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Introduction  
The objective of the study is to understand the constraints and opportunities to 
improve health workforce management in order to achieve universal health 
coverage in Tanzania.

This study will focus on:
• Human resources management

• Planning - President’s Office Public Service Management (POPSM) and Ministry of 
Finance (MOF).

• Recruitment and maintenance of health workforce including Information systems  –
POPSM, MOF, PORALG and MOH

• Retention – POPSM, MOH, PORALG and MOF.

• Financing HRH
• Recruitment and maintenance of health workforce – POPSM, MOF, 

PORALG and MOH 
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This study will complement WHO study which focuses on:

• Migration effects on the availability of the Health workforce, 

• Estimation of the need and demand of health workers 

• Determine resources needed to close the human resources gap in the public sector

• Define incentives for the private sector to increase the recruitment of qualified workers

• Identify key measures to close the gap of highly qualified health workers in the country 



What did we do?  

• Literature review of relevant published and gray literature

• Consultation workshop was conducted on May 5, 2023, attended by 
high level government officials, development partners, donors and non-
state agency representatives

• Key informant interviews (KII) with 20 stakeholders including 
Presidents’ Office Public Service Management (POPSM), Ministry of 
Finance (MOF), Presidents’ Office Regional Administration and Local 
Government (PORALG), Ministry of Health (MOH), Development Partners 
(DPs), and civil society organizations (CSOs).
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Sectoral Background



Organization of Health Services 

Tanzania’s Health sector is a decentralised system, managed at two levels: 

 Central level: tertiary hospitals, specialised hospitals and regional referral 
hospitals - under the MOH

 Local government level: community level, dispensaries, health centers and 
council hospitals supervised by the Region – under the PORALG

WHO-recommended HRH density indicator is 22.8 clinicians and nurses per 10,000 
populations. For Tanzania, the ratio was 8.42 per 10,000 population in 2019
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Facility Levels
HRH Required HRH Available Shortage Percent

2018/19 2019/2020 2018/19 2019/2020 2018/19 2019/2020

1. Dispensary 99,060 101,436 30,625 31,850 69.08 68.60

2. Health Centre 32,487 33,042 17,954 18,672 44.73 43.49

3. District Hospital 21,600 22,200 13,780 13,780 36.20 37.93

4. Other Hospital * 25,392 25,400 11,243 11,693 55.72 53.97

5. Regional Hospital 14,226 14,226 11,373 11,828 20.05 16.86

6. National, Zonal, Specialised. & Referral Hospitals 14,509 14,509 10,349 10,763 28.67 25.82

7. Health Training Institution 1,321 1,380 369 401 72.07 70.94

Grand Total 208,595 212,193 95,693 98,987 54.12 53.35

HRH Distribution by Type of Facility, 2020



Tanzania has fewer health professionals than 
comparator countries 

Physicians per 1,000 population

Source: World Bank World Development Indicators Database for 2019 or latest available

Nurses and midwives per 1,000 population
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Tanzania’s population will increase from 60 million 
in 2023 to 85.6 million by 2035

Increase in the number of 
health workers in Tanzania 
has not kept pace with the 
population growth

Aging population, more 
women of reproductive age 
and youths need different 
health workforce skills 
compared to current needs
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Demographic shift, climate change and pandemics 
will create more consumers and new demands

Tanzania in 2035:

• More than 50% will live in urban 
areas

• Average age will increase from 
17 to 22 years

• Median Age will increase from 18 
to 24 years

• Life expectancy will increase 
from 66 to 74 years

• % of population age 20 - 60 will 
increase from 53% to 61%

Urban middle class

Urban poor

Rural consumers

Migrants
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Chronic diseases – heart, diabetes, cancer – will 
dominate by 2040 and require different cadres of health 
workers with new skills and technologies

Skills needed:

• Prevention and specialized 
treatment of non-
communicable diseases

• Communicable diseases

• Trauma prevention and 
care

• Mental health care

• Promotion of healthy 
lifestyles and behaviors

• Public health, epidemiology

• Technical skills (data, lab, 
diagnostics, digital 
medicine, etc.)

Source: Institute of Health Metrics and Evaluation. 2023. https://vizhub.healthdata.org/gbd-foresight/

Leading causes of death in Tanzania, 2020 and 2040
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Government funding to the health sector has consistently 
worsened over the past three years, hence affecting 
capacity of the sector to recruit additional staff

Government health expenditure as a 
percentage of total expenditure 

2009/10-2020/21
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1. Mismatch between the number of graduates produced and the number of 
positions available in the health labor market

2. Inefficient recruitment process for the health workforce

3. Wider health workforce gap in rural areas compared to urban

4. Fragmented information systems and poor data on health workforce to 
inform policy and planning

5. Weak use of technology advances for medical work, learning, information-
sharing and more efficient administration 

6. Benefits of working with the private sector and internationally not being fully 
exploited

7. Need to increase government health spending to expand the health 
workforce, and review the current remuneration structure in the sector

7 key issues identified for further analysis 

and immediate attention



• Over the past 10 years, Tanzania has successfully tripled the production 
of human resources for health entering the labor market.

• However, production did not match with the recruitment;

• If all graduates were absorbed into the public sector the current 
production would be sufficient to meet current demand,

• For example, in 2022, there was a gap of 426 MDs in the public sector 
(LGA)

• Poor planning and weak coordination among key players including the 
Ministry of Education, Science and Technology (MOEST), MOH, 
POPSM, MOF, PORALG

• Lower levels of government financing to the health sector

Mismatch between the number of graduates 
produced and the number of positions available 
in the health labor market

1
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• In 2005, Tanzania produced over 4,914 graduates from training 
institutions.

• In 2019, the production increased to 15,260 graduates who entered 
the labor market, of which 1,810 were MDs and 13,450 were middle 
level cadre.

Human Resources for Health Strategic Plan (HRHSP) 2014-2019 
target of 15,000 outputs per year was surpassed.

• During 2012-22, less than 10,000 staff were recruited per year 

• Laboratory technicians, radiology technologists and pharmaceutical 
technicians were likely to be employed

• Only 34% of graduates overall found a position in the public health 
sector

Mismatch between the number of graduates 
produced and the number of positions available 
in the health labor market

1
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Training more doctors did not result in hiring 
more doctors

One model (Goodell et al 2016) projects huge 
losses to clinical practice in Tanzania between 
2016 and 2025, especially in rural areas. 

2001-2010, over 2,200 MDs 

graduated, including 90% 
trained locally and 10% abroad 

Currently production is more 

than 1,500 MDs per year

Only 40% of MDs who finished 
their internship from 2006 to 
2010 found an approved 

vacant position to work  

Still there is a shortage of 

staff (more so for MDs) in 

the public facilities, 

especially in rural areas 
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Inefficient recruitment process
for the health workforce2

Though there is a high attrition rate, government does 
not  recruit health workforce each year (e.g., no medical 
personnel recruited in 2016). 

New Recruitment

Those who were recruited reported very long waiting times between 
posting of vacancies and actual recruitment (mostly towards the end 
of fiscal year), ranging from four months to one year 

Replacement 

Cumbersome procedures for replacing those who exit the public 
sector due to various reasons (e.g., retirement, death). 
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Health workforce gap is wider in rural areas 
compared to urban3

Dissatisfaction with working conditions, especially in rural facilities, 
motivates health professionals to leave the sector.

In 2017, 43,774 out of 90,873 available HRH were in urban 
areas (46% of total) and 52,053 were in rural areas (54%).

Still, the gap of the required workforce is greater in rural areas 
(80,000) than in urban areas (32,000).



• Lack of up-to-date information on the pool of available health 
professionals by cadre and location, vacancies in both public and 
private sectors, and the processes to gain employment. 

• This lack of information hinders recruitment, planning, and benefiting 
from collaboration with a growing diaspora and circular migration.

• Inefficiencies in the investments for the various systems which are 
not coordinated - e.g., HRH Information System (HRHIS), Workload 
Indicators of Staffing Needs – WISN, Human Capital Management 
Information System (HCMIS), Human Resource Planning (HRP); 
and Human Resource Assessments (HRAs). 
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Fragmented information systems and poor data 
on health workforce to inform policy and planning4



• Uncoordinated E-Health: data collection and 
transfers, referrals, disease surveillance, 
education, supervision, communication

• Underutilized Telehealth: meetings with 
remote patients/providers and education

• No modern learning technologies at schools 
and universities

• No identity management (fingerprint 
technology) to monitor staff, students, and 
accelerate data collection

• Underdeveloped medical technology which 
could change how care is provided (e.g., 
laparoscopy surgery)

• No medical innovations which could influence 
the type of care and how work is done

Weak use of technology advances for medical 
work, learning, information-sharing and more 
efficient administration 

5
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• 40% of the country’s health care services are delivered by private 
providers, mostly faith-based organizations.

• No systematic use of specialists from abroad for rare specialties 
(e.g., orthopedic surgeon, cardiothoracic surgeon, radiologist).

• Some areas where the private sector is more efficient  have not 
been fully exploited – e.g radiology, laboratory services

• Under - utilized private financing and some duplications in the 
provision of services in some areas

Benefits of working with the private sector 
and internationally not being fully exploited6
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Declining government spending on health 
negatively impacts health workforce.7

Government funding for the health sector is low and declining,
from 8.9% of the total government spending in 2018/19 to 7.6% 
in 2020/21, far below the Abuja target of 15%

Percentage of the total wage and allowance bill dedicated to 
heath gradually declining from 10 percent in 2009/10 to less 
than 8 percent in 2017/18

Other sectors are prioritized more than the health sector 
(education received 18% of the government budget in 2022)
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Nearly 50% of health care spending goes to wages and 
allowances, leaving insufficient funds for operating costs

Wages and allowances as 
a share of general government health 

expenditure, 2009/10-2020/21
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Wage expenditure can be 
efficient if accompanied by 
adequate operating cost & 
capital expenditure to maintain 
and upgrade health facilities.

Imbalances result into poor 
quality of services delivered

Share of wage spending in health 

has grown from under 40% in 

2009/10 to under 50% in 2020/21 



Allowances as percentage of total 
health wages and allowances 

spending for 2009/10-2020/21 has 
been increasing benefiting a few

Increase in allowances creates disincentive to majority 
of the health workforce who don’t receive them

22

Most of the time there is 
lack of transparency and 
fairness in the allocation 
of allowances among 
staff

Allowances can risk 
becoming a disincentive 
when they become 
effectively a second 
income



Recommended Actions for Short,
Medium and Long-Terms (ST, MT & LT)



Recommended Actions ( ST, MT and LT)

Short term Medium Term Long Term

1 Modernize information 

systems and ensure 

interoperability to allow 

timely data analysis to 

inform strategies and 

policies 

Improve alignment between 

production of medical 

graduates with health labor 

market and advocate for 

increased number of funded 

positions for medical personnel 

in the public sector 

Increase government 

health spending to 

expand the health 

workforce, and review the 

current remuneration 

structure in the sector 

2 Streamline the 

recruitment process 

Digitalize medical work and 

enhance efficient 

administration 

Invest in health workforce 

management, especially 

in rural areas to increase 

retention 

3 Collaborate with the 

private sector which 

accounts for 40% of 

service providers 

24ST = short term, MT = medium term, and LT = long term



Improve alignment between production of 
medical graduates with health labor market and 
advocate for increased number of funded positions 
for medical personnel in the public sector (MT)

1
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Government institutions dealing with education and recruitment 
should work closely to ensure alignment in planning for production 
and labor market (e.g., Seychelles)

Periodic reviews are highly encouraged

Ministry of Health should advocate for increased employment 
permit beyond the current 10,000 per annum



Streamline the recruitment process (ST)2

Improve and 
expand internship 

vacancies to 
ensure all students 

get positions 
immediately after 
graduating from 

colleges 
(internship is a 
prerequisite for 

recruitment) 

Clear guidelines, 
mentorship and 

support should be 
provided to the 
newly recruited 

staff, to increase 
retention and 
attract them to 

work in the health 
sector

Streamline 
recruitment 
process to 

reduce waiting 
time, including 
through online 

job portals, linked 
with professional 
associations and 
councils, private 

sector

26

Simplify 
process for 

replacement of 
staff who exit 

the sector (e.g., 
delegate 

mandate to the 
accounting 

officer)



• Ensure health workers are safe at work and paid fully and on time 
including allowances similar to urban areas

• Upgrade more Clinical Officers into Assistant Medical Officers 
(AMOs) – retention of AMOs in the rural areas is higher than MDs

• Introduce modern personnel management practices in health 
facilities to improve staff morale (e.g., performance-based incentives) 

• Make working in remote health facilities more attractive. Establish 
public health schools outside major cities, invest in housing for health 
workers, prioritize students from rural backgrounds, require students and 
interns to do clinical rotations in health facilities in rural areas.

• Career development/promotion based on fair and transparent 
procedures and criteria that are relevant to the person’s performance in 
their post.

Invest in health workforce management, 
especially in rural areas to increase retention 
(LT)

3
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• Invest in IT systems, data collection and analysis: establish 
HRH Observatory to collect data, house data platforms, and 
conduct regular analyses to inform policymaking

• Develop a national HRH Information System: create a data 
warehouse and health workforce registry/directory linked with the 
WHO’s National Health Workforce Accounts

• Collect data on population dynamics, changing disease burden, 
and health service provision, use and financing

• Build capacity/incentives for users (ministries, agencies, 
professional associations and councils, etc.) to use systems and 
data

Modernize information systems and ensure 
interoperability to allow timely data analysis to 
inform strategies and policies (ST)

5
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• Improve coordination on E-Health: patient data collection and 
transfers, referrals, disease surveillance, education, supervision, 
and communication

• Encourage utilization of Telehealth: meetings with 
remote patients/providers and education

• Promote modern learning technologies at schools 
and universities

• Introduce Identity management (fingerprint technology) to monitor 
staff, students, and accelerate data collection

• Encourage the development of medical technology, which will 
change how care is provided (e.g., laser technology)

• Incentivize medical innovations to increase efficiency and 
influence the type of care and how work is done

Digitalize medical work and enhance 

efficient administration (MT)
6
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Collaborate with the private sector which 

accounts for 40% of service providers (ST)
7

1

Support professional 
associations that work 
closely with all health 

workers from both public 
and private

2

Ensure information 
systems are linked with 

private providers

3
Encourage 

complementarity of the 
private sector (i.e., use 

private sector to provide 
services where they 
have comparative 

advantage)

4

Encourage more private 
sector into training more 

medical work force
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• Government spending on health wages will have 
to increase 0.5% of 2023 GDP to finance 
recruitment of 50% additional health workforce

• Increase financing towards recruitment and 
maintenance of health workforce

• Cost of training MD is US$60,000 while annual 
production is above 1,500 =  US$90,000,000

• Annual wage bill  for one MD = US$8,900

• Increase government health spending to finance 
health facilities to ensure functionality across the 
country

• Periodic review of existing health payroll to 
identify errors and remove workers who should 
not be on the payroll, and review current payroll 
integrity controls

Increase government health spending to 
expand the health workforce, and review the 
current remuneration structure in the sector (LT)
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• Introduce both financial and non-financial incentives to retain the 
skilled health workforce in rural areas.

• Ensure standard incentives/allowances are paid across the 
districts.

• Consider non-financial incentives such as opportunities for 
continuing education, career development and provision of 
accommodation with budgetary implications.

• WHWHO-recommended HRH density indicator is 22.8 clinicians and nurses percommended HRH density indicator 
is 22.8 clinicians and nurses per 10,000 populations. For Tanzania, the ratio was 8.42 per 10,000 
population in 2019, resulting in heavy burden on health workers.

Customize incentives to be pro-rural areas (MT)
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Summary of the Key issues and 
Recommendations

Issue Recommendation

1 Inefficient recruitment process for the health 
workforce

Streamline the recruitment process (ST)

2 Weak use of technology advances for medical 
work, learning, information-sharing and more 
efficient administration 

Digitalize medical work and enhance efficient administration 
(ST)

3 Benefits of working with the private sector and 
internationally not being fully exploited

Collaborate with the private sector which accounts for 40% 
of service providers (ST)

4 Mismatch between the number of graduates 
produced and the number of positions 
available in the health labor market

Improve alignment between production of medical 
graduates with health labor market and advocate for 
increased number of funded positions for medical personnel 
in the public sector (MT)

5 Fragmented information systems and poor 
data on health workforce to inform policy and 
planning

Modernize information systems and ensure interoperability 
to allow timely data analysis to inform strategies and policies 
(MT)

6 Wider health workforce gap in rural areas 
compared to urban

Invest in health workforce management, especially in rural 
areas to increase retention (LT)

7 Declining government spending on health 
negatively impacting health workforce.

Increase government health spending to expand the health 
workforce, and review the current remuneration structure in 
the sector (LT)

33ST = short term, MT = medium term, and LT = long term



Given the findings of this study and the expected results from the 
WHO study, the focus in FY24 should be:

• Deep dive on the following issues identified

• Mismatch between production and recruitment – key drivers of 
the problem

• Medical education (financing and profile of the medical 
graduates)

• Retention 

• Explore the use of digital technology as a cross cutting issue 
across, in particular in the training human resources for health at all 
levels.

• Disseminate the findings and further engage with the government 
for a possible operation/additional financing for HRH the

Way Forward
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List of Selected Cadres – Requirements, Availability 
and Gaps

No. Cadre Required Available Gap

1 Anesthesiologists 84 11 73

2 Medical Specialist/Consultants 935 470 465

3 Obstetric & Gynecologist 151 82 69

4 Oncologist 20 9 11

5 Surgeon 126 62 64

6 Radiologist 382 6 376

7 Neurosurgeon 19 4 15

8 Pediatrician 134 53 81

9 Orthopedic Staff 213 46 167

10 Medical Doctor 4,534 4,206 328

11 Assistant Medical Officer 6,418 1,759 4,659

12 Dental Surgeon & Specialists 382 167 215

13 Assistant Dental Officer 391 173 218

14 Dental Therapist 1,236 486 750

15 Dental Laboratory Technologist 185 70 115

16 Clinical Officer/Clinical Assistant 10,457 8,511 1,946

17 Medical Records Management  Staff 2,097 701 1,396

18 Nursing Officer 4,262 1,533 2,729

19 Assistant Nursing Officer 17,300 8,945 8,355

20 Enrolled Nurses 48,252 28,407 19,845

21 Pharmacists 1,347 894 453

22 Pharmaceutical Technologist 9,806 1,074 8,732

23 Radiography Staff 787 239 548

TOTAL 109,518 57,908 51,610 

53% 47%
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Organization Title of interviewee

1 MUHAS Senior Lecturer, Researcher

2 MUHAS Professor and Head Nursing Council

3 POPSM Director ICT, Director Policy Analysis

4 PORALG Head, Human Resource 

5 MOEST Deputy Director Policy and Planning

6 MOFP Assistant Commissioner Budget-Wage bill Officer

7 MOH Assistant Director HRH Planning, Director Policy and Planning

8 USAID HRH Director

9 CSO - SIKIKA CEO

10 CSO- SIKIKA HRH Focal Person

11 TEMEKE District FBO Head of Health Services

12 TPHA President of Association

13 APHTA Chief Executive Officer

14 CSSC Head of Health Services

15 CSSC Head of ICT

16 CCBRT Zonal Hospital HRH Development in charge

17 WHO HRH Professional Officer

18 WHO Health Economist

19 UNICEF Community Program Officer

20 NGO - BMF HRH Officer

List of  KII Interviewees
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