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Introduction 

Purpose of the Guide and Intended Users   
This guide is intended for civil society organizations (CSOs) and other implementing 
partners who work on health budget advocacy. It describes the Tanzanian government’s 
budget structure, budgeting process for health, and the schedule followed by the government 
at the central government, local government authority (LGA), and heath facility levels. The 
guide provides information on key actors involved, suggests entry points during the budget 
cycle where advocates can be most effective seeking to influence change, describes strategies 
for budget advocacy, and features case studies from organizations working on health budget 
advocacy in Tanzania. 

CSOs play an important role in monitoring government commitments and actions and 
holding public officials accountable for commitments related to resource allocations and 
utilization. For example, CSOs with strong roots in local communities that work together in 
strategic alliances can participate in the health budgeting process by voicing concerns and 
interests on behalf of citizens and reminding the government to fulfil its commitment to 
safeguard the health of its citizens as a basic human right. Over time, CSO health budget 
advocacy efforts in Tanzania have contributed to several gains, including: 

• Increases in the share of the overall health budget relative to other government 
spending 

• Increases in health budget allocations to specific budget lines, such as health 
commodities or human resources  

• Reduction in resource leakages and bottlenecks, improvements in transparency, and 
more efficient use of resources in meeting the health needs of the poor  

Organization of the Guide  
This guide consists of the following sections:  

Section 1. Need for health budget advocacy in Tanzania: This section introduces 
health budget advocacy and rationale in Tanzania and outlines key elements advocates could 
consider when planning to undertake such advocacy.  

Section 2. Key considerations for health budget advocacy in Tanzania: This 
section provides an overview of the budget cycle, health priorities, and the legal environment 
CSOs should understand. 

Section 3. Sources of budget funding in Tanzania: This section gives an overview of 
the mix of funds that make up Tanzania’s health budget. 

Section 4. Health budget structure, process, and budget cycle: This section outlines 
the health budget process, its key stages, and key actors and decisionmakers at each stage. 

Section 5. Entry points and opportunities to influence the health budget 
process: This section describes entry points for influencing health budgets at various stages 
and levels of budget decision making. It also describes what can be influenced in the health 
budget at various stages and how to influence those decisions. 

Section 6. Case studies on successful health budget advocacy in Tanzania: This 
section shares two successful case studies on health budget advocacy in Tanzania.  
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Appendices 1–6: The appendices provide more information and background on health 
laws, terms, budget codes, priorities, commitments, and committees. 

Rationale for Updates to the Guide 
The Influencing Government Health Budgets in Tanzania: A Guide for Civil Society was 
initially developed in 2013 by the Health Policy Initiative (Bujari and McGinn, 2013), funded 
by the U.S. Agency for International Development, in collaboration with Health Promotion 
Tanzania (HDT) to serve as a reference guide for health budget advocates in Tanzania. This 
2021 guide is an update of the initial version and reflects new government guidance on the 
budget process and new health sector financing reforms. These changes include:  

1. The budget approval timeframe: The government budget cycle runs from July 1 
through June 30. The period of budget approval is from April to June each year, 
ensuring that budget execution starting on July 1 is based on approved budgets. This 
timeframe for approval is shorter than in previous years when it ran from May to 
August. The change means that now advocates have only April and May to influence 
Parliament to make changes before final budget approval in June.  

2. Health financing reforms: In 2018, the government introduced the Direct Health 
Facility Financing program under the guidance of the President’s Office, Regional 
Administration and Local Government (PO-RALG). This reform called for fiscal 
decentralization at the health facility level, giving health facilities autonomy in the 
health budgeting process. This shifted responsibility from council health management 
teams (CHMTs) to health facilities to plan, budget, and manage their own funds. It also 
has meant that advocates must direct subnational budget advocacy to both the CHMTs 
and the health facilities.  

3. Budget disbursement advocacy: The previous guide emphasized budget 
allocation, with less focus on disbursement (also called execution) and utilization. This 
updated guide provides equal attention to allocation, disbursement, and utilization so 
that advocacy efforts also can be deployed to ensure that funds allocated are fully 
disbursed in a timely manner and are utilized as intended. 
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Section 1: Need for Health Budget Advocacy in 
Tanzania   

Introduction to Health Budget Advocacy 
Advocacy is a systematic action designed to persuade decisionmakers to change a specific 
issue of public concern. Decisionmakers, as used in this guide, include those who develop 
laws or policies or who distribute resources that affect the lives of people in Tanzania.  

Advocacy is sometimes confused with other concepts, such as behavior change 
communication, fundraising, awareness-raising, or community and social mobilization. To 
differentiate these concepts, it can be helpful to consider the targets, objectives, and 
outcomes of each approach. Although raising awareness or mobilizing specific communities 
around an issue of public concern can be steps in an advocacy campaign, the ultimate target 
audiences for advocacy are decisionmakers (politicians or public/private sector officials at all 
levels), and the objectives are usually to effect the creation of or changes to written 
documents that govern action, such as policies, strategies, and budgets.  

Advocacy takes different forms depending on the objective, which may be to influence public 
opinion, legislation, policy, budgets, rights, and services, among others. Health budget 
advocacy seeks to influence the size and distribution of government health budgets.  

Rationale for Health Budget Advocacy in Tanzania   
Health budget advocacy is an important element in any society to ensure accountability of 
public resources for a nation’s health goals. In Tanzania, the government is on record in 
several agreements that note and prioritize citizen health, such as the Health Sector Strategic 
Plan IV, among others (see Appendix 1).  

The budget process is a political one, reflecting the policy priorities of the government in 
place. It sets out how the government will raise funds (revenue) and distribute them to its 
ministries or structures responsible for delivering basic services, such as health and 
education. Each government ministry typically has its own budget within the national 
budget. 

While the government has increased the total amount of budget allocations to the health 
sector over the past four years, the amounts have not kept pace with population growth and 
high disease burden. The per capita allocation has hovered between USD 34 (38,000 
Tanzanian shillings [TZS]) and USD 37 (TZS 89,631), amounts far below the World Health 
Organization (WHO)-recommended per capita allocation of USD 112 (Stenberg et al., 2017) 
and consistently lower in comparison with neighboring countries, Kenya, Uganda, and 
Rwanda (see Figure 1). 
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Figure 1: Health Expenditure per Capita in Select East African Countries 

 
Source: WHO Global Health Expenditure Database 

A health sector budget analysis conducted by the Tanzanian nongovernmental organization 
Sikika in 2019 showed that government allocations to the health budget have only amounted 
to about 50 percent of the TZS 4 trillion requirement that is estimated in the Heath Sector 
Strategic Plan (HSSP) IV. Further, the government financing gap is likely to increase because 
the level of annual budgetary requirement has since then doubled to TZS 8 trillion in the 
HSSP V (2021–26) (MOHCDGEC, 2021).  

In addition to its inadequacy to meet the funds that will be required, for the past decade the 
health budget allocation as a percentage of the total public sector budget has been below the 
Abuja target level of 15 percent, has fluctuated annually, and generally has shown a declining 
trend over time (see Figure 2).  

Figure 2: Percentage of Tanzania’s National Budget Allocated to Health* 

 
Sources: Sikika, 2019; Ministry of Finance and Planning, 2019–2021 budget books 

* Calculations of health as a percentage of total government budget are made using total government budget figures 
inclusive of consolidated fund services (CFS), which includes mandatory debt repayments, government contribution to 

pension funds, and other non-discretionary expenditures. This figure shows the budget trend with CFS and without. 
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Another consideration in the budget allocation for health as a percentage of the total country 
budget is that Tanzania experiences volatile donor funding for health and, as the country 
advances toward middle-income status, that volatility (or decrease) in funding is likely to 
persist. See Section 3 for a discussion of donor funding.  
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Section 2: Key Considerations for Health Budget 
Advocacy in Tanzania 
Along with the evidence presented in Section 1, that Tanzania is falling short in allocating 
and spending adequately to safeguard the health of its citizens, those involved in health 
budget advocacy should know and consider several other issues related to budget processes 
in Tanzania. These issues are laid out broadly in this section, followed by sections that 
discuss them in more depth.  

Schedule of Budget Cycle 
A comprehensive understanding of the budget process is critical to be able to explore key 
entry points and opportunities for advocacy and identify the appropriate audiences and 
timing of advocacy efforts. Each stage of the budget cycle has a specific timeframe in a 
budget calendar year and each stage involves several steps, each following a discrete 
timeline. Also, different actors are involved in each stage of the cycle, with different types of 
decision-making authority. As decisions can be made at each stage of the budget process, 
advocates should intervene well before any decisions are final.  

Policy Priorities  
The budget process is a political one, reflecting the policy priorities of the government in 
power. In most countries, government income is derived from taxes, loans, and grants and is 
not sufficient to meet all citizen needs. Therefore, governments must consider these many 
needs and decide how to allocate limited resources. Typically, sectors that receive the most 
resources align with the government’s policy priorities. Advocates should understand the 
political environments and dynamics of how policy priorities are chosen because these 
choices reflect the power of various actors and may help CSOs define their intended 
audiences for advocacy. People with influence, including advocates, may succeed in having 
their choices and priorities accepted.  

To understand overall government priorities, advocates should refer to the annual budget 
guidelines issued by the Ministry of Finance and Planning (MOFP) that guide the budget 
process for various sectors. Budget priorities are also reflected in the most recent Tanzania  
Five-Year Development Plan. Advocates can compare sector budget allocation from annual 
budget books to see how priorities may have shifted year by year. This information could 
help advocates make strong arguments in their health budget advocacy. 

For example, looking at Tanzania spending trends by sector between 2016 and 2019 (see 
Figure 3), one can observe that infrastructure spending is relatively unchanged over the four 
years, as are education and water, and that education and infrastructure consistently are 
provided more funding than health. Given population growth, shortages of human resources, 
and suboptimal health indicators in Tanzania, the budget share for the health sector should 
be increased (UNICEF, 2018); however, the health sector budget percentage is steady, 
lagging behind education and infrastructure, despite slight fluctuations in the funds 
allocated to the health sector over the four years.  

https://mof.go.tz/docs/news/FYDP%20III%20English.pdf
https://mof.go.tz/docs/news/FYDP%20III%20English.pdf
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Figure 3: Spending Priorities by Sector, Percentage of the Total Approved Budget 

 
Source: UNICEF, 2020 

To inform a strong argument for budget advocacy, advocates need to understand the 
different national documents that feature health as a key sectoral priority, including 
Tanzania’s Development Vision 2025, the Five-Year Development Plan, and the ruling party 
manifesto, among others. Advocates also need to understand the priorities within the health 
sector—a good source of information on health sector priorities is the Joint Annual Heath 
Sector Review meeting.1  

Legal and Policy Environment Frameworks  
Advocates should be familiar with the legal frameworks that govern the planning and 
budgeting process. These include national or state constitutions, national health strategies 
and plans, financial management acts, budget guidelines and regulations, national health 
policies, and national health acts. Also worthy of consideration are international conventions 
and treaties that Tanzania has signed that set out basic human rights, including the right to 
health (see Appendix 1). Health budget advocates can more effectively carry out an informed 
and effective advocacy effort when they also understand the roles of different Tanzanian 
governing bodies, such as the Health Facility Governing Committee, Full Council Councilors, 
and Parliament, and other committees whose roles are outlined in Appendix 2. 

  

 
1 In Tanzania, the Joint Annual Health Sector Review meeting is conducted each year in 
October/November to look at the progress, constraints, and future priorities for the health sector. 
Stakeholders for this meeting include the Ministry of Health, Community Development, Gender, 
Elderly and Children and its agencies; sector ministries; President’s Office, Regional Administration 
and Local Government; Prime Minister’s Office; Ministry of Lands, Housing and Human Settlements 
Development; President’s Office, Public Service Management and Good Governance; Ministry of 
Energy; Ministry of Water; Ministry of Works, Transport and Communication; the Development 
Partners Group for Health; nongovernmental organizations; civil society; and private sector 
representatives. 
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Section 3: Sources of Budget Funding in Tanzania 
Donor contributions have been a leading source of funds for the health sector, comprising 
direct funding to programs and the Health Basket Fund, which is funded by development 
partners that pool un-earmarked resources to support implementation of the health sector 
strategic plan. Government funding, other domestic revenue, contributions from the 
National Health Insurance Fund (NHIF), and out-of-pocket client payments make up the 
remainder (see Figure 4). According to the National Health Accounts, 36 percent of health 
financing in fiscal year 2015/16 came from foreign sources (22 percent through direct budget 
support and 14 percent through the Health Basket Fund). Other main sources of funding that 
fiscal year included domestic revenue from central and local government taxes and non-tax 
revenue (34 percent), national and private health insurance (7 percent), and out-of-pocket 
payments (1 percent). Health budget advocacy aimed at securing sustainable domestic 
resources, including from central and local governments, could help increase financing and 
reduce the dependency on external funding.  

Figure 4: Sources of Financing for the Health Sector 

 
Source: United Republic of Tanzania, National Health Accounts 

Looking just at government contributions to the overall budget versus donor funding (and 
excluding donor funds for specific programs), it can be seen that the government has made 
positive strides in funding for health—increasing its share of funding from 62 percent of 
health funding in 2013/14 to 84 percent in 2020/21 (see Figure 5). Most of the domestic 
resources cover recurrent budget line items, such as salaries and other running costs, which 
leaves donor funds to cover costs for developing programs and interventions.  
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Figure 5: Composition of Health Sector Budget (Domestic Versus Foreign) 

Source: MOFP 2013–2021 Budget Books 

Performance of the Health Budget 
While the government has continued to increase budget allocations for the health sector, the 
increases have not always been fully disbursed (executed) in a timely manner. Figure  6 
shows the variations in budget execution from fiscal years 2015/16 to 2018/19, during which 
the percentage of budget allocated versus disbursed varied from 39 percent of allocated 
funds disbursed to 76 percent. Disbursements are also often released late, creating 
difficulties in implementing annual plans. For instance, according to the implementation 
report of the Ministry of Health, Community Development, Gender, Elderly and Children 
(MOHCDGEC), only 39 percent of the budget for the 2018/19 fiscal year was disbursed by 
March 2019, three months before year’s end (Sikika, 2019). 

Figure 6: Health Sector Budget Allocation Versus Disbursement (TZS Billion) 
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The consequences of lower budget execution are that planned activities are not implemented 
on time or not at all, as funds may be directed to other uses—unless that is legally prohibited. 
Delays in release of government funds are most often because the cash is not yet available at 
the treasury. 

Opportunity for Health Budget Advocacy 
Since low budget execution does not affect all government sectors, it would seem there is 
great opportunity for improvement in budget execution for the health sector. For example, in 
fiscal year 2016/17, the overall government funding release rate was 80 percent (MOFP, 
2017b), but only 57 percent for MOHCDGEC and 64 percent for the Tanzania Commission 
for AIDS (TACAIDS), as shown in Figure 7. Furthermore, funds released for family planning 
were especially low compared to allocation: from 2016/17 to 2018/19 disbursements were 
only 25.0 percent, 35.7 percent, and 10.7 percent of funds budgeted. Moreover, while the 
government allocated TZS 14 billion in 2019/20 and 2020/21, the amount disbursed for 
those two years is yet to be made clear. In 2019/20, the MOFP changed the budget format 
and folded family planning commodities into a line item for “essential medicines,” which 
makes it harder for advocates to discern exactly how much is allocated for family planning 
efforts. 

Figure 7: Percentage of Budget Allocated Versus Released for Three Line Items in the 
Health Sector, Compared with Overall Government Release Percentage 

Source: MOFP, 2015–2020 Budget Books 
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Section 4: Health Budget Structure, Process, and 
Budget Cycle  

Health Budget Books Structure  
Understanding the way budgets are put together is a crucial first step in influencing decision 
making because advocates are more effective if they understand policy, monitoring and 
accountability, and budget analysis. The planning and budgeting process in Tanzania is 
governed by the Constitution and various acts, amendments, regulations, and guidelines. 

Within the health sector, there are several distinct administrative agencies (i.e., the local 
government authority [LGA], the NHIF, TACAIDS, MOHCDGEC) and the healthcare 
facilities system. The healthcare system is a decentralized system of governance organized 
around three functional levels—primary, secondary, and tertiary—for private and public 
health facilities. All of these administrative agencies and the healthcare facilities system have 
a mandate to plan and budget for their entities (see Appendix 3). The budget for the health 
sector is, therefore, contained piecemeal in the regional PO-RALG, LGAs, NHIF, TACAIDS, 
and MOHCDGEC budgets. The budget for facilities is included within LGA budgets, with 
funds for essential medicines (including those for family planning) found within the 
MOHCDGEC budget. The mandate to allow health facilities to plan and budget is a recent 
reform under the Direct Health Facility Financing program.  

Budgets for all of these ministries, departments, and agencies; regions; LGAs; and other 
public entities (hereby referred to as “entities”) are organized in budget books, broken into 
four volumes. Volumes have a different budget focus covering: expected revenues (Vol. I), 
recurrent operating expenditures (Vols. II and II), and development expenditures (Vol. IV). 
Within each volume, entities are given designated budget codes, called “votes” (see Appendix 
4 for a description of terms). Some entities appear in several volumes and some in only one. 
For example, vote 52 (for MOHCDGEC) is included in Vol. I, Vol. II, and Vol. IV, whereas the 
NHIF budget appears only in Vol. III. Within each entity, there is a code for different 
departments, referred to as a “sub-vote,” such as for administration, human resources, 
pharmaceutical unit, etc. See Appendix 5 for more explanation on how volumes are 
organized and how to find health-related budgets within them.  

Recurrent and Development Health Budget  
The budget for the financial year is divided into a recurrent budget which details ongoing 
expenses (such as salaries and building costs) versus the development budget, detailing 
capital outlays for infrastructure and special programs. For fiscal years 2015/16 to 2017/18, 
the recurrent budget constituted 60 percent of the total health sector budget. This means the 
government is chiefly funding routine expenses over capital spending and special projects. 
Those latter expenses are typically funded by donors.  

Advocates interested in sustainable financing to achieve health outcomes should analyze 
budgets to assess the proportion and growth of the development budget. Advocates also 
must understand the budgeted items in both the development and recurrent budgets to 
assess if spending priorities are focusing on the most important elements of health—so that 
they can take action to influence changes they want to see. 
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The Government Budget Cycle  
The MOFP manages the government budget cycle, which runs from July 1 to June 30 
through four main stages: (1) budget planning and formulation, (2) budget negotiation and 
approval, (3) budget execution, and (4) budget reporting, monitoring, and control. 

1. Budget planning and formulation (October to March). This stage involves the 
setting of priorities by the MOFP in consultation with various government sectors, such 
as health, education, and infrastructure. The priorities are used to develop guidelines to 
prepare draft budgets for discussion and approval. 

2. Budget negotiation and approval (April to June). This stage involves 
discussions in Parliament of draft budgets and ends with approvals for enactment into 
law or amendments to be addressed by agencies. This stage may include public 
hearings whenever the budget information becomes publicly available. 

3. Budget execution (July to June). This is the year-long stage during which the 
MOFP disburses funds to implement/execute planned activities per the approved 
budget. 

4. Budget reporting, monitoring, and control (July to June). This is a year-long 
process that involves continuous monitoring of plans and budgets to identify 
achievements and bottlenecks. It focuses on accountability to gauge appropriate use of 
funds released based on financial reports. Monitoring and control also occurs during 
this period as the budget is executed. The monitoring step involves closer supervision 
of programs and projects and uses reports and observation to monitor spending to 
ensure it is in line with the budget.  

While these stages and timeframes for the budget cycle are the same for the national and 
LGA level, the process for each is slightly different. 

Budget Cycle at the National Level 
Budget Planning and Formulation 
The national budget process begins with setting priorities, starting with the Joint Annual 
Heath Sector Review meeting, which is held every year in October. The twentieth review 
meeting was held in October 2020 and identified seven priorities for fiscal year 2020/21 (see 
Appendix 6). The health sector submits its priorities to the MOFP, which includes them in 
the guidelines for preparation of the plan and budget. These guidelines and budget ceiling 
levels are subsequently released between October and November after approval by 
Parliament. In November, the MOFP circulates the approved plan and budget guidelines to 
the Department of Policy and Planning (DPP) within each ministry—which, in the health 
sector, comprises the MOHCDGEC, PO-RALG, and the Prime Minister’s Office where 
TACAIDS sits. Budget preparation then begins.  

All departments or entities within each of the ministry entities (also called ministries, 
departments, and agencies [MDAs]) submit actual requirements describing the needs—
regardless of available resources—to their respective DPP office, which reviews the needs and 
resources required to align them with the budget guidelines and ministry priorities. Once 
senior health sector leadership reviews actual requirements from all departments, it provides 
a ceiling level to all entities and may “ringfence” priorities within the health sector to protect 
certain budget line items. Based on these ceilings, ministries prepare the medium-term 
expenditure framework (MTEF) and present proposed budgets to the MOFP. 
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The final step involves negotiations between the MOFP and the MDAs to finalize budgets 
and then government consults with external development partners about what they might 
contribute. After the final MTEF has been approved by senior leadership, it is then presented 
to the Parliamentary Social Services Committee for review and approval, which typically is 
authorized by the full Parliament. 

Budget Execution  
Budget execution is the stage at which the government starts implementing its plans and 
spends its budgets to implement planned activities. The budget execution period runs the 
full fiscal year. Advocates should consult these key documents used during budget execution:  

• Revenue and budget estimate books showing expected revenues and budget for each 
MDA.  

• Action plans describing when activities will be implemented during each quarter. 

• Cash flow timing on how funds should be released each quarter. 

• Any budget memorandum, which will explain each activity in the MTEF to guide those 
who monitor implementation, such as members of parliament, CSOs, and implementing 
partners.  

Budget Cycle at the LGA Level 
At the LGA level, planning and budgeting exercises 
are conducted separately at the health facility and 
council health management team (CHMT) levels and 
later consolidated into one comprehensive council 
health plan (CCHP). The council health planning team 
(CHPT) is responsible for the development of the 
council plan, and the health facility planning team 
(HFPT) is responsible for the development of the 
health facility plan2—therefore both entities may be 
audiences for budget advocacy. The PO-RALG, in 
collaboration with the health ministry provides 
guidelines used by the CHPT and HFPT in this 
process.  

Budget Planning and Formulation 
Similar to the national level, the budget cycle at the LGA level starts with prioritizing health 
needs in early October, followed by budget formulation in early November and December. 
The council and facility budget plans are consolidated to form the CCHP, which is confirmed 
at the council level and then submitted to the regional secretariat for approval and 
forwarding to the national level.  

At the national level, the plan is assessed by a national assessment team comprising 
members from the PO-RALG for health and MOHCDGEC. District management offices may 
be called to defend their budgets. Figure 8 illustrates the budget cycle process at the 
LGA/council level for both the CHMT and facility plans. At each of these steps, advocates can 
consult with those involved and advocate for changes to the budget.  

 
2 The HFPT committee comprises the facility in-charge, facility staff, facility governing committee, the 
head teacher at the nearest school, a representative from the village/ward development committee, 
and a representative from the CHMT. 

Box 1: A Note on Family Planning 
Budgets  

A directive is in effect to ensure all 
councils allocate some funds for 
family planning programs in the 
PlanRep database, which is 
designed to assist local authorities 
in planning, budgeting, projecting 
revenue from all sources, and 
tracking funds received and spent. 
However, the directive does not 
indicate how much money or what 
percentage of the total budget the 
council should allocate for family 
planning. 
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Figure 8: Health Planning and Budgeting Cycle at the LGA Level* 

* Local government authorities include districts, municipals/cities, and villages.

SEPTEMBER 

1. Pre-planning

OCTOBER 

2. Actual planning at the CHMT and health facility level
3. Assessment of health facility plans

NOVEMBER 

4. Refining of health facility plan
5. Consolidation of health facility and CHMT plans

DECEMBER 

6. Approval of CCHP at council levels
7. Assessments of CCHPs by regional secretariats

JULY 1 

10. Plan execution

JANUARY–JUNE 

9. Assessment and
approval at the
national level

JANUARY & FEBRUARY 

8. Refinement and
submission for
national-level approval
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Budget Execution and Monitoring 

Funds that go to the CHMT include support for administration and management (e.g., 
supportive supervision, mentoring, coaching, and capacity building efforts) but do not 
include operating funds for facilities, which are paid for from their budgets. As already 
mentioned, before the Direct Health Facility Financing program in 2018, funding for both 
facilities and the CHMT were disbursed through the CHMT and then distributed to 
facilities. The new disbursement pattern has opened up numerous entry points for 
advocates to influence budget execution at the facility level. The combined funds for CHMTs 
and facilities are based on an allocation formula considering population size (60 percent), 
poverty level (10 percent), capped land (20 percent), and under-five mortality (10 percent). 
These allocations within the CHMT budget are then distributed 15 percent to the CHMT, 20 
percent to district hospitals, 25 percent to health centers, 30 percent to dispensaries, and 10 
percent to faith-based organizations. Each of these entities, therefore, represents a potential 
audience for health budget advocacy.

Within facilities, there is a further guideline to allocate resources among 13 priority areas: 35 
percent for health commodities (including family planning commodities), 15 percent for 
human resources (exclusive of labor costs), 5 percent for the health system, and 45 percent 
for other priority interventions (such as reproductive health; maternal, newborn, child, and 
adolescent health; communicable diseases; facility infrastructure; and other disease-focused 
or development-focused health interventions). Each of these priority line items may offer 
opportunities for advocates to make an argument for budget alteration.  

Disbursement of all of these funds are posted on public notice boards that advocates can 
monitor to see what has been disbursed and when, check that spending matches what was 
budgeted, and assess the quality of what was done (e.g., the quality of repairs to a health 
facility). Monitoring by CSOs can contribute to government transparency and accountability. 
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Section 5: Entry Points and Opportunities to 
Influence the Health Budget Process 
The budget cycle at the national level (Table 1) and LGA level (Tables 2 and 3) offer several 
opportunities and entry points for engagement to provide input and influence health budget 
allocation or execution. This section suggests entry points for influence at various budget 
cycle stages and at various levels of decision making. It also describes what can be 
influenced, what changes might be anticipated from previous allocations, and how to 
influence decisions regarding processes at the central and LGA level.  

Influencing Budget Allocation and Disbursement at the National Level 
The priority-setting stage at the national level is an important engagement point for 
advocates to ensure priorities are responsive to population needs and aligned with national 
strategies, such as the HSSP V; the Reproductive, Maternal, Newborn, Child, and Adolescent 
Health One Plan III; and the Family Planning Costed Implementation Plan, among others.  

Table 1: Entry Points and Opportunities for Advocacy at the National Level 

Budget Cycle 
Steps 

Fiscal Year 
Timeframe Target Audience*  Opportunities for CSO Influence  

Priority-setting September 
to October    

Ministers and 
permanent secretaries 
of MOHCDGEC, PO-
RALG, the Prime 
Minister’s Office, 
Development Partners 
Group (DPG) for Health 

Engage with specific government institutions 
or departments responsible for formulation of 
policy priorities within the health sector and 
provide technical support to make compelling 
evidence-based cases for priority interventions 
that need funding. 

Influence inclusion of specific health priorities 
in the plan and budget guidelines. 

October  Members of Joint Annual 
Heath Sector Review 

Participate in deliberations and decision 
making to set priorities for health in the 
coming fiscal year. 

Influence the prioritization of funding 
allocations and ensure budget asks are 
informed by data on their cost effectiveness: 
for example, prioritizing strengthening capacity 
of dispensaries over mobile outreach services. 

November  Members of parliament  Negotiate to ensure specific health priorities 
are included in the parliament-approved plan 
and budget guidelines. 

Budget 
planning and 
formulation 

September 
to October  

MOFP budget 
commissioner 

Influence expenditure limits for health. 

December 
to January  

DPP, MOHCDGEC Influence health budget allocation overall or 
within a specific health program.  

January  MOFP Influence protection (“ringfencing”) of some 
resources for specific needs.  

January DPP, MOHCDGEC,  
PO-RALG, TACAIDS 

Influence budget allocations, such as for a 
particular program like reproductive 
health/maternal, newborn, and child health or 
for elements of the health system, such as 
human resources or commodities. 
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Budget Cycle 
Steps 

Fiscal Year 
Timeframe Target Audience*  Opportunities for CSO Influence  

Budget 
planning and 
formulation 

February  MOFP budget 
commissioner  

Influence an increase to the overall health 
budget ceiling, a reallocation within the health 
sector to a specific issue, or both.  

February  Health chair of the DPG 
or its members 

Influence an increase to the overall health 
budget or a specific health program with 
development partners’ support.  

Influence how the government plans to spend 
the Health Basket Fund by targeting the health 
chair and members of the DPG.  

March  Permanent secretary 
and technical staff of the 
Inter-Ministerial 
Technical Committee 
that each year assists 
with the budget process  

Influence sector allocations with an aim to 
increase the health sector’s share of the 
budget. 
 

March  MOHCDGEC Influence sector allocation as above. 

Budget 
negotiation 
and approval 

April to June  Members of 
parliamentary 
committees and their 
allies (Parliamentary 
Social Service 
Committee, 
Parliamentary Regional 
Administration, and 
Local Governments (PO-
RALG) Committee 

Influence both the health sector allocation 
overall and reallocation of line items within the 
health sector. 

Confer with the MOFP and other government 
entities, such as parliamentary committees, 
about allocation decisions. 

Budget 
disbursement 

July to June, 
each 
quarter  

MOFP budget 
commissioner/DPP of 
respective ministries and 
members of the 
community 

Influence timely and full disbursement of 
allocated health budget at various levels.  

Conduct dialogue with respective institutions 
and generate evidence to build the case for 
full disbursement of funds as allocated 
(backed up with evidence supporting the need 
for funds to be spent). 

Sensitize citizens and other stakeholders on 
the need to pay required taxes so that 
government revenue is available to pay for 
programs and services. 

Budget 
reporting, 
monitoring, 
and control  

July to June  Head of unit of interest 
within MOHCDGEC, 
MDAs, and PO-RALG 

Influence transparency and accountability on 
funds being released as budgeted for the 
intended purposes.  

Track health expenditures. 

Participate in the public expenditure review 
and related processes. 

Increase accountability and transparency of 
government resources for health. 

* Many of these entities are described further in Appendix 2. 
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Influencing Budget Allocation and Disbursement at the LGA Level 
The move to disburse funds directly to health facilities has opened opportunities for health 
budget advocacy from the village and community levels up to the ministerial level where 
council plans are submitted for scrutinization and approval. Tables 2 and 3 outline how 
raising community awareness of rights and responsibilities in the government budget 
process can aid advocates to argue effectively to their local leaders for their own needs.  

Table 2: Entry Points and Opportunities for Advocacy at the Local Government Level  

Budget Cycle 
Steps  Timeframe  Target Audience* Opportunities for CSO Influence 

Budget 
formulation  

Early October  CHMT, facility in-charge, 
facility governing 
committee, and members 
of the community 

Influence prioritization of health 
needs at the facility and community 
level in line with issued national 
guidelines. 

Produce simplified versions of the 
budget to increase public 
understanding of where the 
government is allocating resources 
and the rationale for those 
decisions. When citizens have this 
information, they can participate in 
the budget process as decisions are 
made and can hold decisionmakers 
accountable for follow-through on 
identified priorities.  

Mid-October  HFPT, Health Facility 
Governing Committee, 
facility staff, village 
councils, and facility 
management teams 

Influence budget allocation for 
specific programs in facility plans 
during budget preparation.  

Late October CHMT Influence budget allocation for 
specific programs in facility plans as 
the CHMT is assessing those facility 
budgets and plans. 

Early November  CHPT Influence budget allocation for 
CHMT plans as this group is 
preparing the final budget.  

Late November Council Health Services 
Board, Council 
Management Team (CMT), 
Council Social Services 
Committee (CSSC), Council 
Financing and Planning 
Committee (CFPC), and 
facility committees 

Influence to maintain or increase 
budget allocations for health 
priorities or for the facility as a 
whole.  

Late December Regional health 
management teams 

Influence budget allocation for 
specific elements in council plans 
during regional review.  

January  MOHCDGEC, PO-RALG 
(Health) 

Influence budget allocation or 
reallocation within CCHPs. 
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Budget Cycle 
Steps  Timeframe  Target Audience* Opportunities for CSO Influence 

Budget 
negotiation and 
approval  

April to June  Members of PO-RALG 
committees 

Influence budget allocations for 
specific health programs within 
councils.  

Budget 
disbursement 
  

End of each 
quarter   

MOFP budget 
commissioner  

Influence timely and full 
disbursement of the allocated 
budget for health at council levels.  

End of each 
quarter   

District planning officer Influence transparency and 
accountability on released budget 
for intended purposes.  

Budget 
reporting, 
monitoring, and 
control  

End of each 
quarter  

CHMT and Ward 
Development Committee 

Influence various committees to 
ensure accountability and 
transparency. 

* Many of these entities are described further in Appendix 2. 

Table 3: Entry Points and Opportunities for Advocacy at the Facility Level  

Budget Cycle 
Steps Timeframe  Target Audience* Opportunities for CSO Influence  

Priority-setting  End of 
November 

Facility in-charge  Influence prioritization of health needs 
at the facility and in the community in 
line with issued national guidelines. 

Budget 
formulation  

Mid-December HFPT   Influence budget allocation for specific 
health interventions at the facility level.  

End of 
December 

CHMT  Influence allocations within health 
facilities during CHMT review of facility 
plans. Watch for changes to facility 
plans and budget allocations.  

Early January CHMT  Influence inclusion of facility budget 
plans in the CCHPs during consolidation.  

Budget 
disbursement  

End of each 
quarter   

HFPT and facility in-
charge, health facility 
governing committees, 
CHMT, and district 
planning officer  

Influence fulfillment of requirements for 
timely disbursement.  

End of each 
quarter   

MOFP budget 
commissioner  

Influence budget disbursement to the 
facility as per disbursement plan.  

Budget 
reporting, 
monitoring, 
and auditing  

End of each 
quarter  

CHMT, Ward 
Development 
Committee, full 
councils, facility 
management 
committee  

Influence various committees to ensure 
accountability and transparency.  
 

* Many of these entities are described further in Appendix 2. 
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Section 6: Case Studies on Successful Health 
Budget Advocacy in Tanzania 
This section provides case studies of CSOs that have influenced government health budgets 
at different stages. They reflect experiences at all levels of the health system and provide 
information on how the advocacy agenda was framed, the advocacy strategies used, and the 
results. 

Case Study 1: Government of Tanzania Passes a Special Provision to 
Fast-Track Procurement of Life-Saving Health Commodities in the 
Public Procurement Act of 2016  
Introduction 
Persistent contraceptive stockouts impact family planning service delivery across Tanzania. 
A study conducted by Mzumbe University in 2011 identified a long and cumbersome 
procurement process of six to eight months as one of the key barriers to commodity security 
at the last mile. Procurement procedures for contraceptives were the same as for other 
products such as machinery, metal, or furniture, regardless of their nature and use. 
However, because contraceptives are both lifesaving and have a limited shelf life, they ought 
to be available at facilities when needed. Subjecting them to lengthy procurement procedures 
can create pipeline management challenges and mean the drugs expire before reaching 
beneficiaries. 

What Was the Advocacy Problem? 
The advocacy problem was to remove bottlenecks and improve the supply chain, which 
would save resources, reduce the risk of contraceptives expiring, reduce stockouts, and 
accelerate the pace of meeting national family planning goals. 

Who Were the Advocates? What Partnerships Were Formed? 
Health Promotion Tanzania (HDT), with support from the Advance Family Planning project, 
led advocacy efforts in collaboration with other family planning stakeholders within the 
national family planning and reproductive, maternal, neonatal, child, and adolescent health 
technical working groups. 

What Was the Advocacy Objective? 
The advocates wanted to include a special provision in the Public Procurement Bill of 2016 
on the procurement of lifesaving health commodities.  

Who Were the Target Audiences?  
The target audience for this advocacy effort was parliament in its legislative decision-making 
role. Influencers in this process included the following: 

1. Ministry of Constitution and Legal Affairs: Tanzania Law Reform Commission 
and the Office of the Attorney General. 

2. Ministry of Finance and Planning: Tax Reform Task Force, Tanzania Revenue 
Authority, Government Procurement Services Agency, Public Procurement Policy 
Division, Public Procurement Regulatory Authority, the Office of the Paymaster 
General, and the Treasury. 
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3. Ministry of Health, Community Development, Gender, Elderly and 
Children: Assistant Director-Reproductive and Child Health Section, Head of 
Procurement Service Section, Director of the DPP, Managing Director-Medical Stores 
Department, Tender Board, and the Tanzania Food and Drugs Authority.  

4. Ministry of Works and Transport: Tanzania Ports Authority on matters of 
shipping, storage, clearing, and forwarding.  

5. Ministry for Industries and Trade: Tanzania Bureau of Standards, which 
conducted quality assurance tests on all commodities, a task also done by the Tanzania 
Food and Drugs Authority. 

6. The World Bank whose regulations govern international tenders. 

Advocacy targeting these bodies was mostly done during meetings organized by the Tanzania 
Law Reform Commission to gather opinions and recommendations from stakeholders on the 
Public Procurement Act of 2011. The review and revision of the act was commissioned by the 
president in November 2015.   

What Advocacy Methods and Processes Were Used? 
HDT applied the SMART (specific, measurable, achievable, relevant, and time bound) 
advocacy approach to engage key decisionmakers through one-on-one meetings, 
submissions, and presentations in stakeholders’ meetings, parliamentary standing 
committees (on social services and budget), law review meetings, and during public hearings 
of the Parliamentary Committee on Constitution and Legal Affairs. 

While initial efforts focused on engaging the Tanzania Law Reform Commission, the 
parliament passed the Public Procurement Bill of 2016, which did not contain the special 
provision, which the Tax Reform Task Force had removed. A public hearing was called by the 
Parliamentary Budget Committee and family planning advocates, led by HDT, which 
provided evidence that was successful in convincing the committee of the importance of the 
special provision. Subsequently in the final debate on the bill, parliamentary champions 
advocated for the special provision to be included and were successful.   

What Were the Main Advocacy Messages? 
The main advocacy ask was to “include a special provision on the procurement of lifesaving 
health commodities.” 

What Challenges Were Encountered during the Advocacy Process? 
• Short notices on key meetings organized by the government and the parliament.  

• Resistance from government officials. In particular, the Tax Reform Task Force reacted 
to the proposed article by removing it from the draft bill due to perceptions that the 
special provision would take away tax revenues and other dues charged during multiple 
steps of the procurement process by multiple agencies involved.   

• Low understanding among some decisionmakers and influencers (such as lawyers, 
economists, and engineers) on contraceptives and how they are a lifesaving health 
commodity. 

How Were the Challenges Overcome? 
To overcome these challenges, advocates were persistent in scanning for information and 
seizing every opportunity to share data and evidence with family planning champions in 
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parliament, ensuring constant communication with key champions and staying current on 
the issue. 

What Were the Results of the Advocacy? 
By June 2016, the government included a special provision in the Public Procurement Act to 
fast-track procurement of contraceptive commodities. The special provision was passed 
during the final discussion of the bill in parliament. 

For more information, contact the Advance Family Planning project, Johns Hopkins Center 
for Communication Programs (JHU-CCP) Tanzania or Health Promotion Tanzania.  

Case Study 2: Expand Access to Family Planning Budget Information 
through a Parliamentary Committee Directive on Budget 
Transparency 
Introduction 
While the government of Tanzania raised its family planning budget allocation to 14 billion 
Tanzanian shillings (fiscal year 2017/18) from 5 billion shillings (2016/17), the level of fund 
disbursements has been low and release has been delayed, leading to suboptimal 
implementation of planned activities. Although the government issued a budget directive 
requiring all LGAs to allocate funds for family planning, implementation of the directive was 
slow and budget allocations have also been low. 

What Was the Advocacy Problem? 
While CSOs continue to advocate for full and timely disbursements, access to government 
budget data to justify these advocacy efforts was difficult for two reasons: (1) the government 
changed the budget and spending reporting schedule from quarterly to annually, resulting in 
advocates having to wait for a year to access data, and (2) the government removed the 
family planning budget line from the MTEF of the MOHCDGEC and merged family planning 
into the budget line for drugs and medicine overall, making it difficult for advocates to easily 
identify data on contraceptive funding.  

Who Were the Advocates? What Partnerships Were Formed? 
Advocates included the following partners involved with the Tanzania Communication and 
Development Center (TCDC): Advance Family Planning Tanzania Country Office, HDT, 
Sikika, and HakiElimu. The project engaged the PO-RALG. 

What Was the Advocacy Objective? 
The objective was for parliament to issue a directive to the MOFP and PO-RALG on 
reinforcing public access to quarterly data on budget releases and spending.  

Who Were the Target Audiences?  
The target audiences included the following parliamentary committees: Budget Committee, 
Social Development and Services Committee, Regional Administration and Local 
Governments Committee, Tanzania Women Parliamentary Group, and the Tanzania 
Parliamentary Association on Population and Development. They are responsible for 
government oversight, budget approval and supervision, and legislation. 
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Categories of Parliamentary Committees  

 Committee Role 

Budget Committee  Approver 

Social Development and Services Committee Decisionmaker 

Administration and Local Government Committee Decisionmaker for LGA budgets 

Tanzania Women Parliamentary Groups  Influencers 

Tanzania Parliamentary Association on Population and Development  Champions 

What Advocacy Methods and Processes Were Used? 
The advocates conducted a landscape assessment to gather evidence and understand the 
issue. They then developed policy briefs and PowerPoint presentations that summarized 
data, organized one-on-one meetings with ministry officials, and held focused meetings with 
members of parliament. 

What Were the Main Advocacy Messages? 
The main advocacy message was that it was important for transparency and accountability of 
public finances that the government make disbursement reports accessible to the public in a 
timely manner. 

What Challenges Were Encountered during the Advocacy Process? 
The executive office of the government was making frequent statements against family 
planning and downplaying its importance. As a result, lower-level decisionmakers and 
service providers were frightened to make appropriate decisions for family planning services.  

How Were the Challenges Overcome? 
To overcome the challenge of an increasingly negative sentiment on family planning, 
partners collectively decided to highlight family planning benefits as a development issue 
rather than only its health benefits. Further, advocates directed attention away from political 
sentiments about family planning to country policies, programs, strategies, and plans that 
essentially had remained intact and supportive of family planning. They highlighted policies 
such as Tanzania’s Development Vision 2025, National Population Policy, National Health 
Policy, Health Sector Strategic Plan, One Plan II, the Second National Family Planning 
Costed Implementation Plan, and annual plans and budgets. 

What Were the Results of Advocacy? 
The overall objective is not yet achieved but incremental progress has been made. 

• The Social Development and Services Committee included a directive on transparency 
for family planning disbursement and expenditure data in its February 2018 report. This 
directive was supported by other parliamentary committees during their sessions. This 
directive applies from the time it was issued until it is formally nullified or an opposing 
directive is issued. 

• The level of transparency on family planning expenditures has been gradually 
improving. Parliamentary committees are receiving annual budget release and spending 
reports; however, these reports are not yet made publicly available except upon formal 
request. Parliamentary reports and speeches are posted on parliament’s website after 
they have been submitted and discussed in the parliament. Those reports and speeches 
are general and provide an overall picture of the sectors that parliamentary committees 
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oversee but do not provide the detail needed for advocates to properly analyze budget 
allocations. 

• Sustained advocacy efforts have unlocked avenues for increased transparency. For 
example, the director of policy and planning at MOHCDGEC coordinates the teams 
responsible for budget data from the MOHCDGEC, PO-RALG, and MOFP to work 
closely with family planning stakeholders on compiling timely budget data and making 
it public. Also, the MOHCDGEC invited the Tanzania Communication and Development 
Center to join the commodity security committee, which is where data are shared, 
discussed, and issues addressed. This is the first platform where disbursement data is 
shared and advocacy issues can be raised. 

For more information, contact the Tanzania Communication and Development Center. 
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https://www.unicef.org/esa/media/8416/file/UNICEF-Tanzania-Mainland-2020-Health-Budget-Brief-revised.pdf
https://www.unicef.org/esa/media/8416/file/UNICEF-Tanzania-Mainland-2020-Health-Budget-Brief-revised.pdf
https://apps.who.int/nha/database
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Appendix 1: Tanzania Commitments to Health  
Tanzania’s commitment to health is declared in various government documents and specified 
in the National Health Policy 2007 (currently under review), which envisions a healthy 
community that contributes effectively to individual as well as to the nation’s development. 
The national health policy sits on the foundation of Tanzania’s Development Vision 2025, 
which provides direction and a philosophy for long-term development for the nation. By 
2025, Tanzania has stated it wants to achieve a high quality of livelihood for its citizens, 
peace, stability and unity, good governance, a well-educated society, and a competitive 
economy capable of producing sustainable growth and shared benefits. The Vision 2025 
document identifies health as one of the priority sectors contributing to a higher-quality life 
for all Tanzanians.  

Similarly, the National Five-Year Development Plan 2021/22–2025/26 (FYDP III) also 
prominently reflects an objective to provide quality healthcare ensuring that people are fit to 
participate in social and economic activities. The manifesto for the ruling party, Chama cha 
Mapinduzi, (2020–2025), which outlines the country’s vision, mission, and priority 
interventions for this five-year period, has also clearly stipulated the need for improving the 
health status of the people of Tanzania.  

The Health Sector Strategic Plan V: 2021–2026 (HSSP V) provides a roadmap to implement 
the national health policy and Vision 2025. Its strategic outcome is to implement a health 
financing strategy that maximizes equitable access to quality health services for all, provides 
financial protection against ill health, and promotes strategic purchasing.  

Global and regional commitments and declarations on financing healthcare endorsed by 
countries, including Tanzania, to safeguard and improve the health of its citizens include: 

• The Abuja Declaration (2001) was a pledge by African Union countries to allocate at 
least 15 percent of their annual budget to improve the health sector and urged donor 
countries to scale up support. Other international spending targets include the World 
Health Organization target in 2003 urging countries to spend 5 percent of their gross 
domestic product (GDP), revised in 2017 to a target of USD 112 per capita. 3

• The Kampala Declaration on Fair and Sustainable Health Financing (2005) 
encompassed several declarations for the development of fair and sustainable health 
financing in low-income countries and declared health as a fundamental human right.  

• Family Planning 2020 and 2030 is a global partnership seeking a range of policy, 
financing, and delivery commitments from developing countries, donors, the private 
sector, and civil society.  

• The 2030 Agenda for Sustainable Development 2016–2030, subsequent to the 
adoption of the Sustainable Development Goals (SDGs), followed the Addis Ababa 
Action Agenda (AAAA) 2015, both of which call for greater country ownership and 
sustainable financing for development, elevating domestic resource mobilization as a 
priority to support the implementation of the 2030 Agenda for Sustainable 
Development. 

 
3 Prabhakaran, S., M. Ginivan, and A. Dutta. 2017. Beyond Abuja: A Primer on Approaches for 
Timely and Targeted Health Budget Advocacy—Building on the Tanzanian Experience. Washington, 
DC: Palladium, Health Policy Plus. 

https://www.mof.go.tz/mofdocs/overarch/vision2025.htm
https://mof.go.tz/docs/news/FYDP%20III%20English.pdf
https://afisikuu.ccm.or.tz/website/ilani/ILANI%20YA%20CCM%202020.pdf
https://afisikuu.ccm.or.tz/website/ilani/ILANI%20YA%20CCM%202020.pdf
https://mitu.or.tz/wp-content/uploads/2021/07/Tanzania-Health-Sector-Strategic-Plan-V-17-06-2021-Final-signed.pdf
https://www.who.int/health_financing/documents/kampala.pdf
https://www.familyplanning2020.org/
https://www.un.org/ga/search/view_doc.asp?symbol=A/RES/70/1&Lang=E
https://sustainabledevelopment.un.org/content/documents/2051AAAA_Outcome.pdf
https://sustainabledevelopment.un.org/content/documents/2051AAAA_Outcome.pdf
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Appendix 2: Health Planning and Budgeting 
Committees at National and Subnational Levels 
Council Health Services Board (CHSB) Role 
• Give directives and ensure equal opportunities in the provision of health services in the 

district. 

• Monitor the provision of quality curative, preventive, promotive, and rehabilitative 
health services to the district. 

• Create a conducive environment to ensure approved health plans are implemented 
timely. 

• Ensure the council health management team (CHMT) provides timely health services to 
the people. 

• Ensure that communities are sensitized on their health rights and responsibilities and 
build confidence in the system and the providers. 

• Supervise the CHMT on issues related to the organization and provision of health 
services, public and private; implementation of national policies; and financial 
management systems. 

• Supervise the CHMT in preparing council health plans ready for approval. 

• Monitor implementation of health plans.  

• Evaluate health services and provide feedback to the CHMT. 

• Identify and mobilize additional funding for implementing district health plans. 

• Receive and approve all reports from the CHMT for submission to the council and 
feedback to the Ministry of Health, Community Development, Gender, Elderly and 
Children.  

• Coordinate efforts of government, private, and nongovernmental organizations involved 
in providing health and health-related services within the council. 

• Manage and administer district human resources, including hiring and firing of 
personnel, and other health resources. 

Council Health Management Team (CHMT) Role 
• Prepare comprehensive district health plans in line with the national district health 

planning guidelines. 

• Ensure the comprehensive district health plan is implemented by themselves and by 
hospitals, health centers, dispensaries, village health posts, and communities. 

• Ensure provision of transport, drugs, vaccines, medical supplies, and equipment to 
hospitals, health centers, and dispensaries.  

• Train and sensitize health workers and communities to address health issues. Carry out 
job training for health workers. 

• Prepare schedules for community outreach and conduct health services. 

• Explore additional sources of funding and improve collection and controls for council 
health funds. 
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• Oversee district adherence to health policies and ethical codes. 

• Offer professional work in hospitals part-time.  

• Carry out supervisory visits in health facilities. 

Regional Health Management Team Role 
• Review comprehensive council health plans (CCHPs), ensure the contents of the plans 

are coherent, and ensure logical and clear intervention logic that is well-aligned with 
different guidelines.  

• Ensure adherence to principles of planning and budgeting, including compliance to 
ceilings, and translate sector policies into practice.  

Hospital Management Team Role 
• Ensure provision of quality medical/health services in the hospital in line with essential 

health packages. 

• Prepare comprehensive hospital annual plans and budgets based on data analysis and 
submit to relevant authorities. 

• Control use of resources (funds, drugs, reagents, and other supplies). 

• Conduct comprehensive needs assessments on personnel, finances, equipment, and 
supplies. 

• Procure, store, and maintain drugs, supplies, and equipment in the hospitals. 

• Conduct meetings according to schedule. 

• Resolve conflicts among hospital workers. 

• Compile quarterly and annual progress and financial reports and submit to relevant 
authorities. 

• Assist CHMT in the control of outbreaks and emergencies. 

• Ensure adherence to professional ethical codes of conduct by all hospital health 
workers. 

• Support and strengthen the council referral system and give feedback to lower health 
facilities on referred cases. 

District Planning Officer Role 
• Convene meetings of the District Planning Boards at least once in two months and to 

pursue the recommendations of such meetings with the concerned Departments of the 
State Government and other agencies. 

• Prepare District Annual Plans for the districts and to place the same before the District 
Planning Boards for consideration before submission to Government. 

• Monitor the implementation of various plan schemes in the districts in general, to 
identify the limiting factors in the implementation of plan schemes and to place the 
matter before the District Planning Boards and State Government with specific 
suggestions for ensuring speedy and efficient implementation of plan schemes. 

• Compile and consolidate quarterly progress reports of district-level plan schemes 
hitherto done by the District Statistical Officers, to place such consolidated reports 
before the District Planning Boards for review and then to finalize the consolidated 
quarterly progress reports of such district-level plan schemes for submission to 
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Government in the month following each quarter. Quarterly progress reports may be 
obtained from the District Heads of Development Departments, who may also furnish 
such other information and materials as may be necessary for compilation of the 
reports. 

• Take up such other activities as may be assigned to them from time to time by the 
District Planning Boards or by the Government. 

• Perform all other functions as assigned to them by the government. 

• Ensure co-ordination among all the district heads of development departments in the 
formulation and implementation of plan schemes. 

Health Facility Governing Committee (HFGC) Role 
• Receive, analyze, and approve plans and budgets of health centers. 

• Receive quarterly and annual implementation and financial reports prepared by the 
facility management teams. 

• Explore sources of revenue and ensure sufficient facility resources for health services 
provision.  

• Liaise with the council health services board and other partners in the provision of 
quality healthcare services. 

• Advise and recommend to the council regarding employment, deployment, training 
needs, and staff motivation. 

• Support the facility management team on day-to-day operations. 

Ward Health Committee (WHC) Role 
• Initiate and coordinate community health plans. 

Village Health Committee (VHC) Role 
• Identify community needs and integrate them into health facility action plans. 

• Act as a link between the community and nearby health facilities serving the population.  

• Initiate and participate actively in health-related activities at the household and 
community levels. 

• Develop mechanisms for sustaining community-owned resource persons, which include 
community-based healthcare workers. 

• Initiate and strengthen all development initiatives conducted in the area (with the 
government, nongovernmental organizations, and private sector groups doing the 
work). 

• Collect community-based health data and support identification and contact tracing of 
cases as part of preventive and curative care services.  

• Mobilize communities to enroll into the community health fund and ensure 
accountability for the use of resources. 
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Appendix 3: Organization of Health System Structure 
in Tanzania 
The national health system operates in a decentralized system of governance organized 
around three functional levels for both private and public health facilities. These levels are 
primary, secondary, and tertiary with different administrative structures and different roles, 
including preparation of plans and budgets, within each level.  

• Primary level: Provides healthcare services through dispensaries in villages, health 
centers, at the ward level, and in district hospitals.  

• Secondary level: Provides healthcare services through regional referral hospitals 
accepting referrals from all public and private primary-level facilities within the region.  

• Tertiary level: Offers healthcare services through zonal referral hospitals, national 
hospitals, and specialty hospitals. The first two take referrals from secondary facilities 
while specialized hospitals are referral centers for specialized services nationwide. Zonal 
consultant referral hospitals, national hospitals, and specialty hospitals are overseen 
and managed by the Ministry of Health, Community Development, Gender, Elderly and 
Children (MOHCDGEC) through different administrative structures. 

Local government authorities (LGAs) have a full mandate for planning, implementation, 
monitoring, and evaluation of health services within the councils/districts and within 
facilities through a comprehensive council health plan (CCHP). Other structures within the 
councils have responsibilities for coordination and safeguarding the effective use of 
resources. These are council health service boards at the district level, hospital governing 
committees for district hospitals, and health facility governing committees at the health 
center and dispensary levels.  

The regional secretariat oversees daily management of health services in the region. The 
regional health management team, headed by the regional medical officer, coordinates 
health services within the region. They oversee the regional referral hospitals and the council 
health management teams (CHMTs) and provide technical back-up to the regional referral 
hospital management team and CHMTs. Both the council and regional health management 
teams report to the President’s Office, Regional Administration and Local Government (PO-
RALG), which is responsible for overseeing the council and regional health service. PO-
RALG is responsible for managing service delivery at LGA levels and has oversight of plans 
and budgets for government health entities within the regions and councils. The budget for 
the entire LGA level is included in the PO-RALG budget.  

As the chief ministry for the health sector, MOHCDGEC is meant to ensure the budget 
planning process is inclusive so that stakeholders can participate. It is responsible for policy 
formulation, supervision, and regulation of all health services nationally and plays a direct 
role in the management of plans and budgets for national hospitals, special hospitals, zonal 
referral hospitals, regional referral hospitals, and ministries, departments, and agencies 
within MOHCDGEC. The Tanzania Commission for AIDS (TACAIDS) budget is reflected in 
the Prime Minister’s Office budget. 

The Ministry of Finance and Planning is responsible for developing directives and guidelines 
for health and other sectors to develop plans and budgets, including medium-term 
expenditure framework plans; ensures adherence to planning and budgeting principles, 
including compliance to ceilings; and disburses funds for the implementation of plans. The 
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ministry provides financing to cover health costs at various levels. For the health sector, cost 
centers include the MOHCDGEC, TACAIDS, PO-RALG, and the National Health Insurance 
Fund at the central level, and regions and LGAs at the subnational level.   
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Appendix 4: Concepts and Terminology 
Budget  A budget is a document that sets out how much money (income or revenue) is 

coming in, where it is coming from, and what it will be spent on (expenditure). 

Budget cycle The life of a budget from formulation to evaluation. It involves four stages: (1) 
planning and formulation, (2) negotiation and approval, (3) execution and 
reporting, and (4) monitoring and control. 

Cost center The level of health service provision to which a cost can be allocated.  

Consolidated fund All revenues derived from all sources for the use of the Government of the 
United Republic of Tanzania, except revenues that have been specified by law 
to be used for a specific purpose or to be paid into another fund for special 
use. The main expenditure under consolidated funds services is debt 
repayment. 

Comprehensive 
Council Health Plan 

An annual health plan for a council, which consolidates the technical and 
financial plans for the council health management team and for health 
facilities. 

Development budget The budget for capital investments for projects or special purposes that are 
non-recurring. 

Development 
expenditure 

The budget for capital expenditures for specific purposes, including 
infrastructure, rehabilitation, and medical equipment procurement.   

Medium-term 
expenditure 
framework (MTEF) 

The annual, rolling three-year expenditure planning that sets out priorities and 
hard budget constraints for the medium term against which sector plans can 
be developed and refined. The overall objective of the MTEF is to improve 
budget management focus to improve predictive value, enhance budget 
sustainability, and develop an output-oriented budget that focuses on service 
delivery improvements. 

National budget The annual estimates of the revenues and other receipts of the government, 
including estimates of the budgets of Parliament and the judiciary, and grants 
to local government authorities submitted to the Parliament for approval. 

Nongovernmental 
organization (NGO)  

The Tanzania Non-Governmental Organizations Act, 2002 defines a 
nongovernmental organization as a voluntary grouping of individuals or an 
organization that is autonomous, non-partisan, nonprofit, and organized 
locally at the grassroots, national, or international levels for the purpose of 
enhancing or promoting economic, environmental, social, or cultural 
development, protecting the environment, or lobbying or advocating on issues 
of public interest of a group of individuals or organization. Nongovernmental 
organizations include civil society organizations (CSOs), community groups, 
research institutions, cooperative societies, think tanks, advocacy groups, 
academic institutions, media, and faith-based institutions.   

Recurrent budget The budget for regular and ongoing expenses, such as salaries, utilities, and 
other operating expenses. 

Recurrent 
expenditures 

Spending outlays on goods and services, including salaries, rentals, offices, 
operating expenses of government industries and services, interest, and 
maintenance. 

Vote  The unique number assigned for budget allocation and expenditures to 
specific government departments, regions, and local government authorities. 

Sub-vote The unique number for budget allocation and expenditure(s) for a specific 
subsection within government departments, regions, and local government 
authorities. 
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Appendix 5: Budget Books and Cost Codes 
Budget Books 

Books Details 

Volume I  Details the government’s expected revenue to be collected or the amount of 
promised donor funds. 

Volumes II and III Recurrent expenditures for ministries, departments, agencies, and local 
government authorities. 

Volume IV Development expenditures for ministries, departments, agencies, and local 
government authorities.  

Organization of Health Sector Vote and Sub-vote 

Na Description Vol. I Vol. II Vol. III Vol. IV 

1 

Ministry of Health, 
Community 
Development, Gender, 
Elderly and Children 
(Vote 52) 

Revenue Recurrent  Development 

2 

President’s Office, 
Regional Administration 
and Local Government  
(Vote 56) 

Revenue  Recurrent (sub-
vote 2007)  Recurrent (sub-

vote 2007) 

3 Regions Revenue  
Each region 
has vote (codes 
36 to 95) 

Development for 
each region 
(sub-vote 3001) 

4 Local government 
authorities Revenue  Recurrent 

Development 
within specific 
regions 

5 Tanzania Commission 
for AIDS (Vote 92) Revenue Recurrent  Development 

6 
National Health 
Insurance Fund  
(Vote 22) 

Employer 
actual 
contributions  

Employer 
actual 
contributions  

  

Cost Center Codes at the Local Government Authority Level and Distribution of Health 
Resources 
Resources allocated for health within the district council are distributed according to the cost 
center code and reflected in the PlanRep system as shown in the following table.4 For 
example, in the health sector, there is one cost center code that covers all health centers in 
the local government authority, and another code for all dispensaries. When conducting 
budget analysis, advocates should extract budget and expenditure data against cost center 
codes across different levels of service provision. The resource allocation formula is also 
shown indicating how funds are typically divided across different levels of the system. 

 
4 The PlanRep system is a web-based tool to assist local government authorities in planning, 
budgeting, projecting revenue, and tracking funds received and to assist in actual implementation and 
financial and non-financial reporting. 
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Distribution of Health Resources by Cost Center and Code 

Cost Center Code Allocation 

Council Health Management Team 508A 15% 

Council Hospital 508B 20% 

Voluntary Agency Hospital 508C 10% 

Health Center 508D 25% 

Dispensary 508E 30% 
Source: United Republic of Tanzania, 2020 
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Appendix 6: Health Budget Priorities for 2020/21 

Governance 
• Strengthen linkages between health promotion, prevention, curative, and rehabilitation 

services 

• Strengthen linkages and mandates across health institutions (Tanzania Food and 
Nutrition Center, Tanzania Medical and Drug Authority, and Government Chemist 
Laboratory Authority, among others) 

• Strengthen inter-sectorial collaboration with operational partners (e.g., President’s 
Office, Regional Administration and Local Government and implementing partners) 
and strengthen technical working group participation 

Health Financing 
• Increase enrollment into the improved Community Health Fund and National Health 

Insurance Fund  

• Regulations on reimbursement of claims, eligibility clarification, automation, etc. 

Human Resource 
• Improve absorption, production, retention, and public-private partnerships 

Service Delivery 
• Harmonize quality of care (integrating, sharpening, synergizing, and intensifying) 

• Reduce maternal and neonatal mortality and morbidity 

• Intensify adolescent-friendly services  

• National Agenda to Accelerate Investment for Adolescent Health and Wellbeing (2019–
2022) and the National School Health Strategic Plan (2018–2023) 

New Health Challenges  
• Operationalize developed emergency preparedness systems 

• Non-communicable diseases and nutrition 

• Strengthen inter-sectorial collaboration  

Community System   
• Strengthen governance in communities 

• Incorporate community development and social welfare 

Information, Communication, and Technology Strategy (Digital Health Strategy) and 
Monitoring, Evaluation, and Learning 
• Ensure interoperability of systems  

• Improve data quality  

• Enable informed decision making 



For more information, contact:

Health Policy Plus

Palladium

1331 Pennsylvania Ave NW, Suite 600

Washington, DC 20004

Tel: (202) 775-9680

Fax: (202) 775-9694

Email: policyinfo@thepalladiumgroup.com

www.healthpolicyplus.com
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