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Background 
What’s the issue? 
Poverty and poor health are closely linked and often reinforce one 

another (World Health Organization (WHO) 2003). Poor households 

are more likely to experience illness because of inadequate living 

conditions, poor nutrition, limited education and restricted access 

to essential services (Marmot 2005; Binyaruka and Borghi 2022). 

Also, illness can reduce productivity, lower household income and 

increase healthcare costs, pushing families deeper into poverty. 

This poverty-health cycle remains a major barrier to social and 

economic development in many low- and middle-income countries, 

including Tanzania. 

Although Tanzania has made progress in reducing poverty and 

improving population health over the past two decades, significant 

inequalities persist (Afnan-Holmes et al. 2015; Kirama 2021). 

Poverty remains concentrated in rural areas and varies substantially 

across regions, while access to healthcare services, health workers, 

medicines and financial protection mechanisms remains uneven. 

Understanding how household poverty and regional economic 

disparities affect health outcomes, healthcare utilisation and health 

system performance is essential for designing policies that 

promote equity, reduce poverty and accelerate progress towards 

universal health coverage and the Sustainable Development Goals 

(SDGs) (United Nations 2016). 

What does this briefing do? 
This briefing highlights key drivers of poverty in Tanzania, identifies 

how poverty affects healthcare-seeking behaviour and financial risk, 

assesses inequalities in the distribution of health system resources, 

and outlines policy actions to strengthen equity. 

The briefing draws on evidence from a study that used multiple 

household and health system datasets. The analysis combined 

data from the 2017/18 household budget survey that covered 9,463 

households and 45,935 individuals, and the 2020/21 National Panel 

Survey, which covered 4,709 households and 19,362 individuals 

across all 26 regions of Tanzania; both surveys were nationally 

representative (National Bureau of Statistics (NBS) 2022a; NBS 

2022b). These datasets were complemented by administrative 

information on health financing, health facilities, human resources 

for health, medicine availability, and service utilisation. 

The findings provide practical recommendations for policymakers 

to reduce poverty-related health inequalities, improve financial 

protection and accelerate progress towards universal health 

coverage and sustainable development. 

About the Challenge Fund 
The DEEP Challenge Fund supports nationally-led research that is 

designed to strengthen strategies and policies to end poverty. 
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By working closely with steering committees in each country, 

Challenge Fund projects are chosen to reflect national priorities, fill 

current evidence gaps and move countries closer to tackling the 

root causes of poverty. 

The Ethiopia and Tanzania Challenge Funds awarded grants in 2024 

and the Bangladesh and Madagascar Challenge Funds in 2026. For 

further information, see: https://povertyevidence.org/challenge-

fund/ 

How to get in touch 
For all questions on the research and our work in this area, please 

contact: Dr. Peter Binyaruka (pbinyaruka@ihi.or.tz)  

For questions about the DEEP programme or the challenge fund, 

please contact: contact@povertyevidence.org 

 

Figure i: Conceptual framing: The vicious cycle of 
poverty and health 

mailto:pbinyaruka@ihi.or.tz
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Key points 
 

1. Education, productive employment and insurance coverage are the strongest protective factors against poverty. 

2. Poor households are significantly less likely to seek healthcare than non-poor households when ill, and inequalities in healthcare 

access appear to be widening. 

3. Financial protection has deteriorated over time, with catastrophic health expenditure increasing from 3.0% to 11.7%. 

4. Health system resources – such as health workers, medicines, facilities and financing – are concentrated in wealthier regions. 

5. Regional inequalities in maternal and child health services utilisation increased between 2018 and 2022, particularly for family 

planning, postnatal care, vaccination and caesarean delivery. 

6. Policymakers need to prioritise investment in the structural drivers of poverty, expansion of financial protection, and improvement 

in the quality and distribution of health services. 
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Findings 

Poverty: drivers and impact on healthcare utilisation 

Poverty remains driven by structural household disadvantages 
Higher education, formal employment and productive livelihoods substantially reduce poverty risk. In our study, employment reduced poverty 

risk by 36%, while health insurance reduced the likelihood of poverty by 59%. In contrast, larger household size increased poverty risk by 18–

20%, and rural households were 30% more likely to be poor than urban households.  

Household-level factors explain most poverty variation (>61%), followed by household head factors (>26%), while regional factors contribute 

insignificantly. This suggests that poverty reduction strategies should prioritise investments in human capital, livelihoods and social inclusion. 

Poverty reduces healthcare utilisation 
Poor households were consistently less likely to seek healthcare when ill than non-poor households. In the 2017/18 household budget survey 

(HBS), poverty reduced the likelihood of seeking care by about 21% (OR=0.79, p<0.01), while correlation analysis showed a significant negative 

relationship between poverty and healthcare utilisation (r=-0.092, p<0.01). The association was even stronger in the national panel survey 

(NPS) 2020/21 (r=-0.112, p<0.01), suggesting widening inequalities in healthcare access.  

In contrast, healthcare utilisation was higher in wealthier regions, with regional GDP per capita positively associated with healthcare-seeking in 

both surveys (r=0.087 and r=0.069, p<0.01). This indicates that both household resources and local service availability shape access to 

healthcare. 
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Rising vulnerabilities and weak financial protection  

Rising healthcare costs disproportionately affect  

poorer households 
Out-of-pocket spending and catastrophic health expenditure increased 

substantially between survey periods (2017/18 and 2020/21).1 Average out-

of-pocket spending increased from 1.5% to 4.3% of household income, while 

the incidence of catastrophic health expenditure rose from 3.0% to 11.7%. By 

2020/21, poor households were more likely to experience catastrophic 

spending than non-poor households (14.4% versus 10.9%). Large regional 

disparities were also evident, with catastrophic expenditure ranging from 4% 

in Njombe to 22% in Mara (Figure 1). 

Financial protection is inadequate and worsening 
Although social protection programmes were generally pro-poor over the 

study period, coverage remained limited: only 14.8% of households had health 

insurance in 2017/18, and government financial support reached just 5.6% of 

households in 2020/21. These findings highlight the need to strengthen 

financial protection mechanisms and expand coverage among vulnerable 

communities. 

 

 

 

1 Catastrophic health expenditure is when a household’s medical expenses exceed their ability to pay, pushing them to sacrifice basic needs. 

Figure 1: Incidence of catastrophic health expenditure by 
region (NPS 2020–21) 
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Regional inequalities in health service provision and utilisation 

 

Health system capacity mirrors regional economic inequalities 
Health financing and service delivery capacity remain concentrated in wealthier regions. In 2021/22, based on concentration index (CI), where a 

positive CI indicates a ‘pro-rich’ inequality, government health expenditure (CI=0.093) and total health expenditure (CI=0.092) were significantly 

skewed towards richer regions. Wealthier regions also had more health workers (CI=0.106), better drug availability (CI=0.023) and greater 

service capacity. Regional GDP was strongly associated with health worker density, drug availability and health facilities (r≈0.53, p=0.005), 

while regression analysis confirmed that wealthier regions consistently received more financial and non-financial health system inputs. 

Although donor Health Basket Fund resources were relatively equitably distributed, overall health system capacity continues to favour 

economically advantaged regions, leaving poorer regions systematically underserved.2 

Inequalities in service utilisation are widening 
While most health services were relatively equitably utilised across regions in 2018, significant inequalities emerged by 2022. Wealthier regions 

had higher utilisation of family planning services (with positive CI=0.091), postnatal care within 48 hours (CI=0.084), vaccination services 

(CI=0.145), and caesarean deliveries (CI=0.279), all statistically significant. The overall maternal health index also became significantly pro-rich 

(CI=0.074, p=0.008). Although outpatient and inpatient services did not show significant inequalities, utilisation patterns generally favoured 

wealthier regions. These findings suggest that regional inequalities in access to essential maternal and child health services are widening, 

potentially undermining progress towards health equity and universal health coverage. 

 

 

2 The Health Basked Fund is a government-managed pooled funding mechanism supported by international development partners to strengthen primary 
healthcare. 
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Recommendations 

Strengthen investments in education, skills and productive livelihoods 

Education and stable employment were the strongest factors associated with lower poverty risk. Expanding access to quality education, 

vocational training and income-generating opportunities — particularly in rural areas — can reduce household vulnerability and improve long-

term health and economic outcomes. Attention should be given to youth, women and people with disabilities, who face heightened risks of 

poverty. 

Expand financial protection through Universal Health Insurance and targeted 

social protection 

Rising out-of-pocket payments and increasing catastrophic health expenditure indicate that many households remain financially vulnerable 

when seeking care. Accelerating implementation of Universal Health Insurance, subsidising contributions for poor households, and 

strengthening targeted social protection programmes such as cash transfers can reduce financial barriers to healthcare and prevent 

households from falling into poverty. 

Prioritise equitable allocation of health resources to underserved regions 

Health workers, medicines, facilities and health financing remain concentrated in wealthier regions, contributing to unequal access to services. 

Government and development partners should strengthen equity-based resource allocation mechanisms that direct additional investments 

towards poorer and underserved regions, ensuring that health system capacity is aligned with population need rather than economic status. 
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Improve access to essential health services among poor and vulnerable 

households 

Poor households are less likely to seek healthcare when ill, while inequalities in maternal and child health service utilisation have widened over 

time. Targeted interventions including community outreach, removal of access barriers, strengthened primary healthcare services, and 

improved service quality are needed to increase utilisation among disadvantaged populations and regions. 

Institutionalise equity monitoring and accountability within the health system 

Regular monitoring of inequalities in health financing, service availability, financial protection and health outcomes should be embedded within 

national and sub-national health sector performance reviews. Strengthening the use of disaggregated data will help policymakers identify 

underserved communities, track progress towards universal health coverage, and ensure accountability for reducing health inequities. 
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Conclusion  

This study provides compelling evidence that poverty and poor health remain closely interconnected in Tanzania, creating a cycle that 

continues to undermine both human wellbeing and socio-economic development. While household-level factors such as education, 

employment, household size and disability are the strongest determinants of poverty, geographical inequalities further exacerbate disparities in 

healthcare access, financial protection and health system capacity. The findings demonstrate that poorer households are less likely to seek 

care when ill, are increasingly exposed to catastrophic health expenditure, and often have limited access to health insurance and other forms of 

social protection. 

The study also reveals substantial inequalities in the distribution of health system resources and service utilisation across regions. Wealthier 

regions consistently benefit from greater concentrations of health workers, health facilities, medicines and health financing, while poorer 

regions face persistent shortages that constrain access to essential services. These disparities are increasingly reflected in maternal and child 

health outcomes, with evidence of widening inequalities in the utilisation of key services such as family planning, postnatal care, vaccination, 

and caesarean deliveries. Without deliberate corrective measures, these inequities risk slowing progress towards universal health coverage 

and the SDGs. 

Addressing the poverty-health nexus requires coordinated action across sectors. Investments in education, employment, social protection and 

equitable health financing must be complemented by targeted efforts to strengthen health system capacity in underserved regions. Expanding 

financial protection, improving access to quality services, and embedding equity considerations into resource allocation and performance 

monitoring will be essential for ensuring that no one is left behind. By tackling both the social determinants of poverty and the structural 

inequalities within the health system, Tanzania can make significant progress towards a more equitable, resilient and inclusive path to health 

and development. 
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Data & Evidence to End Extreme Poverty 
DEEP’s mission is to build evidence, insights and solutions that help end extreme poverty globally. 

We aim to contribute to new global and national data and evidence that governments, decision makers, citizens and researchers can use to 

improve people’s lives and support the world’s poorest people in their efforts to escape extreme poverty. 

We are a consortium of the Universities of Cornell, Copenhagen and Southampton, led by Oxford Policy Management, in partnership with the 

World Bank’s Development Data Group and funded by the UK government’s Foreign, Commonwealth & Development Office (FCDO) through its 

Global Research and Technology Development portfolio. 

Research partner  
The Ifakara Health Institute (IHI) is a leading African research organisation based in Tanzania, dedicated to generating and translating evidence 

to improve health, wellbeing and equity. For more than six decades, IHI has conducted high-quality research across a range of fields, including 

health systems, health financing, infectious diseases, maternal and child health, and population health. Through multidisciplinary research, 

capacity strengthening, innovation and policy engagement, IHI works closely with governments, communities and development partners to 

support evidence-informed decision making and strengthen health systems in Tanzania and across sub-Saharan Africa. 
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