this period. Sources: MOEC, various years; World Bank, 1994a.

Secondary-school enrollments expanded at a much slower pace. This was due to deliberate
rationing of secondary schooling as part of a government effort to coordinate student enrollment with the
nation's manpower requirements. Between 1971 and 1981, enrollment in secondary schools grew by
only about 24,000 students, and the enrollment rate remained stagnant, at only about 4 percent of the
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cohort of children in the relevant age range.

Water delivery systems were Table 2.3: Expansion of the Water Sector: 1971, 1980, and 1991

expanded greatly during the 1970s. Under
Regional Water Master Plans, donor- Water Supply Indicator 1971 1980 1992
financed blueprints for improved water Population Covered by Safe" 1,440 7,644 7,474
schem es were created in nearly all ------------ ------ ------------------------ ---------------------------------------------- I--------

Share of Population Covered by 12 47 46a
regions, and large-scale construction was "Safe" Water (%)
initiated. As shown in Table 2.3, between
1971 and 1980, the proportion of the a Recent figures are widely thought to overestimate access. Currently,

only about 25 percent of households are thought to use improved
population with access to improved water water sources.
sources increased from 12 to 47 percent.

Source: Mutalemwa, 1994.

As the water sector improved,
centrally-planned activities were initiated to expand access to sanitation facilities. In 1973, the
govemment introduced the "latrinization" campaign. "Mtu ni Afya." This campaign, which required that
each household should have and use a latrine, was accelerated following a cholera outbreak in 1977. As
a result, latrine coverage in the rural areas increased from 20 percent to 50 percent between 1973 and
1980.2

Phase II: Early-1980s to Early-1990s

The impressive investments and accomplishments of the 1970s were not sustained through the
1980s. The govemment encountered difficulties in financing and managing the social services that had
been put in place. At the same time, the expectations of the population increased. By the end of the
decade and into the 1990s, the system that had promised rapid improvement in human welfare had not
met its ambitious targets. Progress toward improved outcomes was lagging. A brief examination of the
problems that emerged during the 1980s illustrates the weaknesses in the system.

Three basic supply-side problems emerged as the govemment sought to increase social services'
coverage of the population.

First, the recurrent cost burden, following large capital investments in health, education and
water services, and training of large numbers of personnel, was enormous. While donors had been
willing to finance much of the capital cost of developing the infrastructure, financing of the recurrent
cost was largely left to the government, which in turn depended on a small tax base.

The problems resulting from an overextension of the health, education, and water systems were
compounded by rapid increases in the costs of imported materials, including petroleum, by the financial
demands of other sectors, and by unfavorable intemational trading conditions. In 1972, the total oil
import bill of Tanzania was Tsh 269 million, but by 1977, despite a 20 percent cut in oil consumption,
the cost was Tsh 835 million. Among other consequences, the skyrocketing oil bill cut deeply into the
health and education systems' supervision and referral functions.

2 Figures on latrine coverage may be slightly misleading because of a broadened definition of improved sanitation facilities in recent
years.
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At the same time, government revenues declined. The prices of three of the nation's major
exports (coffee, tea and tobacco) fell by 40, 29 and 12 percent, respectively, between 1976/77 and
1981/82. The unfavorable import-export market placed severe financial strains on the government's
capacity to support social and other services. Purchase of items such as spare parts for water pumps
became nearly impossible.

The second major problem faced by the government was that centralized management of the vast
networks of water systems, health facilities, schools and associated staff was severely limited by the high
cost of transportation and communication in rural areas. Accountability was inadequate, and consumers
felt little or no ownership of the social services upon which they depended. The problems were made
worse by the lack of coordination and changing lines of authority between central and local governments.
Standard plans and norms established by ministries in Dar es Salaam were expected to be implemented
by local governments, but the local administrations had relatively few financing options. Health and
education sector employees, technically accountable to and supervised by central ministries and regional
authorities, were formally employed by local governments.

The third problem was that both central and local governments were relatively passive toward the
initiatives of donor agencies. These agencies had been essential to the positive developments in the
social sectors. The lack of coordination of donor efforts led to a situation in which some donor-funded
vertical programs drew attention away from core supervisory and service delivery functions in the health
sector. External technical assistance in some sectors, especially the water sector, was poorly integrated
into the government's existing structure, and too little indigenous capacity was developed to maintain the
systems after the termination of consultant contracts. Some districts tended to receive considerable
foreign assistance, while others were left with little or none.

None of the problems described above were insoluble. However, the Government of Tanzania
did relatively little to improve the situation during the 1 980s, in the face of a severe crisis throughout the
economy. Without altering the fundamental definition of the government's role and near-monopoly
position in the social sectors, policymakers attempted to stretch shrinking resources over expanding
needs. The government's commitment did not wane. Table 2.1 and Table 2.2 show that by the end of
the 1980s, manpower in the social sectors had continued to increase. However, the high cost of
personnel tended to crowd out other necessary expenditures.

As a result, the quality of most social services declined. In the health sector, difficulties were
manifested in decreased attention to supervision at the regional and district level, critical shortages of
basic pharmaceutical and other medical supplies, and dissatisfaction of workers with their salaries. In the
education sector, where the expansion had been most dramatic, textbooks and basic teaching materials
were in short supply, as were qualified and motivated teachers in rural primary schools. In the water
sector, implementation of the Regional Water Master Plans faltered. Over time, those systems required
maintenance, spare parts, and ongoing operational support that was not forthcoming. Within several
years, a large share of the pumps, wells, and other schemes that had been installed were non-operational.
In some regions, up to two-thirds of the schemes went out of service. Some systems were started and
never completed, leaving communities with partially constructed wells and pumping systems, and no
access to improved water sources.

On the demand side, the population grew by about 3 percent annually during the 1980s. As a
result, population growth alone placed increasing pressure on the government's ability to deliver social
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services. Graduates from the first Universal Primary Education cohort placed severe pressure on the
limited number of spaces available in secondary schools.

In part as a result of early successes in the social sectors, expectations about what the
government should provide rose. The rise in living standards, at least in some areas of the country,
created growing demand for better health care, education, and piped water - in short, for greater state
spending. Despite faltering growth in the late 1970s and early 1980s, sustained growth in incomes began
again under structural adjustment in 1984, further fueling demands for services that the government
could not adequately supply.

Phase III: Current Era (early-1990s)

The stresses placed on the system of social services and the economy, and the inability of the
system to adapt to those stresses during the 1980s, can be seen in health, education, and other outcomes
during the 1990s. Overall, progress has been disappointingly slow. Enrollments in primary school have
declined while illiteracy rates have at best remained stagnant. Basic health conditions, including those
related to water supply and nutrition interventions, have improved very little, while the AIDS epidemic
has added critical new challenges to the system. Continued rapid population growth has only added to
the problem.

The government's current position, as articulated in its Social Sector Strategy (Government of
Tanzania Planning Commission, 1994) is that the country's future development depends on a well-
educated, healthy population. In Africa, as in the rest of the world, the engine of development will be the
skills and productivity of the population. The experience of East Asia shows most clearly the potential
for sound investments in basic education, in particular to support rapid rates of poverty-reducing growth.

A recognition that effective human capital investment has stagnated for 15 years has prompted
new thinking about the government's role in the social sectors. Experiences of the 1980s show the need
for greater flexibility, diversification, and responsiveness to demand in social service delivery, attention
to sustainable financing, and explicit priorities for government and donor spending.

As part of this new thinking, the government is consolidating and focusing its role in the delivery
of basic health and education services. At the same time, it is liberalizing the environment for private-
sector participation in high-demand services that provide individual benefits. The government is defining
its core (and non-core) functions and seeking to allocate the vast majority of public monies toward core
functions. In addition, it is identifying the highest-payoff investments within and across the social
sectors.

The government recognizes the role of households in investment decisions regarding health,
education, and the well-being of its members. Household members are seen as active participants in
choosing and supporting the services that offer concrete benefits to the population. This recognition has
the potential both to improve the quality of social services and place them on a sounder and more
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sustainable financial base. As part of Box 2.1: Principles of the Social Sector Strategy

this effort, the state has plans to shift The government proposes the following as principles for investments and
some management decisions for action in the social sectors.
primary schools to committees.
Further, a pilot project is currently Priority Attention to Development of Human Capital. As the key to

Tanzania's future, the social sectors will receive priority attention from the
underway in which community highest levels of decision makers. Public investments in human capital
representatives participate in the will be consistent with the country's development goals.
management of basic health service
fanacilitiesm(eet Box 5.2). healthsPrivate Sector Partnership. The public sector (government and donors)
facilities (see Box 5.2). will serve as agents to stimulate private investment, ensuring that basic

services are adequately financed while not necessarily directly providing
DELIVERY OF SOCIAL SERVICES those services.

THROUGH LOCAL GOVERNMENT Defining the Public Sector Role. The government has a special role to
play in complementing, not substituting for, investments in human capital

Abolished in 1972, elected that are made by the household. In particular, the government has the
local governments were reintroduced responsibility of investing in the priority areas that have the greatest socialpayoffs and that disproportionately benefit the poor. This is true along
in Tanzania in 1983 and charged with several dimensions: Across all sectors, the government will seek the
the responsibility of delivering basic optimal allocation between social sectors and other types of projects;
health services (district hospital and within the social sectors as a whole, the government will identify the typesof investments that generate the greatest long-term returns; and within
below) and primary education services. each of the social sectors, the government will seek to concentrate
This mandate is wide-reaching, and resources on the inputs and programs that are most appropriate for public
includes responsibility for the financing. In briefest form, this means concentrating public resources on
operation and maintenance of health preventive and basic curative health services, and basic education.

facilities and schools, employment and Targeted External Assistance. Donors will be asked to concentrate their
supervision of health cadres and activities and support in areas that are of high priority to the government,

and that do not divert scarce human or material resources toward lower
teaching personnel, maintenance of priority objectives. At the same time, donors will be asked to complement
local water systems, and so forth investments being made by the government.

(Shirima 1994). Orientation toward Outcomes. Progress toward objectives will be
measured in terms of improved measurable outcomes, rather than

Local Government Institutions expansion of the number of schools, water systems, facilities, and
personnel.

The functions of the existing Local Control. The government will be accountable to the communities
three tiers of government are complex and households served. In the final analysis, it will be the consumers of
and often overlapping. The central social services themselves who must be satisfied with the quality and
government prepares guidelines for quantity of services and choices that are available to them. The means todo this is through further decentralization of authority and movement
economic policy and management, toward facility-based management.
human resource planning, investment
huidelinesource plan nin, anagesment Cross-Sectoral Linkages. Investments in the social sectors will be made

guidelines, manpower manageme t .more efficient by taking into account linkages across the sectors.
policies, and budgets (including Specifically, available evidence strongly suggests that improvements in
centrally prepared investment and one area-female education-is the surest route to significant improvements
recurrent budgets). Regional in household welfare in the next generation.
governments are responsible for
interpreting locally implemented central government plans and policies for the benefit of local
governments, supervising their implementation, and providing technical advice to local governments in
the execution of their development plans. The local governments, as stated above, are responsible for the
implementation of services, employment of personnel, and (in concept) preparation of budget requests.

Administratively, local governments are weak due to shortages of qualified staff, compounded by
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the loss of experience and institutional continuity during the period 1972-83. The structure and
organization of local governments is currently based on an elaborate committee structure, inherited from
the one-party era that prevailed from Independence to the early 1990s. The three types of committees
generally recognized include political committees, administrative-political committees, and technical
committees. These committees are also multi-tiered, ranging from the Village Council (the lowest formal
committee in the local government system) to the Regional Development Committee. Currently, the
district and village councils are elected, but all district-level officials are appointed by the central
government. In general, members of the decision-making committees and councils are predominantly
male. However, the government has made some efforts to increase female participation in these
decision-making bodies.

Local governments are the owners of primary schools and dispensaries and are responsible for
their maintenance. Their authority is severely circumscribed, however. Procurement of supplies and
equipment for health and water schemes is usually done through central government stores, and the costs
are debited from the respective district account. While some attempt has been made to increase local
governmental authority, household and community members are otherwise virtually uninvolved in
facility or systems operations.

Local governments are the defacto Box 2.2: Hiring and Firing of School Teachers
employers of staff in the social sectors in that they
issue letters of appointment and pay salaries and The hiring and firing of school teachers illustrates the

complexity of the relationship between central planning
related benefits. However, local governments have and local implementation. Teachers are centrally
little say in the selection, motivation and discipline of supplied to the local government system without local
their staff. They have to accept staff provided governments having any say in the selection of

individuals. In the case of severe teacher misconduct,
through central government allocations, and local parents are expected to lodge their complaint with the

governments are neither permitted to identify local school committee. If the committee agrees on a
candidates nor to fire them. Disciplinary measures probable cause for action, the District Executive

Director within the local government is notified, and he
for professional misconduct and recognition for or she passes the matter on to the Teachers Service
outstanding performance are largely handled by the Commission in the Ministry of Education and Culture,
sectoral ministries through their regional arms (see which in turn prepares a recommendation to the
Box 2.2). Regional Service Commission. The matter is finallydecided and settled by a national committee, which

hands down a verdict; the verdict then cascades back
There are few incentives for staff to perform through the system to the local school. The Regional

and few disincentives not to perform. Given the Service Commission is the body with the authority tohire, fire and discipline staff. Recognition of
distance between supervisory and implementation exceptionally good performance follows the same
levels, and constraints within the central ministries, process and is understandably rare.
there is virtually no assessment of performance, and
promotions are usually awarded on the basis of length of service or patronage. On the other hand, only
gross negligence is considered grounds for firing. A vacant post is normally filled by appointment rather
than open competition.

Local governments are heavily dependent on central government financing, in particular for the
agency services that cover education, health, and water and sanitation. Development projects are almost
wholly funded by annual block grants from the center, and about 70 percent of the recurrent budget is
similarly funded.

The sources from which local governments in Tanzania can raise money to finance services are
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well articulated in statutes, and include taxes, licenses and fees, user charges, rental income from council
properties, government grants, and donations. Despite being empowered by existing statutes to raise
revenues from a variety of sources, however, the actual performance in generating revenues has been
low.

An examination of the potential revenue sources shown in Table 2.4 suggests that most are
inflexible and cannot keep up with inflation. The development levy, a head tax, is the most important,
especially in rural areas. Businesses and liquor license fees are relatively more important to municipal
governments. For both urban and rural councils, these two taxes account for approximately 60 percent of
the revenues.

Locally raised resources are inadequate in part because the central government proscribes
increases in license fees, and because user fees are fixed at very low levels. Consumers are unwilling to
pay for poor quality services, as described below:

Table 2.4: Source of Funds for Rural and Urban

* The central government sets the Councils (%)
minimum and maximum license fees Type of Council
for each business. About 80 percent Source Urban Rural
of these license fees (ranging from Development Levy 35 50
Tsh 40,000 to 400,000 per annum) BusinesslLiquor Licenses 24 9
are collected by the central Market Dues 7
government, leaving only about 20 Property Tax 7
percent of the collectable fees to the Produce Cess 10
local governments. Local Livestock Cess - 3
government agencies are not legally Others 27 28
empowered to further raise the Total 100 100
collection fees.

Source: Shirima, 1994.

* User charges for social services were
abolished in the early 1970s. Their recent reintroduction has been problematic,
especially given the low quality of the services provided by the government. Local
governments are caught in a vicious circle: declining revenues affect the quality of
services, which in turn undermines the willingness to pay.

Local Government Allocation Process and Accountability

The decisions about how much to spend and how to allocate funds are embedded in a local
authority's budget. Thus, the degree of discretion over spending may be evaluated at several stages
through the planning and budgeting process. The local authority planning/budgeting process is iterative
and lasts a full year from July to June. It involves both the administrative and the political systems at
successively higher levels, as well as local governments, regional administrations, and the central
government (see Box 2.3).
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Local governments have occasionally Box 2.3: Transfer of Funds
expressed concern over the role of the
regional administration in the planning Development Expenditures.
process. In particular, they have identified Step 1. Councils prepare quarterly progress reports on project
the following problems, which indicate that implementation, which are forwarded to the Regional
financial decision making and technical Development Director (RDD).
knowledge are disconnected: Step 2. RDD consolidates district project reports and forwards

them to the Planning Commission through the
* local government budgets are Department of Local Governments in the Prime

assessed and amended at the Minister's Office (PMO).
regional level before they are Step 3. Planning Commission reviews report and approves
forwarded for approval to the release of funds through the PMO.
Prime Minister's Office; Step 4. PMO channels funds to the districts through the RDD.

* regional administrations Recurrent Expenditures.

unilaterally carry out Step 1. Funds to meet expenditures for grant services are
development works within released to districts through the RDD.
the jurisdictions of the
councils, regardless of Step 2. Reports are prepared by councils highlighting howcouncils, regardless of funds were applied. These are checked by the PMO
councils' perceived before the next quarterly release.
priorities;

In short, the role of the RDD can be viewed either as that of an
unnecessary administrative layer, or that of a post office box,

* regional administrations depending on how each RDD views his/her function.
divert council resources for
activities which have not
been budgeted for by the councils;

* regional administrators undermine council decisions on the setting of tariffs and rates;
and

* urban councils are at a disadvantage because regional development priorities are
determined by the regional development councils on which urban council representatives
are greatly outnumbered by rural council representatives.

The accountability of local governments in Tanzania is seriously deficient, for the following
reasons.

* External audits for the most recently available fiscal year (1991-92) were more than 40
percent in arrears on account of delayed submission by local governments and staff
shortages in the Auditor General's Department. External audits of some accounts have
been in arrears for more than three years.

* Internal controls are neither feasible nor operational because of a lack of qualified and
experienced staff. By the end of 1993, there were only two fully-qualified accountants
working as treasurers in the entire local government system. These (and others, less
qualified) had only limited and unclear decision-making authority.
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* Annual accounts are kept in a variety of forns (cash, accrual, or modified accrual),
submissions are irregular, and principles of accounting are applied inconsistently from
one year to the next.

* Budgetary controls suffer from major anomalies in the budgeting system, with the
recurrent budget running from January to December and the development budget running
from July to June. Budget proposal changes are subject to arbitrary cuts at higher levels
without reference to local priorities.

* Internal audits are constrained by shortages of qualified staff and the lack of audit
guidelines. Few councils have functioning internal audit units.

The principal issues in resource allocation relate to a disconnect between spending authority and
accountability. Local government budgets are assessed and amended at different stages, and arbitrary
cuts are made by other tiers of government without consultation and regardless of local priorities.
Assessments of spending priorities for development are made without a financial and economic appraisal
of the proposed investment, and without an assessment of the associated recurrent budget implications.
Recurrent expenditure budgets are prepared on an incremental basis, without an assessment of spending
priorities, and the resources to control and account for expenditures are woefully inadequate.

PUBLIC SPENDING AND THE DISTR1UTION OF BENEFITS

This section provides a broad overview of public spending on the social sectors. Two basic
questions are posed: How much does the government spend on health, education and water services?
How does the population benefit from these investments? We first present information on the levels and
trends of government spending on the social sectors. Next, we examine how the benefits of public
spending are distributed across the population, by income category. This is intended as an overview. In
the chapters that follow, resource allocations and benefit incidence for each sector are examined in detail.

Government Spending
Table 2.5: Total Government Expenditures, 1994195

The levels of spending in the social
sectors are widely acknowledged to be Budgeted Share of Total
inadequate to operate even the existing Estimate 93/94 Recurrent (%/.)
health facilities, water systems, and schools GrossbRcurren
(see Box 2.4). In 1994/95, the Government Gpssndituresrent 372.7 100

of Tanzania budgeted 40 percent of recurrent Of Whic,h:--------------------------- ----------------------
expenditures, about Tsh 150 billion, for the Education 83.0 22

social sectors, broadly defined to include Health 57.0 15

education, health, water and sanitation (see Water 5.4 1

Table 2.5). Education absorbed 22 percent Other 4.3 1~~~~~~~~~~~~~~~~- -- .. .. .... --- - ----- -... .. . . . . . .. . . . . . . . -- --- ---- --- ... . . . . . . . .
of the budget. On average, direct central Total Development 20.0

government expenditures through sector Expenditures
ministries constituted slightly more than one- Total Expenditures 392.7
third of the total, while the remainder was
third of the total, while the remainder was Source: Follmer and Kessy, 1996; World Bank, 1997.

disbursed through the regional government
and district councils. Almost all of the
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money was raised by the central government.

Box 2.4: How Much is Enough? Underfunding in the Social Sectors

In each of the social sectors, chronic underfunding has been identified by the government and donors alike as a severe
problem. As Lawson (1993) points out, however, the concept of underfunding is rarely defined. At times, references to
underfunding are meant to indicate that government funding of education and health services is inadequate to meet the
demand for those services. This is the broadest sense of the concept of underfunding, and it accepts the premise that it is
the government's responsibility to provide all services to the full population. At other times, 'underfunding" means that the
budget does not stretch to meet the government's current targets for coverage, given certain staffing and other input
norms. Given the ever-expanding targets in health, education and water, and the use of staffing norms that were not
based on economic analyses, this definition of underfunding is also broad. A narrower definition of underfunding is
interpreted to mean that the health facilities, schools, and water systems now in operation cannot function at capacity
because of lack of financial resources.

In his analysis of underfunding, Lawson drew from past estimates of the cost of fully supplying, staffing, and maintaining
existing schools and health facilities. He concluded that "to operate existing services effectively, the government would
require additional recurrent funding of at least Tsh 15.5 billion for health and Tsh 17.5 billion for education."

In a separate analysis of the magnitude of underfunding, the World Bank (1994a) estimated that to provide quality
education to the current enrollees in 1993/94 throughout the primary school system would cost the government nearly 20
percent more than is currently devoted to primary education. If the enrollment were to expand to universal coverage of
appropriately-aged children, the education budget would have to increase by about 76 percent. In the health sector, the
World Bank roughly estimated that the health budget would have to nearly triple to meet the funding requirements for the
essential health care package recommended in the World Development Report (World Bank, 1 994c).

Whichever analysis is used as an indicator, there is no doubt that the funding of the social sectors is in a state of crisis.
The gap between current expenditures and requirements is vast. The skewed allocation of funds toward higher-level
services means that conditions are even worse for basic health and education, which provide most of the services to the
poor. The matter of where additional money should come from (reallocations within the sectors, reallocation of the central
government budget, greater local tax capacity, users, or donors, or a mixture of all) is a major problem to be solved.

The high recurrent costs of the overextended social service network, combined with severe
economic constraints, resulted in the government spending most of its funds on the relatively expensive
elements of the system, namely secondary schools, universities, hospitals, and so forth. Few resources
have remained for maintenance, non-personnel inputs, and quality improvements. Very little money has
been mobilized for new capital investments in the water sector, which has suffered from many years of
inadequate maintenance.

The share of total government spending that is devoted to the social sectors has been falling over
the past several years. While total government expenditures have grown in real terms at an annual
average rate of 18 percent, social sector expenditures have grown by only 11 percent. In the social
sectors, development expenditures have increased more rapidly than have recurrent expenditures (see
Table 2.6). Social sector spending as a share of overall government spending at the regional and council
levels fell from 43 percent in 1991/92 to 36 percent in 1993/94.

Donor Spending

Net official development assistance has comprised approximately 40 percent of Tanzania's gross
domestic product in recent years. In 1991, external assistance amounted to about US$43 per capita,
making Tanzania one of the countries most dependent on external funds. A large share of this assistance
is allocated to the social sectors, though the relative shares that different sectors have received have
changed over time.
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Each of the social sectors Table 2.6: Trends in Social Sector Spending: 1990-93
depends heavily on donor aid.
Donors fund about 78 percent of Average Share Average Real
development expenditures, and 5 Share between GrowthperAnnum
percent of all government FY90-FY93 FY90 and FY90-FY93
expenditures in education. Only FY93
41 percent of external assistance is Eetn dbitures 1000 oo 175
devoted to primary education, Total Expenditures 30-2 --- - -
while 53 percent is allocated to in Social Sectors 30 -2.7 11.3

, ~~~~~~~~. .. .......... ..... ------- --- -- -- -- -- -- ..... ... .......... ...... --------... .... ..... ........ 

higher and technical education, Net Recurrent 100.0 0.0 10.3
adult education, science and Expenditures
cultural programs, and ministry Recurrent
andregional administration. Expenditures in 36.3 -2.1 6.1

and regional ~~~~~~Social Sectors, .... -. -. ........ ...... ...... ... ... .... .. ....... ....... -- --- .... .. .............. . ...... ............ . ....... ........ ......... ........... .

In the health sector, Total Development 100.0 0.0 54.6
..... .......................................................... ....... . . . . . . . . . . . ... --..................................................... ........

donors fund a full 84 percent of Development
development expenditures. Expenditures in 14.0 +3.9 74.4
Donors do relatively better in Social Sectors
focusing on basic services in Source: World Bank, 1994a.
health as compared to education.
Approximately 70 percent of all
donor funds in the health sector go toward preventive services (including vertical immunization
programs). Another 30 percent is devoted to curative services, principally those delivered in dispensaries
and health centers.

Donor investment in water and sanitation has been declining since 1982. External funding for
the sector decreased by about 78 percent, from US$49.6 million in 1989 to US$11.0 million in 1995.
Spending on water and sanitation as a share of all foreign assistance declined during that same period
from about 5.4 to about 1.1 percent.

The dependence of Tanzania's social sectors, even at the current unsatisfactory level of service,
places the country in an extraordinarily vulnerable position. It is fully dependent on donor support for
key inputs. Most training activities are fully funded by external assistance. Recent budget crises have
forced the government to curtail all official travel, even routine supervision trips, unless donor support is
provided. Numerous institutions, including the Institute for Management Training of Education
Personnel, the Tanzania Food and Nutrition Center, the National Family Planning Program and others,
are heavily (or fully) dependent on donor funding for their survival.

Incidence of the Benefits of Public Spending

As noted earlier in this chapter, an overriding and consistent theme of Tanzania's social policy
since the Arusha Declaration has been to ensure that basic social services are available equitably to all
members of society. The extent to which this is achieved can be assessed, in rough terms, by examining
how the benefits of public spending are distributed across the population. The basic question is whether
government spending is targeted toward the needy population. To answer this question, data on
household use of social services were combined with infornation on how the government and donors
spend their resources on health (including family planning and nutrition), education, and water.
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The analyses
show that the benefits of Table 2.7: Aggregation of Public Social Expenditure Incidence, 1993
public spending accrue Welfare Group
disproportionately to the Lowest Highest Total

Sector Expenditure Second Third Fourth Expenditurebest-off households (seeQunleunte _____

Table 2.7) . The richest Education 14 16 16 16 37 100

20 percent of Health 17 20 16 18 29 100
households capture 34 Water 11 11 15 23 40 100
percent of the benefits Combined

of recurrent public Education,
spending on health, Health, and
education and water. Water
The poorest 20 percent Source: HRDS, 1993/94, and World Bank, 1994a.
capture 14 percent of
the benefits.4

This distribution of the benefits of public spending can be explained quite simply. The
government has made a commitment to provide all levels of health, education, and other services at
highly subsidized prices and to restrict the private sector. The distribution of subsidies from basic health
and education services are fairly even across income groups. But they are also cheap. The highest levels
of services (hospitals and universities, for example) are far more costly on a per capita basis. They are
also more accessible to the relatively well off urban population. In education, the relatively few,
typically wealthier students who are selected for secondary or university schooling receive the benefits of
a sizeable share of government and donor investment. In health, better-off populations use nearby
district, regional and consultant hospital services, and therefore consume a disproportionate share of the
health budget. In water, where the distribution of benefits is highly skewed, huge investments have been
made in urban water systems, benefitting the well off populations almost exclusively.

The systematic inhibition of the private sector in Tanzania greatly contributes to the distribution
of the benefits of public spending. In settings where the private sector is more active in providing social
services, the better-off populations are likely to meet a large share of their demand by purchasing
services in the market.

Water figures for 1994/95 were not available. Estimates of the distribution of benefits for health and education in 1994/95 were
calculated based on the 1994/95 division of expenditures across subsectors assuming that each quintile's share of subsector benefits had
not changed. For example, assuming that the distribution of benefits across quintiles for primary school, secondary school, and
university had not changed, the distribution of total education benefits was recalculated using the 1994/95 distribution of expenditures
across levels of education. Using this approach, it is estimated that the poorest income quintile received 13 percent of education
expenditures in 1994/95, the second poorest received 16 percent, the middle quintile received 15 percent, the second richest received 15
percent, and the richest received 41 percent of the benefits. Thus, the richest quintile appears to have increased their share of total
education benefits. Using this same technique to estimate the distribution of health expenditures, the poorest quintile received
approximately 17 percent of health spending in 1994/95, the second poorest received 19 percent, the middle quintile received 16 percent,
the second richest received 19 percent, and the richest quintile of the population received 28 percent. Thus, the distribution of health
benefits appears not to have changed from the previous year.

4 It is important to note that we have no infornation on the incidence of taxes. However, because government revenue is heavily
dependent on indirect taxes, it is quite likely that tax incidence is regressive, compounding the regressivity of social spending.
Moreover, conservative assumptions were made in estimating incidence of expenditures, so we expect that Table 2.7 actually
understates the regressivity of the benefit structure.
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CONCLUSION

The social sectors in Tanzania are entering a new era, in which the government and donors are
learning, from successes and failures of the past, to restructure the delivery of services through the
government and to ease the constraints on private-sector participation. Increasingly, there is recognition
that the government cannot provide all services to all people, given the tight budget constraints and
limitations in implementation capacity. The government is committed to targeting public funds toward
the investments that yield the greatest positive results for society in general, and for the poor in
particular.

The current division of responsibilities between the central and local government authorities is
now a significant part of the problem. Ambiguity in management roles, overexpansion of infrastructure,
lack of revenue-generating authority at the local level, and general underfunding have created a situation
in which local authorities cannot adequately operate and maintain the institutions that were centrally
planned. More effective decentralization, combined with greater accountability at the local level, is a
requirement for progress in the delivery of social services.

The fundamental reason that the government should ease constraints on the private sector and
foster more effective decentralization is to increase opportunities for households to invest in their
children's human capital. Under the current system, households are severely constrained in their ability
to make investments in health and education that will yield greater welfare for their families in future
generations. Given that households have the greatest stake in human capital investment, it is essential
that the government alleviate those constraints.



3
CHARACTERISTICS OF THE TANZANIAN HOUSEHOLD

The household's role in determining the outcomes in the social sectors has often been neglected
in Tanzania. Regardless of the education, health, water, and other services available, the impact of those
services depends heavily on the choice that parents and other household members make to use, or not to
use, the services. In addition, many of the preconditions for successful education and good health are
determined within the household, and are relatively insensitive to government intervention.

This chapter summarizes information about the characteristics of the Tanzanian household. How
many children and adults live in a Tanzanian household? How much does a typical household consume,
within and outside of the market, and how do consumption patterns vary? How much does a typical
household spend on health, education, and other types of human capital investments? We highlight the
differences between poorer and better-off households, as well as been those in urban and rural areas of
the country. The information presented comes from analyses of the Human Resources Development
Survey 1993/94.

HOUSEHOLD STRUCTURE

Overall, the average family size in Tanzania is 6.1 persons. Poorer households tend to be larger
than better-off households (7 versus 5 household members for the lowest and highest income quintile,
respectively). On average, rural households
are larger than urban households.

Table 3.1: Demographic Characteristics of the Household, by

Rural households and low-income Expenditure Level
households are characterized by a higher Lowest Highest
dependency ratio than urban and/or better-off Characteristic 20% 20% .A
households. That is, low-income households Average Household Size 7.2 5.0 6.1

, ..................-........ ............................ ---------- ----- ----- ----- ------..... . ......... ....... .... ---- ------------

tend to have more children and more older Dependency Ratio 1 3 0 9 1 2
people, relative to the number of individuals Average Age of Household 46.3 411 43 6
in the working age groups. The dependency H -ea d .----------- - --------- I------ ------- ---.
ratio for the poorest one-fifth of households is Female-Headed Households 13.2 18.0 15.1
1.3, compared to 0.9 for the best-off Average Number of Children
households. Most of this difference is the e14 251 2.8
result of differentials in fertility and the Average Number of Adults 020 0.14 0 15
number of young children. On average, there Over 64,,,,,,,, ,,,............................... ..... ,,...........I - ----- --- - ---- --- -I -- ---- -- -- -- - ,.---.......

are 3.4 children under 15 years of age in the Male-Female Ratio 0.94 0.93 0.97
lowest-income households, compared to 2.1 Source: HRDS, 1993/94.
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children in better-off families (see Table 3. 1).

According to the HRDS 1993/94, 15 percent of Tanzanian households are headed by a woman.
There is a higher proportion of female-headed households among the better-off households, and female-
headed households are no more likely to be found in poverty than male-headed households. Despite this,
there are indications that women's legal and social status is lower than men's (see Box 3. 1).

Box 3.1: Gender Issues in Tanzania

Despite the measures taken by the Tanzanian government since Independence to ensure that women and men are equal
partners in the nation's development, there is a general consensus that some of the existing religious and traditional norms
and attitudes assign women a subordinate position in the society. This has proven very resistant to change, especially in
the rural areas (Meena, 1994).

Women continue to carry the dual burden of caring for their families while providing the main labor on the family farm. The
following facts highlight the disadvantaged position of Tanzanian women with respect to their male counterparts.

(a) The land is allocated to the households, but it is the husband who retains claim to it for both legal and practical
purposes. In terms of land ownership, women continue to be regarded as legally incompetent. Moreover, under customary
law, land is inherited through the male line. Thus, as a rule, women are unable to own land in their own right, borrow
money using land as collateral, or grow cash crops for their own gain unless they have saved enough cash to purchase
such land outright.

(b) Women are seldom in charge of cash crops. (The HRDS indicates that female-headed households in rural areas are
significantly less likely to be cultivating at least one cash crop). However, by and large women are expected to do much of
the day-to-day work. In addition, most women have the responsibility to raise all food consumed by the family.

(c) According to the present Employment Act, women employed in the private sector have the right to paid maternity leave
for 12 weeks every three years, and 30-minute breaks for breastfeeding. In the absence of laws against discrimination,
employers discriminate against women because labor costs can be higher.

(d) The bride price is acknowledged in the law, and discriminates against women in the event that they wish to divorce
their husbands. A woman cannot obtain a divorce without returning the bride price.

SOURCES OF INCOME AND LIVING CONDITIONS

According to the HRDS, the most important source of income is from agriculture. Crop
production was mentioned as the most important source of income for 60 percent of households on the
mainland, but for the rural and the poor this percentage is 75 and 77, respectively. The next most
important source of income is monetary savings, followed by livestock income.

Ownership of Goods

Table 3.2 shows the percent of the Table 3.2: Ownership of Some Assets by Gender Among
population owning at least one of the goods in Population 15 Years and Older (%age)
each category, those being a bicycle, watch, and Item Male Female Total
book. Patterns of ownership reflect strong Bicycle 24.5 1.7 12.5

differences in ownership of these goods across the Watc -36.5 1.5 5 25.5

population. While 36 percent of the males older Book 51.1 34 1 42.2

than 15 own a watch, only 15 percent of women B 5 - -2
among the same age group claim to do so. Men Source: HRDS, 1993/94.
are far more likely than women to own bicycles
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and books. Among all the goods for which informnation was collected in the HRDS, none was more
likely to be owned by women than by men.

Patterns of ownership of durable goods reflect strong differences in access to these types of
goods across poor and better-off households, as well as between rural and urban residents. Durables such
as cameras and refrigerators are owned by only a very small proportion of the population, and only by
rich households in Dar es Salaam or other urban areas. Still, even among these groups, the proportion of
households that claim to own any of these assets is very low, revealing low standards of living for the
overall population.

Housing Conditions

The poor are identified not only by lower expenditures, but also by distinct differences in the
condition of their houses. In general, there is a clear distinction between a rich and poor household, as
well as between a rural and an urban household. The average number of people per room is lower in the
rural areas of Tanzania than in the urban area, including Dar es Salaam. However, overall housing
conditions in rural areas are much worse. Only 1.4 percent of households in rural Tanzania have access
to any source of electricity. This affects not only the poor rural households but the better-off as well.
Overall, 74 percent of households live in a house with an earth floor. Among the poor, 95 percent live in
houses with earth floors, compared to 46 percent among the better-off. There were no significant
differences in most housing characteristics between male- and female-headed households of similar
income levels.

Ownership of Land and Livestock

The survey analysis found no remarkable quantitative or qualitative differences in ownership of
land or livestock to distinguish better-off from poorer households in Tanzania. Unlike many other
developing countries, access to land is not the factor that distinguishes between poor and better-off
households. About 88 percent of both poor and better-off households own land. Even among urban
residents, whether in Dar es Salaam or other towns, ownership of land is prevalent. The average amount
of land owned per rural household is 5.9 acres, with poor rural households owning about 5 acres and
better-off households owning 6.4 acres, on average. Female-headed households have only about 60
percent as much land as male-headed households.

Based on the survey respondents' ranking of the physical quality of their land, neither quality not
quantity of land can explain the differences in the incomes obtained from the land (as reflected in
different levels of consumption). However, quality of land may be interpreted more broadly to include
any factor that may influence the returns of the physical capital. In this sense, access to roads may be a
key element in determining the overall (non-physical) quality of land, and help explain the differentials in
income.

Among rural households, the likelihood of a better-off household owning some livestock is
similar to that of lower-income households. The average number of owned livestock of low-income rural
households (6.9 animals) is similar to that of high-income rural households (7.4 animals).
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Human Capital

According to the estimates of the HRDS, the literacy rate in 1993 was 75 percent. The survey
indicates that women, and people older than 14 years of age living in poor rural households, are more
likely to be illiterate than other groups. The literacy rate is 63 percent among the poor, 84 percent among
the better-off. In Dar es Salaam, the literacy rate is 88 percent, compared to 82 percent in other urban
areas, and 72 percent in rural areas. About 84 percent of all males older than 14 can read and write,
while only about 67 percent of women older than 14 can do so.

Although Tanzania is performing relatively well in terms of the percentage of the population who
are literate or numerate, the level of education achieved is rudimentary. Approximately 94 percent of the
population over 21 years of age does not have any education beyond the primary level.

Very few of those who go beyond primary education live in poor households. Among the
lowest-income households, less than 1.5 percent have any secondary education, while among the better-
off, more than 11 percent have some secondary-school training. The gap is even more pronounced if we
compare rural households with urban households. Approximately 16 percent of the population older than
21 living in Dar es Salaam has some secondary education, while in rural areas of Tanzania this value is as
low as 3 percent. Among the better-off households in Dar es Salaam, about 30 percent had secondary
education among their members. (These issues are discussed in greater detail in Chapter 4.)

EXPENDITURE AND CONSUMPTION PATTERNS

The HRDS allowed estimation of per capita expenditures at Tsh 166,917 for 1993. In the rural
areas, average expenditure per capita was estimated at Tsh 119,425, as compared to Tsh 191,375 in the
urban areas. The average per capita expenditure of the richest households is 7.3 times greater than that of
the poorest group in Tanzania.

Pattems of expenditure reveal that all households in Tanzania, even the comparatively well off
ones, are performing poorly. The share of food in total expenditures, which is an indicator of household
welfare, is high even among the highest-income households. The survey estimated that in 1993, an
average Tanzanian household spends
72 percent of their total outlay on Table 3.3: Annual Household Expenditures (Cash and Consumed
food, 2 percent on health, and 1.4 Production), 1994/95
percent on education (see Table 3.3).
The share of expenditures on food is Rural Urban DSM All
higher in rural areas than in the urban Expenditures 664,116 910,905 1,487,092 776,604
areas, and lowest in Dares Salaam. Food 76.1% 66.4% 61.1% 71.5%

Health 1.7% 2.2% 2.3% 1 9%........ I........................ , --- ---- -- . ...,. -- ----- --- ---- - -- --- - .. . . - -- -
The main food item Education 1.2% 2.0% 1.2% 1 4°/

consumed is cereals, comprising an . Other 21.0% 29.3% 35.4% 252°/
average of 27 percent of all food Per Capita 119,425 191,375 356,657 152,063

expeniturs. I the uralarea, 65 Expenditures
Per Adult Equivalent 186,917 281,846 523,328 231,421

percent of cereal consumption is ~ Poorest 20% 68,378 94,365 187,889 74,048
from own production (among the Richest 20% 366,519 568,451 1,053,901 484,295
poorest rural households It is 78 a Cities other than Dar es Salaam (DSM).
percent). Among low-income Source: HRDS, 1993/94, inflated to 1994/95 levels.
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groups, a large share of food expenditure is on maize, pulses, and seeds. At higher levels of income,
households switch from maize to rice, and start spending relatively more on meat, fruits, and vegetables.

Urban residents (whether in towns or in Dar es Salaam) and better-off households spend more on
health in both absolute and percentage terms than do the rural and the poor. While a rich household
spends more than 2 percent of its total outlay on health, a poor household spends about 1 percent of
theirs.

The share of total expenditures devoted to education is remarkably similar across locations and
income groups. In absolute terms, however, this corresponds to a better-off household spending 4.4
times more than a poor household. This gap is much smaller in Dar es Salaam, where a rich household
spends about 57 percent more than a poor household.

CONCLUSION

This brief analysis of household characteristics emphasizes that the vast majority of the
Tanzanian population resides in rural areas, living in poor housing, and dependent on basic agricultural
output for own consumption and for a limited income. While there are significant differences in
disposable income, human capital, and other resources between the poorest and better-off households,
even the well-off population may be having a difficult time making ends meet.



4
EDUCATION

Households have the most to gain from investing in the education of children, and the most to
lose if the productive time lost during school is not compensated in higher future eamings. Given access
to educational opportunities for their children and the right signals from the market, most parents will
invest in schooling. However, when opportunities are constrained and education is substandard, parents
may make other choices. Poorer parents are always the most constrained, and for them the choice
between the future earning capacity of their children and immediate survival are often cruelly
straightforward.

This chapter reviews education issues in Tanzania. However, an effort is made not to duplicate
information available from other sources. For that reason, this chapter emphasizes primary and secondary
education. A more complete analysis of post-secondary education is contained in Higher and Technical
Education in Tanzania: Investments, Returns and Future Opportunities (World Bank Report No. 15327-
TA).

We will examine both sides of the complex interaction between the demand for education and
the supply of school services in Tanzania. On the one hand, we use household survey data to study
patterns of enrollment and household perceptions of the quality of schooling. On the other, we
summarize existing information about the constraints within the educational system. The picture that
emerges is one of parents who are investing moderate-to-large amounts of money, relative to their
income, in their children's education, but who are faced with a system that offers few choices and uneven
quality. Poor households are particularly disadvantaged, with more children to educate, fewer resources,
and scarcer opportunities.

OUTCOMES AND ENROLLMENT

Tanzania is far from achieving universal enrollment in primary school, and enrollment in
secondary schools is much lower than in most developing countries. The gross enrollment ratio (GER)
for primary education (the number of children in school divided by the number of children in the age
groups that should be in school) was estimated to be 82 percent in 19931. The GER for girls is slightly
more than for boys. Only about 7 percent of secondary-school-age children were enrolled in secondary
school.

' These rates are from the 1993/94 Tanzania Human Resources Development Survey (HRDS). The government estimates the gross
primary enrollment rate in 1991 to be 81 percent and the net rate to be 59 percent. The net rate is the percent of the relevant age group
attending primary school.
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Most Tanzanian children attend some primary school, Table 4.1: Gross Enrollment Rates, 1993
but data suggest that the quality of that education is uneven.
Official illiteracy rates rose from 10 percent in 1986 to 16 Country School School
percent in 1992. Household survey data indicate that the self- Ethiopia 23 12
reported illiteracy rate m ight be twice as high as the official ----------- ------------ I --------- - --_----------- 26''---------

reports, and that women are considerably more likely than men Tanzania 82 i0
to be illiterate. Approximately 33 percent of women and 16 Uganda 9i 14
percent of men reported that they could not read or write (HRDS, 'Su'b--'---------------------9'''''''''''''--'''''''-''''''--'''

993/94'~~~~~~~~~~~~~~~~~~ u-more than
1 993/94). Saharan 71 23a

Africa

While Sub-Saharan Africa has low secondary-school a The enrollment rate for women was 23
enrollment rates by global standards, Tanzania's performance is percent. The enrollment rate for men was
poor relative even to that standard. Tanzania is now Source: HRDS, 1993/94; World Bank,
outperformed by its neighbors and falls below the average for 1996.
Africa for secondary enrollment rates. Tanzania is matched only
by Malawi in having the lowest secondary-school enrollment
rate in the world.

Primary School

Educational enrollment in Tanzania has fallen precipitously since the quantitative gains of the
Universal Primary Education (UPE) movement. After UPE was implemented, gross primary-school
enrollment rose to 95 percent in 1982. Nearly fifteen years later, enrollment had fallen to 82 percent.
This means that, despite rapid population growth, the absolute number of children enrolled in primary
school was almost the same in the early-1990s as it was a decade earlier.

Gross primary-school Table 4.2: Primary School Enrollment Rates, by Expenditure Quintile,
enrollment rates are low for all Gender, and Location, 1993
income quintiles. Low-income H
households appear to be less likely to Lowest Quintile Quimle Average
send their children to school than Male Female Male Female Male Female
more affluent households. The Gross Enrollment Rates
average gross enrollment rate for Dar es Salaam n/a n/a 74 72 75 73
households in the lowest income Other Urban 79 94 88 92 89 93
quintile was 77 percent, while that of Rua 77 74 90 87 79 80
the highest quintile was 87 percent All 77 76 87 86 81 82
(Table 4.2). However, when the Net Enrollment Rates

. . . ~ ~ ~~~~~~~ ~~.. . .. . ...... ...... -.-- --- ----- ----- ---- ----- --- ---- -------- --- ......

figures for all income quintiles are Dar es Salaam n/a n/a 51 53 50 54
reviewed, the pattern of the Other Urban 54 60 69 68 62 68
probability of enrollment increasing Rural 50 52 66 65 53 56
with income is clearer for boys than All Tanzania 50 53 65 65 55 59
girls. Furthermore, Mason and
Khandker (1997) did not find a Source: Mason and Khandker, 1997
statistically significant correlation
between income and enrollment.

Enrollment rates vary by geographic location. The nation's highest enrollment rates are in urban
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areas other than Dar es Salaam. On average, the gross enrollment rate in these areas is more than 90
percent. The rate is 80 percent on average in rural areas, and about 74 percent in Dar es Salaam. The
especially low rate in Dar es Salaam is surprising considering that the city is relatively well endowed
with school infrastructure, and household income is high by national standards (see Table 4.2).

Primary-school enrollment rates for boys and girls are relatively equal. However, in urban areas
excluding Dar es Salaam, girls are somewhat more likely than boys to be enrolled. Girls are slightly less
likely than boys to be enrolled in Dar es Salaam.

In Tanzania, 84 percent of
children start school later than the Table 4.3: Incidence of Late Enrollment Among Current Primary
statutory age of 7 years. In 1993, over School Enrollees
one-half of children enrolled in Boys Girls Total
primary school had started school at % of Students Who Enrolled Late 85.3 82.3 83.7
the age of 10 or older, and almost 13 % of Whom Enrolled- a
percent of children had started school 1 Y-ar Late 18.1 22.9 20.6
at the age of 12 or older (Table 4.3). . 2 Years Late 26.8 30.9 28.9
The modal age for initial enrollment in . 3Years Late 21.8 24.2 23.1
primary school is 9 years. Girls are 4 Years Late 17.5 12.1 .7
slightly less likely than boys to start 5 Years Late 15.8 9.9 12.7
school late. Parents and teachers
report that one reason children start a Columns may not add up to 100 due to rounding error.
school late is that schools are Source: Mason and Khandker, 1997

overcrowded. As a coping strategy,
schools fill up Standard 1 spots with the oldest children who have not yet begun school. Parents,
especially in rural areas, also report keeping young children out of school to assist with agricultural and
household tasks. Mason (1996) found that the presence of electricity in a village also reduced the
likelihood of late starting. He hypothesized that this occurred because electricity was indicative of a
more sophisticated economic infrastructure and that the returns to education in electrified areas were
probably higher than the returns in areas in
which economic activities were more traditional. Table 4.4: Gross Enrollment Rates, by Grade

Gross enrollment rates by grade, shown Gross Enrollment Rates (l)
in Table 4.4, indicate that enrollment drops off Grade All Boys Girls
sharply after Standard 5. This corresponds to Standard 1 72 76 67

Standard 2 90 96 85age patterns of attendance. The peak in - - so 96 85
Standard 3 94 91 97attendance is in the very early teenage years. Standard 4 94 .. 97

According to the HRDS, between ages 7 and 9 Standard 4 78 78 77
Standard 5 89 84 93only 32 percent of children are in school, but Standard 5 89 84 93
Standard 6 47 42 52between age 10 and 14, 82 percent are attending Standard 7 47 . 42 --

Standard 726 26 26
Between ages 15 and 19, attendance drops back Star3ard 14 .26 26

to about 36 percent. The gross enrollment rate is Form ------------------------------ i--i-.- '-----------1--9
in some grades; in Form 11 11 :: 13 9

higher for boys than for girls in some grades; in Form III 8 9 6
other grades, the reverse istrue. Form IV 7 8 6

Girls tend to start school slightly earlier Source: HRDS, 1993/94.
than boys. The HRDS found that the average age
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of children starting school in 1993 was 9.0 years for girls, and 9.7 years for boys. This gender
differential was confirmed in FAST interviews with parents. Parents reported that they preferred
daughters to start school early so that they could complete primary school before reaching puberty and
risking pregnancy. In contrast, they preferred their sons to start school a little later so that they were old
enough to enter the workforce when they completed primary school.

Children from lower-income households start school at a later age than do better-off children.
Among 7- to 9-year-olds, almost one-half of the children from the 20 percent of households at the top of
the welfare distribution are in school, while only one-quarter of the young children from the poorest 20
percent of households attend school. At age 10 to 14, however, attendance is more uniform across the
population. These differentials hold true for both girls and boys (HRDS, 1993/94).

Having started school at 9 or 10 years of age, children are 13 or 14 when they first reach the
Standard 4 diagnostic examination, which is intended to indicate to students, parents and teachers
whether the child is prepared to advance, or should repeat the fourth year of school. At this point, about
80 percent of students are allowed to continue to Standard 5. Three-quarters of the remaining students
(15 percent of the total) repeat Standard 4, and the rest (about 5 percent of the total) drop out (MOEC,
various years). Differences between boys and girls with respect to dropping out and repeating are
minimal.

By the time they complete primary school most boys and girls are 15 years old. However,
because of late starts and repetition of Standard 4, a significant portion are much older. In 1992, 15.6
percent of students in the final year of primary school were 17 years or older (MOEC, various years).

A high proportion of students drop out of school, and that proportion has increased since the
UPE movement. Among the 1978/84 cohort, 28 percent of students dropped out before completing
Standard 7. Among the 1983/89 cohort, 47 percent dropped out. Among the 1984/90 cohort, 42 out of
every 100 entrants into Standard 1 did not complete Standard 7 (MOEC, various years). Although the
rate of dropping out is similar for boys and girls, female students who do complete primary school score
lower on the Primary School Leaving Exam than do boys. As a result, the cut-off point for girls'
selection into government secondary school is approximately 10 points lower than for boys.

Children from poor households leave school at an earlier age than do better-off children. By age
15 to 19, about two-thirds of poor children (in the lowest 20 percent of the welfare distribution) are out
of school (HRDS, 1993/94). The higher opportunity cost of remaining in school at older ages may help
to explain this. The FAST time-use study found that boys older than 12 who are out of school split their
time between farm work and working for money. Not surprisingly, because of later starts and higher
levels of primary school drop-out, the total time in primary school for the poor is significantly less than
for the rich. Thus, the primary school enrollment rate is low in Tanzania because, if children enroll, they
frequently start late and drop out before completion. Mason and Khandker (1997) found that the direct
monetary cost of attending school does not strongly affect student enrollment (see Box 4.1). In contrast,
the opportunity cost of children's time was found to be quite significant in influencing enrollments.
School enrollments were also positively correlated with school supply and parental education.
Enrollment was not significantly correlated with income.
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Box 4.1: Factors Influencing Primary School Enrollment

Mason and Khandker (1997) analyzed two recent household surveys to explore why primary-school enrollment rates are
low in Tanzania and have fallen over the last 15 years. Their findings indicate that neither the direct monetary cost of
attending school nor family income strongly affect the likelihood of enrollment.

The opportunity cost of children's time is significant in influencing enrollments. An increase in the opportunity cost of girls'
time is correlated with reduced female enrollments in school. The distance to school is also negatively correlated with
enrollment, possibly because a further distance to school increases the opportunity cost of attending. Furthermore, an
increase in female wages or female labor force participation reduces the likelihood of enrollment for boys. This crossover
effect likely indicates that if girls are working outside the home, their brothers are more likely to be kept out of school to
help with housework. Finally, when household income is held constant, an increase in the number of adults in a household
results in an increased likelihood that children will attend school. This indicates that if adults are available to perform
household tasks, children's opportunity costs are probably lower and they are therefore more likely to attend school.

School enrollments are also positively correlated with school supply. Holding distance to school constant, the greater the
number of schools per capita, the more likely children are to enroll. This finding is in keeping with the FAST study in which
parents and teachers said that schools were frequently overcrowded and younger children were delayed from entering
until spaces became available. Mason and Khandker also found that in Tanzania, as in many other countries, parental
education is positively associated with children attending school. Children living with their parents or grandparents are
more likely to be in school than children living with more distant relatives. There was insufficient data to ascertain whether
school quality was correlated with enrollments.

Secondary School

There were approximately 547 secondary schools in Tanzania in 1994, 344 of which were
private. Most of these only cover lower secondary school (Dar and Levine, 1996). The number of
government-owned secondary schools increased by 100 percent from 1987 to 1994. The number of
private schools increased by 150
percent over the same period.
Despite this rapid growth in the Table 4.5: Secondary-school Enrollment Rates, by Expenditurenumberp ofis secondagryocho inthe iQuintile, Gender, and Location, 1993
number of secondary schools, It iS
still the case that only a small Lowest Quintile Highest Quintile Average
fraction of those who complete Male Female Male Female Male Female
primary school are accepted into Gross Enrollment Rates
secondary school, or have Dares Salaam n/a n/a 23 21 18 19
opportunities for post-primary Other Urban 1 2 31 28 15 17
education (Box 4.2). The proportion Rural 3 2 15 7 8 4

of primary-school leavers selected All Tanzania 3 2 23 17 11 8
for government secondary school has Net Enrollment Rates
been 5 to 7 percent since Dares Salaam n/a n/a 18 19 13 17
Independence. If places in Other Urban 1 2 22 24 11 14

secondary schools and in vocational Rural 2 2 7 5 5 3
training institutions are considered All Tanzania 2 2 15 14 7 7
together, there is one place in a
government institution for every 12 Source: Mason and Khandker, 1997.
primary-school leavers (Dar and
Levine, 1996). Because private secondary schools have grown so rapidly over the past decade,
secondary-school enrollments have also increased sharply. Since the defacto liberalization of secondary
education from 1984-85, enrollments in secondary schools grew at double-digit rates for nearly a decade.
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Box 4.2: Selection to Secondary Schools

By far the most important examination in the school system is the Primary School Leaving Examination. On the basis of
that examination, students are selected into government secondary schools. The examination is also used as an entry
exam for many private secondary schools.

The secondary-school selection process has multiple steps. First, the government has established regional and district
quotas, based on enrollments and available places in so-called national schools. There are also gender-based quotas, to
equalize the numbers of boys and girls selected. Following selection for the national schools (boarding schools), there is
selection for regional (mostly day) schools. Some private schools conduct their own examinations. However, virtually all
private schools select students after the government schools have been assigned students (a few prestigious seminaries
are exceptions to this rule). For the transition from lower- to upper-secondary school, selection is based on the results of
the national Form IV examination.

The selection process is not transparent. Pupils and parents receive no information about their scores. Thus the students
cannot choose, but are assigned schools by the government. As a result, some students may be sent to schools in
regions far away from home (Dar and Levine, 1996).

Student enrollments more than doubled from 74,208 in 1984 to 196,375 in 1995. Primarily as a result of
private-sector participation, the overall proportion of primary-school leavers able to enter secondary
school has grown to about 15 percent. The gross enrollment rate for secondary school was about 10
percent in 1993 (Table 4.5).

In 1992, only 5.5 percent of students leaving primary school were selected for Form I in a
government secondary school, and another 7.4 percent were selected for private secondary schools.
While some alternative post-primary opportunities such as vocational training do exist, the vast majority
of individuals who are not selected into secondary school receive no more formal education.

As secondary-school students progress through Forms, many drop out. In 1985, for example,
21,057 pupils were enrolled in Form I (public and private enrollments). By the time they reached Form
IV (the completion of lower secondary), 14,806 (70 percent) were still in school. But five years after the
1985 cohort started secondary school, only 3,953 (19 percent) were in Form VI (to be precise, these
figures do not refer exactly to the 1985 cohort because a small proportion are repeaters from other
cohorts). Children who attend private schools appear to be less likely to continue from lower to higher
secondary schools. The high drop-out rate between lower- and upper-secondary school is partially due to
the limited supply of upper secondary-school places. In fiscal 1994, there were about 5.5 students who
successfully completed lower secondary school for each place in the first year of upper-secondary school
in public and private institutions (Dar and Levine, 1996).

Gender Differences. On average, gross secondary-school enrollment rates are higher for boys
than for girls. Net enrollment rates for the two genders are approximately equal. This indicates that boys
are more likely than girls to remain in secondary school after they pass the "standard" secondary-school
age if they have not yet completed their studies. In Dar es Salaam and in other urban areas, gross and net
enrollment rates are slightly higher for girls than for boys. In rural areas, girls have significantly lower
enrollment rates than boys (see Table 4.5).

Girls may be more likely to be pulled out of school for family reasons. Pregnancy itself is often
grounds for dismissal of students. Up to about one-third of all girls enrolled in secondary school are
expelled due to pregnancy (World Bank, 1991 a).
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Students' subject choices in secondary schools are tightly constrained and influenced by gender
stereotyping. Many specialists have identified biases in the teaching methods and materials used. For
example, only one school offers advanced levels of the agricultural curriculum, and this school is open
only to boys. In contrast, the home economics curriculum is offered in 122 secondary schools, of which
23 are single-sex (girls) and the rest are coeducational (Meena, 1994).

The Tanzanian government is understandably concerned about the country's very low secondary-
school enrollment rates and about the gender inequity in enrollments. Furthermore, the government is
aware of the fact that the rate of return to educating girls is higher than the return to educating boys. For
these reasons, the government has recently initiated the Girls' Secondary Education Support Program
(GSES) which provides bursaries for poor girls to attend secondary school (see Box 4.3).

Box 4.3: Girls' Secondary Education Support Program (GSES)

Tanzania's gross secondary-school enrollment rate is only about 10 percent. Enrollments are particularly low for girls,
while the rate of return to educating girls is higher than the return to educating boys. The Girls' Secondary Education
Support Program (GSES) seeks to raise enrollments and maximize the social return to education investments by providing
secondary-school bursaries to poor girls. The program's aim is to provide a bursary each year to at least one girl in each
participating primary school. The Government of Tanzania and the World Bank designed the program through a
participatory process involving extensive consultations with the beneficiary villages and other stakeholders.

For each participating primary school, the school and the relevant village council advertise the program in their
community. Interested girls enrolled in Standard VII submit applications. The school lists all the girls who submitted
applications and would not be able to afford secondary school unless assisted by a bursary. From these they select up to
6 of the most academically able students. The village council chooses one nominee to be eligible for the bursary. The
village gathers in a community meeting to vote on whether they agree with the decision of the village council. The parents
of the nominated girl sign a memorandum of understanding (contract) with the community and the bursary program. The
secondary school the girl will attend signs a memorandum of understanding with the bursary program. The girl attends
school and reports back to the village council on her progress. Her progress is also monitored by the GSES program.

Each primary school selected by the program is allocated an annual bursary of Tsh 300,000 (approximately US$ 500).
The families of the selected girls are expected to contribute any amount that is not covered by the bursary. The girls must
attend secondary schools that are qualified to participate in the GSES program. Conditional on performance, participating
girls receive an annual bursary for all four years of their lower secondary education. When the girls enroll in schools, the
bursaries are directly deposited into segregated bank accounts opened by the secondary schools. The girls and the
schools must account for funds entrusted to them.

The program has functioned well in its first two years, although some problems have arisen. Villagers are excited
about the program and, through their participation, have taken an increased interest in girls' education. The participating
girls are performing approximately as well as other students in their schools. In the short run, the program may crowd out
financially better off students due to constraints on school places. Therefore, it is possible that though the economic strata
in a school will change, it may not increase total enrollment. As the program continues however, it is expected that there
will be a supply response to the increased demand for secondary education. Day-school attendees have experienced
some difficulties in transportation, which is expensive and time consuming. Some students stay with families close to
school to avoid transport problems. However, some complain of being treated like servants. There have also been
reported cases of pregnancy. Nevertheless, of the 392 girls who obtained a bursary in the first year, 364 continued for the
second year.

Economic Differences. Gross secondary-school enrollment rates are low for all income quintiles.
Nevertheless, low-income households are much less likely to send their children to secondary school than
the more affluent. The average gross enrollment rate for households in the lowest-income quintile was 2
to 3 percent, while for the highest quintile it was approximately 20 percent (Table 4.5).

Government secondary schools are the main source of secondary schooling, but they tend to
serve the better-off households disproportionately. According to results of the HRDS, of those attending
secondary school in 1993/94, 39 percent attended a government school, 17 percent a church-related
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school, 32 percent a private secular school, and 12 percent a community school. Of those in government
secondary schools, only 8 percent came from the poorest 20 percent of the population, while 34 percent
came from the richest 20 percent.

These differentials are reflected in the composition of the student bodies. At the secondary level,
more than half (60 percent) of the students in government schools come from the wealthiest 40 percent of
the population. In the secondary church-related and private secular schools, nearly three-quarters of the
students are in the upper 40 percent (HRDS, 1993/94).

Among the poorest group, girls made up 64 percent of the students attending government
schools, but parents offset this by enrolling boys in other secondary schools so that the overall ratio of
girls to boys at that level of income was 48 versus 52 percent (HRDS, 1993/94).

Geographic Differences. Secondary-school enrollment rates also vary significantly by geographic
location. The gross enrollment rate is approximately 16 percent in other urban areas, and about 6 percent
in rural areas.

Mason and Khandker (1997) found that a number of factors contribute to the probability of
children enrolling in secondary school. The greater the distance between home and school, the less likely
were children to be enrolled. This is probably due to the fact that families must pay more for travel (and
possibly for boarding) if schools are distant. As is the case for primary-school enrollment, secondary-
school enrollment for girls declines as girls' opportunity costs increase. In contrast to primary-school
enrollment, secondary- school enrollment is highly correlated with family income. Secondary-school
enrollment is also significantly correlated with the education level of the head of the household. Finally,
girls are more likely to attend secondary school if they live with their immediate family than if they live
with more distant relations. Mason and Khandker's results did not show that the direct costs of
secondary school significantly influenced the probability of enrollment. However, they hypothesized that
data limitations may have masked this link. Similarly, data limitations did not allow Mason and
Khandker to ascertain whether supply constraints or school quality were associated with the probability
of enrollment.

Mason and Khandker undertook simulations to estimate how reducing the distance to schools
and introducing bursaries to cover tuition fees and children's opportunity costs might impact enrollment
rates. According to their simulations, bursaries covering the direct and opportunity costs of attending
secondary school would increase the rate of initial enrollment in secondary school from its current level
of 13 percent to 16 percent. Thus, according to Mason and Khandker's calculations, these policy
changes would have positive but very modest effects on enrollment levels.

Higher and Tertiary Education and Training

Currently about 6,000 students take the Form VI examination each year. There are
approximately 2,000 university-level spots, or one for every 3 secondary-school leavers. After Form VI,
students may also enter diploma or similar programs in various public institutions. Each year, there are
about 3,200 spots in these post-Form VI institutions. In addition, a small number of Tanzanian students
go abroad for study. In all, almost all individuals finishing Form VI have the opportunity to continue on
with academic or professional training. The number of students completing tertiary-level education
increased by about 45 percent from 1985 to 1991, the most recent year for which reasonably complete
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data are available (Dar and Levine, 1996).

Individuals who have completed primary school can enter vocational training at either
government or private institutions. About 25,000 primary-school leavers enroll in vocational training
programs that include handicrafts, carpentry, masonry, mechanics, painting, tailoring, and a variety of
practical skills.

Increasing Post-Primary Education Opportunities

As the previous sections Table 4.6: Increasing Enrollment Rates Without Altering Unit Costs
illustrate, post-primary educational
opportunities are very limited in Scenarios Enrollment As a % of
Tanzania. The government is aware of urren
this, and increasing enrollment rates Current Situation 146,058 100
remains an important priority for the Alterative Scenarios in 2000
state. However, increasing post- Doubling Secondary 273_085 159
primary enrollment rates is expensive. Doubling Secondary and Tertiary 354,660 238

Table 4.6 estimates required increases Tripling Secondary 368,965 198
in government recurrent expenditures Tripling Secondary and Tertiary 539,749 372

if the government implements a policy Source: Dar and Levine, 1996.
of increasing secondary and/or tertiary
enrollments assuming that unit costs
remain the same in the year 2000 (in real terms) as they are today. Enrollments are adjusted to take into
account a 2.8 percent annual population growth rate (Dar and Levine, 1996).

If the government doubled secondary enrollment rates (without altering tertiary enrollment rates
or per student expenditures on tertiary education2), its recurrent expenditure on post-primary education
would increase by 59 percent (in real terms). If both secondary and tertiary enrollments were doubled,
costs would rise by 138 percent. Real costs would rise by almost 200 percent if secondary-school
enrollments were tripled by the year 2000, and costs would rise by 272 percent if secondary and tertiary
enrollment rates were tripled.

As Table 4.7 indicates, an increase in enrollment rates without altering cost structures would
have very large budget repercussions for a government that already faces significant fiscal constraints.
Given the government's budget constraints, significantly increased post-primary enrollments probably
cannot be achieved if the government does not reduce unit costs and does not actively encourage the
private sector in the provision of educational services. The following scenarios review simulations of
post-primary school enrollments under alternative budget reallocation assumptions. First, the impact of
reallocation from tertiary vocational/training institutions and the university to secondary education is
considered. This is followed by an examination of the impact of reducing unit costs on enrollments. In
all the simulations, total expenditure on post-primary education remains constant.

2 Even though tertiary enrollment rates remain constant, total tertiary enrollment will rise slightly simply due to population growth.
Thus, while per capita expenditures remain fixed, overall expenditures on tertiary-level education will also rise.
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Table 4.7: Increasing Enrollments Through Reallocation

Program Current Scenario A Scenario B Scenario C

Policy Changes NA secondary Cost sharing Resources shifted to

Close cost ineffective Efficient welfare, personnel Close cost ineffective
institutions expenditures institutions

Encourage private training Cost sharing

Efficient welfare, personnel
expenditures

Encourage private training

Enrollment

Secondary 79,027 153,394 98,784 191,743

Tertiary 63,011 31,506 90,106 45,168

Training/ University 4,020 2,680 5,950 3,966

Total 146,508 187,580 194,839 240,877

% change in
enrollment

Secondary NA 94 25 142

Tertiary NA -50 43 -29

Training/ University NA -33 48 -2

Total NA 28 33 64
Source: Dar and Levine, 1996.

Scenario A: The government reallocates one-half of its budget currently devoted to tertiary
training institutions, and one-third of its university budget to general secondary education. This will
involve closing down some institutions that are a drain on government resources. Even though the
enrollment in public tertiary institutions will decline, the private sector can step in and supply training if
demand exists. If the current cost structure is maintained, secondary-school enrollments will
approximately double.

Scenario B: More efficient use of teaching staff, and a reduction in government contributions
towards student boarding and welfare, could potentially reduce government recurrent expenditures per
student by 20 percent at the secondary level and almost 40 percent at the tertiary level. If these
efficiency gains were achieved, enrollments would increase at all levels. However, this scenario may
prove the least beneficial and most costly in the long run. The government would be forced to support an
even greater number of tertiary institutions, many of which are of relatively poor quality.

Scenario C: If both changes outlined in scenarios A and B were made, Tanzania could afford to
educate nearly 112,000 more secondary students, maintain university enrollments at the current level, and
reduce enrollments in training institutions. Again, if demand exists, we assume that the private sector
will step in and provide training services.

In all these scenarios, recurrent expenditures on education remain constant while enrollments
rise. Scenario C seems to be the most optimal.
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HOUSEHOLD EXPENDITURES ON EDUCATION

Overall Expenditures

Households across Tanzania spend a little
more than one percent of their total expenditures on Table 4.8: Share of Total Expenditures on Education,
education (see Table 4.8). Overall, the poorest by Expenditure Quintile
households spend a greater percentage, but rural Lowest Highest Al
households spend a smaller percentage (of a Residence 20% 20%
smaller amount) than urban households. Dar es Salaam 2.0 0.9 1.2

Interpretation of the ratio should take into account Other Urban 1.7 1.8 1.8
the fact that education expenditures are nearly all Rural 1.5 1.0 1.1
cash expenditures, while total household All 1.4 1.4 1.3
expenditures are not all cash. Roughly 53 percent Source HRDS, 1993/94.
of expenditures in the bottom 20 percent of the
welfare distribution are cash, while in the top 20
percent the vast majority (80 percent) of household expenditures are cash. Consequently, the poorest
group spends almost 4 percent of cash income for schooling compared to just over 1 percent for the
richest 20 percent of households. There is virtually no difference in total spending on education between
male- and female-headed households.

There are two ways to consider household expenditures on education. First, one can look at the
total amount spent on education (for all children) in a household. Second, one can examine the amount
spent per student in a household. Given the differentials in the number of children of school age, two
households can spend the same absolute amount and yet be making qualitatively different investments in
their children. We examine both in the following tables.

On average, households spend a Table 4.9: Total Household Expenditures on Education per Year,
total of Tsh 18,211 per year on the by Households with at Least One Child in School (Tsh)

education of children. As shown in
Table 4.9, there is great variation in the Residence Lowest Highest (RHath Ai

Quintile Quintile (ih l
total expenditures on education across Qumble Low)

the welfare distribution. The poorest ODares 19,741 103,266 5.2 42,738
households spend a total of about Tsh Salaam

6,869 on education annually, while the Other Urban 10,963 64,430 5.9 29,744
20 percent of households at the top of Rural 7,145 23,770 3.3 l 12,722

the income distribution spend more than All 6,869 41,320 6.0 18,211

four times as much, or Tsh 41,320. Source: HRDS, 1993/94, inflated to FY95 levels.

While the differentials are seen
in all areas of the country, the gap between rich and poor spending is greatest in urban areas outside of
Dar es Salaam, and least in Dar es Salaam. For all households except those in the highest income
category, education expenditures on sons exceed expenditures on daughters (see Table 4. 10).

On average, households spend Tsh 5,148 per pupil. Rural households spend the least (Tsh 3,950
per pupil) and households in Dar es Salaam spend the most (Tsh 13,368 per pupil). Per-pupil
expenditures vary across the welfare distribution, as one might expect, with wealthier households paying
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about 3 to 5 times as much per student as Table 4.10: Total Annual Household Expenditures on Education
poorer households. A very poor by Households with at Least One Child in School, by Gender (Tsh)

Totalhousehold in a rural area Expenditure Expenditures Expenditures H ol
spends on average Tsh 2,663 per student Quintile on Boys on Girls E nureh

per year, while a wealthier rural 1 (Lowest) 4,043 2,826 6,869
household spends an estimated Tsh 7,295 2 5,154 4,903 10,057
per student. The differential across the 3 8,308 6,404 14,712
welfare distribution is greatest in urban 4 9,832 9,336 19,167
areas outside of Dar es Salaam (see Table 5 (Highest) 20,016 21,306 27,920

............... ........... ........... ......... ....... ... .- -. ........... - _........... -- -- --- --- --- --

4.11). Total 9,364 8,847 18,211
Source: HRDS, 1993/94, inflated to FY 1995 levels.

Primary School Expenditures

The three largest
expense categories for

Table 4.11: Government and Household Expenditures per Student Enrolled in
primary school were Primary School (Tsh)
uniforms, contributions
and fees, and books and . Government: Household Expenditures
supplies, which accounted R Recurrent

Residence Lowest Highest Ratiofor 48, 19 and 20 percent Expenditures: 20% 20% High/Low) All
of expenditures, Dar es . 8,844 8,916 27,639 3.1 13,368
respectively. These three Salaam
categories accounted for Other Urban 8,844 3,926 14,408 3 7 7,314
99 percent of spending by Rural 8,844 2,663 7,295 2 7 3,950
the poor, but only 80 All 8,844 2,692 10,973 4.1 5,148
percent by the rich. The Source: HRDS, 1993/94 inflated to 1994/95 levels; Follmer and Kessy, 1996.
best-off households spent
a substantial amount on tutors and other expenses (such as clubs, extracurricular activities, pocket
money, and so on). The relative distribution of expenditures was similar for boys and girls.

Secondary School Expenditures

Cost-sharing has been in place in government secondary schools since the late 1980s when
schools started charging nominal tuition fees. Since 1993/94, students have been required to buy their
own uniforms, stationery, books, personal hygiene items, and bedding. Students are also expected to pay
for transportation costs and part of food expenses. Typically, food, clothing and transportation account
for 60 percent or more of students' secondary-school expenses (Dar and Levine, 1996).

Parents with children in secondary school spent an average of Tsh 55,527 per student in 1994/95.
In rural areas, if poor households have a child in secondary school, they pay somewhat less per student
than do the richest households (Tsh 45,058 and 59,977, respectively). However, the urban poor spend
much less than the rural poor, and they spend only one-half to one-fourth of what the rich spend (Table
4.12). Expenditures on boarding schools across the population are fairly constant except among the
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richest group, which spends Table 4.12: Government and Household Expenditures per Student Enrolled in
considerably more than the Secondary School per Year, by Expenditure Level, 1994/95 (Tsh)
other groups. On average,
sending a child to secondary Household Expenditures
school costs an upper-income

Residence Government:
family about 21 percent of Lowest Highest Ratio

All
their annual per capita 20% 20% (High/Low)__
expenditures. A family in the Dares 100500 35,803 117,140 3 3 64,901

low est expenditure quintile Salaam - - - ....... ------------ . . . -. ---------------------------- ---
pays 81 percent of per capita Other Urban 100,500 35,412 77,985 2.2 55,867

expenditures to send a child to Rural . 100 500 45,058 59,977 1.3 53,650expenditures to send a child to -- .............. ------- . .......- -......... ----- ---------
secondary schol (Mason and All 100,500 38,039 71,902 1.9 55,527secondary school (Mason and

Khandker, 1997). Source: HRDS, 1993/94, updated by inflation to 1994/95 levels; World Bank,
1994a.

Because public schools
are heavily subsidized by
the government, they are Table 4.13: Average Household Expenditure per Student Enrolled in Government
significantly less and Private Secondary Schools (Tsh per year in 1994195)
expensive for parents than
private schools (Table Lowest 20% Highest 20% (High/Low) All
4.13). In 1993, parents Annual Household Spending for Government Schools
spent 63 percent more to Dares Salaam 26,146 95,322 3.6 62,149

send their children to Other Urban 40,763 53,193 1.3 37,917

private schools than to Rural 24,828 41,245 1.7 40,409
public schools. The All Tanzania 24,072 52,292 2.2 40,956
spending differences Annual Household Spending for Private Schools

required for sending a Dar es Salaam 46,310 141,231 3.0 72,231
~~~~~~~~~~~~~~. .... ,............................... ...... -............................. ....... --- --- -- --- -- --------- ---- --- --- .......-------.....-----.-......---------..-- .....

child to private school are Other Urban 40,698 94,856 2.3 69,868
particularly large for the Rural 62,487 70,591 1.1 62,808

poor. Poor households All Tanzania 53,868 85,208 1.6 66,587
spent 124 percent more Percent for Difference in Household Spending: Private vs. Govemment Schools
when they sent their Dar es Salaam 77% 48% 16%

......... ...... -- -- .................. ...... .........- -- --1 ....... ..... ... ..... .... ... -. -- -- ---- - ----- ------ ----- --- --- --children to private schools Other Urban 0% 78% 84%
than they did when their Rural 152% 71% 55%

.~~~~~~~~~~~~~~~~- ----. .- . .... ........... ........................ ... --- --- --- --- --- --- --- --- --- --- --- --- --- --- -I- --- --- --- --- --- --- --- --- --- --

children attended All Tanzania 124% 63% 63%

government schools. Source: Mason and Khandker, 1997, based on HRDS, 1993/94, then inflated to
Households in Dar es 1994/95 levels.
Salaam spent on average
16 percent more to enroll children in private schools. In other urban areas, households spent 84 percent
more for private schooling (Mason and Khandker, 1997).

When comparing expenditures on primary versus secondary schooling, rural households spend
on average 9 times as much on secondary education as on primary, while in Dar es Salaam the
differential is only a factor of 4.6. The poorest households pay 8 times as much for secondary education
(Table 4.14).

Poor households tended to spend about the same on girls as on boys at the primary-school level,
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but much less on girls than on boys at the Table 4.14: Ratio of Expenditures on Secondary to
secondary-school level. Higher-income Primary School, by Expenditure Level (%)
households spent somewhat more on daughters Residence Lowest 20% Highest 20% .All
than on sons in primary school, but this pattem IS Oar es Salaam 4.6 4.6
reversed in secondary school (Table 4.15). It is -- Urban - 4 3 .. 5. 3

Other Urban 5.4 4.3 5.3
unclear why households spend more on boys than -- 9- - 8 4-9 - 8 9
on girls in secondary school. Mason and All 8 0 49 7.5
Khandker (1997) hypothesize that this is because A49
boys are more likely than girls to attend upper Source: HRDS, 1993/94.
secondary school and so a larger percentage of
the boys in secondary school are in the upper
standards. This would result in higher average Table 4.15: Household Expenditures on Education per
expenditure per boy than per girl because the Student in Households with at Least One Child in School, by
cost of upper secondary school is higher than Gender, 1994/95 (Tsh)
the cost of lower secondary school. It is also
possible that schools to which households Type of Spending Lowest 20% Highest 20% All
send boys are more expensive than the schools , ,P,-rima-ry Sc ,-hool ,. . -----

Boys ~~2,734 9,391 ~:4,843in which households enroll girls. Boys -.... . . I - - , 4,843
Girls 2,764 11,955 5,406

Because poor households have, on Secondary School
Boys 56,367 17,756 60,962average, more children, the burden of - -------- ----------------------

financing education is unevenly distributed Girls 80,901 72,848 55,531
Source: HRDS, 1993/94, updated by inflation to 1994/95

across the population. Almost one-half of the levels.
poorest households have more than three
children, implying that they could not finance
all their children in school even if they wanted
to. Across the population as a whole, nearly one-half (46 percent) of the households with five children of
school age are in the poorest 40 percent of households. However, on a per student basis, the rich spend
far more than the poor on primary education. For example, the richest 20 percent of households in Dar es
Salaam spend more than 10 times the amount per student as the poorest households in rural areas (Table
4.11).

Opportunity Cost of Education

As the above section illustrates, households are making cash investments in their children's
educations. In addition, keeping children in school has an opportunity cost. Households with children in
school forego their children's wages in the labor force and/or their help with agricultural and household
tasks. Mason and Khandker (1997) reviewed the opportunity cost of children's time in school based on
the results from two recent studies.

On average, children not in school work 20 hours per week or more from the age of 7 (Table
4.16). The number of hours that they work increases as they grow older. At every age level, children
(especially girls) in school work fewer hours than do children not in school. Furthermore, the number of
hours worked by children in school does not increase as they grow older. Thus, families incur a
significant opportunity cost by sending even their very young children to school, and this cost increases
as their children grow up. For children ages 7 to 9 who are in school, households lose from 9 to 19 hours
per week of work. They lose from 26 to 37 hours of work per week for children ages 16 to 18 who are in
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school.

Table 4.16: Children's Weekly Time Use in Tanzania, by Gender and Age Cohort, 1993

Average Hours Per Worked per Week, Based on HRDS Timelog Data
Males Females

Hourse . HHours Hours Work Hours Hours Hours in Hours Work
Worked Worked, Hours F b Worked,d Worked, Schoolor Foregone by

Age Children School work School Children not Children in on School School
I School School Children in School School Work Children

IS ,ho

(1) (2) (3) (4)=(1)-(2) (5) (6) (7) (8)=(5)-(6)
7-9 24.0 5.9 38.4 18.1 31.5 12.3 35.8 19.2
10-12 32.9 9.7 39.3 23.2 36.6 10.0 42.5 26.6
13-15 33.8 8.5 47.3 25.3 48.6 11.8 47.9 36.8
16-18 45.5 9.3 49.7 36.3 47.5 10.2 48.6 37.3
19-21 36.1 13.6 39.6 22.4 50.5 31.0 21.2 19.5

Average Hours Worked Per Week, Based on FAST Survey Data
Males Females

* Hours Hours Hours Work Hours Hours in Hours Work
Worked, Hours in Worked, Worked Hor on Foregone by Chrkd} Worked, School or Foregone by

Age Children SchooSchollChldre innn ScooldchooAge Children Children in SchooSchoo Childrenn on School School
Not in Not inShoo in School School Work Children School School Work Children

(1) (2) (3) (4)=(1)-(2) (5) (6) (7) (8)=(5)-(6)
7-9 21.3 12.4 27.2 8.9 35.2 21.1 24.7 14.1
10-12 34.3 17.0 30.1 17.3 49.0 17.4 31.8 31.6
13-15 36.8 12.1 39.3 24.7 54.0 17.5 40.1 36.5
16-18 34.8 8.7 41.0 26.1 56.6 20.9 40.6 35.7
19-21 46.4 10.0 43.8 36.4 54.6 n/a n/a n/a

Source: Mason and Khandker, 1997.

Attending school also has an opportunity cost for children. At every age level, children in school
spend significantly more time engaged in productive activities (school work, labor market activities, and
household tasks) than do children not in school. Indeed, even children ages 7 to 9 who are in school are
spending 40 to 48 hours per week on productive activities. Children ages 7 to 9 not in school spend from
21 to 35 hours per week on productive activities.

Households incur significant opportunity costs sending all of their children to school. However,
for children under 18 years of age, the opportunity cost of sending girls to school is significantly higher
than the opportunity cost of sending boys. For example, if boys ages 13 to 15 are in school, households
lose about 25 hours of work per week. For girls of the same age, they lose about 37 hours of work.

DEMAND FOR EDUCATION

Parents' Perceptions of the Quality of Education

Late entry enrollments and early exits suggest that many parents perceive that schooling has less
value than alternative ways for children to spend time. Particularly startling is the finding from time logs
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that young boys who are not in school tend to spend their time playing rather than working. This implies
that the perceived value of schooling is very low.

In the HRDS, respondents were asked for their opinions about various quality-related features of
the nearest government primary school. Because the govemment has retained a monopoly on primary
schooling, this is the only option
available. The features reviewed included Table 4.17: Ratings of Government Primary School Quality (%)
(a) qualifications of teaching staff, (b)
qualifications of head teacher, (c) Characteristic Very Good A ate Poor or Total
adequacy of supplies, (d) state of physical or Good eq Very Poor ._°_a

infrastructure, and (e) self-reliance work. Teachers'33.8 44.2 22.0 100Qualifications 3. 42 2. 0R espon ses su ggest that hou seho lds are ------- :----------------------- --- ------------------------------------------ --.-------.-- ---- -------........... ...Respones sugest hat hosehols are Quality of Head
dissatisfied with several aspects of the teacher 39.1 46.7 14.2 100

educational services. The most obvious Adequate 1

shortcoming is in supplies and Supplies
infrastructure (see Table 4.17). Overall, Physical
only about 13 percent of respondents who Infrastructure 17.6 38.7 43.7 100

had children in primary school stated that fReliance 31.2 46.7 22.1 100Work 3. 67 2. 0
the adequacy of supplies was "good" or
"very good," and a full 57 percent said Source: HRDS, 1993/94.

that supplies were "poor" or "very poor."
About 44 percent of respondents rated the infrastructure as "poor" or "very poor." In contrast, teachers
and headmasters generally were viewed as adequate or better, although a significant minority of the
respondents (about 22 percent) had strong negative opinions about teacher qualifications and self-
reliance work. There were very few differences in perceptions among regions (rural and urban), or
across expenditure groups.

Cooksey et al. (1993) found that focus-group respondents vehemently complained about the lack
of conscientiousness and integrity of the teaching staff in local primary schools. Omari, Sumra and
Levine (1994) similarly found that complaints about personnel were the most prevalent issues raised by
parents when asked about the problems with primary schools in eight districts selected for the FAST
study.

Willingness to Pay for Improved Education Services

HRDS respondents were asked a series of structured questions designed to determine how much
they would be willing to pay for the full-costs of one year of primary school, if the school provided the
sort of education that the respondent values3. Such questions solicit information on willingness to pay,
but are used primarily to investigate how to improve welfare through public action. The contingent-
valuation responses are influenced by the variables that economic theory implies should explain
variations across households. Households with more educated heads showed a greater willingness to pay
bids than those with less educated heads. Higher income households bid higher than those living in less
affluent households. Male respondents, older respondents, married respondents, and more educated

3 The determinants of the willingness to pay for primary education can be divided into four categories: characteristics of the game,
characteristics of the respondent, characteristics of the household, and characteristics of the community.
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respondents were willing to give higher bids. Clearly income and education measures are significant
determinants of the responses.

The main reason for asking the question, however, was to determine how bids from households
respond to the characteristics of the local primary school, as measured by an index of quality. This is a
subjective measure of quality, but we are also interested in the impact of government district per capita
education expenditures as a proxy for objective quality. We simulated the effects of increasing the
quality of school, separate from those of increasing government expenditures. Our results showed that
increases in the quality index would have a strong impact on how much the household would be willing
to pay for one year in primary school4. Thus, consumers will pay more, or feel their welfare is enhanced,
when specific characteristics they value are improved.

THE SUPPLY OF EDUCATION SERVICES

Policy Framework
Box 4.4: Features of the Tanzanian Educational

Historical Background. Since the time of System
the Arusha Declaration, Tanzania has recognized o The government has been virtually the only provider of
the central role of education in the development of educational services, from primary through tertiary and
people and the nation. The approach taken, in
which emphasis was given to expanding access to a The government sought to make primary education
primary education in rural areas, has had several universally available, compulsory, and affordable to
distinctive elements (see Box 4.4). the poorest households by subsidizing all costs.

LI Large-scale increases in the numbers of primary
At Independence, the education sector schools and teachers were brought about through

was small and fragmented along racial and ethnic campaign-style programs.
lines. There were European, Asian and African LI The structure and staffing of government facilities was
schools, with resources grossly skewed away from based on uniform, enrollment-based standards.
the latter. The resources expended per student- o The government oriented the curriculum and structure
year in European schools was five times those in of primary-school education to rural life.
Asian schools, and 60 times those in African
schoos I o The government limited the number of secondary

schools. school and university slots based on projected needs
in the formal sector in general, and the civil service in

Policy changes starting in 1961 were particular.
largely designed to promote national unity and o The government tried to increase the equity of
eradicate existing inequities. This included admissions into the limited number of secondary
abolition of the three racially-defined (Caucasian, schools through a quota system that gave preferential
Asian, and African) types of schools, and the treatment to certain disadvantaged groups (e.g.,

introduction ofauniiedsysemchildren from disadvantaged districts, girls).
introduction of a unified system where pupils
from all backgrounds were educated together. At [from the Social Sector Strategy, November 1994]
the secondary-school level, students were selected
to attend boarding schools far from their homes in
order to attend school with classmates from other regions. Kiswahili was introduced as the language of
instruction in government primary schools, with the explicit intent of promoting a single national

4 Simulations were for an increase in the quality index by 5 and 10 points, compared with the initial conditions.
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identity.

The policy of Education for Self-Reliance was introduced in 1967, followed in 1974 by the
introduction of the Universal Primary Education (UPE) policy. Together, the policies drastically altered
the characteristics and size of the educational system. They led to large-scale increases in access to
primary schools, and reduced access among primary-school leavers to secondary and higher education.
The UPE (1974-1980) virtually ensured that each viable village in the country had a primary school.
Thus, primary schools now exist within walking distance from almost all households (see Box 4.5).

Recent Policy Initiatives. In early 1997, the Tanzanian government developed a Basic Education

Box 4.5: Physical Access to Schools

The level of physical access to schools is very high at the primary level, lower for private secondary schools, and very low
for government secondary schools. For primary schools, for example, the FAST field study concluded, "In all the eight
sites visited, schools were located within walking distance for children. In some areas, like Masangula in Mbozi, parents
were able to choose between schools where they would send their children. Similarly, on the road to Lwati, a stretch of six
kilometers, there were three primary schools" (Omari, Sumra and Levine, 1994). According to the HRDS, the distance
from household to government primary schools averaged about 5 to 7 kilometers in both rural and urban areas.

Secondary schools are far from households in rural areas and highly concentrated in Dar es Salaam. Survey respondents
reported that government secondary schools were nearly 52 kilometers away, on average, in rural areas, 14 kilometers
away in urban areas outside of Dar es Salaam. In Dar es Salaam, government secondary schools were only about 5
kilometers away (or closer than the nearest primary school).

Private secondary schools, in contrast, were closer to all households than were government schools. This was most
apparent in urban areas outside of Dar es Salaam. In rural areas, for example, respondents estimated that the nearest
private secondary school was about 34 kilometers away, and in urban areas outside of Dar es Salaam the nearest
secondary school was only about 8 kilometers away.

Master Plan (BEMP) to guide education policy for the 1997-2002 period. This plan is budgeted to
require approximately US$375 million.

The BEMP's main goal is to increase primary-school completion rates and improve student
performance. It seeks to achieve this by enhancing educational quality, improving access to education,
introducing better educational planning, management, and monitoring, and instituting teacher service
rationalization. Many of the BEMP reforms enhance local ownership and management of basic
education. Approximately 40 percent of the BEMP budget would be managed by schools. An additional
40 percent of the budget is earmarked for teacher rationalization and training. The major BEMP
proposals are summarized below:

* Divestiture of school ownership to village and urban ward authorities.

* Enhanced district and school discretion over school management and resource
allocations. District authorities and school committees will play a much greater role in
recruiting, monitoring, and evaluating teachers. They will also receive block grants that
will be used to purchase school inputs (including teaching and textbooks). Authorities
will specify what share of the grant should be reserved for non-salary expenses.

* Cost recovery for specific inputs will be introduced to encourage parental contributions
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and improve accountability to parents concerning how resources are spent. Matching
grant programs will be implemented to further stimulate cost recovery.

* Increased administrative focus on helping communities to deliver education services
rather than on providing services directly. The MOEC will focus on policy formulation,
planning, and performance monitoring rather than on directly providing education
services. Deployment of academic officers, inspectors, and ward education officers will
be rationalized. These staff will also increase their efforts in administering advice and
information to schools rather than simply reporting school performance to central
authorities.

* Augmented teacher quality and instruction time, especially in rural areas. Many "Grade
B" and "Grade C" teachers with limited education and training will be replaced with
more highly qualified staff. This will be accomplished by implementing a departure plan
for teachers with limited skills, providing incentives for more qualified teachers to move
to rural areas, increasing districts' and school committees' roles in recruiting,
monitoring, and evaluating teachers, and increasing allocations to, and the cost-
effectiveness of, teacher training. It is anticipated that instructional time will be
increased through the enhanced role of school and district authorities in teacher
management.

* Increased availability of private provision of basic education.

* Increased government and donor resources available for primary education. A modest
increase in education's share of total recurrent government expenditures, and an increase
in primary education's share of government education spending. Significantly increased
donor support of primary education.

* Grants to schools in low-income areas and/or to poor families earmarked for educational
inputs.

* Measures to improve girls' academic performance. For example, the Girls' Secondary
Education Support Project.

* Introduction of a simplified curriculum that will emphasize basic literacy and
computation skills.

* Increased community involvement in school construction and rehabilitation. Expansion
of multi-grade and multi-shift teaching.

Legal and Regulatorv Framework. The legal basis for provision of education is mainly statutory
law. The Education Act of 1978 empowers the government to ensure "the promotion of the education of
the people of Tanzania and the progressive development of institutions devoted to that purpose, and for
securing the effective execution by local authorities under this guidance, control and direction, of the
national policy for providing a varied, comprehensive, and nationally beneficial educational service in
their respective jurisdiction." Under that statute, regulations have been created to make primary
education compulsory, to ensure the rights of students, to place a ceiling on fees that can be charged in
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the public and private schools, and to prevent transfers from private to public schools.

The education system suffers from a lack of enforcement of existing laws and regulations
designed to improve quality and increase enrollments. For example, Nditi (1994) reports that statutes
protecting the rights of students are not rigorously enforced, and teachers often administer corporal
punishment with little regard for students' rights. In addition, compulsory attendance of children over
age 7 is not enforced, as evidenced by low enrollment rates and the advanced ages of children in primary
school.

Many of the provisions in education sector laws and regulations constrain the delivery of
educational services by the non-governmental sector. For example, Section 23 of the Education Act
states that a private school must impart education "wholly or mainly in technical fields of learning." This
implies that private primary schools are prohibited, as are private teacher-training colleges that prepare
teachers for primary schools. Section 32 of the Act empowers the government to take over private
schools and constitute them as regional or national schools under certain circumstances. In addition,
students in private schools are not permitted to transfer to government schools. Prices in private schools
are controlled and tuition is taxed.

Relatively recent policy changes have begun to loosen the constraints on the private-sector
provision of both primary and secondary education. Responding to high demand for secondary education
and low transition rates between primary and secondary levels, and in the face of tight fiscal constraints,
private secondary schools were allowed to operate starting in 1984.

Between 1984 and 1994 the number of Table 4.18: Expansion of Private Schools
non-governmental secondary schools increased
from 85 to 298 (Table 4.18). Enrollment in private Number of Private Share of Total
schools increased from 33,591 in 1984 to 102,805 Year Secondary Secondary School
in 1994. By comparison, the number of state- Schools Enrollment (%l)
owned secondary schools increased from 85 in 1978 71 35,-- - -- - - -

1980 71 41984 to 193 in 1994, while enrollment grew from ,,980,, ,,,,,, ,,,,, --,4 -2--
40,617 to 83,441. In 1994, the 298 private schools 1,982,,,,, ,,,,8,2,,,,,,, ,,, 441984 82 45
accounted for 61 percent of upper, and 57 percent -1124 85 45

1986 124 ~~~~~~53of lower, secondary-school enrollment. Private 1986 - - -
1988 175 57enrollment in Forms V and VI were only 4,584 in ---------------------------------------------------- -----------------------------------------
1990 213 57

1994 out of a total of 12,626 (GOT M inistry of -99-2--------- '-----------''--2'58-''''''' -----------------'---------------------
Education, 1996). ~ ~ ~ ~~~~~~~192258 58Education, 1996). --1-9-9--'------------------'----'- 29-------------'-------------------------''' ----5 - ------ ---------- ~

1994 298 55
Source: Government of Tanzania, Ministry of Education,

Organization and Structure of the Education Basic Education Statistics, various years.
System

The educational system in Tanzania is highly centralized and uniform. Primary education in
Tanzania is universal, nominally free (with the exception of a Tsh 200 UPE fee) and, on paper,
compulsory. School-aged children are expected to begin primary school at 7 years. Public secondary
education is not compulsory and, as stated earlier, tightly rationed. Movement through the educational
system is determined directly by students' performance on national examinations (see Box 4.6). The
curriculum is established nationally, under the auspices of the Tanzania Institute for Education (formerly
the Institute for Curriculum Development).
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Primary Education. For Box 4.6: Examination System
primary education, policy is made by
the Ministry of Education and Advancement from one education level to the next is based on nationwide

examinations and continuous assessments. The first examination is
Culture (MOEC), and implemented encountered in Standard 4. That exam, designed to be diagnostic, informs
through the local government the teacher and parents about the ability of students to progress further in
administration. The MOEC provides primary school. Students failing the examination can repeat Standard 4.

No other primary-school grades can be repeated. The Primary School
teachers, sets standards for physical Leaving Exam (PSLE) is taken in the last year of primary school (Standard
facilities, formulates sector policies, 7) and, in conjunction with district-based quotas, determines advancement
sets the curriculum, administers to secondary school (Form I).
nationwide exams, provides A similar pattern of diagnostic and then achievement examination is
textbooks, and posts ministry staff to followed in secondary school. A diagnostic exam in Form II leads either to
manage the education system from progression to Form IlIl or repeat of Form II. The Form IV exam
the districts. It also operates the punctuates the transition from lower to upper secondary school. The Form

VI examination is required for University entrance, with some allowances
teacher training colleges in which made for mature-age applicants or equivalents. Private candidates, many
primary-school teachers are of whom study in unregistered schools, are also allowed to take national
produced. examinations.

District governments nominally own the primary schools and are responsible for maintaining
them and for paying the centrally-established teacher salaries. As in all the social sectors, the local
government depends on the central government, rather than its own resource base, for funds. Education
is represented at District and Ward Development Committees by the District Education Officer (DEO)
and Ward Education Coordinators, respectively. School inspectors work at the headquarters of MOEC,
as well as in zones and districts.

As of 1993, there were 10,879 government primary schools, or about 100 per district, and
slightly more than one per village, on average. Primary schools typically have about 340 students. Only
three regions (Dar es Salaam, Kigoma and Singida) have schools with an average size of more than 500
students. Dar es Salaam has, by far, the largest average school size (1,154 students).

As shown in Table 4.19, a typical primary Table 4.19: Profile of the Average Primary School
school has about 9 teachers, each with about 36
students. Classrooms, furniture, and teacher Indicator Average Number
housing are thinly spread. There are 5 children to a Students per school 336.1
desk, only 2 regions out of 20 have more than one Students per classroom 66.8
table per teacher, and only 5 out of 20 regions have Students per teacher 35.7
1 or more chairs per teacher on average. Students per desk 4.7

Teachers per school 9.4
.r .,. , ......................... .., .,-----I ------- - ---- .. ............................... ......................... ...........

The for-profit private sector is prohibited Housing per school 2.8
from operating primary schools, and to date there Tables per teacher 0.7
are no guidelines to ensure registration and quality Chairs per teacher 0.7
control of private primary schools. A limited
number of non-profit organizations, including the Source: MOEC, 1994.

Aga Khan Foundation and religious missions, have
been permitted to run schools. As of 1993, there were 13 privately-operated primary schools. These
have an enrollment of just over 5,000 pupils.

The primary-school curriculum in 1993 included arithmetic, Kiswahili, English (from Standard 3
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onward), general science (from Standard 3), social studies, work skills, health, and religious studies.
Most classroom time beginning with Standard 4 is devoted to predictors of secondary-school success,
such as arithmetic and English.

There are 101,816 primary-school teachers in Tanzania, according to the most recent count.
About two-thirds of those now in service are trained at the relatively low Grade B or C (see Box 4.7).
The remainder are Grade A teachers. Overall, teachers are quite evenly distributed throughout the
country, though there are somewhat fewer teachers in rural districts compared to urban areas. Teachers
in rural areas also tend to have less preparation than do urban teachers. For example, in 1989, the most
recent year for which district-level data could be found, more than 40 percent of the teachers in Iringa
Urban District primary schools were Grade A, while only 25 percent of the teachers in Iringa Rural
District primary schools had achieved that qualification level. In Kigoma Urban District, 49 percent of
the primary-school teachers were Grade As, but in Kigoma Rural, only 21 percent were Grade A. The
same pattern is found in nearly all regions.

Across regions, there are large variations in the distribution of Grade A versus other (less well-

Box 4.7: Structure of the Teaching Workforce

There are five basic types, or levels, of teachers in Tanzania, differing by degree of preparation: primary-school teachers
can be Grade C, B or A, depending on their pre-service qualifications and training. Higher-level teachers include diploma
holders and graduates. Grade C, B and A teachers are eligible to teach in primary school, while secondary-school
teachers include Grade A, diploma, and graduate-level teachers.

Grade C school teachers were trained during the period of Universal Primary Education. They have a primary education,
and received a 'crash course" in teaching methodology before being deployed to teach the lower grades in primary
schools throughout the country. Many Grade C teachers subsequently have been "upgraded" to Grade B through
intensive in-service training. Teachers are no longer being hired at this level.

Grade B school teachers enter teacher training with no more than a primary-school leaving certificate ( having
successfully completed Standard Vil). Training consists of two years of general education (essentially the equivalent of a
Form II education) and then two years of training in primary-school subjects. Grade B teachers can teach in primary
schools.

Grade A school teachers enter teacher training with 0-levels (Form IV), and having passed at least four subjects at the
Form IV level. The training program is two years, and students study 11 primary subjects, as well as teaching methods.
The course includes teaching practice.

Grade B teachers can also be upgraded to Grade A, in a two-step process. First, they must upgrade to 0-level, which
often is done through an 'in-service" correspondence course or private secondary schooling. Once they pass their 0-level
examinations as private candidates, they are eligible for a one-year course in training methodology to attain Grade A
status.

Most Grade A teachers teach in primary schools. A few have in the past taught in secondary schools, and a very small
number are employed at teacher-training institutions.

Diploma-level teachers enter teacher training with A-levels (Form VI). Individuals completing the two-year course, which
includes practice teaching, are hired to teach in lower secondary schools and teacher-training colleges.

Grade A teachers can also be upgraded to diploma level in an intensive two-year course. The training covers material for
A-levels in the first year, and then the diploma-level training in the second. To upgrade from Grade A, teachers must have
at least three credits at 0-level and 3 years of teaching experience.

Graduate teachers, trained in the Faculty of Education at the University of Dar es Salaam, go through a three-year
program. Most teach in secondary schools, but some also teach in teacher-training colleges.
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prepared) primary-school teachers. The regions that are relatively well-endowed with better-prepared
teachers are Dar es Salaam, Kilimanjaro, and Arusha, while the poorer regions of the country have far
smaller relative numbers of Grade A teachers.

About one-half of primary-school teachers are female. A disproportionately large number of the
female teachers are employed in urban areas. For example, in Dar es Salaam, about 84 percent of
primary-school teachers are women, while in Lindi, only 25 percent are female. In all except two regions
(Mwanza and Singida), the female teachers are disproportionately the less well-prepared and lower-paid
teachers. In Tanga, for example, about 45 percent of Grades B and C, but only 3 5 percent of Grade A,
teachers are female. The same pattem is repeated throughout the country. Female teachers also tend to
be less educated than their male counterparts.

During the UPE decade, the focus of education administrators was almost exclusively on
increasing the quantity of primary schools. In more recent years, attention has shifted to improving
school quality (see Box 4.8). Improvements have been slow in coming, however, and intra- and inter-
regional disparities are profound. Even within the same district, there are large differences in
performance on examinations. In 1990, for example, performance on the Standard 7 examination varied
from a mean of 39.9 percent in Kinondoni Urban to 18.6 percent in Kilosa.

In an attempt to understand why some schools performed better than others, Omari and Mosha
(1987) divided a large sample of schools into high- and low-quality and performed in-depth analyses.
Results indicated that urban schools consistently performed better than rural schools. The main
explanatory variables included higher academic qualifications of teachers, stability of teaching staff
(more than five years in one position), better provision of learning and teaching materials, experienced
and more academically prepared head teachers, and regularity of inspection.

Secondary Education. In contrast to primary education, government secondary schools are
administered directly by the MOEC's Department of Secondary Schools. Secondary-school teachers are
employees of the Ministry, and operating funds come directly from the central administration. The
Ministry is also responsible for ensuring the quality of the education provided in registered private
schools.

As the private secondary-school sector expanded rapidly, several patterns and characteristics
emerged:

* The regional disparity in the provision of private schooling is pronounced. There is a
heavy concentration of private secondary schools in three regions; Kilimanjaro, Dar es
Salaam and Iringa. Very little private provision of secondary schooling is found in
Mtwara (less than 3 percent) and Pwani (less than 10 percent).

* Most of the private schools are located in rural areas, while most state-owned schools are
located in urban areas and district centers.

* Most of the newer private schools are day schools, rather than boarding schools.

* The majority of the schools under the ownership and management of churches, mosques,
and parent organizations are community-initiated. This also includes schools funded by
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Box 4.8: Community Education Fund (CEF)

The Community Education Fund (CEF) is a matching grant program that empowers communities to improve their
primary schools. The program addresses problems of underfunding and lack of accountability in schools. The
Government of Tanzania and the World Bank designed the program through a participatory process involving extensive
consultations with beneficiary villages and other stakeholders.

The residents of villages decide by majority vote in a meeting whether to participate in the CEF. If they decide to
participate, they establish school funding priorities and set an amount for parents to contribute to the CEF during the first
year of the program. The school committee, which is elected by parents, prepares a detailed Three-Year School Plan that
includes objectives, a three-year budget, and, for the first year, implementation and procurement plans. The School Plan
is cleared by the parents who vote on whether to accept the plan. One-half of the agreed annual village contribution is
collected and deposited in the primary school's CEF bank account. After verifying that the community's contribution is in
the account, the government deposits a matching grant into the same account. The government matches the money
raised by the community on a 1-to-I basis, currently up to Tsh. 6,000 per pupil (about US$10). Provisions have also been
made for matching on a 1.5-to-i basis for targeted schools in poorer districts.

Over the course of the following year, the village council and the government conduct periodic reviews of the
program. For example, halfway through the year, the village holds a community meeting for the school committee to show
progress against the School Plan, account for funds spent, and solicit the second half of pledged parental contributions
(which are also matched by the project).

The initial pre-tests have yielded very promising results. Parental contributions have been 10-20 times more
than had previously been committed to the schools, largely due to the transparency of the process. In most cases,
communities have spent CEF funds on infrastructure and desks. Construction activities under this project have generally
been less expensive and faster than those under previous IDA-financed projects. In one school, parents were able to
enroll 90 more children in the school without adding teachers, once additional classroom space was made available
through the CEF investment.

Previous projects have suffered theft of donated desks and equipment. However, one CEF community reported
that under this project there is no fear of having new desks stolen because parents contributed to their purchase. Thus
any such thefts would be viewed as neighbors stealing from neighbors. Schools are also keeping careful records of
financial transactions. Headmasters value this record keeping so that probity can be established, and parents use the
information to monitor program performance. An independent evaluation could not find a single parent in 4 pre-test
villages who did not know about and understand the program. Villages have successfully handled subsidies for parents
who cannot pay, but no one has been exempted from making some contribution. Finally, teachers have been empowered.
For most of them, this is the first time they have been able to help decide what should happen in schools and to assume
responsibility for the implementation of plans.

the Cash Crop Cooperatives, Development Trust Funds and Development Associations.

Private schools have come under considerable criticism for providing lower-quality education at
a substantially higher cost to households. In an early attempt to address this issue, a study based on 1981
data found that a private secondary-school student would be expected to perform 16 percent better on
mathematics and verbal examinations than would a public secondary-school student with comparable
family background. The same study found that private secondary schools have unit costs that are only 69
percent of public school costs. Given the performance advantage of private schools, the ratio of relative
cost to effectiveness was found to be 59 percent. That is, the same amount of learning in private schools
was found to cost only 59 percent of the cost of an equivalent education in public schools (Jimenez et al.,
1991). These estimates are rough because of the small sample size, and refer to the universe of private
schools in 1981. While they suggest that the private schools may have the potential to offer more
education at lower cost, it is important to note that the universe of private schools in 1995 is far different,
and probably of lower average quality, than that in 1981. Nevertheless, the impact of private schools
cannot be ascertained from overall averages, if only for the simple reason that public schools pick the
best students.

Lower-secondary education (Form I to IV) is segmented into four streams for commercial,
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agricultural, technical, and domestic science. There are four technical secondary schools (Moshi, Tanga,
Mtwara and Ifunda) and four "talented" schools, or schools for pupils who perform particularly well on
the Standard 7 examination (Mzumbe, Kilakala, Ilboru and Msalato). Under the draft Integrated
Education and Training Policy of 1993, these streams will be abandoned due to high cost, disappointing
outcomes, and logistical problems in implementation.

Forms V and VI are not diversified, but instead adhere to traditional subjects. These include
physics, chemistry, mathematics, geography, biology, accountancy, bookkeeping, education, Kiswahili,
literature and commerce. Pupils take a combination of three subjects, designated as science and arts
streams. There are three technical high schools (Arusha, Mbeya and Dar es Salaam Technical Colleges)
with small enrollments.

There were 9,568 secondary-school Table 4.20: Qualifications of Teachers in Government and
teachers in Tanzania in 1993. Twenty Private Secondary Schools
percent of the secondary-school teachers are
female. Of all secondary teachers, the vast Type of School Ownership
majority hold diplomas, and a small number Secondary- Total
are graduates of the University of Dar es school Teacher
Salaam Faculty of Education. Private schools Diploma 4,064 1,759 5,823
have a somewhat heavier concentration of Graduate 833 681 1,514
graduate teachers than do government schools All 4,897 2,440 7,337
(Table 4.20). Source: MOEC, 1992.

Performance varies widely among the
different types of secondary schools in Tanzania. Based on examination results, all-male seminaries
typically are top-performers, closely followed by single-sex government boarding schools. Co-
educational boarding schools also perform relatively well. The schools that perform most poorly are
private and community day schools. These comparisons are made hesitantly, as they do not account for
the variety of factors that should be considered in assessing a school's impact on performance.

Other Vocational. Technical and Academic Opportunities. Vocational and technical training
opportunities exist, but are very limited in number. For primary-school leavers, about 114 government-
owned basic vocational training centers and institutes offer a total of 25,000 places to learn practical
skills such as handicrafts and tailoring. This level of training includes the 52 Folk Development Colleges
that were established to provide rural-based training opportunities to literate primary-school graduates.
For the most part, these basic vocational training centers are designed to provide skills for informal
sector workers.

Students with at least some 0-level secondary schooling may attend a vocational training
institute operated by a government ministry. The 153 vocational training institutions have traditionally
trained agricultural, engineering, medical, and education workers for government employment. These
institutions grant certificates and/or advanced certificates, and a few also grant diplomas. A dozen of the
training programs are closely affiliated with parastatal enterprises, and the rest are directly under
ministerial control. The Ministry of Education's teacher-training colleges constitute the largest number
of institutions in a single category. About 11,000 students (or 3 8 percent of all trainees) are enrolled in
institutions that grant certificates for A- or B-level teachers. The Ministry of Health, with about 4,800
students in certificate programs (or 17 percent of all trainees), has the second largest set of training
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activities.

Students who have successfully completed their A-level education with high passes on the
examination may enroll in one of 14 technical-training institutions, or one of the three universities, all of
which are relatively autonomous organizations operated under the auspices of MOSTHE. The technical
institutions, which grant diplomas, advanced diplomas, and professional degrees, provide technical
training in management, business, secondary-school teaching, journalism and similar fields. At the
universities (University of Dar es Salaam, Muhimbili University College of Health Sciences, Sokoine
University of Agriculture, and the Open University of Tanzania) students can earn baccalaureate and
higher degrees.

Teachers, Textbooks, and Management in Primary Education

The problems facing the educational system in Tanzania atre myriad. In this section, we cover
three of the constraints that most severely affect the sector's ability to meet its goals for high-quality
universal primary education. These are problems related to primary-school teachers and their training,
the production and distribution of textbooks, and education management.

Teachers. There is no shortage in the absolute number of teachers in Tanzania5. However, there
are clear problems in the recruitment and deployrment of qualified primary- and secondary-school
teachers. Most of these problems are linked to the underlying structure of the workforce. For instance,
relative to the number of Grade B teachers, there are too few Grade A primary-school teachers. The
Grade B teachers are more likely to be found in rural areas and are more likely to be female, while the
Grade A teachers are disproportionately found in urban schools and are more likely to be male. In
secondary schools, there appears to be a mismatch between the subject-area requirements within
secondary schools and the availability of trained teachers with relevant specializations.

* MOEC is responsible for assigning recent graduates of teaching-training colleges to the
various regions. The assignment attempts to match graduates' stated preferences with
the requirements submitted by the Regional Education Officer (REO). Once the regional
assignment is made, the responsibility for district placement falls to the REO. The
District Education Officer (DEO) assigns new teachers to specific schools and classes.
Although the DEO submits specific requests for teachers, he or she does not know in
advance how many teachers will arrive at the start of a term.

* MOEC compiles no statistics on whether teachers show up at their assigned posts. One
study found that in the Morogoro Region in 1989, only 118 out of 174 teachers assigned
to that region actually arrived (World Bank, 1991, p.10). It is likely that an even higher
proportion of teachers fail to arrive at less desirable regions, such as the Mtwara and
Lindi regions.

* Within primary schools, there is little room for flexibility in staff deployment. The
official formula permits one teacher per stream, an additional teacher for schools

This statement is made on the basis of the relatively low pupil-teacher ratios prevailing in the country, and analyses in the study,
"Teachers and Financing of Education" (World Bank, 1991). It is important to note, however, that MOEC consistently stresses that a
shortage exists.
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offering Standards 5 to 7, a head teacher, and a teacher specialized in music and crafts or
vocational and technical training. For relatively large schools (with more than 14
streams), an assistant head teacher is allowed.

* The financial pressures associated with a large teaching workforce prevent the
government from providing teachers with salaries commensurate with a valued
profession. While the government's total wage bill has grown, the real wvages of
individual teachers have failed to keep up with inflation. Teachers are demoralized, as
reflected in recent strikes in some parts of the country. Unfortunately for the system's
long-term prospects, the teachers who are the most satisfied with their pay and work are
those who have the least amount of training, and are the least likely to contribute to
improvements in the quality of Tanzanian education.

Two basic problems related to teacher compensation are worth highlighting:

* Teachers ' salaries are too low to attract high-quality workers. As has been widely
reported, the salaries offered to teachers generally are too low to sustain a household.
Low wages, combined with low prestige of the occupation, contributes to the inability of
the sector to attract the highest-quality candidates. The vast majority of primary teachers
fall into the lowest categories and are paid less than Tsh 10,000 per month (now valued
at US$20).

O A 1991 study determined that the average gross salary of primary and secondary
teachers was insufficient to feed the average household. It was recommended
that "to ensure a reasonable standard of living and to increase productivity
significantly in the public service would probably require salary increases by a
factor of 3 to 5 times their existing levels" (World Bank, 1991, p. 18).

o The teachers surveyed in 1991 who were the most dissatisfied with their jobs
were the more highly educated secondary-school teachers, and younger Grade A
primary-school teachers. For example, only about 45 percent of secondary-
school teachers said that they were satisfied with their jobs, and only 43 percent
stated that they were planning to stay in their positions. These are individuals
who are likely to have alternative career opportunities. This is consistent with
some limited data on attrition of teachers. Attrition rates among primary-school
teachers is low (estimated at 3-5 percent annually), while attrition rates among
secondary-school teachers are at least twice as high (World Bank, 1991).

o The concern that teaching is an unattractive profession is also backed up by the
decline in the number of graduate-level teachers from about 1,600 to 1,500
between 1989 and 1992. These findings indicate that few strong candidates are
entering the profession, or are being retained in their posts. As stated by the
Task Force on the Education System for the 21 st Century, "The teaching
profession does not attract the highest achievers. It is among the last
professional choices of able secondary-school graduates" (MOEC, 1992b).

* The wage "signals" sent to teachers do not encourage change in the right direction,
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toward higher quality trainees and teachers. The salary adjustments of the late 1980s
sent the "wrong signals about the value of teachers with higher qualifications" (World
Bank, 1991, p.18). That is, the least qualified primary-school teachers (Grade B) were
given the largest relative increase in wages during the adjustment. As a consequence, the
differentials in salary between teachers with the lowest and highest qualifications
declined from 2.4 to 1.6 between 1978 and 1990 (World Bank, 1991). The minimum
salary (including monetary allowances) for a teacher who has had only a primary-school
education and four years of government-financed teacher training is Tsh 6,592 per
month, while the salary for a two-year trainee who started with a Form IV education is
only Tsh 8,107. Given that the lower-level Grade B teacher can move into a higher
salary range simply by accruing time on the job, there is little difference in the expected
lifetime earnings of Grade B and Grade A teachers. The economic "signal," then, is that
it makes sense for individuals to enter teacher-training college with little academic
preparation, obtain a government-financed education to the equivalent of Form IL, and
then leave training to a secure job.

Textbooks. Since Independence, the state has had an effective monopoly over the preparation,
production, and distribution of textbooks, closing out private investment in the subsector. As a result of
well-documented inefficiencies, a tight budget, and several donor projects that supported the
government's policies (including World Bank projects), the shortage of textbooks is precipitating major
policy change.

* Manuscript preparation has been under the domain of the Tanzania Institute for
Education (formerly the Institute for Curriculum Development), and has been seen as a
natural adjunct to the Institute's responsibilities for curricular development. The
Institute has been widely criticized for frequent curriculum changes, slow manuscript
production and, in many cases, poor quality of curricular products. Among the problems
at TIE are financial constraints, low staff motivation, inability to develop medium- and
long-term manuscript preparation programs, lack of pilot testing and evaluation, and a
limited pool of authors (Zayumba, 1994).

* Nearly all publishing has been done by the goverilment and parastatal publishing houses
using donor-supplied paper. Lack of funds, unpredictable payments by the government
to the parastatals for work completed, lack of expertise, and a host of related problems
have led to a situation in which delays in publishing manuscripts are typically three to
eight years (Zayumba, 1994).

* Once published, the books are distributed very slowly. For many years, Tanzania Elimu
Supplies (TES), a parastatal organization, was the sole distributor of primary-school
textbooks and other school materiaLs. This effectively "crowded out" the private
distribution networks, including most booksellers. Once printed, books would be
delivered to TES warehouses and would then be distributed to districts and schools.
Because of financial difficulties, however, this system broke down and the government
took over the distribution role through the Ministry of Education and Culture and the
Prime Minister's Office. Commonly cited problems with the system are lack of
coordination, leakage of goods out of the storage and distribution system, and a simple
inability to move sufficient numbers of textbooks into the rural schools and the hands of
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students (Zayumba, 1994).

* A 1995 survey assessed the availability of teaching materials (Hedkvist, 1996). The
study concluded that for the education system as a whole, the government's target of a
book to student ratio of 1:3 for each subject in each standard is largely met. However,
textbooks are distributed somewhat unequally across districts. Thus, many individual
districts fail this standard for some subjects. Further, even when districts achieve the 1:3
ratio at the school level, they fail to achieve this standard at the classroom level. Indeed,
only a few districts in the survey were meeting the 1:3 ratio at the classroom level in
more than one subject area (see Box 4.9).

The result of this system has been to make private procurement of most textbooks illegal, and
access to publicly-provided textbooks difficult. Parents who seek to purchase textbooks for their children
can technically be deemed criminals. In addition, teachers have incentives to hoard, rather than use, the
few textbooks that make their way to the schools. In short, the system has been a failure, a fact that is
widely recognized by specialists, teachers and parents. It has essentially removed a key educational input
from the school system. It is important to note that the problem of textbook production and distribution
is being given intensive attention, particularly with the assistance of the Swedish International
Development Authority.

Management. The problems in the education sector are exacerbated by constraints in the
institutional framework and by weaknesses in managerial operations. The fragmentation of institutions,
in the form of five Ministries involved directly in education (Ministry of Education and Culture, Ministry
of Science, Technology and Higher Education, Ministry of Labor and Youth, Ministry of Regional
Administration and Local Government, and the Ministry of Community Development, Women and
Children's Affairs), is arguably the most serious constraint as it hinders rational planning and efficient
utilization of resources. It does not allow for the reallocation of resources according to national priorities
because each ministry defends its own agenda and priorities.

* Within ministries there are a number of organizational constraints. The Planning
Directorates are mostly concerned with budgeting problems and are not engaged in
program and policy development, setting program targets, evaluating strategies, and
carrying out cost-benefit and cost-effectiveness exercises. Data collection and analysis is
carried out under the Directorates of Planning. However, while good data are collected,
in many instances they are not analyzed in relation to the pervasive problems affecting
the ministry concerned. Most of the implementation Directorates are concerned with
routine administrative matters to the detriment of professional development activities.

* The school inspectorate system is well established in Tanzania but has very little impact
on qualitative improvements in education. The major constraint can be traced to the
issue of accountability. Inspectors have no professional responsibilities for the schools
they supervise, apart from routine reports made to the Commissioner of Education.

* In primary and basic education, the roles and inter-relationships between MOEC, the
Prime Minister's Office, and local governments are unclear and frequently dysfunctional.
Local governments are charged with the delivery of educational services, but are
dependent almost totally on central level funds. When these funds are eventually
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Box 4.9: Availability of Textbooks in Primary Schools

In 1995, a random sample of 203 schools in 30 districts was surveyed to assess whether learning materials were
available to schools and, within schools, to students (Hedkvist, 1996).a

The government's objective for textbook availability is a book to student ratio of 1:3 for each subject in each standard.
This study demonstrated that the 1:3 ratio is being met in a large number of schools. On average, the 1:3 book to student
ratio is maintained or exceeded for all subjects except Kiswahili which has a ratio of 1:3.2. The ratio is 1:2 or better for
science, history and mathematics.

Book availability within individual districts is relatively good. If books from all subjects are counted together, 27 of the
30 districts surveyed achieve a 1:3 book to student ratio. Within subjects, the results are mixed. Twenty-one of the 30
surveyed districts do not achieve the 1:3 standard for Kiswahili, 13 districts miss the standard for Kilimo, 14 do not meet
the standard for home economics, and 12 fail the standard for geography. Of the 30 districts surveyed, Rufiji had the
poorest book to student ratios despite being located relatively close to the nation's central store for textbooks in Dar es
Salaam.

The availability of books in classrooms is much lower than the availability of books in schools. Four of primary
school's eight subjects, Kiswahili, geography, Kilimo, and home economics, have classroom availability ratios of one book
for every ten or more students. The other four subjects, English, mathematics, science, and history, have classroom
availability ratios of 1 book for every 5 to 6 students. Availability of textbooks in classrooms is poor in virtually all of the
districts surveyed. Only a few districts in the survey were meeting the 1:3 book to student ratio at the classroom level in
more than one subject area.

The availability of teaching guides is poorer than the availability of books. Many guides are not available in schools
and often guides available in schools are not available in classrooms. The subjects and districts with the lowest availability
of books are also those with the lowest availability of guides.

a The urban/rural population distribution for the sampled schools reflected the country's distribution. The sampling
framework was developed such that the results of the survey are assumed to be relevant for 92 of the country's 104
districts.

transferred to local authorities, they are already earmarked, and thus give local
authorities no opportunity to respond to local conditions and priorities. The revenue
base of local governments is so inadequate that funds levied specifically for education
(for example, the UPE contribution) are often not invested in educational services.

* The next level of organization and management is the region. Again the lack of clear and
defined relationships between central government education administrators and local
authorities constrains effective regional planning and implementation. The Regional
Education Office is meant to supervise the implementation of, and supply technical
advice to, educational programs in the region. While regional offices are constrained by
underfunding, they are constrained even more by not having the authority to set regional
priorities and allocate budgets for targeted programs.

* Many would argue that the source of all the institutional and managerial weaknesses in
the system is to be found at the school level. Here the constraints hinge on two critical
factors: the relationship between schools and their communities, and the quality of
school management itself. The issue of accountability is best illustrated in the problems
relating to school boards and committees. Schools are essentially accountable to the
district and central authorities, and the parents have no real say in the development of
their own schools. Even the question of who owns primary schools is unclear. It seems
that due to the fact that local communities do not constitute legal entities, they cannot
legally own schools despite their responsibility for the schools. The districts own the
primary schools, and this distances the institutions, villages, or wards from a sense of
ownership. While head teachers are meant to be the executive secretaries of school
committees, it is most often the case that the committees are actually controlled by the
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head teachers. In addition, school committees tend to concern themselves with student
discipline rather than the operation of the school.

GOVERNMENT AND DONOR SPENDING ON EDUCATION

Recurrent Expenditures

In 1994/95, the Government of Tanzania spent about Tsh 83 billion on recurrent education
expenditures. Education's share of total government spending was approximately 14 percent annually
from 1989/90 to 1992/93. This share increased in 1993/94 and 1994/95, to approximately 22 percent.
However, estimates for 1995/96 indicate that education has dropped back to about 15 percent of total
social-sector spending.

Education expenditures' share of government spending, net of debt repayment, declined
marginally from 21 percent in 1989/90 to less than 19 percent in 1992/93, then increased dramatically to
approximately 30 percent in 1994/95. Education was estimated to be about 3.6 percent of GDP in
1994/95, up from 2.7 percent two years earlier. Education's share of total social sector spending has
declined slightly from 62 percent in 1989/90 to 58 percent in 1994/95.

Expenditure by Program

While primary education has been the explicit focus of the Tanzanian educational system, this is
only weakly reflected in spending patterns. Primary education was budgeted at about 58 percent of total
education~recurrent expenditures in 1994/95. Primary education's share of recurrent expenditures has
risen over the 1990's, from 46 percent in 1989/90 to an estimated 59 percent in 1995/96. Secondary
education absorbed 10 percent of recurrent education spending in 1994/95, down from its 1989/90 level
of 16 percent. This downward trend is expected to continue through 1996/97. Teacher training
accounted for 2 percent of spending in 1994/95, down from its 1989/90 level of 8 percent. Higher
education absorbed 23 percent of expenditures, up from 19 percent in 1989/90. Ministerial
administration and other education-related programs accounted for about 5 percent of total recurrent
education spending, down from the 1989/90 level of 11 percent.

Inclusion of the development budgets in this analysis has a minor impact on the distribution of
resources across education sector programs. Table 4.21 shows the 1994/95 recurrent and development
budget expenditures by program. Inclusion of the development budget decreases primary education's



96 Education

Table 4.21: Distribution of Recurrent and Development Expenditures Among Education Sector Programs, 1994195

Recurrent Development Total
* ~~~~~Govt.

Govt. Share Govt. Share Donor Share and Share
* ~~~~Donor

category m~~~~~~'n) (%)Ts (Tsh (Tsh (Tsh (%

Total 82,956 100 1,393 100 4,952 100 89,302 100
Primary 47,756 58 ::475 34 2,020 41 50,251 56
Total Secondary 7,955 1 0 210 15 157 3 8,322 9

Technical Secondary 2,265 3 210 15 157 3 2,632 3
Commercial Secondary 2,753 3 0 0 0 0 2,753 3
Agricultural and Other Secondary 2,936 4 0 0 0 0 2,936 3

Teacher Education 2,129 2 33 2 167 3 2,329 3
Adult and Literacy 1,249 2 13 1 0 0 1,262 1
Higher and Technical 19,082 23 :~371 27 2,160 44 121,614 24
Other Education 2,133 2 - 67 5 0 0 2,200 3

Ministry and Regional ~~~~2,653 3 224 16 448 9 3,325 4
Administration

Source: Follmer and Kessy, 1996.

share of total budgeted expenditures from 58 to 57 percent. Secondary education's share of total
expenditures and that of higher and technical education are virtually unchanged. Ministerial and regional
administration's share of total expenditures also remain roughly the same.

Expenditure by Input

Table 4.22 shows spending by inputs. Without question, personnel costs dominate spending at
the primary-school level, accounting for approximately 70 percent of all expenditures. School
examination expenses account for about 20 percent of expenditures, and materials, boarding costs, and
other expenditures another 10 percent. Spending on operation and maintenance is not broken down in
the local budget, but accounts for less than 3 percent of total primary-school expenditures.

In the budget for 1996/97, the share of total spending on wages increased sharply. On average,
personal emoluments accounted for 91 percent of all recurrent costs in the 1996/97 budget estimates for
primary schools.
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Table 4.22: Input Use in Education Sector Programs, 1994/95 (shares of total program
expenditures)

The
large share of Secondary School Teacher
spending on Technical Commercial Agricultural Total Training
personal Total 100 100 100 100 100 100
emoluments at Personal Emoluments 70 26 41 40 37 44
the primary Travel and Visits 0 1 2 2 2 3
level is not due Operation and Maintenance 0 6 1 2 3 4

to high teacher Staff Training 0 0 0 0 0 5
salaries, but Pupil Transport 0 0 0 1 0 0sa larie s, b u t - ----------------- -------- . ...-------- --------- ---------- ----------- --- ----------------- ............. .................

rather to the Student BoardingNWelfare 1 54 43 42 46 36
Materials 7 5 5 5 5 2size of th e ----------- ------ ----------- ---- ------ -------------------------------------- --------- --------------------- -- ........ -------------- --------------- --- ..........-
Exam Expenses 20 5 4 4 4 5

te c h n ... .. .. .. ---''--'-'- -'--'-''-- '- --------- '- ---'----- '- ---- '- ---- --- ''--'-'---- '-'--' ---'--'-- '--'--'-'--- -- -----''-'--- ------ ---'- ---- --''------ .. . . . .. . . . . .........-' -- ---- '--- ----''--'--
teaching b, Hospital Services 0 0 0 0 0 0
workforce in Other 2 3 3 5 4 0

combination
with the fact Source: Folimer and Kessy, 1996.
that the
education
sector as a whole is seriously underfunded. The implications of the budget distortions caused by a large

Box 4.10: Uses of Funds for Sample of Government and Private Schools

Table 4.23 estimates expenditures by use of funds for a sample of government and private secondary schools in Tanzania.
Analyzing expenditures for specific schools provides a higher assurance of the accuracy of these estimates, and
performing these calculations for private schools allows for a comparison of the two types of institutions. These
estimations were made for 4 government and 2 private secondary schools in fiscal 1994 (Dar and Levine, 1996). While
this very small sample cannot be assumed to be representative of all secondary schools, it nonetheless may provide
indications of more general patterns.

For the sampled schools, total expenditures per child in FY94 were 50 percent higher in government schools than in
private schools. Furthermore, 57 percent of government- school expenditures were for student welfare and boarding.
These expenses accounted for only 23 percent of private-school expenditures. On a per student basis, these expenses
were four times as high in government schools as in private schools.

The government schools spent slightly more per student than the private schools on staff salaries. However, because total
spending in the government schools was higher per student than in the private schools, staff salaries accounted for 33
percent of total government school expenses, versus 43 percent for private schools.

Private schools spent 24 percent of their budgets on teaching and learning materials. These supplies accounted for only 7
percent of government-school budgets. On a per student basis, private schools spent more than twice as much as
government schools on materials.

Private schools had 1 1 students per staff member, whereas public schools had 10. Government schools had a ratio of
14.6 students to each academic staff member, whereas private schools had a ratio of 17.9. Private schools had lower
student-to-staff ratios for non-academic staff than did government schools.

This analysis indicates that the government schools in this sample spent far more per student than did the private schools.
Furthermore, more than one-half of government school expenses were used for student boarding, whereas boarding
accounted for less than one-fourth of expenditures for the sample private schools. The government and private schools
had relatively low student-to-staff ratios, and staff expenses per student were relatively equal across the two types of
schools. This small study indicates important similarities and differences between government and private schools. If this
same analysis were done on a regular basis for a representative sample of schools, and if the results were combined with
assessments of students' academic performances, the results could be very useful in helping improve school quality and
efficiency.
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teacher workforce are Table 4.23: Expenditures for Sample Government and Private Secondary Schools
profound. By all
measures, the size of Percent of Expenditures Expendures per Student,
the government's wage Public Private Public Private
bill in the education Schools Schools Schools Schools
sector (as well as Staff
expenditures on Salaries 20% 21% 12,571 8,472
stu d en t b o ard in g in ................................................................. ................. .................. .................................. student boarding in Other 13% 22/, 8,411 9,029
secondary schools) is Total 33% 43/o 20.983 17,501
squeezing out Students
expenditures on Food and Boarding 56% 22%/ 36,297 9,090
complementary Inputs. Other 1% 1 / 457 433
These include books, Total 57% 23/0 36,754 9,523

, , 1 . , ~~~~~~~~~............................................................................................... .................................................. I.......................
school supplies, and Other Expenditures
school maintenance. Teaching\Learning 7% 24%/ 4,251 9,833
The shortages of basic MaterialsT he shortages of basic ~ ....... . ....................................... ............. ................ ....................................... I.......
educational inputs in Others 3% 10%/ 2,011 4,143
both primary and Total 10% 34%/ 6,263 13,976
secondary schools has TOTAL 100% 100% 64,000 41,000
been well documented Student to Academic Staff 14.6 17.9
(Planning Ratio
Commission, 1991; StudenttoNon-academic 34.2 29.5Staff Ratio
UNESCO, 1989). For Total Student Staff Ratio 10.2 11.2
example, MOEC
estimates that there is Source: Dar and Levine, 1996.
a shortage of nearly
850,000 student desks in primary schools (MOEC, various years). Despite many studies drawing
attention to the problems, and despite significant, targeted donor contributions, many classrooms still
have few or no textbooks (see Box 4.9), and chairs, desks, and buildings are in disrepair.

At the secondary-school level, the largest expenditures are on boarding costs. Student welfare
(room and board) accounts for about 46 percent of total spending. Personnel costs account for another 37
percent. In teacher-training schools, student boarding and welfare expenditures account for 36 percent of
total spending, and personal emoluments, 44 percent. The secondary schools and teacher-training
colleges are as much student hostels as they are educational institutions. Box 4.10 examines the
expenditures of a small sample of government and private secondary schools, using data presented in
Table 4.23.

Donor Spending

Donors in the education sector concentrate their spending on post-secondary and primary
education. Donors were budgeted to spend Tsh 4,952 million (approximately 5 percent of total non-
household expenditures) in the sector in 1994/95. Donor funds accounted for approximately 13 percent
of non-household higher-education spending, 4 percent of non-household primary-school spending, and 2
percent of non-household secondary-school spending. In general, donor funds are allocated to
construction and rehabilitation of facilities, provision of textbooks, equipment and materials, and training
of managers.
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The major bilateral donors in primary education are Denmark, Ireland and Sweden, with the UK
planning a large-scale increase in the near future. At the secondary level, major bilateral donors include
Denmark, the UK, Germany and Norway, and at the tertiary level, Sweden, Denmark, Norway, Germany
and Ireland. Among multilateral donors, the European Union is active on all three levels, the World
Bank focuses on the primary and secondary sub-sectors, and UNICEF concentrates its funding on the
primary level (DANIDA, 1994a and b). For a more detailed review of donor funding in the education
sector, see Box 4.11 on the next page.

Unit Costs

In 1995, the government's recurrent budget expenditures were Tsh 12,600 per pupil for primary
schools, Tsh 95,300 for secondary schools, Tsh 131,000 per pupil in teacher training colleges, Tsh
716,700 in technical institutions, and Tsh 3,324,200 at the two universities (including study abroad).

Inclusion of recurrent expenditures funded through the development budget results in a small
increase in total per-unit expenditures in some programs. Per-unit primary-school expenditures remained
constant at 12,600 Tsh, but secondary-school expenditures increased from Tsh 95,300 to Tsh 96,300.
Teacher-training and technical college expenditures remained constant, but university expenditures
increased from Tsh 3,324,200 to Tsh 3,332,800.

Primary Schools. The 1994 small-scale FAST study of the costs of education found that
approximately Tsh 5,000 was expended annually by the government on each primary-school student in
each of eight districts visited. Compared to the per-student expenditure derived from government
budgets for that year, this suggests that about one-quarter of primary-school expenditures are devoted to
administrative expenses from the district on up.6

Secondary Schools. Another small study found that unit costs at private secondary schools were
59 percent of those at public secondary schools (Jimenez et al., 1991). Similarly, a 1992 study in the
Lake Zone found that the total unit costs in public schools were Tsh 13,000 (or 18 percent) higher than
those in private schools. The average unit (recurrent) cost in public secondary schools was estimated at
Tsh 73,000 per year, as compared to Tsh 60,000 in private institutions (Babyegeya, 1993, quoted in
Galabawa, 1994).7

Teacher-Training Colleges. Costs per trainee-year in teacher training colleges vary widely,
depending on the size of the class and type of training. By far the most costly programs are those which
offer only in-service training. The next most expensive programs are those which train Grade B teachers,
either with or without in-service adjunct courses. Remarkably, the colleges that produce the most highly
trained teachers (both Grade A and diploma courses) are the least expensive. In fact, one year of training
in a Grade A/Diploma teacher-training college is estimated to be approximately one-tenth the cost of one
year of in-service training.

6 Readers are cautioned to interpret these numbers cautiously, as they are based on a small sample.

7 Note that these figures include private contributions. In the case of government schools, an average of Tsh 19,000 was contributed
by households, while that for private institutions averaged Tsh 25,000.
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Box 4.11: Recent Donor Initiatives in the Education Sector

Donors fund 6 percent of all non-private expenditures in the education sector, with 41 percent of their funding going directly to
primary (basic) education. This support accounts for approximately 8 percent of all non-private expenditures on primary education. Donor
countries support improvements in the quality of, and access to, basic education. They also seek to improve cooperation and centralization of
individual programs. In higher education, donors seek to improve teaching skills in training for trades and professions in both vocational and
university programs.

DANIDA (the Danish government's aid agency) is the largest donor in the education sector. It is currently embarking on a three-
year support and expansion phase of its Primary Education Program (PEP). A pilot program focusing on improvement of teacher and student
performance levels, PEP is now budgeted at approximately US$ 3 million per year. On the secondary-school level. Danida funds a
nationwide school rehabilitation project, maintaining and improving the physical plants and facilities of these schools. Danida works closely
with Sweden's aid agency (SIDA) and the Vocational Education and Training Authority (VETA) on the tertiary and vocational levels of
education, contributing to various regional vocational and training schools throughout Tanzania. Total DANIDA spending in the education
sector has risen from US$ 3.6 million in 1991 to US$ 7.7 million in 1993. DANIDA expects to increase funding levels for education in the
coming years.

The Overseas Development Agency (ODA) is planning to substantially increase its support to the education sector by focusing on
government initiatives in basic education, such as improving the primary-school curricula, the training of teachers, and the efficiency of
examinations. O.D.A. is also promoting an increase in the number of English language courses taught in primary schools. In secondary
education, O.D.A. focuses on improvement and extension of the teaching of the English language to students and teachers. O.D.A.'s focus
on the tertiary level is to increase funding to the Ministry of Education and Culture (MoEC), thereby insuring coordinated efforts. it is also
pushing to improve the quality of European aid to education by strengthening its own ties and activities with the European Union (EU), as well
as by promoting coordination with the government's Planning Commission. O.D.A. also seeks to improve the quality and availability of
education to girls.

The International Development Agency (IDA) sponsors the Community Education Fund (CEF) which has the specific goal of
improving community and parental involvement in primary-school planning and budgeting. IDA also sponsors the Girls' Secondary Education
Support Project (GSES), a US$ 4.1 million effort that targets girls in poorer communities and attempts to improve their chances of
successfully completing secondary school. However, IDA's largest initiative in the education sector is its Education Planning and
Rehabilitation Project, budgeted over six years at a total of US$ 67.5 million. With US$ 38.3 million of that total amount designated as a loan,
the Project has three goals: to strengthen the planning and implementing capacity of institutions to allow for the improvement of training of
education managers; to improve the overall quality of primary- and secondary-school education by strengthening the Institute of Curriculum
Development and improving school libraries; and to improve the utilization of non-govemment resources and support for education by
establishing the National Education Trust Fund (NETF). The NETF was designed to provide matching grants to communities that give priority
to increasing the enrollment levels of girls, and that demonstrate efforts at decreasing the inequalities girls face at the secondary-school level.
All-boy schools are not eligible to receive any NETF funding.

SIDA focuses its efforts on the production of textbooks for primary schools. It is the predominant financier of the book
management unit in the MOE, and helped to increase the number of textbooks in circulation from 632,000 in 1988 to more than 4 million in
1994. SIDA also funds a program aimed at improving training for primary-school teachers. In vocational schools, SIDA is heavily involved in
many regional projects, aftempting to improve the quality of the country's skilled workforce. It also works closely with VETA in this area.

NORAD (Norway's aid agency) is a major donor to tertiary education, funding numerous programs in Tanzanian universities and
technical schools. NORAD's efforts are aimed at everything from training students in maritime skills, to enhancing an animal science program
in hopes of making post-graduate work possible in this field. NORAD also funds the National Education Trust Fund (NETF) that seeks to
support and promote community initiatives undertaken to enhance the quality and availability of secondary schools.

The Dutch have announced their intentions to increase support for basic education in many developing countries. This represents
a break from their traditional support that was aimed at tertiary education. They will promote this new strategy through multinational and
bilateral channels. Two-thirds of all of Holland's increased aid will be given to the Sub-Saharan Africa region. The initiatives range from a
children's book project focused on the Kiswahili region, to a teaching-methodology improvement project. Although specific program funding is
not yet available, the Dutch have committed US$ 7.8 million to the Tanzanian education sector for the years 1995 through 1998, and
approximately US$ 1.7 million to local government training programs from 1995 to 1997.

Irish Aid has an education project slated to last until 2000. Its objective is to improve the teaching of math and sciences at the
pnmary level through direct support to teachers and regional schools at the district level, and indirect support through zonal and national
programs. Irish Aid also funds various vocational- and university-level programs aimed at improving engineering skills, agricultural
techniques, and mathematical skills. The Irish spend approximately USSO.9 million annually on education projects in Tanzanma.

GTZ offers a combination of technical and financial assistance to the Christian Social Service Commission (CSSC) for the
improvement of services in secondary schools run by churches. The main focus of GTZ however, is on the tertiary and vocational level,
where they support many programs. After assisting with the creation of the Technical College in Arusha until 1986, GTZ is now supporting the
foundation of a training course there for road technicians. Other projects receiving GTZ support include the establishment of the Institute of
Product Innovation at the University of Dar es Salaam (UDSM), and aid to agncultural and orthopaedic training universities.

UNICEF has declared that universal primary education is its education priority in Tanzania, targeting girls and women specifically.
The organization includes much of its funding for primary schools in its umbrella-like Programme for Child Survival Protection and
Development in Tanzania. Aiming at strengthening the ability of local communities to provide care and education for children, this program
provides funding to various regional and local projects, espousing grassroots educational planning as opposed to the traditional top-down
method. Examples of this include the training of school committees, support to teacher centers, and the strengthening of district and ward
support systems. UNICEF also supports an AIDS education program in primary schools throughout Tanzania. Adult education and early
childhood development are promoted as supporting strategies to UNICEF's
primary-school efforts.

The European Union (EU) supports the Government of Tanzania (GOT) initiatives in general, as opposed to funding specific
programs on their own. Accordingly, the EU has recently approved programs designed to support GOT efforts in all levels of education by
providing funding which allows the GOT to evaluate programs in .detail and budget for them accordingly. The EU also advocates the
coordination of donor efforts in the education sector, calling for cooperation with GOT and MOEC initiatives.
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RETURNS TO EDUCATION

To estimate the net gains from education, it is necessary to compare costs and benefits. The most
tangible benefits of education are the higher earnings that accrue to individuals with more education.
Education may also bring many non-monetary benefits to households and societies. For example,
increased education may convey a general increase in household and societal welfare, a reduction in
crime, better health and hygiene, and lower fertility rates. However, these benefits are difficult to
estimate and are therefore excluded from this analysis. This implies that the benefits used in this
exercise are lower-bound estimates of the true benefits to individuals and society that accrue from
education.

Excluding non-earnings benefits, the private rate of return to a level of education is estimated by
comparing the present value of the earnings differential between two levels of education' with the
economic (out of pocket and opportunity) cost incurred by a household in obtaining the higher level of
education. For example, a rate of return of 3.6 percent on primary education implies that if an individual
invested Tsh 100,000 on an additional year of primary school, his or her annual income would be Tsh
3,600 higher than it would have been if the individual had not undertaken the additional year of
education.

This analysis also excludes non-earnings benefits from social rates of return. Thus the social
benefits to education are also assumed to be the earnings differential between people with different levels
of education. These are compared to the societal costs of education, including the full direct and indirect
costs (including opportunity costs) of education borne by households, businesses, and the government.

This section reviews estimates of the private and social rates of return to education in Tanzania.
Because non-monetary benefits are excluded from this analysis, the results are lower-bound estimates of
actual returns. These results should be interpreted with caution for several reasons. First, the number of
observations, particularly at the university level, are few. Second, due to data limitations, this analysis is
confined to formal sector workers who account for less than 10 percent of the overall workforce. This is
likely to bias upwards the rates of return, especially at lower levels of education9 . Third, the rates of
return may also be biased because over 65 percent of the sample analyzed is employed in the public
sector where pay scales are set administratively and may have little relationship to productivity.
However, the general trends in this rate of return analysis are similar to those found for other countries
(Psacharopoulos, 1993).

Private Returns

Private rates of return to education in 1990/91 have been computed by estimating an earnings
function that controls for human capital characteristics (education and training) along with individual,
regional, and labor market characteristics (Dar and Levine, 1996).

s Private rates of return should be based on net (after tax) earnings. However, this infornation was not available. Thus, the earnings
used in this analysis are gross (before tax).

9 This is especially the case because several studies have found that the return to education for people engaged in traditional
agricultural production is significant but relatively low (Mason, 1996).
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On average, private rates of return are 3.6 percent for primary school, 6.9 percent for secondary
school, and 9.0 percent for University. Rates of return are significantly higher for women than for men at
all three levels of general education, but especially at the primary-school level. Private rates of return
increase sharply with education levels for men but are relatively flat for women (Table 4.24).

On-the-job training has by Table 4.24: Private and Social Annual Rates of Return to Education and
far the highest rate of return. Training (1990/91)

Rates of return are also much Education Level Training
higher for vocational training than Group Primary Secondary University Vocational On-the-job
for general education. Training, Private Rates
like general education, has higher 3.6 6.9 9.0 19.4 35.2
rates of return for women than for mer"ll (2,113) (609) (41) (814) (514).. . . . . .. ............ ........... . . .. .. .. . . .. . . . .. . .... . .. . . . .......................................................

1.9 6.6 9.9 17.8 33.0
The private rates of return (1,612) (360) (28) (523) (416)

to education estimated for 1990/91 Female 10.8 9.0 11.4 20.2 35.0
are lower than those reported by . ..... ..... . ..... ...... .(501) (249) (13) (291) (98)

Psacharopoulos (1994) for seven Social Rates
sub-Saharan African countries All 3.6 1.5 0.0 0.0
(including Tanzania) in the 1970s Note: Numbers in parentheses are the number of observations.
and 1980s. Returns for these Source: Dar and Levine (1996), based on 1990/91 Labor Force Survey.
countries ranged from 8 percent in
Ethiopia to 20 percent in Cote d'Ivoire. Psacharopoulos reports that the average return to education in
Tanzania was 11.9 percent in 1980 (Mason and Khandker, 1997). This return is slightly higher than the
rates estimated above for formal education for women, and significantly above those rates for men.

It is difficult to speculate on the implications of these differences in returns. Tanzania has lower
returns to education than many other Sub-Saharan African countries, and its returns nmay have fallen
between 1980 and 1990. However, Mason and Khandker (1997) report that it is likely that earnings'
premiums to lower secondary graduates in Tanzania increased from 1980 to 1990. He therefore
speculates that the apparent decline in returns to education indicated above may be wholly attributable to
declines in the returns to primary education.

It is possible that the differences in returns are attributable to differences in the methods used to
make these estimates. Indeed, Mason and Khandker (1997) used the same data as that used by Dar and
Levine to estimate private returns to primary and secondary education, but Mason and Khandker's results
differ significantly from those by Dar and Levine presented above. Dar and Levine estimated an average
rate of return for primary school of 3.6 percent, whereas Mason and Khandker computed a 7.9 percent
return. Dar and Levine's average return to secondary school of 6.9 percent was also below Mason and
Khandker's 8.8 percent return.

Social Returns

Taking into account the costs incurred by the government, and continuing to exclude non-
earnings benefits, lower-bound estimates for social rates of return are negligible for secondary education,
and zero for vocational training and higher education. This is mainly due to high public expenditures per
pupil in post-primary education as a result of inefficient resource allocation. Thus the economic cost of
the public provision and financing of vocational training and higher education are as great as the net
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present value of economic benefits.

In an era of tight budget constraints, the government has to rationalize its expenditure on
education so that social returns are maximized. Since social returns decline by education level,
efficiency gains will be realized if the government progressively increases cost-sharing (and hence
reduces its investment) at higher levels of education, and reallocates resources to lower levels of
education. The government should foster private and employer-based training whi,ch, in any case, is
usually more relevant to market needs than government-managed programs. The fact that the private
returns to post-primary education and training are high implies that households should be willing to pay
far more than they are currently doing to obtain these services. Loan programs for individuals who do
not have the resources to fund their post-primary education could be created or expanded. The high
private returns to this education imply that students should be able to repay the loans once their education
is completed.

Private rates of return to education are significantly higher for women than for men. However
this has not been realized by communities, as evidenced by low enrollment rates of women. Parents
should be made aware of the benefits of educating their daughters. Furthermore, because the social rates
of return to education are also higher for women than for men, the government could make a greater
effort to target education sector resources to programs that benefit women.

THE DISTRIBUTION OF BENEFITS FROM EDUCATION SPENDING

Total Spending on Education

Any estimate of the total amount spent on education in Tanzania necessarily depends on
imprecise estimates. However, such an exercise is worth doing to discern, even in rough terms, the
absolute and relative spending on critical investments in human capital.

An estimated Tsh 128 billion were spent on education in Tanzania in 1994/95. Households
contributed about 30 percent of these funds in the form of fees, expenditures on uniforms, and other
inputs'°. Government and donors provided the remainder (about 70 percent).

Distribution of Public Subsidies

Who benefits from government spending on education? According to an analysis of the
incidence of the benefits of public spending, a disproportionate share of the benefits are captured by the
best-off households. Given the relatively large share of the public budget devoted to secondary schools,
the high unit costs of secondary-school education, the limited access to government secondary schools,
and the lack of gender parity in enrollment, the government de facto subsidizes the children from better-
off households more than those from poor households, and male children more than female children.
While this result is not an intentional outcome of the Tanzanian educational system, it nonetheless

ID These estimates were derived as follows: government and donor expenditures were taken from the total recurrent and development
budgets, as reported in Follmer and Kessy (1997). Household expenditures were taken from 1993/94 per student levels and updated by
inflation and the new number of students for 1994/95. Household expenditures were estimated based on estimated average expenditures
of Tsh 6,578 per primary-school student (for the approximately 3.8 million primary-school students) and Tsh 71,704 per secondary-
school student (for the approximately 196,375 secondary-school students).
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occurs.

In 1993/94, the
richest 20 percent of Table 4.25: Distribution of the Benefits of 1993194 Public Spending onrihousehol ereceived aboutf1.8Education, by Expenditure Quintile
households received about 1.8
times the share of government Lowest 20% Highest 20%
spending on education (1) (2) (3) (4) (5) All
received by the poorest 20 Primary 20.0 21.0 21.0 20.0 19.0 100.0
percent of households. In Education
1994/95, the richest 20 SeconarY 7.6 12.7 19.1 26.6 34.1 100.0Education
percent of households
received about 3 times the Source: HRDS, 1993/94; World Bank, 1994a.
share of government spending
on education as that received by the poorest 20 percent of households. The benefits of government
spending on primary schools are quite uniformly distributed across the population. However, because
better-off households are most likely to obtain entrance into government secondary schools, the benefits
of the significant public expenditures at that level are primarily captured by households in the upper end
of the
welfare distribution. In fact, the poorest 20 percent of households realized only 8 percent of the benefits
of public spending on secondary schools in 1993/94, while the richest 20 percent captured 34 percent of
the benefits (see Table 4.25)."

CONCLUSION

Education is by far the most important avenue through which families and nations can invest in
human capital. Unfortunately, the current state of the education sector that emerges from this analysis of
the demand for, and supply of, education is grim. Educational outcomes in Tanzania are poor and, in
many areas, worsening. Parents are withholding children from school, and even when children do attend,
the quality of the education is jeopardized by ill-prepared, poorly motivated teachers and a severe
shortage of basic learning materials. The education of girls, arguably the most essential ingredient for
the improved welfare of the next generation, faces the greatest risk.

Based on the preceding analysis, it appears that if little or nothing is done to alter the current
course of the education sector, we can expect:

* falling enrollments and increasing illiteracy;
* declining quality at all levels of education;
* continued deterioration in teacher morale and the quality of education infrastructure;
* a rapidly growing number of poorly educated, unemployed youth;
* perpetuation of the already established gender gap in primary education achievement and

secondary education enrollment;
* markedly reduced chances for the nation to compete in the international economy; and
* an increasing divide between the education of the wealthy and the poor.

Estimates for 1994/95 figures were arrived at by multiplying the 1993/94 quintile shares for education subsectors by each
subsector's share of 1994/95 education expenditures.
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However, the government has a strong commitment to education which, if implemented
effectively, could greatly strengthen the sector. To realize this goal, there are policy initiatives that the
government has already begun, or which it might choose to undertake in the future, that would improve
the allocative efficiency of government education funding and the operating efficiency of government
owned and operated schools. These initiatives are outlined below.

Primarv Education. The social rates of return to primary education are higher than the social
returns to other types of schooling. Yet primary education is woefully underfunded. Despite very low
gross enrollment rates, government expenditure was only about US$22 per student in fiscal 1995. To
ameliorate this problem, the goverment could speed its practice of increasing primary education's share
of total education funding. Indeed, primary education's share of education funding could climb from it's
current level of about 57 percent to 65 percent within a few years.

Continuing to increase primary education's share of total sector spending will have only a
modest impact on primary education funding because other types of education also have relatively small
budgets. There is a huge and growing stock of children waiting to go to school. Finally, there has been
significant under-investment in maintaining and expanding infrastructure, furniture, books, and
equipment. Thus, reversing the decline in primary education will also depend on parents contributing
more to local schools. For substantial improvements at the local level to take place, the government can
begin to implement policies to decentralize primary education and empower teachers and parents to turn
the system around. The government has initiated this effort through a pilot program to increase local
communities' financial support for, and administrative and policy management of, primary schools.

As stated in the government's Basic Education Master Plan (BEMP), the government could
continue this effort by transferring the title of government-owned primary schools to the local authorities
closest to the schools, such as villages or urban wards. In addition, the government could prepare a time-
bound action plan to decentralize management and financing of primary education. Under this plan, head
teachers could assume primary responsibility for school management, including managing school
accounts, hiring and firing teachers, establishing remuneration of teachers, preparing annual school plans,
and making decisions about curriculum and textbooks. Head teachers could be chosen through
consultation between the school committee and the DEO. School committees could supervise and
manage the head teacher and approve his or her decisions.

As identified in the Basic Education Master Plan, the central government could expand its pilot
program under which the states make financial contributions directly to schools. This practice would
allow school committees to determine their schools' greatest needs and spend funds efficiently to
maximize their benefit. The central government could also review the regulatory structure for private
primary schools to increase the private sector's ability to enter this market. The central government
could modify the roles of the school inspectorate and the ward education coordinators to encourage them
to provide general advice to schools concerning ways to make information available to schools about best
practice, to help schools prepare good plans, and to help them improve procurement, maintenance, and
construction. Finally, the central government could complete its review of the current system of multi-
ministerial management of education. It could then determine whether efficiency could be realized by
consolidating management of the education system.

Secondary Education. Tanzania has one of the world's lowest secondary-school enrollment rates.
To rectify this situation, the government, in collaboration with non-government school operators, could
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develop a five-year plan to radically increase enrollments in lower secondary schools. The plan might
address the following three areas:

* Non-government Schools: Secondary-school enrollment rates have grown steadily since
1986 primarily due to the legalization of non-government schools. For the upward trend
in secondary enrollments to accelerate, non-government provision of secondary
schooling must expand considerably faster than it has in the recent past. The government
could increase incentives for private school creation by removing controls on fees and
replacing these with indicative guidelines, by providing good information to schools on
unit costs, and by widely distributing information to parents on availability, costs, and
performance of secondary schools. A number of other simple reforms would accelerate
the creation of private secondary schools. These reforms include eliminating taxes on
secondary tuition, allowing free movement between private and government schools,
opening up the exam and secondary-school selection system, making available excess
capacity in government institutions for non-government operators, and expanding and
improving the National Education Trust Fund.

* Government Secondary Schools. To expand secondary-school enrollments in
government schools, the government could (a) consider secondary and teacher-training
colleges as alternatives, and bring the costs of the latter in line with the former, (b)
review the feasibility and desirability of converting secondary schools into self-
managing, self-financing institutions, removing all restrictions on their ability to accept
tuition-paying students, and (c) convert the current system of selection to, and support of,
secondary education into a bursary program in which government-funded bursaries are
awarded partially for merit and partially to support disadvantaged students, allowing the
students to choose the school they want to attend.

* Secondary Education for Girls: Secondary enrollment for girls is rising, yet girls remain
under-represented in secondary education, particularly in upper-secondary schools. The
government could address this issue by evaluating its Girls' Secondary Education
Support Program to see if this program could be expanded on a nationwide basis. If the
program is not found to be satisfactory, another plan for augmenting girls' enrollments
and performance in secondary schools could be developed.

Post-Secondarv and Technical Education. Tanzania needs a comprehensive post-secondary and
technical education system. However, the social returns to primary and secondary education are much
higher than the social returns to post-secondary education. Furthermore, the overwhelming share of the
benefits of higher levels of education accrue to better off households. The government could increase the
social returns to its education investment by reallocating some of its higher education investments to
primary- and secondary-school funding. Students receiving post-secondary education could assume a
significant share of the costs currently borne by the government. For households without sufficient
savings to immediately meet these costs, a loan system could be developed. The high private returns to
these levels of education imply that students who assumed these loans would be able to repay them upon
completing their education. To reduce funding for higher levels of education, the government might
increase cost sharing in state-owned institutions to a level that would fully fund transportation and
boarding costs. Preferably however, the government could convert public schools to autonomous trusts
that would receive government subsidies earmarked to only the poorest students. If subsidies to publicly-
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owned institutions were reduced or narrowly targeted to the poor, the supply of higher education would
probably increase, as private institutions would be able to compete with state facilities.

Other Education Programs and Education Administration. To further free up resources for
reallocation to primary and secondary education, many of the non-formal vocational and training
programs managed by the Ministry of Community Development, Women, and Children and the Ministry
of Labor could be eliminated or the subsidies for them withdrawn. These programs have very high unit
costs and are a much lower priority for the government than basic education. Furthermore, the
govemment could simplify the educational administration system by concentrating administration of all
education activities within the Ministry of Education.



5
HEALTH

Most health-related investment in human capital takes place outside of the organized medical
system through nutrition, proper child care, hygienic cooking and waste disposal practices, healthful
behaviors, and so forth. In other words, most of the responsibility for maintaining good health lies within
the household. Moreover, it is the household members who have the greatest interest in getting better
when they fall ill, and they often make significant payments in time, foregone income, and money costs
for curative care,

The results of many health-related investments can be seen in the patterns of disease. In
Tanzania, these basic investments have been insufficient to conquer persistent causes of disease and
death. Persistent infectious diseases due to poor sanitation, exposure to vectors, and generally
unhealthful conditions affect both children and adults in large numbers. New problems, most notably the
AIDS pandemic, threaten to reverse improvements that have been achieved in both infant and adult
mortality.

In subsequent chapters, we examine the family planning, nutrition, and water and sanitation
sectors. In this Chapter, we look specifically at the demand and supply sides of a more narrowly defined
health sector. We use household survey data to review patterns of utilization of, and spending on,
government and other health services. We then summarize existing information about the characteristics
of the Tanzanian health service delivery system.

The picture that emerges is mixed. While access to health services in the narrowest sense is
relatively good, the costs have been high and the impact on health limited. As government resources
have been pulled toward higher-cost, urban-based facilities, funding has become more constrained for the
drugs, personnel, supervision and other inputs required to maintain the function of peripheral facilities.
Most seriously, government funding priorities have tended to favor services that benefit individuals over
services that have community-wide benefits. Many of the basic preventive services have been funded in
large part by external donors. Households invest moderate (and sometimes large) percentages of their
incomes on health care. Households show a preference for non-governmental curative services over
government-provided ones, when the choice is available.
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OUTCOMES AND UTILIZATION

Mortality Levels

Infant and Child Mortality. Infant mortality rates are high, and reductions have been slow in
coming. According to the Tanzania Demographic and Health Survey (TDHS, 1991/92), 92 out of every
1,000 children die before age 1, and an estimated 141 per 1,000 children die before their fifth birthday.
Analyses of the TDHS indicate that during the 15 years preceding the survey (1977-9 1), under-five
mortality declined from 163 to 141 deaths per 1,000. Essentially all of that improvement is attributable
to declines in mortality between ages 1 and 4, as infant
mortality appears to have been unchanged over the period. Table 5.1: Infant Mortality per 1,000 Live

Births, 1992
Levels of infant and childhood mortality in

Tanzania are high, but consistent with those in the Sub- Country Infant Mortality
Saharan African region and among very low-income Rate
countries (see Table 5.1). Surveys currently estimate that Ethiopia 122
infant mortality in the region averages 99 per 1,000 live Kenya 66
births, reflecting poor environmental conditions, scarce Tanzania 92
maternal resources, and the high prevalence of Uganda 122
communicable diseases. Similarly, Tanzania's under-five Zambia 107
mortality rate is not outside of the range expected, given the Sub-Saharan Africa 99

country's low income level. Source: World Bank, 1994c.

Adult Mortality. Without functioning death
registration or reporting systems, estimation of adult
mortality rates are only speculative. However, a recent study in three districts (Dar es Salaam, Morogoro
Rural, and Hai) that attempted to measure adult mortality disclosed interesting patterns (ODA, 1994).

Using the United Kingdom as a rough standard for adult survivorship and longevity, age-specific
mortality rates were at least twice as high in each of the three study sites than in England and Wales.
While the largest differential was found in the youngest ages (Tanzanian childhood mortality was 7 to 20
times as high as infant mortality in the UK), adult mortality was also far higher in Tanzania'. For
example, among young adults, ages 15-34, for every 1 death per 1,000 in the U.K., there were about 8 to
10 deaths in Tanzania.

The pattern of women's mortality is typical of countries in which women experience high levels
of reproductive mortality. Unlike the developed world, in which a woman's risk of dying is far lower
than that of a man of the same age, in Tanzania adult women's risk of dying approaches men's. The
maternal mortality rate, which is notoriously difficult to measure accurately, is estimated to be 342 deaths
per 100,000 births in Tanzania (World Bank, 1994c).

The distribution of the risk of death throughout the life span highlights the relatively high level
of adult mortality in Tanzania. In middle- and upper-income countries, nearly all deaths occur in the

' The range of these estimates is wide because the patterns of mortality varied substantially among the three study areas. Therefore,
this summary of complex data is necessarily imprecise.
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earliest years of life and, even more importantly, after 55 years of age. For example, in England and
Wales in 1990, only about 9.7 percent of all deaths among males and 5.4 percent of all deaths among
females occurred between ages 15 and 54. In Tanzania, however, young and middle-aged adults are at
far higher risk. The study of adult mortality found that in Dar es Salaam, for example, a full 38 percent
of male deaths and 48 percent of female deaths occur between ages 15 and 54.

AIDS is becoming an increasing threat to adult mortality in Tanzania. It is estimated that
between one-half million and one million individuals are currently infected with HIV, and AIDS is
expected to become the major cause of death among adults within the next several years. Women and
men are equally affected. Life expectancy at birth in 1985-90 was estimated to be 1.8 years less than it
would have been in the absence of AIDS. In addition, because of the AIDS epidemic, life expectancy is
now expected to decline by about 1 year between now and the year 2000 (United Nations, 1993).

Causes of Illness and Death

Infectious Disease. Table 5.2: Total Deaths and Life Years Lost, by Disease
Community-based studies and
healthcare-provider reports indicate that Share of Life-Years Share of
virtually all major health problems of Cause Deaths Deaths Lost L s

Lost
infants, young children, and other Perinatal or
vulnerable groups in Tanzania are Maternal
preventable. Major diseases affecting Malaria 69,174 17.0 1,956,234 19.3
the population include malaria, Diarrhea 19,756 4.9 587,147 5 8

HIV/AIDS, respiratory infections, Pneumonia 20,744 5.1 616,505 6 1
water-bome and water-washed diseases AIDS 24,441 6.0 639,387 6.3
(such as typhoid, cholera, dysentery, and Tuberculosis 19,334 4.8 513,706 5 1

parasites). A recent study by the MOH Protein Calorie 3,254 0.8 96,707
(1994) estimated that malaria is Malnutrition
responsible for about 17 percent of all Measles 3,486 0.9 103,614 1 0
deaths, perinatal and maternal causes -injury 23,980 5.9 637,155 6.3
about 15 percent, and diarrheal disease, Cardiovascular 15,884 3.9 379,712 3 7
pneumonia, tuberculosis and AIDS All Other Causes 146,262 36.0 2,84,874 28.0
about 5 to 6 percent each (see Table Total 406,365 100.0 :10,153,553 100.0

5.2). Source: MOH, 1994.

The prevalence of preventable
diseases places large burdens on the curative health system. According to spotty epidemiological
information from the MOH reporting sites, malaria constitutes the most common reason for attendance at
outpatient clinics and hospital admissions. In Iringa region in 1991, for example, 29 percent of patients
coming to outpatient facilities were diagnosed with malaria, and 39 percent of inpatients were said to
have malaria2 (MOH, 1993).

2 It is important to note that it is likely that malaria is over-diagnosed. A recent study examined the accuracy of clinical diagnoses of
febrile episodes, the most common presentation of malaria. It found the following: rural medical aides generally diagnose all febrile
illnesses as malaria. In fact, they diagnose only 13 percent of non-malarial febrile episodes correctly. Medical doctors are more likely to
arrive at correct diagnoses of non-malarial illness, but even they are wrong in about one-half of the non-malarial cases.
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Respiratory infections, including pneumonia, also consume a large proportion of curative
resources. In the Iringa reporting sites, for example, about 29 percent of outpatient visits and 17 percent
of hospital admissions were for treatment of upper respiratory tract infections and pneumonia (MOH,
1993).

Diarrheal diseases, nearly all of which are associated with exposure to contaminated food and
water (particularly during the vulnerable stage when children are weaning), account for another large
share of outpatient visits. In Iringa for example, 16 percent of all outpatient visits to government
facilities were diagnosed as diarrheal disease.

Throughout the 1980s, the H1V/AIDS pandemic became an increasing problem in Tanzania. The
country now ranks sixth among Sub-Saharan countries in HIV prevalence. While precise estimates are
difficult to obtain, the National AIDS Control Program estimates that about 800,000 people in Tanzania
are infected with HIV, and AIDS was responsible for about 60,000 deaths by the end of 1990. Within the
next few years, AIDS is expected to become the major cause of death among both children and adults. It
is anticipated that the spread of AIDS will reverse the reductions in the infant mortality rate (World
Bank, 1992).

The burden that AIDS places on health care resources in Tanzania is massive. According to one
estimate, the total per case lifetime treatment cost for AIDS patients in Tanzania is approximately
US$290 for adults and US$195 for children. Currently, AIDS treatment may currently be absorbing as
much as 40 to 50 percent of the government's recurrent budget for health (World Bank, 1992).

For policy purposes, it is useful to sketch the distribution of deaths by age and cause, even in the
absence of reliable, nationally representative epidemiologic and demographic data3. From the available
data, one can conclude that out of every 1,000 children born, 92 will die by the time they reach age 1,
another 49 will die by the time they reach age 5, and an additional 70 will die by the time they reach age
15. That is, of 1,000 children born, only about 790 (or 4 out of 5) will survive to age 15. Between age
15 and 34, 200 additional deaths will occur in the cohort, so that 590 will be left of the original cohort by
age 35.

Most of the 410 deaths will be caused by infectious diseases. About 120 of those deaths will be
caused by malaria. Another 80 will result from respiratory infections, including pneumonia and
tuberculosis. Water-borne disease will kill 25 (mostly infants), and AIDS will take the lives of 40 more
(mostly young adults).

Utilization of the Health Care System

Accurate utilization and household expenditure data have been sorely lacking in Tanzania, a
problem that makes planning, analysis of demand, and estimation of unit costs and productivity nearly
impossible. In this section, we present data from the HRDS on household use of health services and
health-related expenditures, from which we can better understand the components of demand for health
care. In addition, we present information on respondents' views of the quality of the government health

3 Readers are cautioned to interpret the figures that follow in the spirit in which they are presented, namely, as rough, illustrative
estimates based on small-scale studies.
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services available to them.

About 15 percent of Tanzanians Table 5.3: Use of Selected Health Services, by Expenditure
reported being ill or injured during the month Level
prior to the survey, and two-thirds of those
sought care. Individuals in the poorest 20 Utilization Indicator Lowest 20% Highest 20% All
percent of households were about one-half as % Ill/injured in Past4 11 21 15
likely as the richest 20 percent of households to Weeks
report being sick, and were less likely to seek 57 of Ilnjured Who 74 66Sought Care
care if sick (see Table 5.3).

Source: HRDS, 1993/94.
The pattern of greater incidence of

reported illness and care-seeking in better-off households is seen throughout the world. This does not
imply that richer individuals have more illnesses in an objective sense, but that better-off people are more
likely to recognize and acknowledge signs of illness, label those signs as "being sick," and seek care.

Women are slightly more likely than men to report that they experienced an illness or injury in
the past month. If they did, they are as likely as men to say that they sought care outside the home (see
Table 5.4). As with the rich-poor comparison, this reflects only reporting of illness, and not necessarily
incidence of illness or injury. In fact, there is
reason to believe that women may experience Table 5.4: Population Sick and Seeking Care, by Sex
even higher levels of morbidity. Empirical
evidence from several African countries Self-Reported Condition Male Female
(McGuire and Popkin, 1990) suggests that % Illlnjured in Past 4 Weeks 13 16
women are more likely than men to be % of 1l11injured Who Sought Care 67 66
malnourished, because of women's higher
energy requirements due to their heavier Source: HRDS, 1993/94.
workload, the demands on their bodies of
frequent childbearing, and the preference given to men in intra-family food allocation. Anecdotal
evidence seems to show that in some areas of Tanzania, traditions dictate that men eat before women and
children. In addition, given the high fertility rates, women are exposed to health problems associated
with pregnancy, labor, and delivery. All these factors may contribute to poor health among women.
Given their specific role in providing for the health of other household members, the relatively higher
level of morbidity of women certainly impacts more generally on family welfare than that of men.

Choice of Provider. About 58 percent of all those who were sick and sought care turned first to a
government provider. Large variations in choice of provider are found in comparisons across welfare
groups. Approximately 70 percent of sick individuals in the poorest 20 percent of households who
sought care first went to a government facility. Better-off individuals sought care in the private sector.
Still, nearly one-half (46 percent) of all ill or injured individuals from the richest households went to a
government facility for curative care.

Government health centers or dispensaries were the most common source of outpatient care, used
by 40 percent of those who sought care (see Table 5.5). Government hospitals were used by another 17
percent of the population. Surprisingly, given the recent legalization of private practice, private health
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centers and dispensaries accounted for about 14 Table 5.5: First Source of Curative Outpatient Care, by
percent of the visits, almost as high as government Expenditure Level (%)

hospitals.
Source of Care 20% 20% Al

Government health centers are the main Government Hospital 15 20 17

alternative for outpatient care for the poorest, while Voluntary Agencyi 5 9 ' 6
mission and private facilities are more common Private Hospital
alternatives for those from the upper end of the Government Health
distribution. Those in the poorest 20 percent of the ,Ce.n,t,e,r,,o,r Dispensary 55,,,,, 26,,,,,,,,,,,-,, .........4
households relied on government health centers and VoluntryAgency Health 10 9 10Center or Dispensary
dispensaries twice as often as those in the richest 20 -----------------
percent. The richest group split its visits among Dispensary 6
government clinics, private clinics, and pharmacies, Other (traditional and 9 12 13

and was more likely to use a government hospital pharmacy)
than was the poorest group. Source: HRDS, 1993/94.

Despite the fact that the government
operates about one-half of the hospital beds in Tanzania, government hospitals are used by only about
one-third of those who reported being admitted for at least one night. Better-off individuals are more
likely than the poor to use government hospitals for inpatient services (see Table 5.6).

Because of the relative infrequency of Table 5.6: Use of Inpatient Services, by Expenditure
inpatient care, the number of individuals for which Level (%)
health care utilization data are available is
insufficient for stratification by both rural/urban Source of Care Lowest Highest All
residence and welfare group. However, the data 2Government Hospital 35 44 35
suggest that much of the differences in choice of .. Hospital 35 44 -- 35

Other ~~65 56 '.65
provider across the welfare distribution can be Other
explained largely by rural-urban differences. On a Source: HRDS, 1993/94.
national basis, the better-off households tend to be
in urban areas, the poorest households tend to be in
rural areas. Therefore, the observation that the wealthiest households tend to use government hospitals,
vhich are in Dar es Salaam and a few other urban areas, reflects the relatively close proximity of the
better-off population to those facilities.

Because individuals from wealthier households are more likely to report that they are ill and, if
ill, to seek care, they tend to consume a larger relative share of all services than do the poor. Households
in the top 40 percent of the welfare distribution consumed about 54 percent of all curative outpatient
services in 1993/94, and about 54 percent of all inpatient admissions. They also consumed about 75
percent of the outpatient care provided by private facilities.

HOUSEHOLD EXPENDITURES ON HEALTH CARE

In 1994/95, the typical Tanzanian household spent about Tsh 15,139 (US$26.63) per year on
health services, representing about 1.8 percent of total expenditures. Rural households spent about Tsh
11,532 (US$20.06) in 1994/95, while households in urban areas spent more than twice that amount. As
shown in Table 5.7, health spending makes up a larger share of total expenditures in better-off
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households than in poor households. There are no Table 5.7: Share of Total Household
differences between male- and female-headed households. Expenditures on Health, by Residence and

Expenditure Quintile (%)

Tanzanians spent about Tsh 1,498 (US$2.61) per Lowest Highest Al
short illness episode when health care was sought (see Table 20% 20%

5.8). Rural households spent more than urban ones for care Dares Salaam 2.0 2.0 2.2
at a hospital, but substantially less for care at a health center Other Urban 1.3 2.2 2 1

or dispensary. For example, individuals in rural areas spent Rural 1 3 2 0 1 6
Tsh 4,332 (US$7.53) for a visit to a hospital, while patients All 1.2 2.2 1.8
in urban areas other than Dar es Salaam spent only Tsh
1,404 (US$2.44), and Dar es Salaam patients spent Tsh Source: HRDS, 1993/94.

2,897 (US$5.04). A dispensary visit, in contrast, cost only
about Tsh 741 (US$1.29) to a rural patient, but more than double that amnount to an urban one.

The differences in expenditures (and
the distribution of expenditures) across the Table 5.8: Total Expenditures per Illness Episode Among
welfare distribution show a distinctive Those Seeking Care, by Residence in 1994/95(Tsh)
pattern. The poorest households, who also
tend to live in rural areas, spend relatively Darles Other Rural All

Salaam UrbaralnA
little for the government services that are Saaa_Uba

nearest tote.HoeHospital 2,897 1,404 4,332 2,751nearest to them . H ow ever, they spend .. -I--- ---....--.--..-. .. ..... ....I..................... --------.----------------
Health Center 2,856 784 531 663substantial am ounts for the m ore --- -------- -------- ----------------------------- ------- - --------------sophisticated health services, even those Dispensary 2,458 1,596 741 1,009sophisticated health services, even thlose - --- -------- ------ ........ ........ -------------- --- ----- ----- ------------- -------- --------
Other 1,337 2,291 1,395 1,715

provlde by th goverment, ecauseof the All 2,641 1,495 i361 1,498
high transportation costs. Better-off
households tend to spend more per visit in Source: HRDS, 1993/94, inflated to 1994/95 levels.
rural and urban areas, in part because they are
more likely to use non-governmental services.

Two additional tables illustrate the patterns Table 5.9: Distribution of Health Expenditures by
of expenditures on health services. Table 5.9 shows Those Who Sought Care, by Expenditure Quintile
that transportation costs are proportionately more (%age)
significant for the poor than for the better-off. For
visits to hospitals, the poorest group spent an average Type of Expenditure Lowest Highest 20%:. All

20%
of Tsh 1,396, about 17 percent of which was Visit 28 23 18
expended on the visit, 35 percent on drugs, and 36 Drugs 35 56 54

Drugs ~~35 56 54percent on transportation. The richest group spent Drugsp 36 20 28
Transport 36 20 28

almost twice as much on a visit (Tsh 2,430), with 23 Transpor0-- -- ------------------ I----- i
percent of that amount being spent on the visit, 56 Total 100 100

percent for drugs, and 20 percent for transport.
Transport and drugs constitute two-thirds or more of Source: HRDS, 1993/94.

the costs of most visits.

The foregoing discussion covers total expenditures. The expenditures per visit (Table 5.10) for
government services at the dispensary level are lower for the poor than for the rich. For health centers
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and hospitals, the poor pay more than the rich for Table 5.10: Expenditures per Visit, by Type of Provider
the full cost of a visit, and this is influenced heavily and Expenditure Quintile 1994/95 (Tsh)

by ~~~~~~~~~~~~~~~~~~~~oreo ae Poorest Rkchest All
higher transport costs. Source of Care 20% 20%

Dispensary
DEMAND FOR HEALTH CARE Government 107 322 229

Other 1,258 2,759 2,021
Perceptions of the Quality of Health Services Health Center

Government 804 531 257
In the HRDS, respondents were asked for Other 1,731 2,362 2,052

their opinions about various quality-related features Hospital
of the government dispensaries or health centers Government 1,611 1,522 1,276
nearest to them. The features included (a) drug Other 2,467 7,172 7,267
availability, (b) qualifications and trustworthiness Total 878 2,399 1,572

of doctors and nurses in attendance, (c) proximity Source: HRDS, 1993/94, inflated to 1994/95 levels.
of dispensary or health center, (d) pleasant and
sanitary environment at the clinic, and (e) personnel
who do not attend to the sick but help with
community-wide health interventions.4

Above all, consumers are highly Table 5.11: Ratings of Government Health Facility Quality (%)
dissatisfied with the lack of availability of
drugs (see Table 5.11). Out of every 100 Very Pooror
respondents, about 63 stated that they Characteristics Good or Adequate Very Total
believed that drug availability in Good Poor
government facilities was poor or very Drug Availability 9.8 26.6 63.6 100
poor; while only about 10 said that Personnel Qualifications 34.9 39.8 25.3 100
availability was good or very good. Distance 28.0 27.3 44.7 100

Preventive Services 36.9 37.8 25.4 100
---... I ------- ------- --... .... .................................. ----------- I.........I..... -------------.. .. .... ...... ....................

Not surprisingly, given the Clean Toilet/Water 25.6 44.1 28.8 100

inclusion of both urban and rural residents, Source: HRDS, 1993/94.
opinions were split on the acceptability of
the facilities' proximity. About 45 percent
of respondents thought that proximity was poor or very poor. In contrast, a full 28 percent said that
proximity was good or very good.

The qualifications of health personnel and the availability of preventive services were viewed
quite favorably by respondents. In each case, more than one-third said that these features were good or
very good. There were no differences between the opinions of male and female respondents.

These findings closely parallel those of other studies. Gilson-et al. (1993), for example, found
that in a rural district in Morogoro, shortages of drugs were common and caused the greatest amount of
dissatisfaction among consumers. End-of-month stock-outs caused (and were then exacerbated by)

4 The question was worded: "...having personnel who do not care for the sick but who help the community control pests (like
mosquitoes), improve sanitation, immunize children, and teach about good health practices-someone who helps keep people healthy."
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consumers to feign illness and stock up on medications early in the month. Shortages of drugs were also
seen to be a result of mismanagement and attempts on the part of health workers to supplement their
wages through drug sales. This, in turn, created significant alienation between the health system and the
community.

Willingness to Pay for Improved Health Services

Household survey respondents were asked a series of structured questions designed to determine
how much they would be willing to pay to defray the full costs of one visit to a local health center or
dispensary that matches the characteristics that the respondent thinks are important. The contingent
valuation responses are influenced by the variables that economic theory implies should explain
variations across households. Households with more educated heads and more educated respondents
exhibited a greater willingness to pay on average than did those with less educated heads. Higher-income
households also bid higher, and at increasing rates, than those living in less affluent households. Male
respondents, older respondents, and married respondents were also willing to pay more. Having a large
proportion of family members younger than 15 was associated with a greater willingness to pay for a visit
to an health facility.

We also seek to determine how bids from households respond to the characteristics of the local
health center or dispensary, as measured by a subjective index of quality, controlling for government
expenditures. Like the education case, increases in the quality index have a positive impact on the
willingness to pay for one visit to a health facility. However, unlike the education case, the impact is
extremely small. The difference may reflect the fact that households face many more choices of where to
seek health care, so they may not be willing to pay much for improvements in public sector services.
However, in primary education, parents have no choice but to send their children to a public school, so
they may be more interested in improving the quality of those schools.

SUPPLY OF HEALTH SERVICES

Since Independence, the Government of Tanzania has recognized that adequate health is integral
to economic and social development on both individual and social levels. The path that the government
pursued to improve health conditions was the creation of a publicly-funded health system that sought to
be, in essence, as different as possible from the system that existed under colonial rule. That is, the
government attempted to shift emphasis from limited urban, hospital-based care for the better-off
populations to extensive rural, basic services for the subsistence-level majority. In the 1970s and 1980s,
with donor assistance, the government adopted a primary health care approach, created an extensive
referral pyramid, and rapidly expanded the number of facilities and staff at the base of that pyramid
(dispensaries and health centers, staffed with paramedical personnel). Until the early 1 990s, when
financing pressures forced policy change, the government maintained universal and nominally free5

access to government health services, and discouraged for-profit private-sector activities (see Box 5.1).

5 Until recently, nearly all government-operated health services delivered care at no charge to the patient or his or her family.
However, most patients have borne the burden of indirect costs such as transportation, and an unknown share have also paid unofficial
access fees for treatment.
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The supply-side orientation of the Box 5.1: Features of the Tanzanian Health System
government health program succeeded in creating a
network of 2,746 government health facilities and U The government took responsibility for meeting the

population's health service needs. Much of the
21,973 health workers by 1991. It also succeeded private medical sector was outlawed or nationalized.
in shortening the distance that rural residents have However, charitable organizations were allowed to
to travel to obtain basic curative care, and has continue operating, although with many constraints.

distributed the benefits of health spending quite o The structure and staffing of government facilities
uniformly over the population. was based on uniform, population-based standards.

What the government has not yet been able U Government services were made available at no

to achieve is to target public funds toward those
health services that reduce the community-wide o Services were directed toward the rural areas and
level of morbidity and mortality. While the major toward basic health needs as defined under primaryhealth care. This included family planning services,
causes of death in Tanzania are malaria, respiratory integrated with maternal and child health. At the
infections, diarrheal disease and similar basic base of the referral pyramid and close to the village
ailments, health resources are used more for were rural dispensaries. Consultant hospitals in large
treating than for preventing these diseases. The cities were at the apex.
health of Tanzanian children and adults continues J The country invested in self-sufficiency in all types of
to be severely jeopardized by the high prevalence of medical and paramedical personnel.
preventable diseases. Adapted from the Social Sector Strategy, November

1994.
Policy Framework

Historical Background. The Arusha Declaration of 1967 was reflected in health policy in three
main ways. First, it was decided that the public sector would take responsibility for meeting the
population's health service needs, and services would be available at no charge to patients. Second,
services would be directed toward the rural areas, where the majority of the population live. Third, it
was determined that the country would invest in being self-sufficient in all types of medical and
paramedical personnel.

During the 1970s, the health sector, like much of the public sector in the country, grew
dramatically. Most of the growth was seen in the peripheral, or rural, health system. The MOH
developed a plan for 1972-80 in which the objective was to "limit the expansion of hospitals to the rate
required to match population growth, to keep the bed-to-population ratio constant, and to push ahead as
rapidly as possible with the construction and staffing by paramedical personnel of rural health centers
and dispensaries" (Jonsson, 1986). The Third Five-Year Development Plan (1976-81) echoed these
objectives and called for strengthening of preventive services and development of training programs for
various health workers, particularly those who would serve in rural areas. Consistent with actions taken
in other sectors, three mission hospitals were nationalized. Private for-profit medical practice was
outlawed, though it continued informally.

The govermment network established during the expansionary period is impressive in size and
clearly directed toward the rural areas. While the number of government-run hospitals changed little,
the number of rural health centers increased from 22 to 267, and the number of dispensaries grew from
875 to 2,393.

Recent Policy. Since the beginning of the 1990s, the policy orientation has changed. Severe
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financial constraints, expanding demand for services, and declining service quality motivated the
government to propose major reforms in the health sector6. It intends to redefine its role in health care
service from that of a dominant provider to that of a facilitator. The government envisions that public
health services will primarily be channeled through a decentralized system whereby authority and
budgets are devolved to the district level. The government will focus on ensuring that an essential cost-
effective package of services is financed, with full accountability to households as consumers,
beneficiaries, and active participants. Various financing options to improve efficiency and equity are
being explored. The cost-sharing program, first introduced in 1993, will be strengthened and expanded
so that revenues are managed more efficiently, the fee structure will better reflect the cost of providing
services, and efforts to exempt the poor are strengthened. Risk-sharing and -pooling mechanisms are
under development, to include health insurance for civil servants and fortnal sector employees, and
prepayment schemes for the population working in rural areas and for the urban informal sector. The
government is also developing an appropriate public/private mix in health care provision whereby the
private sector will take a larger role in providing curative health services, while the public sector will
focus more on community and preventive interventions.

The Government has also initiated a pilot program that seeks to mobilize additional household
resources for primary health care. The pilot modifies health management and incentive structures to
augment local responsibility for, and management of, primary care facilities (see Box 5.2).

The Government adopted a nationwide cost-sharing initiative and, in January of 1993, introduced
new and adjusted fees for Grade I and II services at referral, regional, and district hospitals. Similar
charges for Grade III services were introduced in July of 1994. This incremental approach is intended to
allow capacity building and improvement in implementation systems and to safeguard against any
negative response to large changes that might jeopardize the sustainability of the policy change.

It is estimated that if all eligible patients and services are charged, a total of approximately Tsh
6.85 billion will be generated per year. This assumes, however, that price changes will not affect
utilization. The extent to which user fees can form an effective source of revenues will depend on prices
and price structures, the quality of services, exemption/waiver definition and implementation, and
administrative ease for fee collection and use.

Organization and Structure of the Health Care System

At the central level, the MOH is responsible for policy formulation and development of
guidelines to facilitate the implementation of the national health policy. The region interprets national
policies and oversees their implementation in the districts. The MOH also runs the four main referral or
consultant hospitals and the health-sector training schools.

The Regional Health Management Team (RHMT), headed by the Regional Medical Officer
(RMO), is responsible for health services in the region. The RHMT's main task is to coordinate and

6 The reform proposals are elaborated upon in several documents, including: Proposals for Health Sector Reform (December, 1994)
approved by Cabinet in March 1996; Strategic Health Plan: 1995-1998 (February, 1995); Social Sector Strategy (1995); and Health
Sector Reform Plan ofAction 1996-1999 (May, 1996).
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Box 5.2: Community Health Fund

The Government of Tanzania realizes that it is necessary to mobilize resources and change health management and
incentive structures so that basic health services can be locally maintained and self-sustainable. To address these issues,
the Government, assisted by the World Bank, began to test a Community Health Fund (CHF) in 1996.

The CHF, a prepayment health plan for rural communities, is a risk-sharing mechanism whereby basic health needs
are funded by household contributions and a government matching grant. This program allows families to pay for a year of
health services when they are most likely to have the money to do so. The program also increases local control over
health services by decentralizing decision-making and directly involving communities in planning and management of local
health services. By augmenting health care resources and fostering competition between public and non-governmental
clinics, it encourages private service providers to expand their services in rural areas and to improve the quality of care.

Under the CHF, households make a voluntary contribution of Tsh. 5,000 (about US$9) to the fund that they earmark
for a public or private health center or dispensary of their choice. Household contributions are matched one-to-one by a
block grant from the Government. Contributions are collected during harvest season. Each participating household
receives a "Health Card" that exempts household members from additional charges at the selected medical facility for one
year. Non-members pay user fees for each facility visit. Currently funds are pooled only at the facility level. Due to the
small size of pooling, benefit coverage is limited to basic health services at the primary level.

Normal government funding of health services is maintained during this pilot stage. Therefore, the CHF provides
additional resources and can be used to cover the financial shortage that previously existed. Ten percent of contributions
are set aside to finance public health activities agreed upon by the community (e.g., digging wells, buying mosquito nets,
etc.).

The community funds are administered by the District Health Board (a newly created body comprising medical
personnel) and representatives from local government and the community. Technical advice and regular supervision are
provided by the District Health Management Team (DHMT). For each participating facility, a committee is set up
composed of selected community members, health workers, and local government representatives. This committee is
responsible for mobilizing community members, developing and implementing a Community Health Plan, and managing
the fund.

The CHF "pre-test" was launched in lgunga District, a remote rural district in Tanzania. Each community has now
established a CHF Committee and started sensitizing their local inhabitants. A District Health Board has been established
as a legal entity. As of October 1996, about 2,000 households had joined the CHF and contributed over Tsh. 10 million
(about $18,000). These funds were matched by a government grant. For households that did not contribute to the fund,
user fees of Tsh. 500 per visit were introduced simultaneously at the participating government facilities.

The next steps in CHF pilot development include: (1) setting up a participatory planning process at each community
for preparing Community Health Plans based on their own health needs and priorities; (2) establishing an adequate
financial management and accounting system and providing necessary training; and (3) strengthening the District Health
Board and the DHMT to provide adequate supervision, training, and guidance to facility workers and the community. The
CHF will be rolled out in phases to other districts.

supervise district health services. In turn, the District Health Management team (DHMT), headed by the
District Medical Officer (DMO), is responsible for health care services carried out in dispensaries, health
centers, and the district hospital.

The Referral System. The referral system is comprised of three basic levels: dispensaries, rural
health centers, and hospitals (district, regional, and consultant). A dispensary offers preventive, curative,
and obstetrical services. In addition to these services, a health center has 25 to 50 inpatient beds.
Hospitals provide both preventive and curative services of increasing sophistication, from the district and
regional hospitals, to referral and specialty (or consultant) hospitals. Health centers and dispensaries are
widely distributed in rural areas, whereas hospitals, and particularly consultant hospitals, are located in
major towns and urban areas.

Vertical Programs. Programs for specific diseases such as tuberculosis, malaria, AIDS, as well
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as broader preventive services such as immunizations and MCH/FP, have been established 7. Most are
heavily donor-funded. The programs are characterized by their vertical organizational structure, which
consists of a central unit in the MOH, coordinators at regional and district levels and, in most cases,
specific implementing officers at health facilities.

Community-Based Health Care. Community-based healthcare activities take place in localities
scattered unevenly in the country. These activities are undertaken to improve the living conditions of the
community through, for example, the provision of clean water and pit latrines. Such activities usually are
initiated by non-governmental organizations and donors and are not directly attached to the formal health
facility network. Instead, they are managed independently by the community.

The Non-Profit Private Sector. Health facilities operated by religious missions have
supplemented government services, both by design and by default, for decades, and the government has
provided substantial subsidies to these private, non-profit organizations. The subsidies take the form of
grants that cover all of the recurrent costs for hospitals that are designated as substitutes for government
district hospitals (so called Designated District Hospitals), and smaller grants for other mission facilities,
based on staff and bed size.8

Mission-run voluntary agencies provide a set of services similar to those offered in the public
sector (basic curative care provided in outpatient and inpatient settings, and preventive services such as
maternal and child health care). The organizational philosophy of the voluntary agencies, in general, is
to provide low-cost services to those in need. Again, this is similar to the government's stated goals.
However, the voluntary agencies charge for their services, recovering an estimated one-half of the costs
of providing care.

As shown in Table 5.12, Table 5.12: Health Facilities, by Ownership, 1992

voluntary agencies run nearly one-half
of Tanzania's hospitals, and provide Government Voluntary Private
almost one-half of all beds. The role of indicator (inrastata) Agences For-Profit Total
these non-profit providers is smaller, prta) °) (°)
though not insignificant, in providing Hospitals 49 48 2 174
care in lower-level facilities (health Beds 52 47 <1 24,130
centers and dispensaries). Regionally, Health Centers 97 3 <1 276
the distribution of voluntary-agency Dispensaries 80 19 <1 3,014

facilities is remarkably similar to that of
government facilities. Source: MOH, 1993

There is no clear concentration of mission hospitals, despite varying economic and cultural
conditions among the zones. The one observation that can be made is that mission facilities are less
likely to be found in the Dar es Salaam area than in more remote areas. Clearly, the non-profit sector
supplements (and in some ways substitutes for) the public sector.

7 Among the major vertical programs are: Expanded Program on hInmunizations, Village Health Worker Prograrn, AIDS Prevention,
TBA Training, TubercuLosis and Leprosy Control, and Iodine Deficiency Prevention.

s There is a debate about whether the total recurrent costs are, in fact, provided by the government. Managers of mission facilities
frequently report that the government grants fall short of covering actual costs.
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The For-Profit Private Sector. In contrast to the government and mission sectors, the for-profit
private sector has had only a tiny, though increasing, role in the health sector, and geographic distribution
is highly skewed toward a few areas of the country. Since re-legalization of private healthcare practice
after a ban of about 10 years, approximately 500 organizations and individuals have registered with the
Ministry of Health as private providers. The vast majority of these are small-scale dispensaries in Dar es
Salaam, owned by a physician and staffed by one or more medical assistants (i.e., individuals who are
pernitted to prescribe most drugs). The growth of health units in Dar es Salaam has been extremely
rapid, and the figures for the private sector shown in Table 5.12 are somewhat outdated as a result. In
early January, 1992, there were 136 health units (primarily dispensaries) in the city, and by late
September, 1993, there were 253 health units. Currently, about 30 applications for registration are
received each month, and most applicants are seeking permission to establish outpatient units in Dar es
Salaam and a few other areas.

The regional disparities are striking though not surprising, with private practitioners favoring the
better-situated, more densely populated, higher-income areas. Since re-legalizing private practice, the
Ministry of Health has registered 132 private doctors in Mwanza, while there are only 4 or fewer in Lindi
and Mtwara. It is still too early to see how densely private practice will begin to cover the rest of the
country.

Problems of Personnel, Drugs, Management, and Constraints on the Private Sector

Several problems have been highlighted in the numerous external and internal reviews of the
health system in Tanzania. The most commonly cited are poorly trained and unmotivated personnel, lack
of an efficient and effective drug distribution system, inadequate supervision and management, and
severe constraints on the private medical sector.

Personnel. The large number of cadres (29 distinct cadres) represent a diverse group of workers
with various levels of training from the 110 allied health training programs. Salaries for health personnel
are widely considered to be inadequate. The "survival strategies" employed by both lower- and higher-
paid workers has diminished the quality and effectiveness of the health system. As noted by Sandiford
and Kanga (1994, p.2), .". .perhaps [the) most detrimental aspect of the system is the manner in which
employees are remunerated. Wages are so abysmally low that even the most highly-paid member of the
staff is obliged to engage in a variety of alternative income-generating activities in order to survive.
There are several means of varying degrees of legality by which this is achieved [....] These 'extra-
curricular activities' all distract staff attention from their "official" employment and undermine the
influence that managers have over their staff in proportion to their importance as sources of income."

The current system for staff deployment is largely centralized. The MOH creates a list of newly
trained health workers and then works with the Ministry of Regional Administration and Local
Government to deploy staff from Dar es Salaam. The establishments for positions are national, and the
bonding system ties graduates to the MOH at the national, not local, level. These features of the
deployment system combine to create a centralized system that ."..prevents the development of creative,
flexible and locally-oriented health services" (Ridley, 1993). MOH professionals can (and do) transfer
among regions and have few inceritives to remain in, and be responsive to, local communities.

Pharmaceuticals. For many years, the supply of drugs to rural health units through the
government procurement and distribution system has been in a state of crisis or near-crisis. Drugs
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consume approximately 19 percent of the recurrent health budget. Yet the lack of drugs, particularly in
the peripheral units, has been identified as a primary quality-related deficiency of the government health
system, most recently in the marketing questions included in the HRDS.

Nearly all the drugs used in the peripheral units of the government health system (dispensaries
and health centers) are imported through the Essential Drugs Program and distributed in pre-packaged
EDP "kits," provided by DANIDA. Typically, according to field reports, the supply of drugs runs out
within two weeks of the start of the month, when new kits are opened. The shortages are said to result
from miscalculations about local drug needs, misappropriation and sale of drugs at both local and central
levels, and over-consumption by patients early in the month.

Recent policy initiatives have attempted to address the deficiencies in drug procurement and
distribution. In 1991, the government adopted a plan for the development of the phannaceutical sector in
the country (Masterplanfor the Pharmaceutical Sector 1992-2000, September 1991). Its main
components include:

* reorganization of central medical stores and the establishment of regional medical stores
(this has been completed);

* changes in the drug distribution system from the present rigid kit system to a health
facility inventory-based requisition system (this is pending);

* rational use of drugs through universal use of the National Essential Drug List and
Standard Treatment Guidelines; and

* increased local production of pharmaceuticals.

From the perspective of the consumer, the lack of medicines has been the most critical problem. This has
been experienced particularly in the peripheral units, so patients will typically bypass lower-level
dispensaries in favor of health centers or outpatient departments of district hospitals.

Management. Serious criticisms have been leveled at the management training and authority
structure within the government health system. For example, RMOs, who are responsible for all health-
related activities at the regional level, typically are specialists in an area of clinical medicine but have
little interest or knowledge of public health and community medicine. Similarly, DMOs tend to have
little public health training and are unprepared to manage district health services.

Lack of a functioning health information system has long been cited as a fundamental weakness
of the Tanzanian public health system. Only the donor-funded and -supervised vertical programs have
had functioning systems in the past, and those typically operated in isolation from one another.
However, a new Health Management Information System (HIMIS) has been developed by the MOH and
was implemented nationally over the period 1993-1995. The HMIS integrates the information
requirements for existing vertical programs, and has built-in indicators and targets that can be used as
tools to monitor service provision at facility, district, regional, and national levels.

District health planning, as a component of overall district planning, is constrained by lack of
knowledge of available financial inputs both from government and other funded vertical programs. The
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MOH, through the Primary Health Care Steering Committee, has initiated the development of National
District Health Planning Guidelines which, when used with data input generated through the new HMIS,
will form the basis for improved district health management.

Supervision and maintenance of standards of quality are weak in the extreme. The District
Health Team's planning and coordination of transportation, management, supervision, and support to
dispensaries and health centers is inadequate at best, and often nonexistent. Health centers are
responsible for the supervision of satellite dispensaries, but even this function is absent in the rural areas
due to a lack of transportation and motivation.

Maintenance of government health facilities is extremely poor. Budget allocations for both
building and equipment maintenance are often small and/or used for other purposes. There also is a
shortage of trained maintenance technicians. As a rule, maintenance personnel are provided by district or
city public works units. However, bureaucratic procedures hamper an effective response to a repair
request, even when funds exist. Such services are rarely procured from the private sector.

Budgeting in the health sector is done on a line-item, incremental basis, based on input costs.
Each health facility or department in the MOH calculates their requirements for the coming year based
on the previous year's expenditures, adjustments for previous underfunding, expectations for inflation,
and plans for growth in activities. Budgets are aggregated at the regional and national levels. At the end
of the day, however, budget requests are often cut somewhat arbitrarily by the central government.

The budgeting process is driven by accounting norms. Virtually no program-based budgeting or
deliberate reallocation of resources across programs takes place. The recent increase in health centers'
and dispensaries' share of total health sector spending was driven by sharp increases in employee salaries
rather than by a deliberate decision to reallocate resources from hospitals to primary-care facilities.

Limitations on the Private Sector. Three major constraints affect the supply of private medical
services in Tanzania. First, the existence of free public services and low-cost, subsidized, mission-run
services may crowd out for-profit private sector activity to some extent. This problem will be reduced,
though not eliminated, as cost sharing takes hold in the public sector.

Second, there are few insurance mechanisms, particularly in rural areas9. Therefore, both
providers and consumers face considerable risk when treatment is offered. Out-of-pocket payment may
be an adequate financing mechanism for most outpatient care, particularly if providers respond to a
competitive market as they price their services. However, private inpatient care may be too costly for
more than a very few consumers. The absence of a viable insurance mechanism is a serious constraint
on the development of the private for-profit hospital sector. This is a particularly serious issue since the
lack of an insurance mechanism inhibits the for-profit sector from mobilizing private resources for just
the types of services that are placing the greatest burden on the public sector (i.e., hospital services).

9 Some Tanzanians do already have experience with a form of insurance. In their study on health insurance in Tanzania, Abel-Smith
and Rawal (1992) found that of 200 private and parastatal firms with more than 20 employees, 34 percent had contractual arrangements
with private organizations to provide health care for their workers. This is mainly done on a fee-for-service basis, and tends to be used
for outpatient services. Although this form of self-insurance does exist, it is limited to formal sector employees and is reported to be
cost-ineffective and subject to considerable abuse by both patients and providers.
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Third, available data suggest that there is in fact little, if any, quality improvement associated
with existing voluntary agency facilities, or the recent development of the private sector. In several
studies, comparisons between mission and government (district or regional) hospitals indicate that there
is little difference in technical quality. While mission facilities may rank higher on amenities,
interactions, and availability of some supplies, government facilities tend to have more highly trained
workers (Gilson et al., 1993; Kanji et al., 1992).

In the for-profit sector, there is still less evidence that services are better quality than in the
government units, and the reverse may be true. While no hard data have been reported, there are
consistent reports that the private dispensaries are staffed by medical assistants, often with no direct
supervision from a qualified medical doctor. The dispensaries may satisfy consumer demand by
providing prescriptions, but there is reason to believe that the technical quality of services being
delivered is very low. This is compounded by the difficulties in inspecting and monitoring private
clinics. Market fragmentation reduces incentives to invest in inputs in order to enhance quality. In short,
quality and efficiency problems in the health sector may be difficult to improve.

GOVER1NMENT AND DONOR SPENDING ON HEALTEI SERVICES

The Government of Tanzania spent approximately Tsh 57 billion, or an estimated Tsh 1,972 per
capita, in 1994/95 on personnel, pharmaceuticals, and other recurrent costs of the healthcare system.
Another Tsh 496 per capita was spent through the development budget, much of which came from donor
contributions. In this section, we examine trends in spending on health care, and the allocation of
spending among programs and inputs.

Recurrent Expenditures

Time Trends. The health sector's share of total government spending was virtually constant at 8
percent in the early 1990's. However, its share increased sharply in 1993/94 and 1994/95, increasing to
15 percent of spending. Similarly, government health sector expenditures increased from 1.2 percent of
GDP in 1989/90, to 2.5 percent in 1994/95. However, it appears that this trend of increasing government
focus on the health sector has recently been reversed. In the 1996/97 budget, the health sector is
projected to receive 7 percent of government expenditures, equivalent to about 1.2 percent of GDP.

Spending per capita has kept pace with population growth and general inflation. Recurrent
budget health care spending per capita has grown from Tsh 373 in 1989/90 to 1,972 in 1994/95. Real
spending per capita was relatively constant from 1990/91 to 1992/93, then increased by approximately 16
percent in 1993/94, and by 30 percent in 1994/95. However, health spending per capita is projected to
decline by 36 percent in real terms in 1995/96.

Expenditure by Program. Health resources are concentrated at the hospital level. An estimated
50 percent of the recurrent health budget was allocated to the MOH in 1994/95 (see Table 5.13). Most
MOH funds were devoted to regional and district hospitals, whose share of total recurrent health sector
spending is estimated to be 32 percent, equal to their average share over the course of the 1990s. Health
centers and dispensaries account for 31 percent of health spending in 1994/95, markedly higher than its
1992/93 share. Referral hospitals account for 27 percent of total recurrent health sector expenditures,
down from 33 percent in 1992/93.
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Combined, so-called curative (or facility-based) health services comprise 90 percent, preventive
services about 7 percent, and training and other expenditures (including MOH Administration and minor
programs) approximately 4 percent of recurrent spending.

In addition to health-related expenditures under the recurrent budget, and in contrast to
education, the Government of Tanzania funds health through the development budget. Donor spending is
captured in the development budget, so accurate estimates of total public spending are possible only if
the two are combined. While government-financed expenditures strongly favor curative services, donor
expenditures are weighted more heavily toward preventive services.

Table 5.13: Distribution of Recurrent and Development Expenditures Among Health Sector Programs, 1994195

Recurrent Development Total

Government Share Government Share Donor Share:Germnad Share
Donor

Category (Tsh million) (l%) (Tsh million) (l%) (Tsh million) () (Tsh million) (%.)
Total 56,968 100 1,610 100 8,382 100 66,960 100
Total Curative 51,027 90 1,127 70 : 2,539 30 : ~54,693 82

Rfrral Hospitals 15,324 27 140 9 0 0 15,464 23
Reg/Dist. Hospitals 17,978 32 642 40 408 5 19,028 28
DispIHC 17,725 31 :: 345 21 :: 2,132 25 20,202 30

Preventive Services 3,840 7 :1 376 23 :: 5,843 70 1: 10,059 15
Ministry Administration 285 1 1 5 1 0 0 300 1
Training 1,787 2 83 5 0 01,870 3

Other ~~~ ~ ~~28 1 9 1 0 0: 37 0

Source: Folimer and Kessy, 1996.

As shown in Table 5.13, 90 percent of recurrent, 70 percent of non-donor development, and 30
percent of donor expenditures are allocated to curative services, including the various levels in the
referral hospital system (consultant, regional, and district) and the peripheral health units (health centers
and dispensaries). Of total MOH and donor monies combined, the consultant hospitals consume 23
percent of financial resources, the regional and district hospitals use another 28 percent, and 30 percent
of funds are allocated to health centers and dispensaries. Preventive services, primarily multiple vertical
programs (e.g., AIDS, TB/leprosy), are budgeted to receive approximately 15 percent of non-household
health expenditures. Nearly 58 percent of this, however, comes from donors. Thus, donors shift the
overall budget in favor of dispensaries and preventive services because the donors favor these programs
more than does the govemnment.
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Expenditure by Table 5.14: Input Use in Health Sector Programs, 1994/95 (% shares of total
Input (Table 5.14). program expenditures)
Personnel costs account for
67 percent of the budgets Total R feIlR
for health centers and Input Adminstration Hospifal District Centers and
dispensaries. Drugs account and Other Hospitals Dispensares
for 26 percent of Total 100 100 100 100
expenditures. Less than 1 Personal 41 23 31 67
percent of their budgets are Emoluments - - 23 31- - I
allocated to facility TravelingNisits 01 0 2 0
operation and maintenance. Facility Operation/ 0 4 6 4 1
It is difficult to estimate -MaintenanceIt IS dlfficult to estlm ate -------- -1 ........... ------------- -----------------_---------------- -- --- ------ ----------- ---------------------------------- I--------------

Treatment Abroad 3 11 0 0
Total School Costs 0 0 0 0hospitals because a large -- ---------.----- I......- -:----------------------- -------------------- --- ------------------------------------------------------ I..............--hospitals because a large Hospital Supplies 3 1 4 2

share of these facilities' Food SI..---- 3 2 4 1
budgets are provided toFood 3 2 4

Laboratory Services 0 0 0 0
them as lum p sum grants - --------------------------- ----- ----------------------- ------ ------------------------------------------------------------ -------- -- ----

Drugs 14 7 13 26(internal subventions) for --N-on-- P'erson- nel'--------- '--------I '.-------- ---------'-- - --------- ----------- -------------------- --------- -- ----- -----
which expenditure by input Preventive Inputs 1 0 0 0

information is not available. Internal' Subventions 25 46 36 0
.. . . .~ ~ ~ ~ ~ ~ ~ ~ ~~~. . ... .. .. ... - -- --- -- --- - --- --- -- -- -----.. . .. . . . ... -- ----- -- -- ---- - -- ---- - -- --- - -

Referral hospitals receive Other 5 4 6 3
almost one-half of their Source: Follmer and Kessy, 1996.
budgets in this form.
Personnel costs account for about 23 percent of their budgets, treatment abroad, I 1 percent, drugs, 7
percent, and operation and maintenance, 6 percent. Regional and district hospitals receive about one-
third of their budgets as lump sum grants. Personnel expenses account for 31 percent of their budgets,
drugs, 13 percent, and facility operation and maintenance, 4 percent. For the system as a whole,
personnel expenses account for 41 percent of the budget, lump sum grants to hospitals, 25 percent, drugs,
14 percent, and food, hospital supplies, and treatment abroad each account for 3 percent.

Salaries have grown rapidly since 1991/92. Nevertheless, even with a substantial increase in
personal emoluments' share of total spending, this division of spending by input is not out of line with
generally accepted international standards.

Donor Spending. Donor agencies, which were budgeted to spend about Tsh 8.4 billion (13
percent of total non-household sector spending) in the Tanzanian health sector in 1994/95, emphasize
preventive and primary health care. Donor funds account for 58 percent of total non-household
preventive spending, l 1 percent of non-household health center and dispensary expenditures, and 2
percent of non-household regional hospital expenditures. DANIDA is the largest donor in the health
sector. Its Health Sector Program Support is budgeted at US$51 million from 1996 to 1999. Norway,
Japan and Sweden are also significant bilateral donors. UNICEF operates health activities through local
government and community-based organizations. The World Bank is a relatively small participant in the
sector (the first health sector credit began in 1990). For a more detailed breakdown of donor activity in
the health sector in the 1990s, see Box 5.3 at the end of this chapter.
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Unit Costs Table 5.15: Estimated Cost Per
Outpatient Visit, 1993

The absence of valid national utilization data, combined
with the division of budgeting responsibilities between the Dispensary Cost per Outpatient
MOH and the regional and district governments, precludes GovrnenT113

Government 2 150calculation of system-wide unit costs. However, the small-scale .. ....................................---..-...-----..---...-..-----..-

FAST study in 8 districts was undertaken to estimate illustrative --G-over-nm-ent-2------------------------1'77'--------------------Government 3 177
unit costs per visit in government, mission, and for-profit Government 4 1 71
private dispensaries. As shown in Table 5.15, in government Government 5 180
facilities, the average cost per outpatient visit was about Tsh Mission 2,239
150 (US$0.37) in 1993. For the mission facility visited, the unit -- Mivs--ifor-n 1-'-''-----'-'-''',4

cost was calculated to be over Tsh 2,000 (US$4.94), and for the profit
private, for-profit dispensary, the estimated unit cost was
slightly more than Tsh 1,000 (US$2.47). The main explanation Note: This is a very limited sample offacilities, not randomly sampled, for the
for the striking differences in cost between governmental and purpose of presenting a notional idea of
other facilities is the availability of drugs. In private facilities, costs.
drugs were routinely provided as part of the visit, while in Source: FAST, 1994.
government facilities, care tended to be confined to diagnosis,
advice, and prescription.

Within the government system, the larger basic health facilities are more costly than the smaller
ones, despite the fact that they currently provide equivalent levels of care in many cases. Compared to
dispensaries, health centers have more staff and equipment and therefore consistently have higher unit
costs for similar outpatient services. In a study in Morogoro, Gilson (1993, p.1 1) found that, ."..[the]
health center median total cost was four times that of dispensaries and average per contact costs were
greater across all services except immunization (e.g., fifteen times greater for delivery services)."

Summary of Spending Patterns

At first glance, the allocation of resources within the health budget may seem to run counter to
the stated health sector objectives of providing primary health care services to the rural population. One
might also conclude that donors place a higher priority on preventive and basic services than does the
government. However, several additional observations are needed to supplement these interpretations.

First, it is true that many resources have remained at the consultant-hospital level, which
primarily serve residents of urban areas and contribute relatively little to fighting the diseases affecting
the majority of the population. There are ways, however, in which spending does reflect stated
government priorities and policies. In any health system where the government takes the primary
responsibility for providing health services at all levels, resources will be pulled toward the relatively
more costly hospital-based curative services (just as they are to universities in education). Any efforts to
push health services out to the rural areas, and to increase the capacity of the "feeder" system in the
referral network, has the paradoxical effect of ultimately placing even heavier demands on the higher-
level facilities. With the government and donors the sole financiers of the health system, the result is an
unsustainable expansion of resource requirements, and a natural concentration of resources at the higher-
level services that provide few community-level benefits.

Second, looking at the distribution of government and donor spending, donors typically will not
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fund recurrent costs. Therefore, by default the government is left expending many of its resources on the
hospital and clinical side.

Third, there is no way to know what the government budgets would look like in the absence of
external assistance. For decades, high levels of donor funding have affected the shape of the Tanzanian
health system, apparently much more than the education system.

Fourth, and finally, it is not easy to separate spending for preventive from spending for curative
services in the Tanzanian health system. Much of the infrastructure may appear to be primarily for
curative services, though there is joint production of preventive services, especially at the dispensary
level. Therefore, the figures should be interpreted somewhat loosely in the absence of more precise
information about spending on curative and preventive activities.

TOTAL HEALTH SPENDING AND DISTRIBUTION OF BENEFITS

Estimate of Total Spending on Health

Any estimate of the total amount spent on health services in Tanzania necessarily depends on
imprecise estimates. However, such an exercise is worth doing to discern, even in rough terms, the
absolute and relative spending on critical investments to human capital.

In fiscal year 1995, the government and donors spent an estimated Tsh 2,317 per capita per year,
and individuals spent an average of about Tsh 2,496 per capita per year. Employers added approximately
Tsh 128 per capita in the form of insurance and reimbursement, and religious missions contributed
approximately Tsh 79 per capita in the formn of locally-generated and foreign subsidies'°. Given these
estimates, a total of about Tsh 5,020 (about US$8.73) per capita was spent on an annual basis, with
households contributing approximately one-half of that amount.

Distribution of Public Subsidies

Do the funds spent in the Tanzanian government health system reach the poor? In many ways,
the answer to that question is "yes." According to an analysis of the incidence of the benefits of public
spending prepared for this report, the distribution of many types of health spending is equitable, or at
least uniform across the welfare distribution. Funding for outpatient services delivered through health
centers and dispensaries was found to benefit both rich and poor alike. For inpatient services and those
outpatient services provided at hospital-based clinics, better-off households were more likely to obtain

'0 These estimates were derived as follows. Government and donor expenditures are from the total (recurrent and development)
budgets, as reported in Follmer and Kessy (1996) for FY 1995. Per capita household expenditures are from the HRDS (aggregate annual
spending on health divided by the average number of household members), and adjusted to 1995 Tanzanian shillings.
Employer/insurance contributions are conservatively estimated from Abel-Smith and Rawal (1992), who found that the average annual
insurance expenditures for each of the 255,000 was at most Tsh 4,172, or about Tsh 1.06 billion on a national basis in 1991. These
figures were also adjusted to FY 1995 Tanzanian shillings. Mission contributions were estimated at a total of Tsh 1,360 million in FY
1994, based on the following assumptions and estimates: there were 8,160 beds in voluntary agency facilities (excluding designated
district hospitals which are fully, or nearly fully, government-financed), and the facilities required approximately Tsh 320,000 per bed
per year. This cost per bed is estimated from a review of several facilities. Thus, in the aggregate, the facilities must have generated
about Tsh 3,023 million per year, of which about 90 percent came from private sources. These private sources were divided
approximately equally between user fees and donations, and the user fees were already counted in the household expenditures. Per
capita totals for mission contributions were adjusted to FY 1995 Tanzanian shillings.
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the benefits than were the poor.

The benefits of Table 5.16: Distribution of the Benefits of Public Spending on Health, by
government spending on Expenditure Quintile
health were distributed

r r r r r ~~~~Lowest Highest*reasonably uniformly over the 20% 20%

welfare distribution. The (1) (2) (3) (4) (5) All
poorest 20 percent of Hospital Inpatient
households obtained benefits Curative 20.0 13.3 12.5 18.4 35.9 100.0
from about 18 percent of total Delivery 17.5 11.7 17.5 18.9 34.4 100.0
health spending, and the best- Hospital Outpatient
off households benefitted Curative 11.3 14.1 14.9 22.9 36.8 100.0
from 28 percent of total health Prenatal 17.7 21.6 15.2 25.0 20.6 100.0

subsidies. The wealthiest 20 Health Center or Dispensary Outpatient
percent of the population Curative 18.3 20.5 18.7 21.3 21.1 .. 100.0

------ ------ ------ ----- ------ ------ --- - ................--------...... .,, , ,, ................ ........ --- ---- ........... ,...,,,,,,,,,,,,,,.,, 

received 29 percent of the Prenatal 24.7 14.5 21.3 18.3 21.3 100.0

benefits of the recurrent
budget, while the poorest Source: HRDS, 1993/94; World Bank, 1994a.

received 17 percent (see
Table 5.16).

Outpatient services available through health centers and dispensaries benefit the poor and the
better-off households almost equally. For example, the poorest 20 percent of households obtain the
benefits of about 18 percent of the govemment's health spending, while the richest households obtain the
benefits of 21 percent of public spending.

Resources are skewed toward the better-off households in the relatively costly inpatient
services11 . Although they account for only a small share of total visits, they are much more costly to
provide than the more uniformly distributed prenatal care or curative visits to dispensaries. For example,
as shown in the table, while the poorest 20 percent of the households benefit from 20 percent of curative
inpatient health sector spending, the richest 20 percent of households capture 36 percent of the benefits,
or about 16 percent more than they would if spending were uniformly distributed. Similarly, for hospital-
based curative outpatient services, the wealthiest obtain 37 percent of the benefits of spending, while the
poorest households obtain only 11 percent.

There are two explanations for the benefit incidence patterns. First, most hospitals, and
particularly the costly referral hospitals, are located in urban areas. Those urban areas are also more
likely to have households with relatively high incomes. Although rural residents do travel long distances
for inpatient care and thus receive some of the benefits of such spending, most of the inpatients and the
vast majority of outpatients in urban hospitals come from in or around the city. Thus, the bias of
spending toward hospitals in urban areas translates into a bias toward the better-off households.

" It should be noted that in this calculation the expenses for the tertiary hospitals were lumped together with those of the district
hospitals. It seems likely that the benefits of the tertiary hospital probably are more confined to Dar es Salaam than are the benefits of
the district hospitals. Since Dar es Salaam is relatively rich and since the consulting hospitals are more costly per patient seen, if we had
assigned the budget of the consulting hospital only to hospital users in Dar or the urban areas, the overall distribution would be more
regressive than shown here.
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Second, the private (non-traditional) medical sector in Tanzania is small and, compared with the
government sector, offers very few opportunities for patients to purchase inpatient services. Therefore,
better-off households that otherwise would be likely to turn to the private sector for care use government-
funded services instead.

CONCLUSION

Based on the preceding analysis, it appears that if little or nothing is done to alter the current
course of the health sector, we can expect:

* minimal improvements in health status;
* declining quality at all levels of the health care system; and
* a persistent differential between the services available to the better-off and to the poor.

However, the Ministry of Health has developed a health sector reform strategy that addresses the
issues of financing, liberalization, decentralization, and reallocation of funding towards public and
preventive health services. If efficiently implemented, the policies advocated could significantly
strengthen the sector. However, implementation of this strategy is not yet connected to the annual
domestic budgetary process and is focused more on the role donors can play than on what the
government can do. To correct these shortcomings, the Ministry of Health could develop a five-year
implementation plan that identifies how the strategy could be financed, develops feasible reallocations,
shows how such reallocations could be achieved, and proposes an outcome-oriented monitoring
framework. In short, the implementation plan should outline the combination of central government
funding, donor funding, user fees, insurance programs, and efficiency gains that would fully fund the
strategy. Ideally, such a plan would address the following issues:

* A/locative efficiency, equity, and government budget allocations. The government could
reduce spending on hospitals, training, and ministerial administration by 50 percent over
the next few years and reallocate those resources to preventive health services and
primary care (including family planning). The plan could also show how the government
could gradually scale back expenditure on study and treatment abroad. This would imply
that funding for acute services would have to depend much more on users' and
employers' contributions, on risk sharing and prepayment schemes, and on charitable
contributions.

* Improving the efficacy of governmentfunding. Even with such reallocations, spending
on primary and preventive services would only amount to about US$2 per capita. To be
effective, these limited government funds would have to be spent on only the most cost-
effective, widely beneficial interventions, such as those to reduce communicable and
infectious diseases (including malaria, water and airborne diseases, and sexually
transmitted diseases) and to improve preventive services for mothers, infants, and small
children. The implementation plan could identify these critical services.

* District andfacility level management. It is important that district and community-based
services be accountable to clients rather than to the central government, and that they
have sufficient supplies and drugs to meet community needs. For these reasons, the
health reform strategy proposes that the government decentralize public-health services
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to the district level and implement facility-based management of government-owned
facilities. The strategy also emphasizes that households and communities should take a
more active role in funding and supervising health services. Steps to achieve these
objectives could be incorporated into the health strategy implementation plan. The plan
could include provision for moving ownership of district hospitals, health centers, and
dispensaries to the local authority most appropriate to the facility's catchment area,
enabling each facility to manage itself, moving personnel and procurement decisions to
the facility level, ensuring accountability of facilities to a local government entity,
shifting government funding to a grant-making program, and providing central and
district-level support for quality improvement. Although the health reform strategy
supports such changes, there are now only a few donor-assisted pilots to implement
elements of the decentralization program. The implementation plan could therefore
propose ways to improve on, and expand nationwide, these pilots.

* Hospital and training services. The major result of the budgetary shifts and the
decentralization initiative for referral hospitals and training facilities outlined in (a)
above would be drastic cuts in government subsidies to these institutions. For these
institutions to survive, they will have to be allowed to operate independently, with
modest grant support from the central government, and be targeted to the poor. The
government could facilitate this transition by encouraging the development of formal and
informal risk-sharing and insurance programs to finance catastrophic care. Reducing
subsidies to health facilities and training institutions, and promoting household-financed
risk sharing, would also encourage the private provision of these services.
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Box 5.3: Recent Donor Initiatives in the Health Sector

In 1996-1997, donors were budgeted to fund 21 percent of all non-private expenditures in the health sector. Eighty-two
percent of donor funding will go to community and preventive care, and 18 percent to curative services. Most of the donors tie
health initiatives in with education by promoting knowledge of basic health rights and risks. HIV/AIDS education and family
planning centers are of major importance for many donors.

The Danish International Development Agency (DANIDA), the largest single donor in the health sector, launched a major
health program in July 1996 to run through June 1999. The Health Sector Program Support (HSPS) is budgeted at approximately
US$ 51 million and emphasizes close work with the government and other donors. On the district level, HSPS support is
expected to help establish autonomous district health boards with uniform management and administrative systems. On the
regional level, HSPS will support new regional health administrations that will have clear lines of authority and roles in helping to
execute health reforms. At the Ministry of Health (MOH) level, HSPS will support the creation of a national health monitoring and
evaluation system. This system will assess and record the impacts of investments in health reform. The HSPS program is
targeted at improving health care for the lowest income groups.

The United Kingdom's Overseas Development Agency (ODA) funds smaller, more specific projects, such as the Adult
Morbidity and Mortality Project (focused on Dar es Salaam, Morogoro Rural, and Hai districts). This project defines the causes of
morbidity and mortality in adults and attempts to assist the MOH in establishing cost-effective priorities in the delivery of health
care to adults. O.D.A. also funds the Health and Nutrition District Support Project (HANDS), devoted to four districts in the Mbeya
Urban District. This project, funded at approximately US$ 1 million over 5 years, attempts to assist the Government of Tanzania
(GOT) in prioritizing the use of resources allocated to the Mbeya district. ODA also contributes multi-lateral support to programs
such as the National AIDS Control Program (NACP). ODA is expected to contribute US$ 2.6 million or more annually to the
health sector.

The International Development Agency (IDA) has been supporting Tanzania's health sector through the Health and Nutrition
Project Cr. 2098-TA. The project is IDA's first credit to the sector and aims at improving access, quality, and effectiveness of
basic health services in urban and rural areas. The areas of support include: strengthening government's capacity in health
planning, policy formulation, and human resources development; reforms in pharmaceutical procurement and management in the
public sector; provision of pharmaceuticals and medical supplies; support to nutrition and the population policy; rehabilitation of
hospitals, primary health facilities, and health infrastructure; and community mobilization and primary health care initiatives at the
village level. In support of health sector reform initiatives by the government, the Credit has been restructured to assist various
activities to help implement reforms, including design and pre-testing of the Community Health Fund - a pre-payment scheme
for rural communities, planning of social health insurance for civil servants and formal-sector employees, and activities in the
areas of public health and management. These activities will continue to be supported and expanded in the follow-up project
which is currently under preparation.

The United States Agency for International Development (USAID) is sponsoring two programs in the health sector. The
Tanzania AIDS Project (1993-1998) is a nation-wide effort channeled through the MOH. USAID will contribute US$20 million to
this initiative over five years. The goal of the project is to reduce the impact of AIDS by reducing the transmission rate of HIV and
by improving conditions forAIDS orphans. Family Planning Services Support (1990-1997) seeks to improve the health and
economic status of women and children through increased of contraceptive usage and family planning awareness. This program
also is to receive US$ 20 million in total funding.

The United Nations Family Planning Agency (UNFPA) is involved in various small programs geared towards population
control and family planning. Only one program received more than US$ 1 million, that being the National Family Planning
Programme (US$ 6.5 million from 1990-1993). The program worked through the Family Planning Unit at the MOH and provided
equipment, transportation, training, and contraceptives. Altogether, UNFPA approved US$ 15 million in aid for the health sector
from 1992 to 1996.

The Japan International Co-operation Agency (JICA) concentrates its funding on end-specific projects, such as the Malaria
Control Programme that ran from 1986-1994. JICA funded the Strengthening Expanded Program on Immunization at
approximately US$ 1.1 million from 1990 to 1995. It is currently supporting the Maternal and Child Health Care Service Project.
Slated to run through 1998, the program focuses on increasing the quality and availability of health care to women and children
throughout Tanzania. JICA's overall goal in funding to the health sector is to assist the GOT in its efforts at improving health and
medical services in such a way that donor assistance can be successfully phased out in the future.

The Swedish International Development Agency (SIDA) helps fund the Tanzania Food and Nutrition Centre (TFNC), a
nation-wide agency. SIDA's support is designed to strengthen the institutional capacity of the TFNC to improve women and
children's diets. SIDA's support also strengthens the ability of the TFNC to obtain external supplies and equipment througtl
international channels. SIDA's current plan runs from Fiscal 1994/95 to Fiscal 1998/99. It has allocated USS 2.9 million to be
spent over this period.

The Norwegian Agency for International Development (NORAD) focuses its support on AIDS and family planning.
For the past three years, the donors have attempted to work with the MOH to support a sector-wide strategy for health to put

the MOH firmly in the leadership role in the sector and to reduce the geographic and programmatic problems of coordination
among health sector donors. This effort has begun to show some success.
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FAMILY PLANNING

Most Tanzanian households prefer large families. On average, women say that the "ideal"
number of children is 6 (TDHS, 1991/92)1. This figure is close to the actual average family size, which
has held steady at about 6 children for the last 20 years, and corresponds to low (though increasing) use
of modem contraceptive methods.

High fertility has health costs, costs to the individual woman, costs to the household, and social
costs. First, early childbearing, close spacing of births, and high parity are associated with maternal and
child illness and mortality. Second, scarce household resources are stretched over many children, so that
education, health, and other resources available per child are extremely limited in poor and even middle-
income households in Tanzania. The same is true of the country as a whole. Finite resources are
stretched over many children. Third, women who bear large numbers of children limit their chances of
seeking opportunities for market employment. Typically this behavior is in response to few opportunities
and can change quickly when women's opportunities in the economy improve.

Clearly, however, those costs are perceived to be outweighed by the value of children in a
primarily agrarian economy with plenty of available land and low population density. There is
persuasive evidence that fertility is high in Tanzania because demand for children is great in rural areas.
There is potential for improving the provision of family planning services and increasing the
understanding of modern contraception among women who may wish to delay the next birth or limit their
family size. The clearest route to reducing fertility over the long term is through reducing the underlying
demand for children. That, in turn, is most directly done through increasing female education,
particularly girls' opportunities for secondary-school education.

OUTCOMES AND UTILIZATION

Between the 1978 and 1988 population censuses, the population on the Tanzanian mainland grew
at an estimated annual rate of 2.8 percent, from 17.0 to 23.4 million2. At the current rate, the population
will double in about 25 years.

' Because no one source has all the relevant variables, data for this chapter are derived from the Tanzania Demographic and Health
Survey (TDHS) 1991/92, the Tanzania Knowledge, Attitudes and Practices Survey (TKAP) 1994, and the Human Resources
Development Survey (HRDS) 1993/94. Readers should note that some changes in fertility preferences and behavior may have occurred
between the TDHS 1991/92 and more recent surveys.

2 There is some disagreement about this figure, and there are indications that the 1988 Census may have undercounted the population
to a considerable degree. The growth rate of 2.8 is said to be on the low side (Bos, 1994)
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The legacy of past high fertility rates, seen in the young age structure of Tanzania, implies a
dramatic increase in the size of the population in the most highly reproductive age groups over the next
decade. Approximately 18 percent of the population is younger than 5 years, and nearly one-half (46
percent) is under 15 years. Projecting the population under assumptions of moderate changes in fertility
and mortality, the population of women in the 20- to 24-year age, group is expected to increase from 1.1
million in 1990 to 2.5 million in the year 2000, and 3.1 million by 2010. Even with declines in fertility,
the population momentum foreshadows a long period of continued high levels of population growth.
Under the assumption that fertility and mortality will change as they have in the recent past, the
population would continue to grow at more than 2 percent per year through at least the year 2020 (Bos,
1994).

Table 6.1: Total Fertility Rate in Sub-
Fertility Saharan Africa, 1992

Total Fertility
Country ~~Rate

The total fertility rate, or TFR, is 6.3 children per woman3 (per woman)
in Tanzania, which is about average for countries in the region (see Ethiopia 7.5

Table 6.1). The TFR is now about three times the replacement- Kenya 5.4

level rate. Comparing 1978 and 1988 censuses to the TDHS Tanzania 6 3

1991/92 (the most recent and comprehensive source of information ..U-g"a'n d a'a'----------'------------------------- 7'''-'-'''' 1 -'''
about fertility and contraception), fertility appears to be declining Zambia 6 5

slowly. The TFR was estimated at 6.9 in 1978, 6.5 in 1988, and Zimbabwe 4.6
6.3 in 1991/92. The gradual decline in fertility is also seen when Sub-Saharan 6-1
comparing cohorts of older and younger women. Africa

As one would expect, the level of childbearing in urban Source: World Bank, 1994c.

areas is somewhat lower than in rural areas. The TFR for women
living in Dar es Salaam and other urban areas is 4.0 and 5.6, Table 6.2 Fertility by Zone of
respectively; while that of rural women is about 6.59 children. Total Fertilty
Age-specific fertility rates in all regions show a peak in fertility Zone Rate
during the span from 20-24 years, with higher fertility among rural (per woman)
women of all ages. Coastal 5.7

Northern 6.0

Reliable estimates of fertility by region are unavailable, but ------. --- ...............
Lake ~~~~6.9these can be estimated with confidence for the six zones of the Lake -- ,,,,,,,,,,,,,,6,9,
Central ~ ~ ~~ 7.1

country. Women living in the Lake and Central zones of the -,,C,,e,,n,t,,r,al ,,,,,,,,,,,,,,,,,,-,,,-,,,,,,,,-,,,
country have the highest fertility rate (about 7 children per woman), Southern 6.3Highlands
while the lowest fertility rates are found in the Southern and South 5 1
Coastal zones (see Table 6.2).

Source: TDHS, 1991/92.

Health and Fertility

High fertility rates, young childbearing, and close birth spacing have distinct detrimental effects
on the health of women and children in Tanzania.

The total fertility rate is the total number of children that a woman would be expected to bear during her lifetime, on average, if she
lived until the end of her reproductive lifespan (age 49), and she experienced current age-specific fertility rates as she aged.
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According to recent population surveys:

* about 26 percent of teenagers covered by the survey had already begun childbearing.
Among those 15 years old, 7.5 percent had begun childbearing. Among those 19 years
old, 53 percent had given birth or were pregnant (Weinstein et al., 1995).

* According to the TDHS 1991/92, about 18 percent of all births occurred less than 24
months after a previous birth.

* Among women aged 35 to 39 years, 7.4 percent had 10 or more children in 1994.
Among those aged 40 to 44, 19 percent had 10 or more children. Among those ages 45
to 49, 27 percent had 10 or more children (Weinstein et al., 1995).4

The health consequences of childbearing patterns in Tanzania include fetal wastage, inferior
anthropometric development of infants, and high rates of maternal morbidity and mortality. More than
one-half of children born in the five years preceding the TDHS survey were at elevated risk of dying as a
result of the mother's fertility pattern. Thirty-eight percent of children had a single high-risk
characteristic, while 21 percent had more than one high-risk characteristic.

Unregulated fertility, combined with inadequate antenatal care visits, have major effects on
maternal morbidity and mortality. About one-quarter of all deaths among women of reproductive age in
developing countries are attributable to complications of pregnancy and delivery. Maternal mortality is
currently estimated to be 342 per 100,000 live births in Tanzania, a level that could be decreased by 5 to
18 percent if all women who say they want no more children realized their desires.

Utilization of Family Planning, Antenatal, and Obstetric Services

Several types of behavior are relevant to family planning and reproductive health. These include
use of contraceptives, family planning services, antenatal care, and delivery care.

Contraceptive Use. Almost 18 percent of women aged 15 to 49 used some form of contraception
in 1994. About 11 percent of these women used modern contraceptives. A central reason that fertility
has declined slowly in Tanzania, despite some improvements in contraceptive supply, female education,
and other "modemizing" influences, is that traditional means of birth control, such as post-partum
abstinence and breastfeeding, have not been replaced and surpassed by use of modern contraceptive
methods. Use of modern contraception has increased in recent years, but remains low.

From 1991 to 1994, modern contraceptive use among women 15 to 49 almost doubled. Aboud,
et al. (1996) attributes much of this increase to the success of Tanzania's National Family Planning

' In determining the effects of high-risk fertility behavior on child survival, a mother is classified as "too young" if she is less than 18
years of age, and "too old" if she is over 34 years of age at the time of delivery. A "short birth interval" is defined by a birth occurring
less than 24 months after the previous birth, and a child is a "high birth order" if the mother had previously given birth to three or more
living children.
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(NFP) Program. The NFP Box 6.1: Changes in Modern Contraceptive Use in the Early 1990s
Program significantly augmented
family planning-related logistical Contraceptive use among women aged 15 to 49 almost doubled in Tanzaniafamily planin- e l l from 9.5 percent in 1991 to 17.7 percent in 1994. Similarly, modern
support to health facilities over contraceptive use increased from 5.9 percent to 11.3 percent over the same
the early 1990's. Largely due to period. Much of this growth may be attributable to the success of Tanzania's
this improved support, health National Family Planning (NFP) Program.
service facilities were able to Survey results indicate that from 1991 to 1994, increased contraceptive use
offer a better mix of family cannot be attributed to socioeconomic variables. Over this period, there was
planning services and were much little change in the socioeconomic status of the households surveyed. Further,

socioeconomic variables that were important determinants of contraceptive use
less likely to encounter shortages in 1991 remained equally significant in 1994. Variables that were not important
of family planning supplies (see in 1991 remained insignificant.

Box 6.3). In contrast, access to family planning facilities had a significantly increased
impact on contraceptive use in 1994. Aboud, et al. (1996), postulates that this

According to the 1994 phenomenon is due to the fact that the NFP Program significantly increased
TKAP, almost one-third of family planning-related logistical support to health facilities over the period.

Largely because of this support, by 1994 health services offered a better mix of
reproductive-age women in family planning services, including increased availability of injections, intra-
Tanzania report that they have uterine contraceptive devices, and foam. Furthermore, these facilities were
used a method to delay or limit much less likely to encounter shortages of Family Planning supplies. Survey
births at some point during their results indicate that the NFP Program's information and education campaign

births atsomepoin ng their also likely had a significant impact on modern contraceptive use. However, the
lives. About 13 percent of NFP Program did not appear to have increased the number of facilities with
women reported that they have staff trained in family planning.
used the pill, 7 percent used
condoms, 3 percent used
injections, 2 percent used IUDs, and 2 percent resorted to female sterilization. Fourteen percent of
women stated that they used either the calendar rhythm method or withdrawal.

Though data are not available from the TKAP, the TDHS 1991/92 found that only 2 percent of
women used contraceptives before they gave birth to their first child. About 37 percent of the women
who have ever used birth control say that they began to use contraceptives when they had only one child,
which indicates an interest in delaying (rather than preventing) the next birth. Nearly one-quarter (22
percent) of married women who had ever used contraceptives did so for the first time after they had at
least four living children. It is likely that these women were seeking to limit their family size, rather than
simply delay the next birth.

Table 6.3: Current Use of
Currently, about 11.3 percent of all women, and 13.1 Contraception by Age, 1994 (% of all

percent of married women, use a contraceptive method. women)
Contraceptive use is highest among women ages 30 to 34 (see Age Contraceptive Prevalence
Table 6.3). About 43 percent of the currently married women 15-19 5.2
who use a modem contraceptive method are taking the pill, 20-4 1 i06

another 21 percent use injections, 15 percent have undergone 25-29 13 5
sterilization, and the remaining use condoms and IJDs. 30-34 1- 5 6

35-39 13.2
The strongest correlate of contraceptive use in Tanzania, 40-44 14.1

as in most countries, is female education. Among women with no 10 49-i3.6

education, 6 percent are using a modem contraceptive method. Total 11 3
This increases to 9.6 percent among women with incomplete
primary education, and about 13.6 percent among those who have Source: TKAP, 1994.
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completed primary school. Most notably, a full Box 6.2: Women In Need of Family Planning Services
31.1 percent of the relatively few women with some
secondary schooling now use a modem According to the TDHS, about 41 percent of currently

married women wish to delay their next birth at least two
contraceptive method. In addition to being a years, and another 23 percent wish to have no more
strong correlate of contraceptive use itself, children. This means that a total of about 64 percent of
women's education is closely associated with married women are considered to be potentially in need of

women's apparent ability to realize their family planning for child spacing or fertility limiting
women's apparent ability to realize their purposes. While many of those women are using
reproductive goals (see Box 6.2). Yet, between contraceptives, about 27 percent of all currently married
1991 and 1994, modern contraceptive use women are not employing contraceptive methods, and are

increased more rapidly among uneducatedwoat risk of an unwanted or mistimed pregnancy. It is
increased more rapidly among uneducated women important to note that most of the women who are not
than among those with education. using contraceptives and yet wish to delay or limit

pregnancies have-little education.

Multivariate analysis has been undertaken
of demographic and health data in 10 other Sub-Saharan African countries, demonstrating surprisingly
consistent effects of secondary schooling of women on numbers of children born. On the basis of these
studies, the impact of completed primary school years (ages 7
to 10) is to reduce children born by 0.3 to 0.6 children, on Table 6.4: Current Use of Contraceptives by
average, whereas the impact of 11 or more years of schooling Region, 1991 (% of currently married
is to reduce children born by 0.9 to 1.4 children, on average women)
(Ainsworth and Nyamete, 1992). This generalization applies
almost equally to women residing in urban areas in Africa as Region Contraceptive Prevalence
it does in rural areas. Arusha 12.3

Dodoma 9.6

Regional differences in contraceptive use are striking Dar es Salaam 10.9
(see Table 6.4). The level of contraceptive use reaches Irnnga ,90
nearly 19 percent among married women in urban areas other . . ..a. 3:9
than Dar es Salaam. However, only slightly more than 4 Kigoma 2. 8
percent of married women in rural areas use a modern K:lim.nJaro 25 3
method to delay or limit births. By far the highest Lind- 9 7
contraceptive use occurs in Kilimanjaro region, where more Mara 3 0
than one-quarter of all married women in the reproductive ---- , , ,,, , ,5,4, ....
years are currently using a modern family planning method. Morogoro 4.5
The regions of Arusha, Lindi, Iringa and Singida also have Mtwara 1 5
relatively high contraceptive prevalence (at least 9 percent). Mwanza 2 3
The regions with the lowest contraceptive use are Mtwara, Pwani 3.3
Shinyanga and Mwanza.5 Rukwa 4.4

Ruvuma 5.1

Choice of Family Planning Service Provider. Shinyanga 1 2
Singida 10.7According to the TKAP, 71 percent of modem contraceptive Tiabora .10 

users obtain methods from government facilities. Tanra 1.5
Dispensaries are the major providers for these clients (38 Total 6 ,,,,7, 5 . .6
percent), followed by government hospitals (35 percent), and Source: TDHS, 1991/92.
health centers (25 percent). Village health workers hardly
figure in client use at all.

5 Again, the regional estimates from the TDHS should be viewed cautiously, as they are based on relatively small samples.
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On the other hand, a fledgling private medical sector serves about 19 percent of family planning
clients, the majority of whom are served by mission facilities (52 percent), the rest by pharmacies (25
percent), and private doctors/clinics (19 percent). Mission facilities also receive public subsidies, and
when they provide contraceptives, often do so for no charge. Again, the form of providing services that
has proven to be effective and relatively inexpensive in many countries, that is, community-based
distribution (CBD) agents, are not active in this market6. Only 0.7 percent of all clients report use of a
CBD worker.

Use of Antenatal and Delivery Care. Most women in Tanzania have received antenatal care
during recent pregnancies. According to mothers' responses in the TDHS, about 92 percent of all births
received antenatal care from a medical professional. Most frequently, that care was provided by a trained
nurse/midwife (56 percent) or a maternal and child health aide (30 percent). On opposite ends of the
spectrum, doctors and traditional birth attendants provided only 7 and 4 percent of all antenatal care,
respectively.

Educational attainment of the mother was closely related both to the likelihood of obtaining
antenatal care, and to the source of that care. For example, about 7 percent of women with no education
did not get antenatal care, compared to 1 percent among women with complete primary education, and
0.2 percent among those with secondary schooling. While, in general, very few women obtained services
from doctors, one-quarter of those with at least some secondary schooling were under doctors' care
(TDHS, 1991/92).

Despite the apparently high coverage of antenatal care, Tanzanian women tend to start their care
later than is medically advised and thus have fewer than the recommended number of visits before
delivery. On average, women start their antenatal care at 5.6 months gestational age (instead of the
recommended 3 months). Thus, they obtain care only about 5 times before delivery, on average (instead
of the recommended 12) (TDHS, 1991/92).

About one-half (53 percent) of births during the 5 years prior to the TDHS took place in health
facilities, while the rest took place in the home. Place of delivery was strongly correlated with place of
residence. Among urban women, about 85 percent of deliveries took place in health facilities, while
among rural women, only 45 percent did. As would be expected, educated women were far more likely
to deliver in health facilities than were uneducated women (81 percent of deliveries by women who had
some secondary education, compared to 3 8 percent of deliveries by women with no education).

HOUSEHOLD EXPENDITURES ON FAMILY PLANNING, ANTENATAL AND OBSTETRIC SERVICES

The TDHS 1991/92 collected no information about household expenditures on family planning
services. However, the HRDS 1993/94 did collect expenditure data and therefore provides clues about
the direct and indirect costs of family planning and related reproductive health services.

The HRDS reveals that about one-third of women using family planning spend some money for
contraception. Payments are made for consultations, commodities, and travel to and from family

6 In community-based distribution, family planning workers visit women in their homes to provide information about family planning
and to distribute oral contraceptives and condoms to interested women.
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planning service centers. In rural areas, average expenditures for family planning were Tsh 843 per user
in 1993, compared with Tsh 1,018 per user in Dar es Salaam, and Tsh 801 per user in other urban areas.
An important component of these expenditures is travel costs. Per user, the travel costs amounted to Tsh
448 per user in rural areas, Tsh 306 in Dar es Salaam, and Tsh 223 in other urban areas. Since travel
time also involves an opportunity cost (time that might have been devoted to household or farming
activities), rural travel costs are likely to be even greater.

Among the one-quarter of those using antenatal care and delivery services in the past year who
had any expenditures for those services, an average of Tsh 1,974 was spent on services related to the
pregnancy. This figure varied from Tsh 2,619 per year in urban areas other than Dar es Salaam, to Tsh
4,247 in Dar es Salaam, and Tsh 1,374 per year in rural areas.

DEMAND FOR FAMILY PLANNING SERVICES

There are several components that allow a better understanding of reproductive behavior in
Tanzania. First, we can look at the extent to which reproductive-age women are even aware of methods
of regulating fertility, as well as couples' attitudes toward modem contraception. This information can
identify the potential for increased contraceptive use through greater awareness of modem methods.
Second, we can examine which women are likely to use modem contraception and how much of a role
supply and demand factors play in that decision. By supply-side factors, we mean characteristics of the
nearest potential source of family planning services (distance, the number of methods available,
availability of other types of pharmaceuticals, and so forth). By demand-side factors, we mean individual
and household characteristics that influence the underlying demand for children, or desired family size.
Third, we can take a step back and examine the correlation between desired family size, contraception
and fertility, and the determinants of desired family size.

Knowledge and Attitudes

Knowledge. Tanzanian women appear to have limited knowledge of modem contraception, and
there is very little knowledge about methods other than those which are most common. About 80 percent
of all reproductive-age women in Tanzania say that they know of at least one method to limit or space
births, and most of those are familiar with modem contraceptive methods. Oral contraceptives are the
best known method, and nearly all the women who are familiar with any family planning method say that
they have heard of the pill. Most women (70 percent) have at least heard of condoms, and about 58
percent know of female sterilization (Weinstein, 1995).

Knowledge of methods and sources is greater among urban women than among the rural
population. Women with no education are the least likely to be familiar with contraceptive methods. In
contrast, nearly all of the women with at least a secondary education know about family planning.
Knowledge of sources of family planning services parallels knowledge of the methods themselves.

Attitudes. The TDHS 1991/92 and the TKAP 1994 obtained indicative information about the
attitudes that women and men have toward family planning. For example, women were asked whether
they believed that it is acceptable to have messages about family planning on the radio or television.
They were asked how frequently in the past year they had discussed family planning with their husbands.
Among those who knew of at least one contraceptive method, each woman was asked whether she
approves of family planning, and whether her husband does.
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In general. most women thought that family planning messages on mass media were acceptable,
and the percentage who found them acceptable increased in the early 1990's. In 1991, 80 percent of
urban women and 67 percent of rural women held this view. By 1994, 89 percent of urban women and
71 percent of rural women approved of these messages. Women who had never been to school were
somewhat less likely to approve of family planning messages than were women who had some primary
education (58 versus 73 percent, respectively).

Husband-wife communication on the issue of family planning appears to be limited. Less than
one-half (44 percent) of the married women of reproductive age said that they discussed family planning
with their husbands during the year before the TDHS. Most of the women who had such conversations
said that they had talked with their husbands about the topic only once or twice during the year.

About 85 percent of currently married, non-sterilized women said that they approve of family
planning. This figure is lower in rural areas than in urban ones (83 percent and 92 percent, respectively).
About one-quarter of the women said that they believe that their husband disapproves of family planning.
Again, education is strongly correlated with approval of family planning, and with concordance between
husbands' and wives' beliefs.

More than three-quarters of the married women with at least a secondary-school education said
that they and their husbands agree that family planning is acceptable. About 11 percent are in
disagreement with their husbands on this issue, and only about 9.5 percent of women who do or who do
not approve of family planning say that they are unsure about their husbands' attitudes. In striking
contrast, about 27 percent of women with no schooling say that they and their husbands agree that family
planning is acceptable. In 18 percent of the cases, women with no schooling approve of family planning
but believe that their husbands disapprove. A full 50 percent of women with no schooling (both those
who approve and those who disapprove of family planning) are unsure what their husbands believe about
the acceptability of contraception.

Determinants of Contraceptive Use

Access to family planning facilities appears to have had a significantly positive impact on
contraceptive use over the early 1990's. In 1991, only the presence of a family planning hospital within 5
kilometers was found to be a statistically significant contributor to contraceptive use. However, by 1994,
the presence of a hospital within 10 kilometers and a health center within 5 kilometers was also
significant. Neither access to dispensaries nor facility quality measures contributed significantly to
contraceptive use in either year. Aboud, et al. (1996), hypothesizes that the 1994 TKAP survey sample
may not have been large enough to detect this effect. They also point out that in the 1994 survey, a
health facility offering family planning had to meet minimum quality standards. This requirement may
reduce the observable quality effect by eliminating the very low-quality facilities from the pool of
considered locations.

On the other hand, individual characteristics, such as the woman's age, education, religious
affiliation, residence and household assets, were strongly associated with the probability of using modem
contraception. In particular, having a primary education of three years or more was the strongest
independent predictor of current contraceptive use. Also important as determinants of contraceptive use
were being a member of an organized religion (Catholic, Muslim or Protestant), residing in an urban
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area, and being in a household that had a wood, cement or tile floor, rather than a dirt floor7. As would
be expected, women in the Northern and Southern Highlands were more likely to use contraception, all
else being equal.

Demand for Children

Given the apparent importance of demand-side factors highlighted in the analysis by Beegle
(1994), it is useful to examine women's reproductive goals. According to the TDHS and the TKAP,
women in Tanzania wish to have about 6 children 8. As is found for fertility itself, desired family size
varies greatly by region and women's educational level. Women in urban areas wish to have about 5
children, for example, while those in rural areas state that they would prefer about 6 children. Women
with no education reported that they would want 7 children, and those with complete primary schooling
said that they would prefer 5 children. Women with at least some secondary education wished to have
markedly fewer (4) children.

An analysis of the determinants of desired family size has shown that the same individual and
household characteristics that were strong correlates of current use of contraceptives also are closely
associated with desired family size. In particular, women's education over the first three years of
primary school is strongly correlated with the desire to have few children, relative to the average.
Women with three years of education, for example, wish to have about .5 fewer children than women
with no education. Higher levels of educational attainment lead to more dramatic changes in
reproductive goals. Women with 8 or more years of schooling wish to have 1.7 fewer children than do
women with no education at all, controlling for factors such as residence, household assets, and age.
Living in an urban area and being a member of an organized religion are also good independent
predictors of wishing to have fewer children. Being part of an agricultural household is a predictor of
wishing to have more children.

In short, individual and household characteristics that lead married women to want fewer (or
more) children are the same ones that lead women to use (or not to use) modem family planning
methods. Among those characteristics, female education is most important.

SUPPLY OF FAMILY PLANNING SERVICES

Policy Framework

Historical Background. The government's support for family planning can be traced to 1969,
when the government advocated child spacing, advising that individuals have social responsibilities to
raise their children to be responsible and productive adults. Official support strengthened the National
Family Planning Association (UMATI) that had organized in 1967. In 1974, the MOH started providing

' In the absence of other data,on the economic status of the household, type of flooring was used as a proxy for the economic well-
being of a family in Tanzania.

s For the TDHS, information in this section refers to responses to the questions: (for women with living children) "If you could go
back to the time you did not have any children and could choose exactly the number of children to have in your whole life, how many
would that be?" and, for women without living children, "If you could choose exactly the number of children to have in your whole life,
how many would that be?"
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family planning services as an integral component of the Maternal and Child Health Program, with
assistance from USAID. Four years later, Tanzania adopted the Alma Ata declaration, which recognized
family planning as one of the essential elements of primary health care.

Current Policv. Recognizing the reproductive health benefits of family planning, as well as
problems posed by rapid population growth, the Government of Tanzania adopted a national population
policy in 1992 that aims to (a) reduce the country's population growth rate to 2 percent by the year 2007;
(b) educate the public on benefits of family planning and reproductive health; and (c) foster conditions
that will lead to greater accessibility to family planning services. A parallel endeavor, the National
Family Planning Program Plan of Operations, was launched in 1987 with the explicit aim of increasing
contraceptive use in the country from less than 6 percent in 1987/88 to 25 percent by 1993. A National
AIDS Commission, responsible for combating the AIDS epidemic through a number of specific (and
vertical) actions, has also been established.

A key concept underlying the country's National Family Planning Program is that bringing
family planning services within easy physical and financial reach of potential clientele will lead to a
significant and sustained increase in effective contraceptive use. The expansion of availability is being
engineered primarily through the government's existing health infrastructure, that consists of the network
of health centers and dispensaries found in each of 104 districts, as well as through district, regional, and
consultant hospitals found in municipalities. In addition, some efforts have been made to institute
community-based distribution through village health workers. Recently, the program has been giving
increasing attention to a broader reproductive health agenda.

Organization and Structure of Family Planning Services

The major actors in the provision of family planning services in Tanzania are the MOH, through
its maternal and child health program, and UMATI. Minor participants include the non-governmental
Organization of Tanzania Trade Unions and the Tanzania Women's Organization. Over the years, the
MOH and UMATI have developed a collaborative working relationship in the provision of family
planning services, and are considered to be the primary institutions responsible for implementing the
National Family Planning Program. MOH facilities function as the service delivery points. UMATI, in
contrast, has been responsible for the procurement and distribution of contraceptives, providing training
in basic family planning skills for service providers, and family planning advocacy. By April 1994,
UMATI had eight clinics and funds to establish ten more. It was also operating a community-based
distribution program, covering a total population of more than 500,000.
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Family planning services do appear to be Table 6.5: Share of Health Facilities Providing Mother-
available throughout much of the country, in both and-Child Health andlor Family Planning Services, 1993
government and private establishments. As shown
in Table 6.5, of the nearly 4,000 government health Total Providing Family
centers and dispensaries in mainland Tanzania, the Region Number of MCH PlanningServices Pann
MOH reported that more than 3,100 (80 percent) Facilities (% of total) Services
were providing mother-child health (MCH) services (% of total)

Arusha 230 83 68
and about 2,700 (69 percent) were providing family - -- 68

Dar es Salaam 315 32 25
plannm ng services in 1993. ..... .... ................. ---------------------.........

Dodoma 201 68 76
Iringa 217 95 56There are som e notew orthy regional ............. ----- ------------ -........ .......... ...... ...... ..................--- -------- --

differences. In the regions of Dar es Salaam, Pwani Kagera 167 99 86
and Morogoro, relatively few of the government Kigonna 142 89 71

Kilimanjaro 227 91 86
health centers and dispensaries offer family Lini- 128 83 76
planning services, while in Ruvuma, Tabora, Mara 163 88 87
Kagera, Kilimanjaro, Mbeya, and Mwanza, more Mbeya 251 86 65
than 85 percent of the health facilities are reported - -----.-.----------.------ ----- ------------------- ...... -------------Morogoro 258 74 53
to distribute contraceptives. Mtwara 142 95 95

Mwanza 244 95 86
The widespread availability of family Pwani 233 48 47

planning services was confirrned in a recent Rukwa 116 91 61

analysis of the TDHS 1991/92, which collected Ruvuma 147 95 95
detailed data about a sample of 308 government Shinyanga 204 94 76

and non-government health facilities in Tanzania. Singida 132 90 68
Beegle (1994) found differences in the availability Tabora 158 89 87
of contraceptive methods by health facility Tanga 250 77 70
ownership and level (hospital versus dispensary). Total 3,925 80 69
The analysis showed that the greatest variety and
level of family planning services could be found at Source: Beegle, 1994.

government hospitals, closely followed by private
hospitals and government dispensaries. Private dispensaries were least likely to be able to provide
contraceptive services.

As shown in Table 6.6, all 54 government hospitals included in the TDHS sample offered family
planning services. Nearly all hospitals (94 percent) had medical staff trained in IUD insertion, and a
majority (61 percent) had a doctor on staff who was trained in sterilization procedures. At least 90
percent of the government hospitals in the sample offered condoms, oral contraceptives, IUDs, and
injectable contraceptives. About 80 percent of the hospitals reported that they offered sterilization for
the purpose of contraception9 . The typical government hospital could give clients a choice among about
five family planning methods. The 1994 TKAP indicated that contraceptive availability in government
hospitals increased between 1991 and 1994.

About two-fifths of the 28 non-government hospitals in the sample reported that they offered at

This is somewhat at odds with the statement that only 61 percent of the government hospitals had a doctor on staff who was trained
in sterilization procedures.
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least one family Table 6.6: Availability of Family Planning Services in Government and Private
planning method. A Hospitals and Dispensaries
large majority of the Type of Facility
private hospitals had Hospital Dispensary
medical staff trained in Characteristic Government Private Government Private
IUD insertion and (I%) (%/.) . () (o)
sterilization Offer any family planning method 100 78.6 95.0 46.7
procedures (79 and 70 Have medical staff trained in
percent, respectively). IUD insertion 94.4 78.6 40.9 13.3
As with government Sterlization 61.5 70.4 n/a n/a
facilities, private Methods Offered:
hospitals were very Condoms 96.3 64.3 91.2 37.8
likely to offer oc 92.6 71.4 83.4 28.9
condoms, oral IUD 907 67.9 8.3 11.1
contraceptives, IUDs Injections 90.7 39.3 15.5 4.4
and contraceptive Foaming tabletlfoam/jelly 55.6 214 111 6.7
sterilization. Unlike Contraceptive sterilization 79.6 70.4 n/a nia
public facilities, few Mean number of methods available 51 3.4 . 2.0 0.9
private hospitals Note: Survey included data on 54 government hospitals, 28 private hospitals, 181
offered injectable government dispensaries, and 45 private dispensaries.offered injectablSource: Beegle, 1994, based on TDHS 1991/92.
contraceptives. On
average, a private
hospital could offer about three contraceptive methods to clients.

The TDHS found that government dispensaries were almost as likely as government hospitals to
offer at least one form of contraception, but the range of choices was much narrower in dispensaries than
in the higher-level facilities. By far the most commonly available methods in the 181 public dispensaries
in the sample were condoms and oral contraceptives. While about 41 percent of government dispensaries
had medical staff trained in IUD insertion, only about 8 percent of the facilities offered the method. The
typical government dispensary could provide about two methods.

The TKAP study found that oral contraceptives and condoms were commonly available in
dispensaries in 1994. Furthermore, injectable contraceptives, which were available in only about 20
percent of dispensaries in 1991, were found in 77 percent of these facilities by 1994. Similarly, the
number of dispensaries offering IUD insertion increased to about 25 percent by 1994.

About one-half of the 45 private dispensaries in the 1991 sample offered family planning
services, and few had medical staff trained in IUD insertion. About 38 percent offered condoms, 29
percent offered oral contraceptives, and 1 1 percent offered IUDs. On average, fewer than one method
was available at private dispensaries.

Problems of Quality and Implementation

Quality and Access. A 1988 survey of services attributed poor program performance and low
rate of acceptance of family planning methods to a lack of trained personnel, low worker morale,
unsatisfactory and inadequate physical facilities, lack of basic equipment, frequent shortages, and non-
availability and restricted choice of contraceptives. Above all, weak and poorly directed program support
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to information, education, and communication activities was blamed for the poor program performance.

There are major geographical disparities in the provision of family planning services throughout
the country. For example, relatively few of the government health centers and dispensaries in Morogoro,
Pwani, Rukwa, and Dar es Salaam offer family planning services, whereas more than 85 percent of the
health facilities in Mara, Kagera, Mtwara, and Ruvuma are reported to be able to distribute
contraceptives.

Logistic Support. The logistics component of the NFP was aimed at establishing viable
commodity- procurement procedures, reliable transportation from the central stores to the distribution
points, and good storage and record keeping practices at all levels. The program was to provide essential
supplies and equipment to one-half of the dispensaries and health centers by 1991, and all of the facilities
by 1993. Logistics systems were to be developed and/or improved. In addition, it aimed to provide
transport for supervision to all facilities by 1993.

The 1992 National Family Planning Program Annual Report identified early difficulties with
commodity distribution under the program. However, USAID and Aboud et al. (1996), state that since
1992, the program has significantly improved family planning-related logistical support to health
facilities. Largely because of this support, by 1994 health service facilities offered a better mix of family
planning services. Furthermore, these facilities were much less likely to encounter shortages of family
planning supplies. However, the NFP Program did not appear to have increased the number of facilities
that offered staff training in family planning.

Few improvements in the provision of transportation for the use of supervisors have been made.
For example, the program was able to procure only two of the six trucks originally required, and only 20
of the planned 156 station wagons. None of the 5,700 bicycles that were anticipated have been
distributed for use by supervisors at health centers, dispensaries, and villages.

PUBLIC EXPENDITURES ON AND UNIT COSTS OF FAMILY PLANNING

The Program's five-year budget was to be US$28 million for 1989 to 1994. Of this, the
government was to contribute about US$1.8 million to institutional support, and donors would contribute
the rest. At this level of funding, expenditures from all sources on family planning would average about
US$0.20 per capita, per year. This compares with about US$0.22 per capita in Kenya in 1990, about
US$0.53 in Lesotho in 1992, and more than US$1.40 per capita in Zimbabwe in 1989.

Arriving at a consolidated account of expenditures for the NFP Program is difficult because of
the various means of accounting used by the major donor agencies, and the problem of disentangling the
costs of delivering family planning services from the costs of other types of maternal and child health
services in the public health system. However, it is possible to arrive at rough estimates of 1992
expenditures to illustrate the distribution of funds among program activities, and to arrive at rough
estimates of some of the costs of the current level of service delivery.

Table 6.7 shows the estimated expenditures in 1992 by the two major donor agencies, UNFPA
and USAID, and by the Government of Tanzania. This only covers items that are directly associated
with family planning and population activities, such as contraceptive commodities and logistics, training
of service providers and community leaders, international education and communication (IE&C)
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campaigns, and population censuses Table 6.7: Illustrative Tally of Expenditures for the National Family
and research. It excludes many of Planning Program, by Source, 1992 (Tsh Millions)
the direct costs of service delivery

, ,, /~~ ~ ~ ~~~~~~~tem UNFPA USAID GOT Total (%of tota/)
that cannot be separated from the

Training 65.41 73.04 138 45 (26%)
overallI governm ent health budget, -- ......................-------- -------- ----------------- ------ ------------ ------ -------------_- ---- ----------- -overall go n hLogistics/Commodities 155.50 90.44 245.94 (46%)
such as the cost of M CH staff time.24 94.( ) ------ ------------------ ----------- -------------- - ---- -- - -- - ---- --and muli-ueeuimeninheaIEC 2.05 n/a 7.60 9.65 (2%)
and m ulti-use equipm ent in health -- ------------- -------- - ------------------------- ------ --- --------- ---- ------- 1, ---- --- --- -1 ---- ---

Research 1 48 n/a 1.48 (.3%)
centers and hospitals. It also -- -:----- --- ------------ ---- ---- ---- - ------ - -- ----- --- --Policy Development 10 97 10.97 (2%)
excludes any private expenditures Populati2onCensus 1'2'0 11 20(2%.
for family planning, either on the Other (including staff
part of private institutions or salaries not otherwise 30.82 42.67 41.97 115.46 (22%)
households. accounted for)

Total 255.26 206.15 71.74 533.15 (100%)

An estimated Tsh , Source: Mpangile, 1994.
million were expended on the
National Family Planning Program
in 1992. About 85 percent of the total was donated by the major donors to the program, and the
remainder was from the Government of Tanzania. Of the government's contribution, approximately 54
percent was in the form of tax exemptions. (It is important to reiterate that this estimate excludes the
government's contributions in the form of staff support for Ministry of Health and local government
personnel, which are likely to be substantial. It was not possible to arrive at plausible estimates of those
contributions for this exercise.)

Several other donor agencies have provided smaller amounts of funding to the program. For
example, the German development agency GTZ has family planning-related programs in the districts of
Bagamoyo, Lushoto, Pangani, Rombo and Handeni. The UK's Overseas Development Agency started a
five-year family health program in three districts of Kyela, Rungwe and Ileje in 1992, that eventually
may be extended to include Makete and Njombe districts in Iringa.

Nearly one-half of the program funding was devoted to commodities and their distribution
through a logistics system. This included purchase of vehicles and other supplies, as well as the
contraceptive products themselves. Another 26 percent, or about Tsh 138 million, was spent on training
of trainers and service providers, and on an orientation of local and national leaders.

Given the imprecision of the budget estimates, one can enter only cautiously into the calculation
of unit costs. However, it is worth conducting the exercise for illustrative purposes, making conservative
assumptions. There are two types of outputs for which unit costs can be very roughly estimated from the
data at hand. The first is training outputs (or trainees), and the second is the cost of commodities. Lack
of information about the effectiveness of contraception in the Tanzanian context precludes estimation of
cost per birth averted, which is a standard type of unit cost often calculated in analyses of family
planning programs.

Cost per Trainee. A total of 1,788 individuals were trained in the NFP Program. To be
conservative in calculating unit costs, we can assume that all of these were trained during 1992. Under
that assumption, and taking Tsh 138.45 million as a reasonable estimate of the total expenditures on
training alone in 1992, the average cost per trainee is calculated to be Tsh 77,433. If the trainees were
trained over several years, instead of just 1992, then the cost per trainee would be higher.
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Cost of Commodities and Logistics per Contraceptive User. As noted earlier, the full costs of
family planning service delivery are not captured in the expenditures for the NFP Program. Personnel
costs at the service delivery point are excluded (for example, the salaries for the MCH workers). A
reasonable alternative is to restrict the analysis to the cost of delivering commodities to contraceptive
users exclusive of those personnel costs. This would cover the purchase and distribution of oral
contraceptives, for example.

The total expenditures on commodities and associated logistics are estimated to be Tsh 246
million for 1992. According to the Demographic and Health Survey, 4.4 percent of women ages 15-49
were using a form of modem contraception in 1991 1. That is, approximately 245,000 women were using
a modem family planning method around 1992. Of those women, about 73 percent, or about 178,000
women, received services from a government facility. This implies that the commodity and logistical
cost per user equaled Tsh 1,382 in 1992.

DISTRIBUTION OF PUBLIC SPENDING

This section suggests that at the low level of contraceptive prevalence that exists in Tanzania
today, the benefits of the program are skewed toward higher income families who are mostly likely to use
contraception. This is illustrated in Table
6.8. Among all users of hospital facilities for Table 6.8: Share of Those Obtaining Family Planning Services
contraceptive services, 35 percent are from and/or Supplies from Hospitals, by Expenditure Quintile (%)
the wealthiest 20 percent of the population,
whereas only 11 percent are from the poorest Income All Rural Other Dares
20 percent". This applies in both rural areas Group Hospital Users Usrba Saaars
and urban areas (other than Dar es Salaam). Lowest 20% 10.5 21.4 15.0 22.9
Only in Dar es Salaam does this pattern vary, Highest 20- 34.7 . 29.4 25. 0 15.3

as members of higher-expenditure households
have the option of using, and do indeed make Source: HRDS, 1993/94.

greater use of, private providers, including
pharmacies. Moreover, use of family planning is most likely to cut across expenditure groups in Dar es
Salaam, where prevalence is highest. Charging fees is one way of remedying this distortion, but is
unlikely to be adopted, since advocates of family planning would resist it as another barrier to universal
availability.

'° This figure does not correspond precisely to data presented earlier for two reasons. First, it refers to all reproductive-age women,
rather than only those currently married. Second, it excludes women who have been sterilized, because they would not require any
commodities.

i These data, which derive from the HRDS, are not disaggregated according to whether the hospital was a public, mission, or
private-for-profit facility. It is reasonable to assume, however, that the general pattern of use by expenditure groups would prevail
among purely public providers for two reasons. First, most hospitals in the country that provide family planning are government
hospitals or are publicly subsidized mission hospitals. Second, use of curative health care (in hospitals) (see Table 6.6) follows an
almost identical path among expenditure groups.
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CONCLUSION

The Government of Tanzania, assisted by two strong donor agencies, has integrated family
planning services into its vast rural health infrastructure. While there are opportunities for greater and
more effective outreach and for correcting program weaknesses, services are reasonably accessible to
women who seek them. As in health and education, Tanzania has done a remarkable job of making this
service available to the public.

The main questions that remain are similar to those in the education and health sectors generally.
Why so little impact? Why is contraceptive use still so rare and large families so common? The
unambiguous answer lies in the preferences of households and individuals. In the predominantly small-
scale agricultural economy with a very low stock of women educated beyond primary school, the demand
for children is high and, consequently, the use of family planning services is low.

In Tanzania, as in virtually all other countries, the most significant influence on the demand for
children is the education of women. Education alters the value of a woman's non-domestic and domestic
time, widens her life horizons, improves her ability to space her children and to realize lower goals for
family size, and induces rapid changes in fertility preferences and contraceptive use. This is not to say
that the government should abandon its supply program, but that the impact of its current policies could
be increased by focusing on increasing demand, particularly through improved education of girls. More
than in other sectors, in the realm of population policy it appears that the most important step that the
govemment can take is to increase education opportunities for girls and women. Education subsidies
also lend themselves to much better targeting so that the incidence impact can be much more pro-poor
than commodity-driven programs.
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NUTRITION

High levels of maternal and child malnutrition in Tanzania are clear detriments to the well-being
of individuals and households. Analyses of the nutritional status and food consumption patterns,
however, indicate that Tanzania is in better shape than might be expected, given other health and social
indicators. This implies that specific and targeted interventions, rather than national or universally
available nutritional support programs, may have great potential to address the nutritional problems that
exist.

OUTCOMES

Child Nutritional Status
Table 7.1: Nutritional Status by Demographic Characteristics

Results fom the 191/92 TDHS(% of children under 5 years of age who are moderately
Results from the 199 1/92 TDH-S mnalnourished)

show that, among children under five years of
age, the percentages of moderately mal- Stunted Wasted Un
nourished children are 29 percent for weight- Characteristic (height- (weight-for- wdetweight
for-age, 47 percent for height-for-age, and 6 for-age) height)
percent for weight-for-height (see Table 7. 1). Age (months)

Less than 6 12.0 2.1 5.4Malnutrition rates are much lower in the first Less than 6 12 0 2-1-5-4
6-11 25.6 6.8 28.9

year of life, but increase sharply in the second , ,6,,11,,,,,,-,,-,-,,-,,2,5,,:,6,,,.,,,, -,,,6,:,,,,,- ,,,,,-,28,,9,--.-----.
year of life. These trends are similar to those 12-23 49.5 9.8 36.7year OI lfe. Thes trends ae slmlla to those -- ----- -- --------- --- - --------- -----------------------.-------------------------------------
found in malnourished children elsewhere. 24-35 57.2 4.9 32.6

36-47 59.5 3.4 30.2

Data suggest that urban children are 48-59 56.8 4S4 27e6
better nourished than their rural counterparts. Me4

Male 48.1 6,2 28,7
However, this appears to reflect the m uch ------ -------- .....- ........... -------- ---------------- ---- -------------------- -------.... .......

However, this appears to .reflect the muchFemale 45,3 5.1 28.9
lower incidence of malnutrition in Dar es All-- --------Ch -i.dren. 465--- ------- 2--------.--------------------- ----------------- -.....
Salaam. There is little variation in child All Children 46,7 5,6 28.8
malnutrition rates between the rural areas and Source: TDHS, 1991/92.
the urban areas excluding Dar es Salaam.
Tanzania's major child-nutrition problem appears to be stunting from longer-term, chronic undernutrition

' The reference that is used for malnutrition here (as in most other studies) is the United States National Center for Health Statistics
(NCHS). The percentage of children whose anthropometric indicators are more than minus two standard deviations from the NCHS
mean level are considered moderately malnourished. The percentage of children whose anthropometric indicators are more than minus
three standard deviations from the NCHS mean level are considered severely malnourished.
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rather than wasting from short-term, acute food deficits. Malnourishment for a significant proportion
(about 17 to 19 percent) of children begins in the first year of life. Reasons for this may be low-birth
weight, sustained by inadequate breast-feeding and complementary feeding practices.

For many children malnutrition sets in during weaning when breast milk intakes decline sharply.
That problem may be further complicated by premature introduction of weaning foods. Perhaps more
importantly, during weaning, children may be exposed to contaminated food and water, and thus contract
diarrheal diseases that further deplete nutritional reserves.

International Comparisons. The
levels of child malnutrition in Tanzania are Table 7.2: Indicators of Undernutrition in Sub-Saharan Africa,
not unusually high relative to other Sub- 1980-1992 (% of children under 5 moderately malnourished)
Saharan African countries or relative to other
developing countries with comparable Country StuntUng Wasting Underweight
income levels. Indeed, the incidence of Tanzania 46.6 5.5 28.5
moderate wasting (i.e., the proportion of .~Zambia 59.4 10.0 24.7
children with low weight-for-height) in *Zaire' 46 0 9.6 33.4
Tanzania is only one-half of the level that ,,w,n,,,,,,,,,,,,,,,40,,,,Rwanda 340 114 3.66

y ~~~~~~ ~ ~~~~Malawi 610 0. 2.would be predicted at its per capita income Malawi 61 0 8.0 24 0
level. As shown in Table 7.2, while the Kenya 410 10,0 170

Burundi 60.0 10.0 38.0incidence of m oderate w asting in other Sub- ...... ---I---- ------------I...........-- ----- ----------- --------- ------------------- --------- ------------
Saharan African countries is in the range of 9 Uganda 25.0 4.0 23.0

a. Now Democratic Republic of the Congo
to 1 1 percent, that in Tanzania is less than 6 Sources: UNICEF, 1992; Government of the Republic of Zambia,
percent. Indicators of stunting and wasting, 1990; Kenya Rural Nutrition Survey, 1987.

which are manifestations of longer-term
nutritional deficiencies, show that Tanzania has about average conditions, compared to its neighbors.

Time Trends. No nationally-representative estimates of child malnutrition were available until
the TDHS 1991/92 was conducted, so it is not possible to analyze temporal changes in child malnutrition
rates. The Tanzanian Food and Nutrition Center (TFNC) found no evidence of any trend since 1960
from the various spot surveys it conducted, except in areas where specific multi-sectoral nutrition
intervention programs like the Iringa Joint Nutrition Support Program (JNSP) had been undertaken.
TFNC spot surveys conducted in 1986-87 suggested an average moderate protein-energy malnutrition
(PEM) rate of 40 percent and a severe PEM rate of 6 percent for children under 5 in the country.
Corresponding rates obtained by the TDHS for 1991-92 were 29 percent and 7 percent, respectively.
However, since the TFNC surveys were clinic-based spot surveys (not random household surveys of the
population), no conclusions can be drawn from these sets of numbers about changes in malnutrition over
time.

Micronutrient Deficiencies. The significant micronutrient deficiencies prevalent in Tanzania
include nutritional anemia, iodine deficiency disorders, and vitamin A deficiency. While there are no
nationally-representative data, spot surveys done by TFNC provide some insights about the prevalence of
the deficiencies.

0 Nutritional anemia. A 1991 TFNC study reviewed information related to anemia and
gathered data from 15 hospitals in 14 regions. The study found that among hospitalized
children under five years of age, anemia accounted for 20 to 80 percent of the
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admissions. Anemia accounted for 18 to 87 percent of admissions of pregnant women.
Nationally, anemia has been estimated to affect about 7.2 million people (32 percent of
the population), including 45 percent of children under five, and 80 percent of pregnant
women (Kavishe, 1993).

* Iodine deficiency disorders (IDD). TFNC estimates that nearly 40 percent of the
population (10 million people) live in areas deficient in iodine and are at risk of IDD.
Some 5 million people suffer from endemic goitre, and another 610,000 suffer from
cretinism. The severity of IDD is highest in the highlands and mountains of the Western
and Eastern arms of the-Great Rift valley (Kavishe, 1993).

* Vitamin A deficiency. According to the WHO, there is a public health problem when
more than 0.5 percent of children exhibit clinical signs of vitamin A deficiency.
Virtually all geographical areas in Tanzania report clinical signs above 0.5 percent. It is
estimated that vitamin A deficiency results in 2,000 to 4,000 new cases of childhood
nutritional blindness each year (Kavishe, 1993).

Regional Differences. There are substantial regional differences in the proportions of children
under 5 that are underweight, wasted, or stunted. Generally, Dar es Salaam and the Lake Zone (Tabora,
Kigoma, Shinyanga, Kagera, Mwanza and Mara) have the smallest proportion of underweight children.
On the other hand, the Central Zone (Dodoma and Singida) and Southern Zone (Mtwara, Lindi and
Ruvuma) have among the highest proportion of underweight children. The regional differences are large.
The moderate rate of protein-energy malnutrition (based on weight-for-age) in the region having the
highest rate of child malnutrition (Mtwara) was over two-and-one-half times that in the region having the
lowest rate (Mara). Thus there is scope for regional targeting of interventions.

Gender Differences. Few, if any, significant gender differences exist in the proportion of
children under 5 who are malnourished by any indicator. If anything, the data suggest a slightly higher
rate of wasting and stunting among boys relative to girls (although the differences are not statistically
significant). The nutrition data are consistent with mortality data that show a small (about 10 percent)
infant and child mortality advantage for girls. These results are in stark contrast to those from other parts
of the world, such as South Asia, which show significantly higher rates of malnutrition for girls than for
boys.

Illness-Malnutrition Complex. Critical for an understanding of the nutrient needs and problems
in Tanzania is an acknowledgment of the relationship between poor health conditions and child
malnutrition. The high prevalence of diarrheal disease, intestinal parasites, and measles all decrease
children's ability to absorb essential nutrients and increase the total nutrient requirements. In turn,
protein-energy malnutrition and vitamin deficiencies increase children's susceptibility to infectious
disease.

A recent study of the burden of disease in Eastern Africa noted that malnutrition is a risk factor
for many of the largest killers in the region (World Bank, 1995b). Using a calculation of Population
Attributable Risk, the authors adjusted the estimates of the distribution across causes of deaths to
children under 5. They found that up to 29 percent of all deaths to young children could be attributed to
malnutrition, and that these were deaths for which the immediate cause was identified as either diarrhea
or pneumonia.
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Maternal Nutritional Status

Maternal malnutrition affects infant and child malnutrition. Child malnutrition, in turn, is a
strong determinant of the nutritional status of the next generation of reproductive-age women.

A measure of maternal nutritional status is the prevalence of low birth weight, or the proportion
of infants born with a weight under 2500 grams. The TDHS estimated the incidence of low birth-weight
in Tanzania to be 18 percent. This is slightly higher than the average for Sub-Saharan Africa (15
percent) and may indicate that low birth weight is a public health problem in Tanzania. The high
incidence of low birth weight may be the result of many factors, including the poor nutritional status of
women, poor nutrition and prenatal care during pregnancy, and a high load of malarial and other
infections during pregnancy. The TDHS also obtained information on the anthropometric indicators of
mothers. These data show that about 4 percent of Tanzanian mothers are shorter than 145 centimeters
(cm), and 10 percent have a mean body mass index (BMI) of less than 18.5 cm, indicating that they are
likely to be malnourished. However, in some regions, such as Mtwara, as many as 12 percent and 21
percent of mothers have low height and BMI, respectively.

There is a strong association between low height and BMI on the one hand, and matemal
education on the other. For example, only 4 percent of women with at least some secondary education
had BMI less than 18.5, compared to 12 percent of women with no education.

HOUSEHOLD NUTRIENT INPUTS

With the exception of a few targeted interventions, there are no organized services providing
nutritional support such as food supplements in Tanzania. Therefore, the main inputs that are associated
with maternal and child nutrition are the foods that are prepared and eaten by the household on a daily
basis. This section summarizes what is known about the level and type of nutrient inputs in Tanzanian
households.

Food Consumption and Energy Intakes

Nutrient Intakes. Estimates of average calorie intake in Tanzania vary from 83 percent of
requirements to over 100 percent (World Bank, 1984; FAO, 1984). Unfortunately, no national household
survey has attempted to collect detailed data on individual food intake, so a precise estimate of average
nutrient intake is simply not available. Average daily consumption of protein is estimated at around 42
grams, compared with the FAO recommended requirement of 50 grams (from vegetable sources).
Approximately 62 percent of the protein intake is derived from cereals, 25 percent from meat, fish and
dairy products, and 13 percent from pulses (World Bank, 1989). Oils and fats account for about 6
percent of calories in the Tanzanian diet, compared with the 15 percent recommended by WHO (although
this recommended level is rarely achieved in developing countries). Not only are these mean values of
nutrient intake imprecise and nationally unrepresentative, they also probably mask substantial inter- and
intra-household variations in food and nutrient intake.

Diet Composition. The Tanzanian diet is dominated by maize, in the form of maize meal, which
is cooked into a stiff porridge or "ugali" and served with a sauce or relish of vegetables, pulses, fish, or
meat. The next largest source of calories is cassava, which provides roughly 40 percent of the total
calories derived from maize. Cassava, millet and sorghum are also cooked in the same form as maize
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meal. In some areas, such as Kilimanjaro, green bananas are the main staple, also cooked into a stiff
porridge. Generally, maize, rice, and wheat are preferred over sorghum, millet, and cassava. However,
rice and wheat are important only in the urban areas. The protein content of the porridge that is widely
consumed in the country is around 11 to 13 percent for grains, but significantly lower for cassava and
bananas.

The predominance of maize and cassava and the deficiency of oils and fats in the Tanzanian diet
is of particular concern. This is especially true in the case of young children and pregnant and
breastfeeding women, since the calorie density of the staple gruel and stiff porridge is low and these
individuals may thus be unable to consume enough calories to meet their special energy needs.
Additionally, since maize and cassava alone are deficient in several important nutrients such as iron,
thiamine, Vitamin A, and fats (lipids), women and young children are especially susceptible to diseases
associated with these deficiencies such as anemia and xerophthalmia (which can ultimately lead to
blindness).

Micronutrient Intakes. Intakes of iron, iodine, and vitamin A are generally low throughout
Tanzania. Iodine problems are mostly observed at high elevations where iodine-depleted soils prevail.
Low iodine in the soil leads to poor iodine content in food and water, resulting in iodine deficiency
disorders (IDD). This problem has been addressed by the Iodine Oil Capsule Supplementation Program,
initiated in 1986. Spot evaluations undertaken after the program was implemented show that the IDD
problem may have substantially declined after 1986. The country now plans on achieving universal salt
iodation by 1997 as a permanent solution for the control of IDD.

The daily per capita intake of iron is very low, and much of it is in the non-absorbable form (non-
heme iron). This is particularly problematic for pregnant women who need to absorb at least 6.3 mg/day
in the last two trimesters of their pregnancies. The dietary deficiencies in iron, combined with malarial
and hookworm infections, result in iron-deficiency anaemia, the most common form of anaemia in
Tanzania.

Breastfeeding

Breastfeeding is almost universal in Tanzania, with about 98 percent of children under 5 being
breastfed at least for a short period. Among last-born children, the percentage that were breastfed within
one hour of birth varied from 40 percent in Dar es Salaam to 43 percent in rural Tanzania. On average,
44 percent of last-born children were breastfed within one hour of birth and 82 percent were breastfed
within one day of birth (TDHS, 1991/92).

Since more than 50 percent of births in Tanzania take place at health facilities, hospital and
institutional practices may be playing an important role in the promotion of breastfeeding. The fact that
56 percent of mothers wait for more than an hour, and 12 percent for more than a day after a baby is born
to initiate breastfeeding suggests that there may be an incorrect perception that the first breast milk
(colostrum) is an inferior food. In fact, colostrum is rich in antibodies and highly beneficial to the new-
born infant.
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As shown in Table 7.3, exclusive Table 7.3: Percent Distribution of Living Children by
breastfeeding drops off sharply after the first Breastfeeding Status, According to Child's Age in
month of life, and is rare after three months. In Months, 1991192
most cases, children are fed with a combination Breastfeeding and
of breastmilk and supplements during their first Age in Exclusively Plain Water Supplements
year. Months Breastfeeding

0-1 42.5 35.2 21.6
The mean duration of partial 2-3 23 5 28 7 47.0

breastfeeding is 21.2 months, with rural mothers 4-5 7 6 15.7 76.6

breastfeeding 1.6 months longer, on average, 6-7 5.6 7.8 84 1
than mothers in Dar es Salaam. Mothers with no 8-9 1.4 4.0 94.3

education or some (incomplete) primary 10-11 0.0 2.6 96.6

education breastfeed approximately two months 12-13 0.8 3.4 90.7
longer than mothers with secondary and higher 14-15 0.7 3.5 90.1

education. The most common reasons for Source: TDHS, 1991/92.
discontinuing breastfeeding tend to be both
maternal perceptions about, and experience with,
failure to produce milk, and the mother's return to work.

Supplementary Feeding of Infants

Although there is universal breastfeeding, infants are rarely exclusively breastfed in Tanzania.
The TDHS indicates that only about 43 percent of newborns aged 0 to l months are exclusively
breastfed. The proportion of those exclusively breastfed drops to 24 percent for infants aged 2 to 3
months, and to a mere 8 percent for those aged 4 to 5 months. These are unusually low levels of
exclusive breastfeeding, even for a low-income developing country.

Table 7.4: Duration of Breastfeeding by
As shown in Table 7.4, women in Dar es Salaam Residence and Mothers' Education

and other urban areas tend to feed their babies a
breastmilk-only or breastmilk-and-water-only diet for Characteristic Median Duration of Full
shorter periods of time than do women in rural areas. Residence
Correspondingly, women with at least a completed Dar es Salaam 0.6
primary education exclusively breastfeed their children Other Urban 1 6

for only about 2 months, on average, while those with no --- -R-urai ------- -------- --- 2---- -- ---------- --------- ----------
education are likely to exclusively breastfeed for three Mother's Education
months. No Education 3.0

Primary
One reason why mothers discontinue exclusive Incomplete 2 3

breastfeeding so early may be their perception that they Primary Complete 1 9

are producing insufficient quantities of milk, in part Secondary/Higher 1.9

because of their poor nutrition and heavy workload.
Nutrition of the mother at this important stage is a key breastfeeding (breastmilk only), or breastfeeding in
element in keeping the infant protected from combination with plain water only
environmental hazards. Premature introduction of
supplemental foods greatly increases the risk of Source: TDHS, 1991192.
infection in the small infant.
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Weaning diets are particularly inadequate in Tanzania. Supplementary feeding begins with a thin
gruel (uji) of the local staple - maize, millet, potatoes, bananas, or cassava. A variety of vegetables or
legumes is added as a relish depending on season and availability, but generally in very small quantities.
From the age of 6 months or so, stiffer food (ugali) is given, and by the age of one year, children eat the
same food as adults. The daily number of meals or snacks given to children is usually two or three.

In conclusion, breastfeeding in Tanzania is initiated late, solid supplements are introduced too
early, and supplementary foods are low in energy and inappropriate. The reduced opportunities for
suckling suppress breastmilk production, thereby promoting the cycle of inadequate infant-feeding. In
addition, the early introduction of solids increases the risk of diarrheal infection in infants.

HOUSEHOLD EXPENDITURES ON FOOD

It is possible to analyze the share of Table 7.5: Share of Individual Food Groups in Total Food
the food budget devoted to various types of Expenditure, by Expenditure Quintile (%)
food, and to make comparisons across welfare
groups, using the HRDS 1993/94. The results Expenditure Quintile
(shown in Table 7.5) are surprising. The (% of total food expenditure)
shares of maize, other foodgrains (such as Food Group Lowest Highest 20% All
millet and sorghum), roots and tubers, and Maize 24.9 11.2 15.6
legumes and pulses in the total food budget Rice 5.4 9 6 90
decline with income. Rice is the only cereal Other Foodgrains 6-9-3-5-,-4-2Other Foodgrains 6.9 3.5 4.2
that shows an increase in budget share with Roots and Tubers 11.9 7.7 9.4
income. As would be expected, the shares of Legumes and
fruits and vegetables, meat, eggs, and dairy Pulses 16 8 12.2 13.8
products, and other foods (including cooking Vegetables and 10.9 16 7 14.6
oil) increase with income. Fruits

Meat, Eggs and 15 8 27.1 23.0
What is surprising from these results Dairy

is the variety of foods that appear to be Other Foods 12.0 10.3
consumed by even the lowest expenditure oils)
group. In few low-income countries would All Foods 100 100 100
one find the poorest 20 percent of households
consuming nearly two-thirds of the value of Source: HRDS, 1993/94.
consumption of a staple (maize) on a "luxury"
commodity group like eggs, meat, and dairy products. The budget shares suggest one of two conclusions:
(i) that the common assertions about the Tanzanian diet, especially among the poor, being monotonous
and almost exclusively composed of maize or cassava are inaccurate; or (ii) that the prices per calorie of
items like eggs, meat, and dairy products are so much higher than those of maize or cassava that the poor
man's diet in Tanzania is still heavily staple-oriented in terms of calorie composition.

We have used the expenditure data to estimate the elasticity, or sensitivity, of demand for
various types of foods to changes in income. In other words, we examined how household food
consumption patterns would be likely to change if the total household income were to increase. The
income (or expenditure per adult-equivalent) elasticity of maize is observed to decline from 0.86 for the
poorest 20 percent of households to merely 0.26 for the richest 20 percent. With an income elasticity of
3.5, rice appears to be a highly favored commodity among the poorest. The only commodity whose
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income elasticity increases from poor to rich is "Other Foodgrains," which includes sorghum, millet and
wheat. It is likely that this reflects a strong "distaste" for sorghum and millet among the poor, combined
with a strong preference for wheat consumption among high-income urban households. There is almost
no consumption of wheat by poor rural households.

The pattern of estimated expenditure elasticities is intriguing because it suggests that increases in
household income, even among the poorest households, would be accompanied by substantial changes in
their food expenditure patterns. The food budget would be reallocated from maize, sorghum, and millet
to rice, meat, eggs, dairy products, fruits, and vegetables. Since the latter foods are expensive and
inefficient sources of calories, this provides additional indirect evidence that the poor in Tanzania
already are (or perceive themselves to be) consuming adequate amounts of calories. Otherwise, it would
be difficult to explain such a strong taste for food quality and variety among the poor.

NUTRITION-RELATED GOVERNMENT ACTIONS

The range of policies, programs, and conditions that can be thought of as affecting the "supply"
of nutrition is vast, ranging from specific nutrition interventions, such as micronutrient supplementation,
to broad agricultural pricing policies. A comprehensive review is beyond the scope of this report. In this
chapter, therefore, we first attempt to highlight the supply-side factors that are the most important
determinants of the prevalence of malnutrition in Tanzania, namely food production and caloric
availability. We then provide an overview of the policies and programs that are directly targeted toward
preventing malnutrition.

Food Production and Availability

Food Production. During the 1960s and early 1970s, per capita food production in Tanzania
increased steadily. Tanzania was the only independent African country achieving a growth rate of food
production that was greater than that of its population. However, beginning with the economic crises of
the late 1970s, food production growth slowed down and failed to keep up with population growth.
There are some indications that in the last few years, due to good rainfall and price incentives resulting
from structural reforms in agriculture, food production has been growing faster than during the 1978-88
period.

Caloric Availability. Food balance sheets prepared by the FAO show that average daily avail-
ability of calories and protein per capita, which fell dramatically during the 1 970s, has been increasing -
since the mid-1980s. At present, energy availability is estimated to be more than 2,250 calories per day.
This amount is slightly higher than the recommended level of energy intake for a moderately active adult
in Tanzania. Therefore, undernutrition in Tanzania is not a problem of inadequate food production, but
instead one of distribution and demand. A poor procurement, storage, and transportation system
continues to hinder the efficient distribution of food grains from the food-surplus to the food-deficit areas
within the country. Indeed, talk of encouraging regional food self-sufficiency and security in the past
may have prevented the development of storage, transportation, and distribution systems. In addition,
sharp increases in the prices of staples in the face of stagnant incomes may have adversely affected the
demand for food, and consequently nutritional outcomes, among the poor.
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Nutrition Policy

Several policy initiatives have affected the nutrition sector since the early 1980s, including the
Agricultural Policy, the National Food Strategy, and various versions of the National Health Policy.
Most recent is the 1992 Food and Nutrition Policy, an elaborate statement that seeks to improve
coordination among the many actors in the nutrition sector. The policy, which was strongly influenced
by the conceptual underpinnings and experiences of the JNSP, placed its emphasis on the importance of
government action in the nutrition sector, and sought to clarify the roles of each of the line ministries that
influence nutrition.

As the leading ministry in the nutrition sector, the MOH is charged with developing and
supervising the implementation of the nutrition policy through the Tanzania Food and Nutrition Center
(TFNC). The TFNC, a semi-autonomous institution established in 1973 2, is responsible for planning,
initiating, and evaluating food and nutrition programs, carrying out and disseminating nutrition research,
promoting good nutrition, and providing technical input to government on all nutrition-related matters.
While the government supports the center's recurrent budget, most of TFNC's funding comes from donor
agencies. SIDA and UNICEF have provided the largest shares of support in recent years, and an IDA
credit has been provided for several micronutrient activities.

The nutrition policy assigned to all other ministries in the social sectors, and nearly all ministries
in the economic and productive sectors, responsibilities for ensuring adequate food production, and
mobilizing government and other nutrition-related actions.

Current Nutrition Interventions

Micronutrient Supplementation. The major micronutrient deficiency problems are being
addressed through separate national efforts.

* Tanzania aims to achieve universal salt iodation as a permanent solution for the control
of iodine deficiency disorder. Three salt iodation plants were installed in Bagamoyo,
Dar es Salaam, and Uvinza (Kigoma) in 1990, and additional iodation plants are
currently in the design phase. At the present time, approximately one-half of the salt
consumed is iodized. Most of the funding for the IDD control effort comes from SIDA,
UNICEF, the Government of the Netherlands, and WHO.

* A national control program for nutritional anemia has been put into place. The short-
term strategy for control is to increase the distribution of iron and folate supplementation
to women during pregnancy and early lactation through the Ministry of Health's
Maternal and Child Health Services. The long-term strategy is to promote the production
and consumption of vitamin-rich horticultural products. General public health measures
to control malaria and other parasitic diseases are also essential to the control of anemia,
and are to be carried out by the Ministry of Health. Funding for the national program
comes from the World Bank, UNICEF, WHO, DANIDA, SIDA, and other organizations.

2 TFNC was originally established under the Ministry of Agriculture, and then moved to the Prime Minister's Office.
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* The national program for the control of vitamin A deficiency (VAD) consists of targeted
supplementation of vitamin A capsules through the Essential Drugs Program, and
promotion of foods containing vitamin A, including red palm oil and dark green leafy
vegetables. Agencies supporting this program include the World Bank, UNICEF, WHO,
FAO, DANIDA, SIDA, the Netherlands, and others.

The Child Survival. Protection, and Development (CSPD) Program. The most significant child
nutrition activity in Tanzania has been the CSPD Program, a community-based program that was started
in 1983 as the Joint Nutrition Support Program (JNSP) with funds and other assistance from UNICEF
and WHO. The program, which started as a pilot activity in the Iringa region, has been widely viewed as
successful in reducing child malnutrition and infant mortality levels, and has expanded to villages in 39
districts (12 regions) on the mainland and all of Zanzibar, with co-financing from other donor agencies.

The complement of interventions in the CSPD ranges from major civil works (piped water, the
construction or rehabilitation of health and water
facilities, and so forth), to support for supplies and Box 7.1: Child Support, Protection, and Development
logistics, training of village health workers, day- (CSPD): Structure and Implementation
care workers, and others, and the promotion of
income-generating activities. Two essential The CSPD program emphasizes the local generation andincome-eneratng actvities.Two esentialuse of information about the situation of women and
components of the program are community children. The program uses children's nutrition status as
sensitization and mobilization for community- an entry point for a multi-sector community-based
based growth monitoring (see Box 7.1). program of interventions.

Structure of the Program. The overall policy and strategic
A cost analysis of the Iringa JNSP planning for the program rests with the Regional Steering

concluded that the total cost of the project (in 1987 Committee composed of representatives from the line
ministries. At the district level, the Chief Administrator

dollars) was US$17 to US$20 per child per year. designates a coordinator (usually the Planning Officer or
Of the US$3.12 million expended, personnel the Community Development Officer). Implementation
represented about 39 percent of the total, with most commiftees are formed and are often given the

opportunity to visit districts that have greater experience
of the personnel funds going for international in implementing the CSPD. Efforts are made to have
technical support for program management. strong representation from women at the committee and
Putting aside the international management and other levels.
local transportation costs for supervision, and Implementation. Male and female village health workers
taking into consideration the economies of scale are selected following Ministry of Health guidelines.
achieved through expansion of the program, District and ward staff then promote the CSPD activities
analyses of CSPD program costs concluded that (such as growth monitoring) through social mobilization

and discussion about whether a selected village wishes to
US$2 to US$3 per child per year would support a participate in the program. If the response is positive, a
cluster of activities to reduce child malnutrition. health committee is elected. The local program is
About one-quarter of that sum is for training, inaugurated by the showing of a film and a campaign day,during which all children are weighed and, if necessary,
advocacy and information, and the remainder is for immunized. Other activities may be added over time, if
equipment, supplies, drugs, and local the community chooses. These include feeding posts,
transportation. informal day care for children of mothers working in the

fields, vegetable gardens, introduction of grain mills, and
so forth.

The impact of the original JNSP in Iringa
has been widely publicized. A 1988 evaluation
found a significant decrease in severe malnutrition (from 6.3 to 1.8 percent) and a reduction in the
prevalence of underweight children (from 60 to 38 percent) over the 5-year effort. The major
improvements occurred during the first three years of the program, and were then maintained. As
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Kavishe (1993, p.152) stated, "The reductions in the malnutrition rates were attributed to the program, as
marked differentials in the rates of severe underweight existed between the original 168 project villages
as compared to 442 villages in the Iringa non-JNSP areas." While no comprehensive impact evaluation
has been carried out for the larger CSPD program, the area reports indicate that comparable reductions in
total and severe underweight has occurred between the initiation of the CSPD and the present.

CONCLUSION

The major conclusion that can be drawn from the above analysis is that Tanzania does not
compare badly to many other countries in terms of the nutritional status of children. That said, however,
it is clear that there are substantial human costs associated with the malnutrition that does exist. Targeted
interventions, including several of those already underway, appear to be the most promising means of
addressing the current nutrition problems among children and reproductive-age women.



8
WATER AND SANITATION

Starting in the late 1 960s, the Government of Tanzania and many donors began a large, sustained
effort to deliver safe, improved water supplies, and in some cases improved sanitation services, to the
rural population of Tanzania. They accepted the proposition that the rural population was too poor to
pay for the costs of improving their water supply, and that water should be provided free of charge. A
variety of donor-financed master plans were drawn up for many regions of the country, and donors and
the government attempted to provide free water for all.

To many sector professionals in both the government and the donor community, it is now clear
that this supply-side master plan for the delivery of water services was a mistake. Thousands of schemes
were built that are now no longer operating. There are many reasons for the high rate of project failure.
One is that the government simply cannot afford the recurrent costs of past investments. Other
explanations include a lack of participation of beneficiaries in project planning, a shortage of trained
personnel, poor operation and maintenance, and inappropriate choice of technology.

UTILIZATION OF IMPROVED WATER SOURCES AND SANITATION FACILITIES

Household Water Supply

Only about 11 percent of Table 8.1: Primary Household Water Sources, by Residence (Percent)
households in Tanzania have a
private water connection inside their Type of Water Source Dar es Other Rural Allprivate ~~~~~~~ ~~~~~~~~~~~~~Salaam Urban
home or yard (see Table 8.1). Even Private Connection (inside
these households must sometimes or outside dwelling unit)
collect water from other sources due Distributing Water Vendor 2 7 0.36 0.0 0 3
to the unreliability of the municipal Tanker Truck Vendor 0 1 0.14 O0. 0.0
water supply system in most towns. Neighbor 32.9 17.3 1 2 7.1

One-half of the households of Dares Public Standpost 87 26.1 19.7 20,6
Salaam now have a private water Handpump 0.7 9.6 88 8.6
connection in their dwelling or yard, Opern Well 3 9 10.6 27.8 22.2

but the other half collect water from Surface Water Source 0.4 7.2 41.0 29.9
outside their home (from a neighbor, o(,river, ,stream, lakepond) 0 4 7 2 41 0 2 

Other 0.4 0.1 - 01
public standpost, handpump, open Total 100 100 i00 , 00
well, or surface water source).
About 3 percent of households Source: HRDS, 1993/94.

purchase water at high prices from
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water vendors or tanker trucks that deliver water directly to their homes.

In other urban areas in Tanzania, private connections are far less common. Only about 29
percent of households have a private water connection in their home, and 17 percent obtain water from
neighbors. The majority of households in these towns collect water from public taps and public wells. A
small percentage rely on vendors or traditional surface water sources as their primary water source.

In the rural areas of Tanzania very few households have private water connections in their home
or yard (only about 2 percent). The vast majority of households collect water from sources outside the
home (98 percent). About 41 percent of rural households still rely on traditional surface water sources,
such as rivers, springs, ponds, or lakes. About 28 percent of rural households obtain water from
traditional open wells, almost all of which are located outside the home. Approximately 20 percent of
rural households collect water from public standposts, and 9 percent from wells with handpumps. Both
of these sources are often considerable distances from people's homes, and their use involves significant
collection time, chiefly for the women and female children in the households. Many public tap systems
and handpumps have proved to be unreliable, and, when they break down, households revert to using
traditional sources.

Table 8.2 shows the percentages of
households in different expenditure groups that
obtain their water from different sources. As Table 8.2: Household Water Sources, by Expenditure
expected, households with higher expenditures are
much more likely to have a private connection. Water Source % 2%All
The highest quintile has almost two-thirds of the Private Connection 1.3 29.5 11.3

,~~~~~~~~~~~~~~~~~~~~~~~~~~- --- -- --- --- -- -- -- -- -- --------- .. .. . .. . . ... .... ..... .. --- ------ --- -- ------private connections in Tanzania, and buys more Neighbor 2.7 12.9 7.1

than one-half the water sold by tanker trucks and Public Tap 21.6 16.8 20.6
water vendors'. !! Similar data just for rural areas Handpump 11.7 7.8 8.6

-- ----- - ...... I. .... -- ---- --- . - .. .. .. ...I- - - -- --- --- -
show that unimproved surface water sources are Open Well 25.6 12.9 22 2
used by households in all income groups because River, Spring, Lake 37.0 19.6 29.9

-- _,-,,,,,.,-,-_-.-,,-,- ---- ,------------1---------'----------------------- ---------

households in many rural areas have no improved Water Vendor 0.0 1.1 0.3

sources available. Very few households in rural Tanker Truck 0.0 0.1 0.0
-- - - -- -- ------ ----- -- -- ---- -- --- -- ---- --- - -- -- ..... .... ...... .

areas purchase water from vendors, and all that do Total 100 100 100

are high-income households. When improved Source: HRDS, 1993/94.
water sources such as public standposts and
handpumps are available in rural areas, they are
used by all income groups.

Access versus use. Water policy discussions in Tanzania have often focused on the question of
how many people have access to (or are "covered" by) an improved, safe water supply2. !!At the time of

' This use of water vendors by high-income groups in Tanzania is different than in many parts of the world. In other countries it is
typically the poor that must rely on vendors for their water, while urban households with middle and high incomes obtain water from
their own private connections (often at subsidized rates).

2 Estimates of coverage can be misleading in several important respects. First, they do not distinguish between the benefits to
househo]ds of different levels of improved service (e.g., public taps or handpumps versus private connections). Second, they typically
assume that, when improved water systems are installed, they continue to operate and that the intended beneficiaries of the project use
the improved water source. Third, they are not based on measures of the quality of water households actually consume. Even the 2
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Tanzanian independence, it was estimated that about 1.4 million people, or 12 percent of the rural
population of Tanzania, had access to a clean water supply. A 1980 review of the results of rural water
supply investments suggested that rural water coverage increased from 1.4 million to 7.4 million people
during the 1970s (Mutalemwa, 1994). Government estimates put the portion of the rural population in
Tanzania that now has access to an improved, safe water source at about 9.4 million or 46 percent of the
total rural population (Mutalemwa, 1994).

The data from the HRDS indicate, however, that rural water coverage is probably less than one-
third, or a total of about 6.0 million, of the rural population3. This overestimates coverage if one uses the
government definition of coverage that households must be within 400 meters of an improved source,
since this estimate assumes a household is covered if it uses an improved supply (private connection,
handpump, public tap, or neighbor). These data suggest that the net result of the last three decades of
investments and effort in the water sector has been to increase the percentage of the rural population
covered from about 12 percent to 32 percent or, in terms of the absolute number of people served, from
about 1.4 million to about 6.5 million. The capital costs of serving these additional 5 million people are
difficult to estimate, but amount to at least several hundred million US dollars.

If the 1980 coverage estimates were correct and the HRDS results are accurate, then rural water
coverage has actually declined since 1980 by about 1 million people. Apart from population growth,
much of this problem is undoubtedly due to the large number of rural water schemes that were built but
are now inoperative. Government figures indicate that of the 10,961 rural water supply schemes that
existed in 1992, 30 percent were not operating at all (Mutalemwa, 1994)4. The reliability of the systems
that were in "operation" varied widely.

In the urban areas, the percentage of the population now using an improved water source is much
higher. The results of the HRDS indicate that in Dar es Salaam, 95 percent of the population now uses
improved water sources. In other urban areas the comparable figure is 82 percent5. However, municipal
water supply facilities are inadequate to provide the quantities demanded at the very low prices currently
charged for water. Government estimates of the quantity of water that would be demanded in urban areas
at current prices exceed the quantity supplied by 85 percent, and exceed installed capacity by 39 percent.

Sanitation

Throughout the world, households and communities go through three stages in their efforts to

percent of the population with piped water at their residence are at some risk of waterbome diseases because many piped systems are
unreliable and subject to infiltration. The population using public taps and handpumps, or obtaining water from neighbors, should have
high quality water and substantially reduced risk of waterbome diseases, but water contamination can still occur during transport and
storage.

This figure is based on the percentage of rural households that have private connections, obtain water from neighbors, purchase
from vendors, and collect water from public standposts or handpumps.

4 Shinyanga, Tabora, Singida, Mtwara, Dar es Salaam, and Dodoma regions have disproportionately high rates of inoperative
projects.

5 It is not possible to determine from the HRDS 1993/94 data the actual type of water system used to supply private connections and
public standposts (e.g. gravity flow, diesel pump scheme) or the source of water (e.g. surface storage or groundwater).
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obtain sanitary conditions: (1) safe, hygienic removal of human wastes from their immediate dwelling;
(2) neighborhood collection of household wastewater and excreta, and (3) improved quality of surface
water. The first stage involves the removal of excreta and waste water from the household's living
space. This is typically a private responsibility of the household. Common technological solutions to
this problem are traditional pit latrines and pour-flush toilets. Costs are generally paid by the household,
and vary from minimal to US$5 per month. The principal benefits of such investments primarily accrue
to the individual household in terms of convenience, amenities, and improved health.

However, in the course of solving their own individual sanitation problems, households often
impose costs on their neighbors by discharging untreated human wastes and waste water from their
property into streets or other public property. This is particularly true in urban areas and creates the
setting for the second stage. A common technological solution here is for households with water-sealed
toilets to discharge their waste water into underground sewer lines that remove the wastes from the
neighborhood. Alternatively, desludging trucks may be used to empty pit latrines or septic tanks.

Removing the waste water from households improves neighborhood sanitary conditions and may
improve public health conditions for everyone in the neighborhood. However, the quality of the surface
water receiving the wastes will likely deteriorate. In some situations where a community discharges its
waste water into a river, it may be the downstream communities that suffer the consequences of reduced
water quality. In other cases, the costs of poor surface water quality may be borne by the residents of the
city themselves. Costs for constructing a sewer distribution network and connecting individual
households to the system vary depending on the terrain, urban spatial structure, and local costs of labor
and materials, but are typically on the order of US$10-20 per month.

The third stage is to improve the quality of surface water. One of the first and most important
steps toward meeting this objective is to treat the waste water collected by the sewer lines using primary
and secondary treatment technologies. The benefits accrue to the broader community beyond the
neighborhood, and government is typically involved in investment planning, financing, and perhaps
operation and maintenance. Costs for primary and secondary treatment are approximately 50-100
percent of the costs of the sewer lines, or an additional US$10 per month.

Sanitation Facilities Currently Used. Given the very low per capita incomes in Tanzania, it
should not be surprising that the majority
of households in Tanzania have not
comphouhletds en Thezfirs stage nofths Table 8.3: Type of Sanitation Facility, by Residence (%)
completed even the first stage of this Dre te
transition. In fact, as shown in Table Sanitation Facility Dares Other Rural AllSalaam Urban
8.3, some Tanzanian households have Own or Shared Flush Toilet 8.1 4.9 1.1 2.5
not even started on the path to improved Traditional or Improved Pit 902 92.4 92.3 92.2
sanitation. Approximately 5 percent of Latrine
the population have no sanitation facility No Facility, Bush/Pan, or Bucket 1.7 2.7 6.6 5.3

----- ---- ---- ---- ... .. .. . . .. -- .,,,..... ,.... .......... --- ---

at all. The most prevalent form of Total 100 100 100 100
household sanitation in both urban and
rural areas is a traditional pit latrine. Source: HRDS, 1993/94.
Data from the HRDS show that between
90 and 95 percent of households in urban and rural areas use traditional pit latrines.

What these statistics do not show is the great variation in the quality of traditional pit latrine
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construction in Tanzania. There is a long tradition of pit latrine construction in Dar es Salaam and other
areas of Tanzania dating back more than a hundred years, and many skilled artisans are constructing
traditional pit latrines with large brick-lined pits, concrete slabs, and substantial superstructures. Such
"traditional pit latrines" can provide reasonably good service, effectively removing most of the excreta
from the household's living space. They can last for many years and cost a few hundred US dollars. At
the other extreme, many pit latrines are simply small hand-dug pits covered by temporary wood planks or
other materials, surrounded by brush or scrap metal, often without a roof.6

Over the last couple of decades several donor-funded projects have promoted the "Ventilated Pit
Latrine" (also known by the brand name "VIP") in Tanzania as an alternative to the traditional pit latrine.
This technology, which offers a safe, hygienic method of excreta disposal, is now used by about I
percent of Tanzanian households. Households with VIP latrines have usually received them from donors
at heavily subsidized prices. Although less expensive than some high-quality traditional pit latrines, VIP
latrines typically cost on the order of US$200-300 (excluding labor) and are far too expensive for most
Tanzanian households.'

In Dar es Salaam and other urban areas about 3 percent of the population have either a flush
toilet for their own use or a flush toilet that is shared with other households. Eight towns on mainland
Tanzania have small, limited sewerage systems. In these towns, some of the few households with flush
toilets have connected to the sewer system, while others empty into septic tanks and drainage fields.
Neither of the two surveys reveals the exact proportion of the flush toilets connected to sewer lines.

HOUSEHOLD EXPENDITURES ON WATER

Only a small percentage of Tanzanian
households actually pay any significant amount

Table 8.4: Annual Household Expenditures for Water, by
of money for their drinking water. On average, Expenditure Quintile (Tsh)
households with private connections and those
buying from neighbors spent about the same Type of Connection Lowest 20% Highest
amount annually, slightly more than Tsh 8,000 20%
per year in 1994/95 (see Table 8.4). A typical Private Connection 5,083 10,01B 8,446
household in the richest 20 percent of the Neighbor 4,685 9,368 8,252
welfare distribution spends about twice as much Distributing Vendor n/a - 89,596 89,838

as a typical household in the poorest 20 percent. Source: HRDS, 1993/94, inflated to 1995 Tsh.

Very few households in Tanzania use
vendors as their main source of drinking water, but those that do spend a lot of money for water. The
average household purchasing water from vendors spends almost 10 times as much for water as a
household with a private connection or a household purchasing from neighbors. Virtually no households

6 The minimum standards set by the MOH calls for the provision of both a superstructure and a roof.

In fact, many VIP latrines have been purchased by households that already use flush toilets. For them a VIP latrine serves as a
back-up supplemental sanitation system in case the sewer line clogs or the flush toilet breaks down.
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in the lower 40 percent Table 8.5: Share of Households Collecting Water Outside the Home and Estimates of
of the welfare the Time Spent Collecting Water
distribution choose to
buy water from Darea Urber Rural All
vendors. Share of Households Collecting Water from 47.0 710 98.3 88.4

Outside the Home (%),O t i e , e ,H . , ('? .-------- -------------------------------- --- -- -- ------------------- -- ----- ----- ------- ------- -- ---- ------- ----4 -- - ----- -
The majority of Average (one-way) Distance from Home to Water 0.25 1.10 1.6 .5

Tanzanian households *Source (kifometers)
do not incur anyEstimated Time Spent Daily Collecting Water 1. 25 31 29do not incur any (huspra)1.5 2.5 3.1 ',2.9

monetary costs to ( pe day)
obtain their domestic Annual Value of Time Spent Collecting Water US $31 US$54 US$66 US$62

(valued at US $0.06 per hour)
water supply. They pay Annual Value of Time Spent Collecting Water asa1n4--
instead with their labor. Share of Average Annual Household Income (%)

One of the implications Source: HRDS, 1993/94, inflated to 1994/95 levels.
of the current water
supply situation is that
the majority of Tanzanian households, predominantly women and children, commit a significant share of
their human capital resources to the daily task of obtaining small amounts of water for domestic use.
Table 8.5 presents estimates of the percentage of households collecting water from outside their
dwelling, the average one-way distance from their home to the water source, and the average time spent
collecting water per day.

It is in the rural areas, of course, where the burden of water collection is most severe. In rural
areas of Tanzania the average household is 1.6 kilometers (one-way) away from its primary water source.
Many households are located much farther from their water sources. Women and children from a typical
household would make several round trips from their dwelling to the water source every day. An average
rural household spends about 3 hours a day collecting water, or more than 1,000 hours per year. The
market wage rate for unskilled labor varies significantly in rural Tanzania, from a low of about Tsh 335
per day to Tsh 670 per day in 1994/95. If the time spent collecting water were valued at Tsh 34
(US$0.06) per hour in 1994/95, it would have an annual value of Tsh 38,190 (US$66) per year. This is
on the order of 6 percent of the rural household's imputed annual income and about 8 percent of annual
cash income.

Interestingly, the collection times for households using public taps and handpumps (improved
sources) and households using traditional sources (open wells and unimproved surface water sources) do
not appear to be as different as one might expect. For example, the self-reported daily collection times
for households using handpumps (3.0 hours per day) are about the same as the collection times for
households using open wells (3.3 hours per day) or traditional surface water sources (3.2 hours per day).
These data should be interpreted carefully, since households using public taps and handpumps are, on
average, closer to their water source than households using traditional sources.

It might at first appear that the large public investments in rural water schemes based on public
taps and handpumps had no effect on collection times in rural areas. Such an inference would be
incorrect, since the household data refer only to a period of time following significant water-supply
investments. We have no information on collection times for households before the improved water
systems were installed, and we cannot assume that they would be equal to the collection times of
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households using traditional sources today 8. Still, these results do raise an important, unanswered
question, namely, have investments in rural water schemes significantly reduced water collection times in
rural Tanzania? The data raise legitimate doubts as to whether the impact has been large.

Even in urban areas the amount of time spent collecting water is large. In Dar es Salaam
members of a household collecting water from outside the home spend about 1.5 hours a day collecting
water (about one-half as much as households in rural areas collecting water from open wells). Over a
year, such a household spends over 500 hours collecting water. If this labor were valued at Tsh 34 per
hour in 1994/95, the time spent collecting water would have an imputed value of only about Tsh 17,000
per year, or about 1 percent of household income. In other urban areas, more than 70 percent of
households collect water from outside the home and the average distance from home to the water source
is greater. These households probably spend on average about 2.5 hours per day collecting water. The
annual value of time spent collecting water was about Tsh 31,490 (US$55) per household, or about 4
percent of imputed income in 1994/95.

In aggregate, households in Tanzania are spending almost 4 billion hours per year collecting
water from outside the home. The current water supply arrangements thus require a large commitment
of Tanzania's female labor force to extremely low-value work. Actually, this is somewhat of an
underestimate because many households with private connections or buying from vendors must
sometimes collect water from outside their home. Even in urban areas, it is estimated that about 750
million hours per year are spent collecting water. If the total time spent annually in Tanzania were
valued at Tsh 34 per hour, it would be equal to about Tsh 136 billion (US$237 million), roughly 10 times
the combined annual government and donor investment in the water and sanitation sector in 1994/95.

The current daily wages in rural Tanzania (US$0.50-$ 1.00) are very low by intemational
standards. However, when agricultural wages are US$3-4 per day and water collection times are high,
water vending often becomes quite common. These calculations suggest that if real incomes rise in
Tanzania and the value of women's time were to increase to, say, US$2.50 per day, there would likely be
a huge increase in effective demand for improved water services. Underpinning such cost-effectiveness
analysis is the recognition of the health burden incurred by women and children from the weight-bearing
activities required for transport of water.

DEMAND FOR IMPROVED WATER SOURCES AND SANITATION FACILITIES

Willingness to Pay for Improved Water Supplies

As is true in many developing countries, information about household demand for improved
water services in Tanzania is quite limited. One study of household demand for improved water supplies
has been carried out in Newala district in the Mtwara Region. The results indicated that households were
willing to pay as much as 10 percent of their cash income for an improved water supply, but that the
potential revenues would not be sufficient to pay for operation and maintenance costs of the system,
much less capital costs (see Box 8.1). However, the region in which this study was conducted is one of
the poorest in Tanzania, with one of the most difficult water supply situations, and is not typical of much

s Such an assumption would, for example, be unfounded if rural water investments were mostly made in places with the highest
water collection times. However, donors have been working in the rural water sector throughout Tanzania, not just in the driest regions.
Many donors gave priority within "their" region to villages with high collection times, but other criteria were also used.
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of rural Tanzania.

Information from the HRDS offers an important insight into the likely magnitude of household
willingness to pay for improved services. The survey shows low levels of water vending in both urban
and rural areas, and the percentage of households reporting that they sometimes bought water from
distributing vendors. In urban areas, over 10 percent of households report buying water occasionally, and
in rural areas, only about 3 percent of households ever buy water.

Households whose primary source is vended water typically paid Tsh 3,350 to 6,700 per month
for it in 1994/95. In numerous locations, some households paid as much as Tsh 13,400 per month for

Box 8.1: Households' Willingness to Pay for Water

In 1988 a research team from the Institute of Resource Assessment at the University of Dar es Salaam and the University
of North Carolina at Chapel Hill conducted a study to determine how much households in one of the poorest areas of
southern Tanzania were willing to pay for improved water service from a system of public taps. The study area was served
by the Kitangari Water Scheme (also known as the Makonde Water Scheme), a project financed by FINNIDA, UNICEF,
ODA, and the Government of Tanzania. When it was operating at capacity, the Kitangari Scheme served 106 villages and
about 162,000 people living on the Makonde Plateau. Water for the scheme is obtained from six boreholes in the Kitangari
Valley. Diesel fuel is trucked 150 miles over unpaved roads to a pumping station and water treatment plant where it is used
to generate electricity to pump water from the valley up to the villages on the Makonde Plateau. The Ministry of Water was
responsible for providing the diesel fuel, and when funds from the central treasury were not available, diesel could not be
purchased, and the scheme did not operate. When the scheme was not functioning, households walked long distances to
poor quality, traditional sources (typically 10 to 15 kilometers away) to obtain water.

The research team conducted 829 interviews in six villages in order to determine: (1) how much households served by the
water scheme were willing to pay to keep the system running, and (2) what type of payment mechanism they would prefer.
The survey results showed that households in the study area were willing to contribute what, for them, were substantial
amounts of cash toward the operation and maintenance of the Kitangari scheme (about 10 percent of cash income). If a
system of kiosks were established, and the price were set at Tsh 0.50 per 20-liter bucket (in 1988 US$1 = Tsh 98), 89
percent of the respondents said that they would purchase at least some water from the kiosk. If a flat fee of Tsh 25 per
household per month were charged for the right to collect water from the public taps, 79 percent of the households stated
that they would pay it.

Based on these estimates, the maximum potential revenues from the water system would only be about one-third of the
operating and maintenance costs of the Kitangeri scheme, without even accounting for the full costs including capital. The
costs of operating and maintaining this water scheme were not particularly high by international standards (on the order of
US$1.30 per month per household). The problem was simply that the population served was extremely poor. Almost
every household was engaged in subsistence agriculture, and although annual cash household income was difficult to
estimate, it was probably about US$50.

The full annual cost of the water scheme (including capital) was probably about US$2.50 per month, per household, or
US$30 per year. With annual cash incomes of only US$50, paying US$30 per year for water was clearly unrealistic.
However, an improved water system offered households in the study area an important development option: whether to
spend approximately 6 months of a woman's time per year collecting water or to spend US$30 for water and apply these
six months of labor to other activities that might pay for the costs of the improved water supply, and much more.

If economic development is to occur in this area of Tanzania, a water system that yields a return of six months of a
woman's time for US$30 must become a fabulously attractive investment opportunity. From the perspective of an
individual household, there are, however, three potentially important obstacles. First, the household may not have access
to the credit to pay the initial US$30 to pay for water to get the process started. Second, some households may not
perceive clearly the opportunities for using some of the six months of a woman's time savings to generate cash to pay for
the water system-or such opportunities may not exist due, for example, to government polices in other sectors. Third,
some level of government or institution must offer households the opportunity to make such a choice. In 1994 the Ministry
of Water, Energy, and Minerals was actively exploring institutional options for transferring ownership of the Kitangeri Water
Scheme to a private company so that households could actually make this choice.
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vended water. Such payments provide compelling evidence that these households are willing and able to
pay for the time savings and convenience obtained by having water delivered to their dwelling. Because
the cost per cubic meter of providing households with water through private connections is much cheaper
than service by water vendors, if extensive water vending exists, one can be fairly certain that households
are willing to pay for the potentially superior service offered by a reliable piped water supply system.
The fact that water vending appears to be so rare in most parts of rural Tanzania suggests that the vast
majority of households without private connections in rural areas are not yet willing to make monetary
payments of this magnitude for improved water services.

Such evidence on the absence of water vending must be interpreted carefully. The price of
vended water sets an upper bound on potential household willingness to pay. We do not, however, know
how much they would be willing to pay for a private connection or other levels of improved service. As
noted, in urban areas many households are already paying US$1 per month for water from neighbors, and
in numerous cities, a substantial minority of households are buying some water from vendors.

High water-collection times are another indicator of high household demand for improved
services. The collection times in most parts of rural Tanzania are high by world standards. For many
households, when employment opportunities are available in either the formal or informal sectors, the
opportunity cost of time spent collecting water may approach the market wage for unskilled labor. Such
opportunities for tuming time savings into market wages typically translate into high willingness to pay
for improved water services. The absence of extensive water vending in rural Tanzania suggests,
however, that households' ability to convert time savings resulting from improved water services into
financially productive activities is probably quite limited.

Household Demand for Improved Sanitation Services

At current income levels in Tanzania, demand for improved household sanitation is low and will
remain so for some time. In a survey carried out in Kurasini, Dar es Salaam, respondents were asked
whether they would like a loan to improve their latrines. Not surprisingly, many people asked that the
money be made available to improve their houses instead (Mutalemwa, 1994). The rehabilitation or
construction of sewerage systems would entail high costs and require large subsidies, the benefits of
which would go largely to upper-income groups.

POLICY FRAMEWORK FOR THE SUPPLY OF WATER AND SANITATION SERVICES

Historical Background. In the 1950s, Tanzanian households obtained water at no charge from
natural sources (surface water) or purchased it at kiosks, the charges for which were based on volume.
The colonial govemment organized several water cooperatives with pumped and piped schemes in semi-
arid regions, in which members paid a flat membership fee and an additional price for each container of
water consumed. The best known of these cooperatives, the Makonde Water Development Corporation,
sustained itself through these revenues (Mashauri and Katko, 1993).

A policy of "free" water was put into place at the time of Independence and became a hallmark
of the ruling party's efforts to provide free social services in rural areas. Starting in 1965, the
government was financing all water supply investments, and in 1970 it began to finance the costs of
operation and maintenance as well. By 1970, rural water supply systems provided water at no charge to
users. Urban water users, on the other hand, could pay vendors for water, or obtain water at no charge
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from public standposts (Mashauri and Katko, 1993).

It rapidly became apparent that the government would be unable to support the financial burden
of constructing, operating, and maintaining the vast water systems required in the rural areas. As early as
1971, the advantages and disadvantages of the free water policy were being debated actively, and
technical experts generally agreed that a sustainable policy would have to include some self-financing of
water systems (Mashauri and Katko, 1993). However, the government of Tanzania remained committed
to the policy and the promise of free water, and sought to obtain other sources of financing for the
expansion of safe water supplies. In 1971, the government reinforced its policy of expanding availability
of clean water with the launch of an ambitious 20-year water-supply program. The program had the
objective of providing the entire rural population with clean, dependable water supplies within a
reasonable distance (about 400 meters) from households. The program was followed in 1975 by a water-
supply "crash" program intended to supply free, clean water for all by 1981.

From the early 1970s to the mid-1980s, water supply systems expanded rapidly, largely through
the development of Regional Water Master Plans (RWMPs). The RWMPs were medium- to long-term
sector plans for each region, typically projecting water system construction and the "optimal" domestic
and agricultural use of all water resources over a 20-year time horizon. The RWMPs, which included
"firm guidelines" for the supply of water, laid out the mix of pump and other technologies to be used
(Therkildsen, 1988).

Foreign donors financed the implementation of the RWMPs in 12 regions, at an annual cost of
US$0.5 to 1 million. According to Therkildsen (1988), donors provided about 60 percent of the total
capital expenditure for rural water sector development from 1973 to 1988. Most of the plans were
implemented by foreign firms, often with little involvement of the Regional Water Engineers who were
to operate and maintain the systems, or of the communities which were to be served.

As the water sector developed, similar centrally-planned activities were initiated to expand
access to sanitary facilities. In 1973, the government introduced the "latrinization" campaign under a
program called "Mtu ni Afya." This campaign, which sought to ensure each household a latrine, was
given additional impetus after a cholera outbreak in 1977.

While the latrinization campaign appeared to be relatively successful, with latrine coverage in
rural areas increasing from 20 to 50 percent between 1973 and 1980, implementation of the RWMPs
faltered. Over time, water delivery systems required regular maintenance, spare parts, and operational
support. District and regional governments were unable to provide them. Within several years, a large
share of the pumps, wells, and other schemes that had been installed were non-operational. In some
regions, up to two-thirds of the schemes went out of service. Some systems were started and never
completed, leaving communities with partially constructed wells and pumping systems, and no access to
safe water.9

By the late 1980s (a few years before the end of the 20-year water-supply program), the
government, donors, and the rural population itself had become disillusioned with the promise of safe

9 Various sources of data provide conflicting estimates of latrine coverage. The estimate of 50 percent coverage in rural areas by
1980 is on the high side.
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water supplies. Instead of launching new water projects, much of the effort in the water sector turned to
trying to understand what had gone wrong.

"The reality ... has been a high level of project failure, and very little impact. The majority of supplies
installed are not in use, either because they do not work or they do not meet the real needs of the population.
There are many factors involved in the poor success rate in the water sector. The economic crisis has reduced
interest in the social sectors at planning levels, and increased difficulties in procuring fuel and spare parts.
Other important factors include inappropriate technology choice; the neglect of operation and maintenance
aspects; failure to include health education and sanitation improvements; the tendency to plan from above on a
large scale with little or no consideration given to local social conditions; the dependency relationship caused
by the nature and extent of donor involvement; and the almost complete lack of community involvement, in
particular that of women, who are the managers of traditional water sources, and the collectors and users of
water in the homes. A major overall problem has been that improvements to water supplies have been treated
as purely technical problems, rather than as a process of social change necessarily requiring the full
participation of the communities involved." (Andersson, 1989, p. 29)

It is crucial to add to this litany the problem of financing, and the market-distorting signals sent
to the consumer by the policy of free water. Not only were members of the community generally
excluded from participation in the design and construction of the water systems, except as hired labor or
somewhat coerced "volunteers," but they were also asked to contribute little or nothing in cash or in kind
to the operation and maintenance of the system. The effect of this policy was to perpetuate a lack of a
sense of ownership on the part of system users, a lack of recurrent-cost financing to maintain the
operation of the systems, and a continued dependence on external funds for implementation of new
schemes.

Current Policy. In 1989, a comprehensive policy document was prepared to guide the water
sector. That National Water Policy remains the central policy statement in the sector. The policy, passed
by Parliament in 1991, is a very detailed document covering nearly all issues related to the water sector.
These include water source protection, flood control and prevention, effective utilization of available
water resources, formulation and implementation of water projects, rehabilitation, integration of water,
sewage and sanitation projects, cost recovery and cost sharing, water pollution and environmental
control, operation and maintenance issues, private sector participation, human resources development,
and the creation of an urban water agency.

The policy sets out key elements in the sector, and reflects some of the lessons that were learned
from past mistakes. For example, the document highlights the need for community participation in
construction, plus cash and in-kind contributions toward operation and maintenance. It seeks to
encourage the adoption of low-cost technologies to enhance water coverage.

The policy has been criticized for weaknesses in four main areas. First, there is little attention to
the difficult issues of coordination among the many ministries and agencies that often have overlapping
roles and responsibilities in the sector (see Box 8.2). Many projects are initiated by one agency and then
turned over to Regional Water Engineers for operation and maintenance.
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Box 8.2: Agencies Involved in the Water and Sanitation Sector

Several agencies are responsible for aspects of the construction and maintenance of water supplies and sanitation
facilities in Tanzania. While the lead ministry is the Ministry of Water, Energy and Minerals, that ministry carries out much
of its work in coordination with local government authorities, and with other ministries. The main responsibilities are
outlined below.

The Ministry of Water, Energy and Minerals operates through regional and district water engineers at the local level. It
is charged with policy formation, development of the rural and urban water supplies, construction of drainage works and
facilities for safe disposal of waste water in urban areas, environmental hygiene and sanitation interventions in urban
areas, development of river basins, water quality control and issuing of water rights, provision of consultancy services for
water supplies and waste water disposal, and supervision of parastatals .

The local government and regional administration under the Prime Minister's Office is responsible for establishing,
providing, maintaining and controlling public water supplies, preventing pollution of water in rivers, streams and water
areas, and providing for, regulating, and where needed, prohibiting, the sinking of wells.

The Ministry of Health is responsible for rural sanitation and health education.

The Ministry of Community Development, Women's Affairs and Children is responsible for the implementation of the
Health Through Sanitation and Water (HESAWA) program, funded by SIDA.

The Ministry of Lands, Housing and Urban Development implements water schemes under a special services program.

The National Urban Water Authority is charged with development, operation and maintenance of urban water supplies
on mainland Tanzania. (To date, NUWA operates only in Dar es Salaam, Kibaha and Bagamoyo, though officially its
jurisdiction extends to all towns on the mainland.)

Problems with the local government authorities are pronounced. Although the acts that
established local governments indicate that many important roles and responsibilities have been
delegated from the central to the local level, full delegation generally is lacking. To date, many of the
functions thought to have been delegated are still being carried out by the central government. In
addition, there are internal contradictions within the various acts that delegate responsibilities. For
example, the act establishing that NUWA has the responsibility for operating and maintaining urban
water supplies conflicts directly with the act passed in the same year (1982) establishing local
governments and spelling out their responsibilities in the sector. Similarly, the Water Utilization Act, as
amended in 1981, also contradicts some of the provisions of the Local Government Act.

Second, while the policy recognizes the importance of users' contributions to water systems, it
does not lay out a clear and feasible plan for achieving sufficiently high levels of cost recovery for
operation and maintenance. This is particularly problematic because the areas with the greatest water
deficits are also those with the lowest per capita GDP.

Third, the plan implies large financial outlays from the public sector, with little attention to
whether such outlays are possible given the current fiscal constraints facing Tanzania. For example, the
1 0-year water supply program (I 993-2002), based on the National Water Policy, would require an
estimated US$523 million (in 1993 prices). This implies that the government would have to devote about
50 percent of its annual development budget to capital outlays for water and sanitation systems during
each of the next 10 years. Finally, the policy is silent on important issues such as the priority in
allocating water in times of acute drought and the use of treated water for irrigation purposes.
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EXPENDITURES IN THE WATER AND SANITATION SECTORS

Government Expenditures

In FY 1995, government expenditures on water and sanitation projects were Tsh 6.8 billion. This
represented a decline of 58 percent in real terms from the previous year. Real declines in support to the
water sector are projected to continue. Approved estimated water expenditures in FY 1996 declined by
33 percent from their FY 1995 level. Government water sector expenditures accounted for 0.3 percent of
GDP, or about US$40 per capita, in FY 1995.

Donor Expenditures

Donors provide essentially all of the funding for capital investments in the water and sanitation
sectors (Table 8.6). Many donor agencies
have assisted with the implementation of Table 8.6: Foreign Assistance to Water and Sanitation, 1989-
water and sanitation projects since the 1995 (US$)
government outlined its targets in 1971, Foreign Water and
including the various development agencies Total Foreign Assistance to Sanitation as
of Sweden, Finland, Denmark, Norway, Year Assistance Water and Share of Total
Canada, Germnany, Australia, Japan, and the (US$ million) Sanitation Foreign
Netherlands, plus ODA, the World Bank, (US$ million) Assistance (%l)
UNICEF, UNDP, and ADB. Total external 1989 924.0 49.6 5.4
support to Tanzania increased from US$607 1990 - 147.0------- ------ 0------- - -- 26-------- ------------- -------- -------- ---------
million in 1986 to US$1,059 million in 1991 1081.0 18:5 1.7

FY 1994 972.0 2.6 0.31991, an average annual increase of 9 FY 1994 972 0 2 6-0.3
percent. However, in recent years donor FY 1995 984.0 11.0 1.1
support for water and sanitation Source: Mutalemwa, 1994; World Bank, 1997.
investments has decreased sharply. External
funding for water and sanitation dropped
from almost US$50 million in 1989 (5.4 percent of total foreign assistance), to US$2.6 million in fiscal
year 1994 (0.3 percent of total foreign assistance). Foreign support for the sector rebounded to US$ I
million in fiscal year 1995 (1 percent of total foreign assistance), and is projected to remain at this level
through 1996/97.

Unit Costs

The unit costs of both urban and rural water supply projects are difficult to estimate from the
data available. Most published estimates of unit costs have been underestimated, in part because they
have not included the real costs of donor, government administrative, and overhead costs. Table 8.7
presents an attempt by Katko (1987) to synthesize the unit costs of several donors in the rural water
sector. Mutalemwa (1 994) arrived at similar, very low unit-cost estimates. About the only thing that is
clear from these estimates is that the pumped and piped schemes are much more expensive than gravity-
fed systems or handpumps.

A recent study presents a much different, and probably more realistic, picture of the costs of
providing improved water services in urban Tanzania. These studies indicate that costs per household in
urban Tanzania are not cheap compared with other parts of the world and that per household costs vary
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Table 8.7: Indicative Cost Data for Externally Supported Rural Water Supply Projects in Tanzania

Annual per Capita
Annualized Capital Oper-ation and

Capital Cost per Cost per Capita Maintenance Cost
Donor and Technology Capita (Tsh) (Tsh) (Tsh) Year
DANIDA

Pumped scheme 150 1985

Gravity scheme 10-20 1985
Hand... p u m p well.......... (............ ...... ...n...............)...-------225- ---------- ----- 1985------------ ----
Hand pump well (ruvuga) 280 1985

Gravity scheme 25

Hand pump scheme 25

Gravity scheme 500 1987

FINNIDA

Pumped pipe scheme (Kingari, 1730 155 50 1987
Mtwara)
Pumped pipe scheme (no treatment) 1360 120 50 1987
H and...... pum p1 w ells....... ..............(hand---- ............... dug). - ------------ --210- .... I.... --15------
Hand pump wells (hand auge) 2185 152518

Hand pump wells (DTH well) 740 55
Hand pump wells (cable tool well) 360 27

NORAD
Gravity scheme 15
Hand pump well 30-40
TCRS

Hand pump well 17.5 1987
Source: Mutalemwa, 1994

significantly from one town to another. Cost estimates for most towns appear to be on the order of
US$10-15 per household per month. Costs in Mwanza are estimated at US$5 per household per month,
while those in Morogoro would exceed US$20 per household per month.

Cost Recovery and Water and Sanitation Tariffs

Urban Water Sgpnly. The central government retains its role as the financier of urban water
supply projects through the development budget. Although the water policy calls for full cost recovery,
in reality, the process of water tariff-setting and approval is lengthy, arduous, and painful. Until
September 1992, for example, all proposals for increases in water tariffs had to be approved by the
Ministry of Water, Energy and Minerals, after which the proposal was forwarded to the Cabinet for final
approval.

In 1992, a slightly less cumbersome, but still centralized and standardized, process was
developed. The National Urban Water Authority Board of Directors can revise water tariffs by a
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maximum of 15 percent every six months'". Larger increases require ministerial-level approval.

Tariffs have been revised only three times Table 8.8: Charges for Water in Urban Areas, 1980-
since 1980 (see Table 8.8). However, the revisions 1993 (Tsh per 1,000 gallons)
between 1992 and 1993 were very small. For Water Charge (Tsh per 1,000
example, the increase in charges per 1,000 gallons Type of Customer gallons)
for domestic users was from Tsh 100 to 120 during 1980 1988 1992 1993
that period. Not only is the tariff low, but many Domestic 4.5 57.2 100 120
households never pay their water bills. Collections Institutional - - 160 190

have consistently fallen far below actual recurrent Commercial 13.5 192 330 380
costs. Industrial and Irrigation - 248 420 485

The end result of the "tariff adjustment Source: Mutalemwa, 1994.

process" and "full cost recovery policy" is that the
residents of Dar es Salaam and other urban areas
enjoy some of the cheapest, most heavily subsidized Table 8.9: Charges for Sewage Services in Urban
water in the world. Areas, 1994 (Tsh)

Type of Customer Charges
Urban Sanitation. Before 1988, households omestic e300aper

' ~~~~~Domestic 300 per Month
connected to sewer lines did not pay for this service. - ------- ---------- --------- ........---- ----------- ---------------------

Commercial 1225 per Month
In 1988, monthly household sewer fees were ----------------- ------------------------- ------------------------------------ ------Major Commercial 14.6 per Cubic Meter
established (see Table 8.9), but there iS widespread -- --------:--- --------------- ----- ---------- ------------------ ---------- __ ---I------------- -Institutions 14.6 per Cubic Meternon-paym ent of these charges. -- ----------------- ---------------------------------------------- -------------------- ------------

non-payment of these charges. Industrial 114.6 per Cubic Meter

Rural Water Supply. According to the 1991 Source: Mutalemwa, 1994.
National Water Policy, the economic base of the
rural population is weak, so cost-sharing (rather than cost-recovery) is the strategy that has been adopted.
In concept, water consumers in rural areas contribute both to capital costs, and operation and
maintenance of the water schemes.

To institutionalize community contributions, several donors and the central government have
adopted a more participatory approach for new water supply projects. This approach supports the
establishment of water and sanitation committees, and the creation of a special water account into which
villagers make contributions. The primary objective is to enable villagers to use resources available to
them to construct, operate, and maintain their own village water projects. Beneficiaries can make cash or
in-kind contributions. Villagers are also asked to take part in the operation and maintenance of the
systems. To date, there is insufficient experience with such efforts to know the extent to which cost-
sharing in the rural areas will work.

'° Typically, the costs of inputs to water systems have increased more rapidly than this. For example, electricity costs (accounting
for about 70 percent of total NUWA expenditures) increased from Tsh 60 million per month in September 1992 to Tsh 103 million per
month in March 1993, and then to Tsh 260 million per month in July 1993. This is an overall increase of 333 percent in a span of nine
months.
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DISTRIBUTION OF BENEFITS

As shown above, the water sector in Tanzania is characterized by full public (government and
donor) financing of capital costs and little generation of revenues from users for operation and
maintenance. The underlying assumption behind the water tariff structure has been that the rural poor
would benefit from a free-water policy. We can examine whether this has, in fact, been the result by
examining the distribution of benefits of public spending on capital and operational costs.

The distribution of government spending on water can be calculated using assumptions about the
government subsidy for each type of service. Based on information about the current costs of existing
systems, it can be estimated that households with a private connection to the public water system receive
their water at about US$60 per year below the annual cost of providing service. Evidence indicates that
households may be paying about US$1 per month for service that may cost about US$6 per month. Users
of non-exclusive public water sources, such as
public taps, wells, and neighbors' water Table 8.10: Distribution of Subsidies in the Water Sector, by

connections, were estimated to be receiving a Expenditure Quintile
subsidy of about US$25 per year.

Subsidy Lowest 20% Highest 20% Total

The distribution of households Households Receiving No Subsidy
receiving these subsidies is shown in Table Number of 421,026 347,303 2,174,375
8.10. About 60 percent of the expensive Households i9 36 .... i00 00Percent 19.36 15.97 100.00
private-connection subsidy goes to the richest Households Receiving Public Connection Subsidy
20 percent of the population. The subsidy for Numbe f
publicly available water sources is much more Households 257,827 379,223 1,512,259

. . . , .....................................................----.------- ..... -............................--......----- I----------------.........................------................... ... ....... .........

evenly distributed. Overall, subsidies are Percent 17.05 25.08 100.00
distributed over the population of households Households Receiving Private Connection Subsidy
in the following pattern: 52 percent of all Number of 10,420 291,575 484,981
households receive no subsidy; 36 percent Households
receive an annual subsidy estimated at Percent 2.15 60.12 100.00
US$25; and about 12 percent receive an Total 689,273 1,018,101 4,171,615

annual subsidy worth US$60. Source: HRDS, 1993/94.

Given this distribution, the incidence
of government spending on water can be estimated. This is shown in Table 8.1 1. More than 40 percent
of government (and donor) allocations for water services is used by the richest 20 percent of households,
with an average subsidy of US$26.50 per
household. The bottom 40 percent of Table 8.11: Distribution of Public Subsidies by Expenditure
households receive about 22 percent of Quintile, 1993

government water spending, with an
average subsidy of only about US$ 10 per 20% P tRihest.
year per household. Subsidy (1) (2) (3) (4) (5) Total

Per Household 9.8 9.5 12.6 16.6 26.9 15.8
Subsidy (Tsh)
-1.... . . . . . . . . . . . . ............ ...I .. .... ........ -- -- ... .. .......... ... - - -

Subsidyl 10.3 11.2 15.4 22.0 410 1000Subsidy H 13 Wl n 9

Source: HRDS 1993/94; World Bank, 1994a.
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IMPLEMENTING A DEMAND-SIDE PLANNING STRATEGY: OPTIONS AND FIRST STEPS

The official government program to provide improved water and sanitation for all by the year
2002 is not consistent with the severe financial and other resource constraints facing the sector. In fact,
at current government and donor funding levels, it is likely that the proportion of the Tanzanian
households with improved water and sanitation coverage will continue to decline as population increases.
In the urban areas, there is a wide gap between the current policy requiring full cost recovery from urban
water users and the actual water tariffs.

The most important potential source of funds for water and sanitation investments is the
Tanzanian household, but the magnitude of effective household monetary demand for improved services
is probably low. There is little hope for real progress in the water and sanitation sector without economic
pricing in both urban and rural areas. The alternative of heavily subsidized or free water and sanitation
has already been tried, and is clearly no longer a feasible policy alternative. A few donors may continue
to provide improved water services as a gift to very poor communities, with no prospect that they will be
sustainable after donors withdraw. However, it must be recognized by all involved that neither urban nor
rural water policy can be predicated on such gift giving or the assumption of large-scale donor funding.

A new "conventional wisdom" is emerging in Tanzania that a demand-side approach to the
delivery of water and sanitation service is needed. This new paradigm holds that households should be
provided with services that they want, and for which they are willing to pay. Beneficiaries need to be
involved in decisions regarding choice of service level, and to understand the cost recovery implications
of their choices. Communities need to assume responsibility for operation and maintenance of facilities,
and have a sense of ownership in their water system.

Implementation of the new demand-side planning paradigm may mean that water and sanitation
investments will not receive top priority. If given a choice, many rural communities in Tanzania could
decide to delay investments in water and sanitation and tackle other problems first. Other communities
would likely decide to make improved water supplies their top priority.

The World Bank Water Demand Research Team (1993) has proposed a classification scheme of
four types of rural water situations in developing countries based on the levels of services that should be
provided and how these services should be financed. In Type-I villages, there is high willingness to pay
for private connections and low willingness to pay for public taps. In Type-Il villages, a few households
will pay the full costs of private connections, and the majority will pay the full costs of public taps. In
Type-III communities, households are willing to pay for improved service, but the improvements are
costly, and full cost recovery is not possible. Type-TV communities are characterized by low household
willingness to pay and no possibility of cost recovery.

It is difficult to generalize, but there appear to be large numbers of Type-III and -IV communities
in rural Tanzania, and probably some Type-lI villages. It is important that the government and the donor
community recognize the differences in these three types of communities and structure their limited
investments and technical assistance accordingly. Type-IL villages are likely to be located in rural areas
with higher than average agricultural production and the ability to transport surplus production to
regional markets at reasonable costs. On the water supply side, these villages will likely have
opportunities to choose between either gravity-fed schemes or electricity-fueled pumping from boreholes.
Since many systems have already been built by donors in Type-II communities, initial capital costs may
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Box 8.3: The East Kilimanjaro Water Supply Project: Transferring Ownership and Control from Central
Government to Community Ownership

The East Kilimanjaro Water Supply Project (EKWSP) serves approximately 250,000 people living on the eastern slope of
Mt. Kilimanjaro. The 600-square kilometer service area has a cool, tropical climate and high annual rainfall. Many of the
households served by the water system are engaged in agricultural activities such as coffee and banana cultivation. Three
main water intakes capture high-quality surface water from the protected national forest, and pipes deliver the water to
householus on the slopes below via a gravity-fed system with over 500 kilometers of pipelines.

The planning and construction of the first phase of the water system began in the late 1950s and 1960s. The second
phase was planned in the late 1970s, and construction was completed in 1980. Much of the distribution system is now
over thirty years old and in need of repair and maintenance. The project is owned by the Ministry of Water, Energy, and
Minerals. Because of the large project area, several district water engineers have been responsible for the operation and
maintenance of different parts of the distribution system. As a result, no one was looking at the system from an overall
management perspective, and crucial maintenance activities failed to take place. For a 12-year period spanning the late
1970s and 1980s, no one even visited the main water intake, and it suffered serious deterioration.

In 1991, with the help of GTZ, the local communities served by the project recognized that the system was only operating
at 50 percent of design capacity. Most households were served by a system of free public taps, but about 2700
households are estimated to have tapped into the system and obtained private connections on their own initiative. Since
water was provided free, there was no incentive for anyone to conserve, and lower-lying areas had less reliable water
supplies, or no water at all. For many years, the two district water engineers and regional water engineer responsible for
the system did not receive the financial resources from the central government to adequately maintain or operate the
system, and it became increasingly clear that a new management approach was needed.

In 1991, GTZ began working with the Ministry to create a financially autonomous organization to which the Ministry could
transfer ownership of the East Kilimanjaro Water Supply Project. A participatory workshop was organized to discuss the
nature of the problems facing communities in the service area, what they wanted from a water system, and strategies for
achieving their objectives. The plan that eventually emerged from these discussions and a series of committee meetings
was to establish a new organization that would be chartered as a private company (but its charter would not allow it to
make a profit). As of spring, 1994, the planning for this company ("Kiliwater") is now well along, but it has not yet been
legally established, and final government approval for the transfer of the actual physical assets has not yet taken place.

The plan provides for a General Manager who would handle the management, planning, and administrative functions of
the company. This individual would report to a Board of Directors that would consist of six representatives each from six
zones, and two district water engineers. The plan is for the company to meter the water entering and leaving 58 separate
user areas, and to bill the water committee responsible for each user area for the volume used. Each water committee is
responsible for determining how water would be paid for in its user area, supervising tariff collections, paying its water bill,
supervising caretakers of the distribution system and taps in its area, and liaising with zonal offices.

Households in the service area are offered the opportunity to purchase one "share" in the company for approximately
US$2. This share is similar to a membership fee in a cooperative and allows the household to elect two delegates to
represent their user area at the annual meeting. It is envisaged that the company will sell water to the water committees
for approximately Tsh 150 per cubic meter. About Tsh 130 per cubic meter is needed to pay for operating and
maintenance costs, and Tsh 20 per cubic meter is allocated for capital costs. It is anticipated that without any capacity
expansion, the company should sell about 7000 cubic meters per day. This would imply total annual revenues on the
order of Tsh 380 million (about US$750,000; or US$20 per household per year). To date, GTZ's financial contribution to
the planning and preparation of this project to create Kiliwater has been on the order of 3 million DM.

be low, and the possibility exists for financially self-sufficient operations if an appropriate organizational
structure can be adopted and good management found. The East Kilimanjaro Water Supply Project is
one example of what appears to be a group of Type-II communities served by an existing gravity-fed
scheme where financially self-sufficient operation of the water system is feasible (see Box 8.3).

In Type-III communities, there is still substantial revenue potential based on a system of public
standposts, but the costs of providing improved water service are greater than the revenues that can be
collected. This may be because gravity schemes are not possible, groundwater is beyond the reach of
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handpumps, and electricity is unavailable. Subsidies would be required to operate such water systems, at
least until household incomes rise sufficiently to justify increased charges. Such communities are likely
to be found in Mtwara, Shinyanga, and Mara regions. The Makonde Water Scheme in Mtwara is
currently serving a population of about 150,000 people living in what would be considered Type-III
communities.

It is important to recognize the water supply and development interactions in Type-III villages.
Before an improved system is installed, women often walk several hours a day to collect water, and the
household is unwilling to pay a sufficiently large portion of its limited cash resources to either purchase
water from vendors or pay for the full costs of an improved water system. If a reliable, improved water
system in a Type-HI village is installed, it is likely to save substantial amounts of women's time. If some
of these time savings can be converted to cash through increased labor inputs to agricultural production
trading or other market activities, the household is likely to be able to pay for the full costs of the
improved water system and still be better off than before the water system was installed.

It is crucial that other government or donor policies not distort the households' choices in Type-
III communities so that this "virtuous cycle" of development is aborted. Donors and government must
ensure that households in Type-III communities are fully aware that the initial water prices and charges
are not sufficient for the long-term sustainability of the water system, and that water prices will have to
rise over time as household incomes grow. Agricultural prices need to be high enough to provide strong
incentives to households to increase production for market exchange.

In Type-IV communities, it is not feasible to recover the costs of public taps, handpumps, or
private connections. In such communities, people are willing to pay very little for improved water
supplies, either in absolute terms or as a proportion of income. In such communities, water is often
available from nearby traditional sources. When water systems in such communities fail, households do
not care much whether they are repaired or not. Tanzania probably has many of these Type-IV villages,
especially in areas with high rainfall and plentiful surface-water sources such as in the Kagera, Kigoma,
and Rukwa regions.

In the past, water planners have assumed that, if households in Type-IV communities were
educated about the health benefits of clean water, they would switch from their traditional sources to an
improved source, and they would be willing to pay for low-cost improved services such as handpumps.
The experience of Tanzania over the last 25 years suggests that the decisions that households face in
Type-IV communities are far more complex than this. When traditional sources are closer than a new
improved source, households may go to the traditional source not only because it saves time, but because
of the valued social interaction associated with the traditional water collection activities by women and
children. Alternatively, the household may decide that the benefits from drugs, increased food supplies,
or school fees may be greater than paying for water when traditional sources are already nearby. In such
cases, financially viable water systems do not exist, and the appropriate strategy is to wait until such
communities are able and willing to pay for improved services.

It is not always easy to distinguish Type-I1, -III, and -IV communities from each other because
outsiders may know little about the magnitude of household demand for improved water services or the
other constraints facing households. Fortunately, the demand-side planning paradigm does not require
that central planners or donors determine into which category communities fit. The role of the central
government is rather to set up the proper incentives so that local government and the communities



Water and Sanitation 179

themselves can make resource allocation decisions with the full cost implications of all their choices
clear to them. In this case, communities will identify themselves as Type-II, -III, or -TV by the decisions
they make.



9
THE SOCIAL SECTORS IN ZANZIBAR

Tanzania is a union encompassing Zanzibar (the islands of Unguja and Pemba) and the
Tanganyika mainland. The islands are comprised of 5 regions (North Unguja, South Unguja, Urban
West, North Pemba and South Pemba), and 10 districts (North A, North B, Central, South, West, Urban,
Wete, Michewani, Chake, and Mkoani). Most of Zanzibar's population (70 percent) live in rural areas.
According to the 1988 census, the population density of Zanzibar is 275 inhabitants per square kilometer,
while mainland Tanzania has only 19 people per square kilometer.

In matters such as defense, Zanzibar and Tanganyika act in concert and share a common central
govemment. In other matters, including the financing and delivery of most social services, Zanzibar has
a separate governance and implementation structure. For example, Zanzibar has its own Ministries of
Education, Health and Water.

To complement the Social Sector Review, which focuses on the mainland, this chapter describes
the key features of the health, education, water, and other sectors in Zanzibar. In addition, it presents
analyses of the Zanzibar sample of the 1993/94 HRDS. We did not have adequate data to provide an
analysis of public education and health expenditures'. The chapter is organized by sector, and covers
outcomes and use of services, household expenditures, and government financing issues.

EDUCATION

Outcomes and Enrollment

Primary School. Most of the pattems of education participation, attainment, and expenditures
seen on the mainland are also found in Zanzibar. Fifteen years following the declaration of universal
primary education (UPE), only 68 percent of children age 7-13 are enrolled in school. According to the
1988 population census, the number of children attending primary school should have been 168,729, but
only 14,710 were enrolled in the 13 1 primary schools.

Although there are low enrollment rates, Zanzibar's education system has experienced a rapid
increase in both primary- and secondary-school enrollment due to an increased size of the cohorts. In
1990, the annual enrollment growth rate was 4.5 percent (Mosha and Sumra, 1992).

' We expect public expenditure patterns to be very similar to that of the mainland (with the exception of high-cost expenditures on
universities and referral hospitals).



Zanzibar 181

The gross enrollment rate for primary school is about 98 percent, while the net enrollment rate is
69 percent (HRDS, 1993/94). According to the 1992 statistics, the highest primary-school enrollment
rate (82 percent) was in the South District, while the lowest rate (41 percent) was in Micheweni.

A pattern of late-start enrollments exists in Zanzibar as on the mainland. According to the
HRDS, the most common reason given for late-starts was that 7- and 8-year olds are "too young" to
attend school. The peak in attendance is in the very early teenage years. Between the ages of 7 and 9,
about 53 percent of children are in school, but between ages 10 and 14, 83 percent are attending.
Between ages 15 and 19, attendance falls to 54 percent (HRDS, 1993/94).

Gender Differences. Girls and boys tend to start school at approximately the same age (9.1 and
9.2 years, respectively). Sixty-three percent of females age 7 to 9 are enrolled, while 50 percent of males
age 7 to 9 are in school. However, as boys and girls grow older, enrollment rates decrease, particularly
among girls. About 56 percent of boys age 15-19 are in school, while only 50 percent of girls in the same
age group are attending.

Economic Differences. Children from lower-income households are less likely to be enrolled
than are children from better-off households. Among 10- to 14-year olds, 92 percent of children from the
richest 20 percent of households are enrolled in school, while only 64 percent of the children from the
poorest 20 percent of households attend school. Among 15 to 19 year olds, only 20 percent of children
from the lowest-income households are enrolled, while 61 percent of children from the wealthiest
households attend school.

Mainland Comparison. According to the HRDS, Zanzibar has higher enrollment rates than the
mainland's enrollment rates. For example, of children age 7 to 9 on the mainland, 32 percent were
enrolled in school, while in Zanzibar, for the same age group, 53 percent were attending school in
1993/94. A similar pattern exists for children between the ages of 15 and 19.

The self-reported illiteracy rate in Zanzibar is 40 percent (HRDS, 1993/94). Approximately 26
percent of women and 15 percent of men are illiterate. The illiteracy rates in Zanzibar are considerably
higher than the mainland's rate of 25 percent.

Secondary School. Enrollment rates are much lower in secondary school than in primary school.
The gross enrollment rate for secondary education is 50 percent, while the net enrollment rate is 21
percent (HRDS, 1993/94). Again, the South district had the highest enrollment rate (52 percent), while
Micheweni had the lowest enrollment rate (13 percent).

The number of candidates for Form IV increased from 2,455 in 1986 to 3,598 in 1990, while the
percent of students selected for Form IV decreased from 17.1 percent to 9.7 percent. In 1990, the
transition rate from Form III to Form IV for boys (12.6 percent) was almost twice as high as the transition
rate for girls (6.7 percent). Since schools must have a sufficient number of students in order to hold
Form IV classes, only 5 of 12 schools were offering Form IV classes in 1991 (Mosha and Sumra, 1992).
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Box 9.1: School Drop-Outs Compared to Parents'
Gender Differences. Within those Education and Occupation

households in the lowest 40 percent of household According to Absenteeism in Schools in Zanzibar"
expenditures, girls make up 30 percent of the small parents without any formal education were most likely to
number of students attending government schools. have children who drop out from school. Almost two-
Among the richest 40 percent, girls comprise 62 thirds of drop-outs were children of parents with no

education. Not surprisingly, as parents' education level
percent of students attending government schools, increased to Standard VIl, the proportion of school drop-
but only 14 percent of students attending private outs decreased to 25.4 percent. The proportion declines
secondary schools 2 . Overall, girls make up 49 further to 2.3 percent when one parent's level of
percent of students attending school, while boys education was at least Form IV.
constitute 51 percent (BRDS, 1993/94). Mothers' education appeared to have more influence on

children remaining in school. For example, among
Economic Differences. Better-off households with mothers with no formal education and

fathers with at least some formal education, the
households send children to secondary school more proportion of school drop-outs was 12 percent. However,
often than do poor households. In the HRDS, the when mothers had some primary education and fathers
rate of cur-rent secondary-school attendance was had no formal education, the proportion of drop-out

rate of current secondary-school ~children declined further to 7.3 percent.
found to be four times greater in the highest 20
percent of the expenditure distribution than in the The proportion of school drop-outs also varied by parents'
lowest 20 percent. occupation. Farmers' children were more likely to drop

out of school (at the rate of 63%) than children whose
parents worked in the public sector(at the rate of 15%),

Government secondary schools are the and fishermen's children (at the rate of 8%). Parents
main source of secondary schooling, but they tend working in the private sector had the lowest proportion of
to serve the better-off households school drop-outs.
disproportionately. According to the results of the Reasons for dropping out included marriage,
HRDS, of those attending secondary school in employment, and the belief that attending school does not

guarantee employment. Respondents mentioned that
1993/1994, 89 percent attend a government school they knew of Forms-lIl, -IV and -VI leavers who did not
and 11 percent are enrolled in a private school. Of have jobs.
those attending government secondary schools,
only 10 percent come from the poorest 20 percent
of the population, while 37 percent are from the richest 20 percent. Of those attending private secondary
school, 89 percent come from the top 40 percent of the population, while only 11 percent are from the
bottom 40 percent. In addition, almost two-thirds of students come from urban areas, while only one-
third of students are from rural areas.

Mainland Comparison. More students attend government secondary schools in Zanzibar than on
the mainland. In Zanzibar, a full 88 percent of students in secondary school attended government
schools, while on the mainland only 39 percent were enrolled in government. secondary schools in
1993/94. That is, 61 percent of secondary students on the mainland attended either private, church-
affiliated or community schools. Given the high demand for education and the government's financial
constraints, non-governmental schools could play an instrumental role in Zanzibar, as they do on the
mainland.

2 The estimates presented are based on a small absolute number of girls attending secondary school.
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Household Expenditures on Education

Households across Zanzibar spend from 0.4 to 1.4 percent of their total expenditures on
education. Nationwide, wealthier households spend a greater percentage of their total expenditures on
education than poorer households (0.8 versus 0.6 percent, respectively). However, poorer households in
rural areas spend a slightly larger share than do richer households (0.5 and 0.4 percent, respectively).
Rural households spend a larger percentage (of smaller household budgets) than urban households.

On average, households spent a total of Tsh 11,786 on children's education in 1993. There is
great variation in total expenditures on education across the welfare distribution. Households in the
lowest 20 percent of the expenditure distribution spent a total of Tsh 3,363 on education, while those in
the highest 20 percent spent almost six times as much, or Tsh 19,915. Households living in urban areas
paid considerably more than households living in rural areas in 1993/94 (Tsh 18,179 and 5,535,
respectively).

Primary School. In 1993, households spent approximately Tsh 3,391 per pupil in primary school.
Rural households spent Tsh 1,792, while urban households spent Tsh 4,976. Not surprisingly, per-pupil
expenditures vary across the welfare distribution, with the wealthiest households paying more than 3
times as much per student as the poorest households (Tsh 5,233 and 1,446, respectively)

The three largest expense categories Box 9.2: How Do Zanzibari Parents Perceive the Quality of
for primary school were uniforms, books and Education?
supplies, and contributions and fees, which In the HRDS, respondents were asked for their opinions about
made up 58, 19, and 10 percent of various quality-related features of the nearest government
expenditures, respectively. For the poorest primary school. The features included (a) quality of teaching
20 percent, these three categories accounted staff, (b) quality of headmaster, (c) adequacy of supplies, (d)

state of physical infrastructure, and (d) amount of self-reliance
for 100 percent of spending, but for the work. Overall, respondents are dissatisfied with several aspects
richest 20 percent, they accounted for only 85 of the educational services. The most obvious shortcoming is in
percent. supplies and infrastructure. Three-quarters of respondents

stated that the supplies were "poore or "very poor," and about
one-third said that the infrastructure and self-reliance work was

Secondary School. Households with "pooef or "very poor." In contrast, almost 90 percent of
children in secondary school spent an average respondents thought teachers and headmasters were adequate
of Tsh 12,324 per student in 1993. or better. These results mimic those from the mainland survey.

Households in the lowest 20 percent of the
expenditure distribution spent about Tsh 3,226, while those in the highest 20 percent paid more than five
times as much, or Tsh 16,984. Households in rural areas spent about Tsh 6,105, while households in
urban areas paid Tsh 16,390. Households with children in private secondary school spent almost twice
as much as households with students in govemment secondary school (Tsh 21,669 versus 12,026)3.
When comparing expenditures on primary versus secondary education, households spent, on average,
three times as much on secondary education than primary.

Mainland Comparison. Zanzibari households with children in school spend substantially less on
education than mainland households do. On average, Zanzibari households only spent Tsh 12,324 per
secondary student in 1993/94, while mainland households spent Tsh 41,877 per student. This is

' There are very few students attending private secondary school. Thus, these figures are presented for illustrative purposes.
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primarily due to high boarding costs on the mainland. Very few students in Zanzibar attend boarding
schools. Although the differential is smaller, Zanzibari households also spent less on primary school
than mainland households did in 1993 (Tsh 3,391 and 3,842 per primary student, respectively).
Mainland households spend twice as much on contributions, fees, books, supplies, and tutoring than
Zanzibari households do on these same items (HRDS, 1993/94). Households in Zanzibar pay slightly
less on uniforms than do mainland families (Tsh 1,220 and 1,544 per student, respectively).
Expenditures on uniforms make up the largest share of total primary-school expenditures.

Structure of the Education System

Management and Organization. Zanzibar has a separate Ministry of Education (MOE) and
different educational system from the mainland. The MOE is responsible for the development and
management of the educational services in the islands. It is divided into seven directorates by levels of
education and functions, and has offices in all of the islands' districts.

The provision of education is managed, organized, and administered by the MOE. Until recently,
formal primary-school education lasted 8 years. Zanzibar currently provides 7 years of primary
education (Standards I-VIH) and three years in the first cycle of secondary school (Forms 1-3), which
together make up the basic primary-education cycle. For those who qualify, there are a variety of higher
secondary and further education opportunities.

The Department of Research and Curriculum Development is responsible for the curriculum at
all levels of education. The department is also in charge of in-service training of teachers as well as
monitoring and evaluation of the education system. The primary-school curriculum includes arithmetic,
Kiswahili, English (from Standard III onward), religious studies, and environmental study. Lower-
secondary education (O level) streams include science bias, arts bias, technology bias, and Islam. In
1994, a commercial stream was introduced.

Examinations and Types of Schools. In many schools, primary and lower-secondary classes are
provided in the same school, and some teachers conduct both primary- and secondary-level classes. Of
165 education institutions in Zanzibar, there are 62 exclusively primary schools (Standards I-VII), 69
schools with both primary and lower-secondary levels (Standard I through Form III), 1
primary/secondary school, 10 secondary schools, and 5 post-secondary schools.

At the end of Standard III and VI, students are required to take an examination. Students
performing below standard must repeat the year. However, after repeating the year, they are
automatically promoted. Recognizing that many students drop out instead of repeating, the Ministry has
subsequently decided to discontinue the practice of asking students to repeat the year, and now allows
them to continue. Students who perform well in primary school are selected to pursue specialized
subjects in biased secondary schools.

At the conclusion of Form III, students sit for an examination, and those who pass are admitted to
Form IV. At the end of Form IV students sit for the Tanzania National Examinations. Successful
candidates may continue to higher-secondary education (Forms V and VI) institutions, either Lumumba
School in Zanzibar, or Fidel Castro in Pemba. Those who pass Form IV examinations also may attend
the technical education institutions, including Mikunguni Technical Secondary School and the Karume
Technical College. Graduates from Mikunguni continue with their course work at Karume and earn full



Zanzibar 185

Technician Certificates in civil engineering, mechanical engineering, electrical engineering, automotive
engineering, or telecommunications. The total enrollment at Karume College in 1993 was 126 students.
Alternatively, students who successfully complete Form IV may enroll at the Nkrumah Teacher Training
College, The Institute of Kiswahili and Foreign Languages, or in the certificate teachers' course at the
Islamic School.

Those who successfully finish Form VI and pass their A-level examination continue their further
education at universities on the mainland, outside the country, or in the diploma course at the Nkrumah
Teacher Training College. Only 108 students completed Form VI in 1990.

Teachers and Other Education Inputs. Teachers in Zanzibar are employed under normal
government procedures. Apart from a salary differential, the conditions and benefits of employment
adhere to standard government regulations. In 1993/94, there were 4,372 teachers, 2,084 of which were
female and 2,288 male.

Teacher education is offered in three institutions. These institutions accommodate 3 grades of
teachers: (a) diploma teachers, who have a Form VI education level and two years training; (b) Grade A
teachers, who have a Form IV education level with two years training; and (c) Grade B teachers, who
have a Form III education level with one year of training.

To cope with the massive enrollment increase in the late 1960s and early 1970s, the MOE had to
overlook most quality-related teacher employment criteria. A number of failed Form III and Form IV
school leavers were employed and deployed to schools without teacher training or a briefing course. By
1978, there were more untrained teachers than trained ones. However, a concerted training effort
decreased the number of untrained teachers from 59 percent in 1978 to 28 percent in 1993.

More than one-half of the students at Nkrumah College are in-service students, and there are
several indications that in-service training will remain the main mode of teacher training in Zanzibar.
There are more than 20 categories of teachers with various academic backgrounds. According to one
study, only 36 percent of the teaching force has both the education and skills to teach effectively (Mosha
and Sumra, 1992).

The demand for lower-secondary teachers has deprived the primary level of an adequate number
of trained teachers. Due to remuneration benefits, primary-school teachers tend to upgrade themselves
by earning a diploma, which results in a transfer to a secondary school. There are few incentives to
remain teaching at the primary level. The present system of withdrawing teachers for 1-2 years of in-
service training firther decreases the current supply of teachers.

In the past, many teachers left due to poor working conditions and low monthly wage (which
ranged from Tsh 3,790 to Tsh 9,655 in 1993/94). The government, in turn, recruited unqualified
individuals to teach. In order to prevent this practice, it is necessary to improve teachers' working and
living conditions and to increase their wages.

Many schools were built in rural areas after the 1964 revolution, and further expansion occurred
in 1978 when UPE was declared. In order to achieve UPE, communities erected temporary buildings,
and these continue to be used today. These buildings have not been properly constructed and
maintained. Most schools, especially in the rural areas, lack basic amenities, like water, lavatories,
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electricity, and furniture, According to the 1992 statistics, only one-quarter of school classrooms had
furniture. In 1990, most classrooms were overcrowded, with an average class size of 40 children (Mosha
and Sumra, 1992).

Zanzibar's rapid increase in primary- and secondary-school enrollment has not been met by a
corresponding expansion in school facilities. Increased enrollment has been accommodated by having
double and, in some cases, triple sessions. The average annual growth rate of classrooms was 0.29, while
the average annual growth rate of class streams was 3.44. The number of streams per classroom has
increased from 1.52 in 1986 to 1.72 in 1991 (Mosha and Sumra, 1992).

School committees have been established in all schools. In some schools where the committees
have been active and have supported the head of the school, a number of minor changes have occurred,
such as repairs of the building and involvement in academic activities.

Cost-Sharing in the Education System

Education in Zanzibar is financed partly by the government, external donors, and as we know
from the HRDS, by households. Recently, cost-sharing mechanisms to supplement Ministry funds have
been introduced. All newly registered students, as well as those registering for Zanzibar examinations,
pay a fee of Tsh 200. Parents also contribute by purchasing uniforms, text books, and other school
supplies, and by providing free labor to construct classrooms. In addition, the Ministry used to provide
(free of charge) school supplies, such as rulers, to students at some schools. Currently, they charge a
lower-than-market price for such supplies. Furthermore, teachers who are selected for in-service training
are required to pay for their transportation costs to the college.

Textbooks and other reference materials, especially for secondary schools, are scarce. Donor
financing from SIDA, ODA, and DANIDA is improving the situation. Nevertheless, there is demand for
5.3 million books, while the government, with SIDA's assistance, provided only approximately 1.5
million textbooks in 1993/94.

Changes in the economic situation, coupled with the great expansion of the education system,
have financially strained the education budget. In 1988, 11.9 percent of the total budget was spent on
education. In 1993, this figure decreased to 10 percent. In an effort to improve the quality of education,
the government decided that the education budget should be raised from 10 percent to 20 percent in
1995/96.

HEALTH

Outcomes

Infant and Child/Maternal Mortality. Despite considerable efforts made by several health
initiatives, the infant mortality rate (IMR) and the mortality rate for children under five are still quite
high. In 1988/89, infant mortality rates were estimated to be 130 per 1000 live births. However, in 1992
the IMR decreased to 100 per 1,000 live births. Over the period of 1985 to 1989, the mortality for
children under five decreased from 210 to 165 per 1,000.

Infant and child mortality in Zanzibar is higher than in mainland Tanzania (see Table 9.1).
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The overall maternal mortality ratio is Table 9.1: Infant and Child Mortality Rates, 1994
314 deaths per 100,000 live births. The overall
risk of dying from delivery is high. On Infant Mortality per Child Mortality

average, the ~~~~~~~~~~~1000 live Births, 1992 dMralt
Mainland ~ 92 141risk of death from maternal causes during the Mainland 92 141

reproductive life-span is I in 40 (Garssen, Zanzibar 100 165

1992). Source: World Bank, 1994c; Garssen, 1992.

Infectious Diseases. Several studies
indicate that most of the major health problems of infants, young children, and other vulnerable groups in
Zanzibar are preventable. Major diseases affecting the population include malaria, schistosomiasis,
intestinal parasites, and diarrhoeal diseases. According to the Household Survey on Diarrhoeal Diseases,
Acute Respiratory Infections and Breastfeeding, malaria accounted for 3 8 percent of all hospital deaths,
pneumonia accounted for approximately 10 percent, and diarrhoea accounted for about 4 percent (Jansen,
1992). Furthermore, malaria comprised 35 percent of all hospital diagnoses, pneumonia 7 percent,
anaemia 6 percent, and diarrhoea and dysentery 4 percent. In 1991, 356 cases of HIV had been
identified, of whom 228 had AIDS.

Utilization4

Twenty-eight percent of Zanzibaris indicated that they experienced an illness or injury during the
month before the 1993/94 HRDS survey. Forty percent of the wealthiest households reported being ill,
while only 13 percent of the poorest households reported being ill. Furthermore, those in the wealthiest
20 percent of households were about 40 percent more likely to seek care than those in the poorest 20
percent.

As in mainland Tanzania, women were slightly more likely than men to report that they had been
sick (29 versus 26 percent, respectively). Sixty percent of both women and men who reported being ill
sought care and used health services. However, only reporting of illness is shown, and not necessarily
incidence of illness or injury. There is reason to believe that women have higher levels of morbidity due
to malnutrition. Women are more likely than men to suffer from malnutrition because they have higher
energy requirements as a result of heavy workloads. One study showed that many women in rural areas
work 14 hours a day, 7 days a week. Their tasks included collection of firewood and water, agricultural
production, and home and child care. In urban areas, women worked in the informal sector in order to
contribute to household income. In the main, they performed labor-intensive activities requiring high
levels of energy.

The high malnutrition rates in Zanzibar and on the mainland are compounded by high fertility.
This leaves women particularly vulnerable to health problems associated with pregnancy, labor, and
delivery.

Choice of Provider. Overall, three-quarters of those who sought care in Zanzibar went first to a
government provider. All of those in the poorest 20 percent of households and 69 percent of those in the

4 The infonnation in this and the next section on expenditures come from the HRDS conducted in Zanzibar in June, 1994. Most of
the results are quite close to the overall average from the mainland survey.
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richest 20 percent of households sought care at a government facility. Thirty-one percent of sick
individuals in the richest 20 percent of households sought care at a private health facility.

For in- and outpatient care5, individuals in the poorest 20 percent of households only used
government facilities, primarily dispensaries. Those in the richest 20 percent of households sought care
at government dispensaries and hospitals, and private dispensaries. Those in the richest group were one-
half as likely to seek care at a government dispensary as those in the poorest group (32 percent and 62
percent, respectively). Those in the richest 20 percent of households were slightly more likely than those
in the poorest group to seek care at a government hospital (22 versus 19 percent), while those in the
poorest group were more likely than those in the richest group to seek care at a government health center
(19 and 15 percent, respectively).

The wealthier households consume a larger relative share of all services than do the poor.
Overall, households in the top 40 percent of the welfare distribution used health services twice as often
as those in the bottom 40 percent (52 and 25 percent, respectively). The services of the for-profit private
sector were used solely by the richest 20 percent of households.

Mainland Comparison. According to the HRDS, a higher percentage of Zanzibaris reported
being ill or injured in the last month than mainland individuals in 1993. Furthermore, sick people in
Zanzibar used government health facilities more than sick people on the mainland. Of those who
reported being ill or injured in Zanzibar, 78 percent sought care at government health facilities, while of
mainland individuals who sought care, only 59 percent went to a government facility. Higher use of
government facilities is due to the small number of NGO and private health facilities in Zanzibar.

Household Expenditures on Health Care

Households in Zanzibar spent about Tsh 10,787 per year on health services in 1993, comprising
1.2 percent of total expenditures. Rural households spent approximately Tsh 4,917 annually, while
households in urban areas paid almost four times that amount (Tsh 18,189). Health spending comprised
over three times as much of total expenditures in better-off households than in poor households (1.6
versus 0.5 percent, respectively).

On average, Zanzibaris spent Tsh 730 per short illness episode when health care was sought in
1993. Overall, urban households spent more for care than rural households (Tsh 1,118 and 378,
respectively). Urban households paid considerably more for care at a dispensary than rural households
(Tsh 1,493 and 484, respectively). Rural households were more likely to seek care at health centers,
while only a tiny number of urban households sought care at health centers and did not incur any
expenditures. Urban households were more likely to seek care at a hospital, while very few rural
households sought care at hospitals.

Only sick individuals in the top 40 percent of the expenditure distribution sought care at
nongovernmental dispensaries. These individuals paid almost fifteen times as much as those in the same

Due to the small number of sick individuals who received inpatient care, our analysis combines in- and out-patient services.
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income group who sought care at government dispensaries. 6

As on the mainland, the poorest households, who also tend to be in rural areas, spent relatively
little for the government services nearest to them. Better-off households spent more per visit, in part
because they were more likely to use non-governmental services. For the poorest households, the only
costs incurred were transportation costs (Tsh 52). For the richest households, transportation costs only
accounted for 10 percent of expenditures, while visit costs accounted for 23 percent, and drug costs
accounted for 64 percent.

Mainland Comparison. Sick Table 9.2: Expenditures per Illness Episode, 1993 (Tsh)
individuals in Zanzibar spent one-third
less per illness episode than did Visits Transportation Drugs Total Expenditures
mainland individuals. Zanzibaris spent Zanzibar 120 135 474 730
almost one-half to two-thirds less on Mainland .209 ....- ... 331- .... -- ---578 -- -1, ...11.8 ........
facility visits and transportation costs as
those on the mainland (see Table 9.2). Source: HRDS, 1993/94.

Structure of the Health Care System

The organization of Zanzibar's health care system is similar to that of the mainland. There are
four types of medical facilities serving the islands in a pyramidal organizational structure. At the first
level there were 116 primary health care units/dispensaries (PHCU) in 1994. PHCUs are similar to
dispensaries on the mainland, and provide services at the community level. The average population per
dispensary is about 5,000. Approximately ninety percent of all Zanzibari live within 5 km of a health
unit. Four to five health workers, headed by a nurse or a medical assistant, provide a comprehensive
package of preventive and curative services. Outreach activities, such as MCH and EPI, are also
provided at this level. Unfortunately, about 60 percent of the dispensaries are in poor condition, and
others are approaching a stage of irreparable damage. Many lack water, transport services, electricity
and telephones. Box 9.3 reviews clients' perceptions of these facilities.

At the intermediate level in 1994 there were four 30-bed Primary Health Care Centers (PHCC or
cottage hospitals), which are similar to health centers on the mainland. There are two in each of the rural
areas of Unguja and Pemba. They provide more extensive medical treatment than is available at
dispensaries. These centers provide an intermediate level for referral cases from PHCUs, particularly in
areas far from the main town. However, due to their well-stocked drug supply, and the presence of
medical assistants, people travel considerable distances to receive their first consultations at these
facilities.

There are four general hospitals and five specialist hospitals that deal with leprosy, maternity,
mental health, and TB. The hospital in Zanzibar Town acts as the referral hospital for specialized care
for the two islands.

According to the HRDS, in 1993/94 the government provided approximately 78 percent of all

6 Expenditure estimates for the private health facilities are based on a small number of observations. The data are presented for
illustrative purposes.
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health services, while the private sector provided only 21 percent. Non-governmental organizations in
Zanzibar do not play the important role they do on the mainland. Only five NGO facilities, which charge
user fees, are known to exist. In addition, there are no village health workers in Zanzibar.

While health services in the public sector are Box 9.3: How Do Zanzibaris Perceive the Quality of
currently provided primarily free of charge, as on the the Health System?
mainland, some user fees for certain services have In the HRDS, respondents were asked about the
been incorporated. The restriction of the right to quality of the government dispensaries or health
private practice has recently been liberalized. centers located nearest to their dwelling. They were
However, there is strict government regulation of asked about the drug availability, the trustworthiness

and qualifications of doctors and nurses, the distance
private and voluntary medical services on the islands. from their home to the facility, the cleanliness of the

health clinic, and the personnel who help with
FAMILY PLANNING community-wide interventions.

Respondents were most dissatisfied with the lack of
In the past there have been high fertility rates, availability of drugs, just as on the mainland. About 56

as shown in the young age structure in Zanzibar.7 percent indicated that the drug availability in the
This suggests a dramatic increase in the size of the government facilities was "very poore or "poor," whileonly 10 percent thought the availability was "good" or
population in the most highly reproductive age groups "very good."
over the next decade. According to the HRDS, 18.3
percent of the population were below age 5, and 29 Over forty percent of consumers were satisfied with thepercentof thepopulaion wer belowage 5,and 29 proximity of the facility to home, the qualifications of the
percent of the population between the ages of 5 and doctors and nurses, and the cleanliness of the facility.
15 years old in 1993/94. Thus, 47 percent of the
population was less than 15 years old at that time. If
the total population continues to grow at the current rate of 3 percent per year, the population will double
by the year 2017.

Total fertility rates in Zanzibar have declined slowly. Comparing the 1978 census and UNICEF
and UNFPA 1988 and 1992 surveys, fertility appears to have declined at a rate of 0.5 percent per year
(Garssen, 1992). The TFR was estimated at 8.6 in 1978, 8.2 in 1988, and 8.0 in 19928.

High fertility rates, young childbearing, and close birth spacing have detrimental effects on the
health of women and children in Zanzibar. According to a study in Pemba, about 6 percent of women
age 14, and 19 percent of women age 16, experienced their first pregnancy (TKAP, 1991)9. In addition,
among women aged 31 to 40 years, 15.1 percent had 10-12 deliveries, while among women aged 40 and
over, 26 percent experienced 10-12 deliveries. In addition, approximately 26.5 percent of all births
occurred less than 24 months after the previous birth (TDHS, 1991/92).

Utilization. In April 1993, 98 MCHIFP clinics were in operation (MOH, 1993). According to

In the family planning section, we used the 1991/1992 TDHS where possible. However, due to the small number of observations in
the Zanzibar sample of the TDHS, we could not always reference it. Thus, other sources were included, such as the HRDS 1993/94, and
the 1992 UNICEF survey.

s According to the TDHS 1991/92, the total fertility rate was 6.4 children per woman. However, this rate should not be compared to
the rates from the 1978 census and the UNICEF and UNFPA surveys.

9 All estimates from the TKAP study should not be compared to the TDHS 1991/92 data. They are presented for illustrative
purposes.
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the TDHS 1991/92, health workers were available to provide family planning services to 69 percent of
the women in Zanzibar. Over 83 percent of women lived within 5 km of a facility providing family
planning services.

As on the mainland, use of modem contraception is very low in Zanzibar and is increasing
slowly. Only 17 percent of reproductive-age women in Zanzibar reported that they have used any
method of birth control at some time (MOH, 1993).

However, according to the TDHS, only 7 percent of currently married reproductive-age women
are currently using a modem method of birth control. Forty-one percent of those use birth control pills,
21 percent avail themselves of sterilization, and 15 percent receive injections. The remaining women are
using IUDs and condoms (TDHS, 1991/92).

According to one study, urban and rural differences are striking. Only three percent of
reproductive-age women in rural Unguja, and 3.6 percent of reproductive-age women in rural Pemba, are
currently using family planning (Garssen, 1992). In Zanzibar Town, the rate of family planning users is
15.5 percent of reproductive-age women.

According to the TDHS 1991/92, almost one-third of currently married women wish to delay
their next birth by one or two years, and another 15 percent wish to have no more children. In other
words, a total of 45 percent of married women are considered to be potentially "in need" of family
planning. Of these women, about 16 percent use a modem contraceptive method, leaving 84 percent of
the "women in need" (or 38 percent of all currently married women), at potential risk of having an
unwanted or mistimed pregnancy.

Choice of Provider. According to the HRDS, 95 percent of modem contraceptive users obtained
birth control supplies from government facilities in 1993/94. Government hospitals and health clinics
were the main providers of these services (37 and 41 percent, respectively). Nurses supplied methods
and provided counseling to three-quarters of the women using modem methods.

Use of Antenatal Care. Approximately 99 percent of all pregnancies received antenatal care
from a medical professional (TDHS, 1991/92). Care was provided most often by a trained nurse/midwife
(64 percent) or a maternal and child health care aide (33 percent), while doctors only provided a small
proportion of all antenatal care services (2 percent).

Place of Delivery. Approximately one-quarter of the births taking place in 1992/93 took place in
government hospitals, 2 percent occurred in government health centers, and the rest were delivered in the
home. Place of residence and education were correlated with place of delivery. Among urban women,
51 percent of deliveries took place in hospitals, while among rural women, only 14 percent did. Among
women with at least some secondary education, 34 percent of deliveries occurred in a hospital, while
among women with no education, only 12 percent did (HRDS, 1993/94).

Expenditures. The majority of women using contraceptives and receiving antenatal care did not
incur expenditures. Of the very few who had expenditures, transportation made up 100 percent of total
expenditures for family planning, and 90 percent of total expenditures for antenatal care (HRDS,
1993/94).
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One-half of the women incurred expenditures for delivery services. Women spent, on average,
Tsh 800 for delivery services in 1993. Transportation costs constituted 38 percent of total expenditures,
while visits made up 38 percent and drugs comprised 23 percent.

Knowledge and Attitudes. About 96 percent of all reproductive-age women in Zanzibar
indicated that they knew of at least one modern method to limit or space births. According to the TKAP
study in Pemba, oral contraceptives (used by 69 percent of reproductive-age women) were the best
known method, while injections were the next most commonly known method (37 percent).
Approximately 16 percent of women knew about the IUD, and 16 percent were familiar with condoms.
Only 3 percent of women were familiar with female sterilization. Knowledge about contraceptive
sources was also high. About 93 percent of reproductive-age women knew where they could obtain a
modem contraceptive method (TDHS, 1991/92).

Almost three-quarters of women thought that family planning messages on mass media were
acceptable, and about the same figure (70 percent) of currently married, non-sterilized women said that
they approved of family planning. A full fifty-one percent of the women believed that their husband
disapproved of family planning.

Women's desired family size was clearly correlated with their education. Women between the
ages of 15 and 29 with no formal education said that they wanted an average of 7.4 children. Women in
the same age group with a primary education reported that they preferred an average of 6.1 children,
while women with at least some secondary education wished to have an average of 5.5 children (Garssen,
1992). Since 1988, there has been a general decrease in the number of desired children borne by women
who had at least some secondary education.

Mainland Comparison. The differential in desired family size with respect to education is much
smaller in Zanzibar than on the mainland. Women on the mainland with no education reported that they
preferred an average of 7.3 children, while women with at least some secondary education wished to
have only an average of 4.3 children.

The effects of female education on contraceptive use, IMR, and place of birth delivery are more
striking on the mainland. For example, according to the HRDS, among Zanzibari women with no
education, only 1 percent currently use a modemn method of birth control. Among those women with at
least some secondary education, 13 percent were using a modern method'". On the mainland, only 6
percent of women with no education were using a modern contraceptive method. However, 31 percent of
women with at least some secondary schooling were using a modern method (TDHS, 1991/92).

Overall, there is greater contraceptive use on the mainland than in Zanzibar. About 13 percent of
currently married reproductive-age women on the mainland use a modern method of birth control, while
only 7 percent of currently married reproductive-age women do in Zanzibar. Both men and women in
Zanzibar are more likely to disapprove of family planning than their counterparts on the mainland (18
and 7 percent, respectively) (TDHS, 1991/92).

' Due to the small number of women in Zanzibar using modem methods of contraception, the data is presented for illustrative
purposes only.



Zanzibar 193

NUTRITION

Child Nutritional Status. According to the TDHS 1991/92, among children under five years of
age, 40 percent of children were moderately malnourished weight-for-age (also referred to as "under-
weight"), 48 percent height-for-age (also known as "stunted"), and 11 percent weight-for-height (also
referred to as "wasted"). The prevalence of under-weight children has decreased from 51 percent in 1990
to approximately 40 percent in 1993 (Khatib, 1994). Thus, there is some indication of improvement in
the nutritional status of children. As on the mainland, Zanzibar's main child-nutrition problem appears to
be stunting from longer-term, chronic undernutrition rather than wasting from short-term acute food
deficits.

Child malnutrition indicators show that the
health status of children in Zanzibar is worse than that
of their counterparts on the mainland. There is a Table 9.3: Indicators of Undernutrition, 1991/92

(figures refer to % of children under 5 years of age
higher percentage of underweight children in Zanzibar who are moderately malnourished)
than on the mainland (40 and 29 percent, respectively).
The incidence of moderate wasting in Zanzibar is Stunting Wasting Underweight
almost twice as high as the incidence on the mainland. Zanzibar 47.9 11.0 39.9
Furthermore, only the incidence of underweight Mainland 46.7 5.6 28.8
children in Mtwara region (48 percent) is higher than
in Zanzibar. Source: TDHS, 1991/92

Maternal Nutritional Status. A measure of maternal nutritional status is the prevalence of low
birth weights, or the proportion of infants born with a weight under 2500 grams. High incidence of low
birth weight babies was most common among women less than 20 years of age (9.8 percent). Overall,
the incidence of low birth weight babies was 6.9 percent (MOH, Nutrition Unit 1993).11

The TDHS obtained information on the anthropometric indicators of mothers. These data
showed that 6 percent of Zanzibari mothers were shorter than 145 cm and 12 percent had a mean BMI of
less than 18.5 percent, indicating that they were likely to be malnourished.

The underlying causes of undernourishment in Zanzibar and on the mainland are heavy
workloads, inadequate food consumption, low levels of education, short intervals of birth spacing, and
nutrient depletion due to nurturing.

Breastfeeding. Breastfeeding is almost universal in Zanzibar, with about 99 percent of children
under 5 being breastfed at least for a short period. Among last-born children, only 61 percent were
breastfed within one hour of birth, and 97 percent were breastfed within one day of birth. The mean
duration of breastfeeding is 21.2 months.

Although there is almost universal breastfeeding, infants are rarely exclusively breastfed in
Zanzibar. However, the average duration of full breastfeeding is only 0.4 months (TDHS 1991/92).
According to one study, the rate of exclusive breastfeeding was only 5 percent of children age 0 to 3
months, and another 3 8 percent of children in this age group were predominately breastfed (Jansen,

" The low birth weight figures are not comparable to the mainland birth weight estimates from the TDHS 1991/92.
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1992). Another study conducted in North A and Micheweni districts indicated that one-half of infants
aged 2 to 3 months were receiving supplementary foods (Khatib, 1994). This is dangerous because
receiving these foods at such an early age carries considerable risk of infection, particularly diarrhea. In
short, breastfeeding practices in Zanzibar share the same problems as on the mainland. Solid
supplements are introduced too early, and supplementary foods are low in energy and inappropriate.

WATER AND SANITATION

Utilization of Improved Water Sources and Sanitation Facilities

Over one-half of households in Table 9.4: Household Water Source by Residence (%)

Zanzibar use an improved source of water
(i.e. a private water connection inside Type of Water Source Urban Rural All

their home or yard, or a well with a pump -improved Source of Water 86.0 30.3 ,,55.1

or a public tap). There are large Open Well 4.1 69.7 40.5
variations by urban and rural areas. The -Ne.ghbor 89 0o0 4.0
majority (86 percent) of households -Water Vendor, Tanker Truck, Surface Water 0.0 0 0 00

living in urban areas use an improved Total 100 100 100

source of water, while only 30 percent of Source: HRDS, 1993194.

households in rural areas do (see Table
9.4). Approximately 9 percent of
households living in urban areas of Zanzibar collect water from neighboring households, while only 4
percent collect water from open wells"2. For households living in rural areas, a full 70 percent collect
water from open wells. Virtually no households rely on water vendors, tanker trucks, or surface water as
their primary source.

Table 9.5: Household Water Source, by Expenditure Quintile (%)
Table 9.5 shows where

households from different Water Source Lowest Highest All
expenditure groups obtain their 20% 20%
water. As expected, households in Improved Source of Water 28.0 75.0 55.1

the highest expenditure quintile are Open Weil 69 6 18 1 40 5

much more likely to use an improved N,eig,hb,,o,r ,, ,, , ,,, , ,,, , ,eighbor 2,4 5.3 3, 9

source of water, while those in the Water Vendor, Tanker Truck, Surface 00 0 0 0.0Water
lowest expenditure quintile are m ore ----- - ------------------ ----------------- ----------------------- - ------------------ ------------------------

Total 100 100 '100
likely to depend on open wells as
their primary source. Source: HRDS, 1993/94.

Zanzibari households used private connections more than mainland households did in 1993/94
(42 versus 11 percent). Furthermore, approximately 50 percent of mainland households, as compared to
about 40 percent of Zanzibari households, relied primarily on unimproved sources of water (open wells
and surface water) (HRDS, 1993/94).

"2 Estimates on households collecting water from neighboring households and wells without pumps in urban areas are based on a
small number of observations.
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Sanitation Facilities.
According to the HRDS, Table 9.6: Type of Sanitation Facility, by Residence (%)
approximately 30 percent of the
Zanzibari population (primarily in Sanitation Facility Urban Rural All
rural areas) has no sanitation facility. Own or Shared Flush Facility 34.8 0.0 15.7
The traditional pit latrine is the most Traditional Pit Latrine 60.8 49-5 54.5

common form of sanitation system in No Facility, Bush, Pan, Bucket 4,4a 50.5 29.8
both urban and rural areas. About Total 100 100 100

61 percent of urban households, and Aestimate based on very few observations.
50 percent of rural households, use a
pit latrine. A full 35 percent of urban
households use flush toilets, while no households in rural areas do (see Table 9.6).
Ninety-two percent of mainland households rely on pit latrines, and only 5.3 percent do not have a
sanitation facility.

Water Tariffs

Prior to independence, and for nearly two decades after independence, water charges of Tsh 3 to
4.5 were collected in Zanzibar. Rates charged in the years just following independence were adequate to
cover all recurrent costs. In 1980, the Government of Zanzibar abolished domestic charges and took full
responsibility for provision of water. The deterioration of water services occurred recently and coincided
with the removal of water charges.

If user fees had been charged, the unit price should have been approximately Tsh 200 per cubic
meter in 1990 (FINNIDA, 1991). At present, water charges are collected only from private and state-
owned enterprises, restaurants, hotels, guest houses, and cafes. Approximately, Tsh 2.5 million was
collected per year in 1990, which constitutes 10 percent of the DWD recurrent budget (FINNIDA, 1991).
Due to inaccurate recordings in the customer register, the amount of uncollected revenue cannot be
determined. However, it is clear that the current level of revenue is not sufficient for any cost recovery-
based operation.

Willingness to Pay for Improved Water Supplies. According to one household survey in urban
Zanzibar, the majority of people were willing to pay for reliable water supply services (FINNIDA, 1991).
Urban residents in Pemba were more willing to pay, and willing to pay more, than those in Zanzibar
Town. This is most likely due to greater water supply problems in Pemba. On average, households in
Pemba were willing to pay Tsh 76 per month in 1990, while households in Unguja were willing to pay
Tsh 87 per month. It is clear that households value improved water service and are willing to contribute
substantial amounts of cash to improve the operation and maintenance of the urban water supply.

CONCLUSION

The mainland and Zanzibar share many problems in the social sectors. These include:

* low primary- and secondary-school enrollment rates, and high illiteracy rates;
* high IMR, child mortality, and malnutrition rates;
* low use of modern methods of birth control; and
* little access to, and use of, improved sources of water, and poor sanitation facilities.
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Primary- and secondary-school enrollment rates are considerably higher in Zanzibar than on the
mainland. Although enrollment rates are higher in Zanzibar, the illiteracy rates in Zanzibar are more than
one-third higher than the illiteracy rates on the mainland.

The IMR, child mortality, and under-nutrition rates are also higher in Zanzibar than on the
mainland. In addition, almost twice as many Zanzibari reported being ill or injured in the last month than
on the mainland.

Although the knowledge of at least one modern method of birth control, and the knowledge of
contraceptive sources among reproductive-age women, are both high in Zanzibar and on the mainland,
the use of modem methods is quite low. Twice as many reproductive-age women on the mainland use a
modern method of birth control as in Zanzibar.

The private sector and NGO facilities do not play as significant of a role in the provision of
health and education services in Zanzibar as they do on the mainland. In view of the government's
financial situation, they could play an instrumental role in the provision of these services in Zanzibar.

Almost one-half of the households on the mainland and in Zanzibar use unimproved sources of
water. The use of unimproved water sources is slightly higher on the mainland than in Zanzibar. The
quality of the water supply could be greatly improved in Zanzibar with the restoration of user fees.
Studies have shown that households are willing to pay for improved water services. Finally, almost five
times as many households in Zanzibar as on the mainland do not have a sanitation facility.
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