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The 2022 Tanzania Demographic and Health Survey and Malaria Indicator Survey (2022 TDHS-MIS) was
implemented by the Tanzania National Bureau of Statistics (NBS) and the Office of the Chief Government
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provided technical assistance through The DHS Program, a USAID-funded project providing support and
technical assistance in implementing population and health surveys in countries worldwide.
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FOREWORD

The 2022 Tanzania Demographic and Health Survey and Malaria Indicator Survey (2022 TDHS-MIS) is
the 7th DHS survey in Tanzania to be conducted through The DHS Program. The 2022 TDHS-MIS was
implemented by the National Bureau of Statistics (NBS), Tanzania Mainland, and the Office of the Chief
Government Statistician (OCGS), Zanzibar, in collaboration with the Prime Minister Office (PMO),
President Office, Regional Administrative and Local Government, the Ministry of Health (MoH) for
Tanzania Mainland, the Ministry of Health (MoH) for Zanzibar, Tanzania Food and Nutrition Centre,
National Malaria Control Program, Eastern Africa Statistical Training Centre, Sokoine University of
Agriculture, and the University of Dodoma.

The main objective of the 2022 TDHS-MIS is to obtain current information on health to inform policies at
global, regional, and national levels and to measure progress towards the Tanzania Development Vision
2025, the Third National Five Year Development Plan (FYDP I11 2021/22-2025/26), East Africa
Community Vision 2050 (EAC 2050), Africa Development Agenda 2063 (ADA 2063), and the Global
Agenda 2030 on Sustainable Development Goals (2030 SDGs). The 2022 TDHS-MIS also helps to assess
the progress made in improving the living standards of the people. This report presents only the key
indicators from the 2022 TDHS-MIS; a more comprehensive report will be published later in 2023.

The 2022 TDHS-MIS had many collaborators, including the Government of Tanzania, ICF, United
Nations Children’s Fund (UNICEF), United States Agency for International Development (USAID), the
President’s Malaria Initiative (PMI), Canadian International Development Agency (CIDA), Centers for
Disease Control and Prevention (CDC), Foreign, Commonwealth and Development Office (FCDO),
Deutsche Gesellschaft fiir Internationale Zusammenarbeit (G1Z), Hilton Foundation, Irish AID, Nutrition
International, Royal Norwegian Embassy and Legal and Human Rights Centre (LHRC), and World Food
Programme (WFP).

It is my hope that this Key Indicators Report will provide policy makers, program managers, planners, and
other stakeholders with key information they need for their endeavours until the detailed final report is
available.

Hon. Ummy A. Mwalimu (Member of Parliament)
Minister for Health






SUSTAINABLE DEVELOPMENT GOAL INDICATORS

Sustainable development goal indicators—Tanzania DHS-MIS 2022

Sex
Indicator Male Female Total
2. Zero hunger
2.2.1 Prevalence of stunting among children under age 5 33.3 26.6 30.0
2.2.2 Prevalence of malnutrition among children under age 5
a) Prevalence of wasting among children under age 5 4.2 2.4 3.3
b) Prevalence of overweight among children under age 5 3.7 3.3 35
3. Good health and well-being
3.1.2 Proportion of births attended by skilled health personnel na na 85.0
3.2.1 Under-5 mortality rate! na na 43.0
3.2.2 Neonatal mortality rate* na na 24.0
3.7.1 Proportion of women of reproductive age (age 15-49 years) who have their need
for family planning satisfied with modern methods na 53.1 na
3.7.2 Adolescent birth rate per 1,000 women
a) Girls age 10-4 years? na 1 na
b) Women age 15-19 years?® na 112 na
4. Quality education
4.2.1 Proportion of children age 24-59 months who are developmentally on track in
health, learning and psychosocial well-being* 44.1 50.8 47.4

na = not applicable

1 Expressed in terms of deaths per 1,000 live births for the 5-year period preceding the survey

2 Equivalent to the age-specific fertility rate for girls age 10-14 for the 3-year period preceding the survey, expressed in terms of births per
1,000 girls age 10-14

3 Equivalent to the age-specific fertility rate for women age 15-19 for the 3-year period preceding the survey, expressed in terms of births per
1,000 women age 15-19

4 Equivalent to the Early Childhood Development Index 2030 (ECDI2030)
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1 INTRODUCTION

The 2022 Tanzania Demographic and Health Survey and Malaria Indicator Survey (2022 TDHS-MIS) was
implemented by the National Bureau of Statistics (NBS) and the Office of the Chief Government
Statistician (OCGS) in collaboration with the Ministry of Health, Tanzania Mainland and the Ministry of
Health, Zanzibar. Data collection took place from February to July 2022. ICF provided technical assistance
through The Demographic and Health Survey Program (DHS), which is funded by the United States
Agency for International Development (USAID) and offers financial support and technical assistance for
population and health surveys in countries worldwide. Other agencies and organisations that facilitated the
successful implementation of the survey through technical or financial support were the Government of
Tanzania; the President’s Malaria Initiative (PMI); the Canadian International Development Agency
(CIDA); the Centers for Disease Control and Prevention (CDC); the Foreign, Commonwealth and
Development Office (FCDO); the Deutsche Gesellschaft fiir Internationale Zusammenarbeit (G1Z); Hilton
Foundation; Irish AID; Legal and Human Rights Centre (LHRC); Nutrition International; Royal
Norwegian Embassy; United Nations Children’s Fund (UNICEF); and World Food Programme (WFP).

This Key Indicators Report presents a first look at selected findings from the 2022 TDHS-MIS. A
comprehensive analysis of the data will be presented in a final report in 2023.

SURVEY OBJECTIVES

The primary objective of the 2022 TDHS-MIS is to provide up-to-date estimates of basic demographic and
health indicators. Specific objectives of the TDHS-MIS included to:

= Collect data to calculate demographic rates including fertility, infant and child mortality, adult and
maternal mortality

= Collect data on disability among the household population

= Measure the level of contraceptive knowledge and use, by method

= Collect data on proximate determinants of fertility, fertility preferences, and unmet need for family
planning

=  Collect data on the reproductive health of women (antenatal, delivery, and postnatal care) and the
health and nutrition of their children (breastfeeding and supplementary feeding practices,
immunisations, and the prevalence and treatment of childhood illnesses)

=  Collect information on the use of insecticide-treated mosquito nets, persons who slept under the nets,
and the use of antimalarial drugs for treatment of fever among children under 5

= Collect data on women’s experience of domestic violence (emotional, physical, and sexual violence)

= Collect data on maternal mortality and adult all-cause male and female adult mortality via the
sisterhood method

= Collect data on female genital cutting among eligible women age 1549

= Assess the nutritional status of children under five, and women and men age 15-49, by means of
anthropometric measurements (height and weight) and by anaemia testing among women age 15-49
and children under 5

= Provide an estimate of malaria prevalence among children 6-59 months according to rapid diagnostic
tests

= Provide information on the prevalence of high blood pressure among the adult population

= Measure the micronutrient status of women age 15-49 and children 6-59 months via venous blood
sample testing

The information collected through the 2022 TDHS-MIS is intended to assist policymakers and programme
managers in designing and evaluating programmes and strategies for improving the health of Tanzania’s
population. The 2022 TDHS-MIS also provides indicators relevant to track the Sustainable Development
Goals (SDGs) for Tanzania and the Third National Five Year Development Plan (FYDP I11).






2 SURVEY IMPLEMENTATION

2.1 SAMPLE DESIGN

The sample design for the 2022 TDHS-MIS had two stages and was intended to provide estimates for the
entire country, for urban and rural areas in the Mainland, and for Zanzibar. For specific indicators, such as
contraceptive use, the sample design allowed for the estimation of indicators for each of the 31 regions—
26 regions from Tanzania Mainland and 5 regions from Zanzibar. The first stage involved selecting sample
points (clusters), consisting of enumeration areas (EASs) delineated for the 2012 Tanzania Population and
Housing Census (PHC). A total of 629 clusters were selected. Among the 629 EAs, 211 EAs were from
urban areas and 418 EAs were from rural areas.

In the second stage, 26 households were to be systematically selected from each cluster, for a total
anticipated sample size of 16,354 households for the 2022 TDHS-MIS.

A household listing operation was carried out in all the selected EAs before the main survey. The
household listing operation consisted of visiting each of the selected EAs to draw a location map and a
detailed sketch map and to list all residential households found in the EA with the address and the name of
the head of the households. The resulting list of households served as sampling frame for the selection of
households in the second stage. During the listing operation, field teams collected global positioning
system (GPS) data—TIatitude, longitude, and altitude readings—to produce one GPS point per EA.

To estimate geographic differentials for certain demographic indicators, Tanzania was divided into nine
geographic zones. Although these zones are not official administrative areas, this classification system is
also used by the Reproductive and Child Health Section of the Ministry of Health. Grouping of regions
into zones allows for a larger denominators and smaller sampling errors for indicators at the zonal level.
The zones are as follows:

Mainland:

= Western zone: Tabora, Kigoma

= Northern zone: Kilimanjaro, Tanga, Arusha

= Central zone: Dodoma, Singida, Manyara

= Southern Highlands zone: Iringa, Njombe, Ruvuma

= Southern zone: Lindi, Mtwara

= South West Highlands zone: Mbeya, Rukwa, Katavi, Songwe
= Lake zone: Kagera, Mwanza,Geita, Mara, Simiyu, Shinyanga
= Eastern zone: Dar es Salaam, Pwani, Morogoro

Zanzibar:
= Zanzibar zone: Kaskazini Unguja, Kusini Unguja, Mjini Magharibi, Kaskazini Pemba, Kusini Pemba

All women age 15-49 who were either usual residents or visitors in the household on the night before the
survey were included in the 2022 TDHS-MIS and were eligible to be interviewed. In a subsample of half
of all the households selected for the survey, all men age 15-49 years were eligible to be interviewed if
they were either usual residents or visitors in the household on the night before the survey. In this
subsample, with the parent’s or guardian’s consent, all children age 0-59 months, all women age 15-49,
and all men age 15-49 had their height and weight measured. Children 6-59 months were also tested for
anaemia and malaria via rapid tests. Women were also tested for anaemia and were asked to provide a
urine sample for laboratory testing to detect the presence of iodine.

A subsample of approximately 20 percent of all households were selected for the micronutrient
component. Within those households, all interviewed women age 15-49 and children 6-59 months were
eligible for venous blood collection. Samples were collected, processed and sent to the Tanzania Food and



Nutrition Centre (TFNC) for storage and analysis. Drops of the venous blood collected from women and
children in the field were tested on-the-spot for anaemia and malaria. A range of micronutrient assays are
expected to be carried out by TFNC and the results will be published in a separate report at a later date.

2.2 QUESTIONNAIRES

Four questionnaires were used for the 2022 TDHS-MIS: the Household Questionnaire, the Woman’s
Questionnaire, the Man’s Questionnaire, and the Biomarker Questionnaire. The questionnaires, based on
The DHS Program’s Model Questionnaires, were adapted to reflect the population and health issues
relevant to Tanzania. In addition, a self-administered Fieldworker Questionnaire collected information
about the survey’s fieldworkers.

The Household Questionnaire was used to list all the usual members and visitors in the selected
households. Basic demographic information was collected on the characteristics of each person listed,
including age, sex, marital status, education, and relationship to the head of the household. Parents’
survival status was determined for children under age 18. The data on age and sex of household members
obtained in the Household Questionnaire were used to identify women and men who were eligible for
individual interviews. The Household Questionnaire also collected information on characteristics of the
household’s dwelling unit, such as source of water, type of toilet facilities, materials used for the floor of
the dwelling unit, ownership of various durable goods, and ownership and use of mosquito nets. Questions
were also asked about the disability status of household members age five and older.

The Woman’s Questionnaire was used to collect information from all eligible women age 15-49. These
women were asked questions on the following topics:

= Background characteristics (age, education, media exposure, and so on)
= Birth history and childhood mortality

= Knowledge and use of family planning methods

= Fertility preferences

= Antenatal, delivery, and postnatal care

= Breastfeeding and infant feeding practices

= Vaccinations and childhood illnesses

= Marriage and sexual activity

=  Women’s work and husbands’ background characteristics
= Other health issues

= Adult mortality, including maternal mortality

=  Female genital cutting

= Early childhood development

= Malaria

= Domestic violence

The Man’s Questionnaire was administered to all men age 15-49 in the subsample of households selected
for the men’s survey. The Man’s Questionnaire collected much of the same information found in the
Woman’s Questionnaire, but it was shorter because it did not contain a detailed reproductive history or
questions on maternal and child health.

The Biomarker Questionnaire was used to record anthropometry (height and weight) measurements for
children under 5 and women and men age 15-49; to record anaemia test results for children 6-59 months
and women age 15-49; to record malaria rapid test results for children 6-59 months; and to document
responses to a request for a household salt sample and a urine sample among women age 15-49. The
samples were to be tested later for iodine at the Tanzania Food and Nutrition Centre (TFNC) laboratory.



The Fieldworker Questionnaire recorded basic background information on the people collecting data in the
field, including the team supervisors, computer-assisted personal interviewing (CAPI) supervisors,
interviewers, and biomarker technicians.

The questionnaires and the survey protocol, including administration of questionnaires and collection of
biomarkers, were approved by the Medical Research Council of Tanzania and the Zanzibar Health
Research Institute and reviewed by ICF’s Internal Review Board (IRB).

2.3 ANTHROPOMETRY, ANAEMIA, AND MALARIA TESTING

Anthropometry. Weight measurements were taken using Seca scales with a digital display (model
number SECA 878U). Height and length were measured with a ShorrBoard® measuring board. Children
younger than age 24 months were measured lying down (recumbent length), while older children and
adults were measured standing (height).

To assess the precision of measurements, two children per cluster were randomly selected to be measured a
second time. The DHS Program defines a difference of less than 1 centimetre between the two height
measurements as an acceptable level of precision. Children with a z score of less than —3 or more than 3
for height-for-age, weight-for-height, or weight-for-age were flagged and measured a second time. The
remeasurement of flagged cases was performed to ensure accurate reporting of height.

Children with a confirmed z score of less than —3 or more than 3 for height-for-age, weight-for-height, or
weight-for-age were referred to a local health facility for management.

Anaemia. Blood specimens for anaemia testing were collected from women and men age 15-49 who
consented to be tested. Blood specimens were also collected from children age 6-59 months whose parents
or guardians had given consent to the testing. Blood samples were drawn from a drop of blood taken from
a finger prick (or a heel prick in the case of children age 6-11 months) and collected in a microcuvette.
Haemoglobin analysis was carried out onsite using a battery-operated portable HemoCue® 201+ device.
Results were provided verbally and in writing to those being tested. Parents or guardians of children with a
haemoglobin level below 8 g/dl were provided with a referral and instructed to take the child to a health
facility for follow-up care. Adults were referred for follow-up care if their haemoglobin levels were below
8 g/dl.

Malaria testing using a rapid diagnostic test (RDT). Another major objective of the 2022 TDHS-MIS
was to provide information about the extent of malaria infection among children age 6-59 months. Using
the same finger- (or heel-) prick used for anaemia testing, a drop of blood was tested immediately using the
SD Bioline Ag Pf RDT, which is a rapid qualitative test for malaria specific to Plasmodium falciparum
(Pf), the major cause of malaria in Tanzania. The test includes a disposable sample applicator that comes in
a standard package. A tiny volume of blood is captured on an applicator and placed in the well of the
testing device. The biomarker technicians involved in collecting biomarkers measurements were trained to
perform the RDT in the field, in accord with manufacturers’ instructions. As with the anaemia testing,
malaria RDT results were provided to the child’s parent or guardian in oral and written form and were
recorded on the Biomarker Questionnaire.

Children who tested positive for malaria using the RDT were offered a full course of treatment according
to Tanzania national malaria treatment guidelines, provided they were not currently on treatment with
artemisinin-based combination therapy (ACT) and had not completed a full course of ACT during the
preceding 2 weeks. To ascertain the correct dose, health technicians were provided with treatment
guidance charts and were instructed to ask about signs of severe malaria and about any medications the
child might already be taking. The biomarker technicians then provided the age-appropriate dose of ACT



along with instructions on how to administer the medicine to the child.* Children who tested positive and
showed symptoms of severe malaria—haemoglobin levels below 8 g/dl, extreme weakness, loss of
consciousness, rapid breathing, seizures, bleeding, jaundice, and dark urine—were not offered the
treatment. Because the first-line treatment for severe malaria is parenteral quinine, the parents or guardians
were advised to take the child to a health facility immediately. The parents or guardians of all other
children treated were told to take the child to a health facility immediately if they became sicker,
developed a fever or difficulty breathing, or were not able to drink or breastfeed. Parents also received
counselling on how to prevent malaria. Children who tested positive to malaria in Zanzibar were not
treated but were referred to closest health facility based on the current procedure for malaria elimination on
the island.

Testing for lodine Deficiency. Interviewing teams requested that women in the selected households
provide a urine sample for iodine testing in the laboratory. Samples of urine collected in the field were
packed into small tubes with tightly fitted caps for transport to the TENC laboratory.

Results from the anaemia and iodine testing will be presented in the forthcoming 2022 TDHS-MIS final
report.

2.4 TRAINING OF TRAINERS AND PRETEST

A pretest was conducted in Kilimanjaro region from 30 September to 21 October 2021. Eighteen
interviewers (12 women and 6 men) and 6 health technicians (3 male and 3 female) participated in the
training, conducted by trainers from NBS, OCGS, TFNC, NMCP and MoH, with technical assistance from
ICF. Classroom instructions were provided during the first 15 days, and pretest field practice took place
over 4 days in two rural clusters and one urban cluster. Following field practice, a debriefing session was
held with the pretest field staff, and modifications to the questionnaires and CAPI applications were made
based on lessons drawn from the exercise.

A training of trainers for questionnaire content and the CAPI system was held before the main training
from 19 January to 25 January 2022 in Moshi, Kilimanjaro region.

2.5 TRAINING OF FIELD STAFF

The main training of the 2022 TDHS-MIS took place in Kilimanjaro region from 26 January 2022 to 21
February 2022. A total of 120 potential interviewers from across the country—including 60 female nurses,
20 male nurses, 20 team leaders, and 20 CAPI supervisors—were invited to participate in the training. The
training sessions were conducted by NBS, OCGS, and MoH trainers with support from ICF. With support
from ICF, trainers from TFNC and UNICEF provided training to 80 biomarker technicians, including 40
who were trained on the standard survey biomarkers (anthropometry and haemoglobin) and 40 who were
trained on procedures for the micronutrient component.

Participants were evaluated through in-class exercises, quizzes, and observations made during field
practice. By the end of the main training, 18 teams were formed, with 18 individuals serving as team
leaders, 18 as CAPI supervisors, 18 as male interviewers, 54 as female interviewers, and 72 as biomarker
technicians, including 36 for standard biomarkers and 36 for micronutrients. All the interviewers were
nurses. The team leaders and CAPI supervisors received additional training on how to identify the selected
households, how to implement the different subsamples, data quality control procedures, and how to
coordinate the fieldwork.

! Dosage of ACT was based on recipient’s age. The proper dosage for a child age 6 months to 3 years is one tablet of
artemether-lumefantrine (co-formulated tablets containing 20 mg of artemether and 120 mg of lumefantrine) to be taken
twice daily for 3 days, while the dosage for a child age 4—7 is two tablets of artemether-lumefantrine to be taken twice
daily for 3 days.



All biomarker technicians were nurses, and they were trained to measure the height and weight of children
and adults. The training on child height measurement included standardisation exercises, and re-
standardisation exercises for those technicians who did not pass the standardisation exercises.

2.6 FIELDWORK

Data collection was carried out by 18 field teams 3 teams in Zanzibar and 15 teams on the Mainland. Each
team was provided two vehicles (four-wheel drive trucks) with two drivers. The teams consisted of a team
supervisor, a CAPI supervisor, three female interviewers, one male interviewer, and four biomarker
technicians (two for standard biomarkers and two for micronutrients).

The team leader and CAPI supervisor were responsible for data quality in the field. The NBS and OCGS
also coordinated and supervised all fieldwork activities. ICF provided technical assistance during the entire
5-month data collection period, which ran from 24 February to 21 July 2022.

Fieldwork monitoring was an integral part of the 2022 TDHS-MIS and was carried out during field data
collection by NBS, OCGS, and ICF. Field check tables were generated regularly from Syncloud to monitor
data quality and fieldwork progress. Feedback was regularly provided to the field teams.

2.7 DATA PROCESSING

Processing the 2022 TDHS-MIS data began as soon as the fieldwork started. When data collection was
completed in each cluster, the electronic data files were transferred via Syncloud to the NBS central office
in Dodoma. The data files were registered and checked for inconsistencies, incompleteness, and outliers.
Errors and inconsistencies were communicated to the field teams for review and correction. Secondary
editing, done by NBS and OCGS data processors and field supervisors, was carried out at the central
office, and included coding the open-ended questions and resolving inconsistencies. The paper Biomarker
Questionnaires were collected by field supervisors, and they were then compared with the electronic data
files to look for any inconsistencies arising during data entry. Data processing and editing were carried out
using the Census and Survey Processing CSPro software package. The concurrent data collection and
processing offered an advantage because it maximised the likelihood of having error-free data. Timely
generation of field check tables allowed for effective monitoring. Secondary editing of the data was
completed in October 2022.






3 KEY FINDINGS

3.1 RESPONSE RATES

Table 1 presents the response rates for the 2022 TDHS-MIS. A total of 16,312 households were selected
for the TDHS-MIS sample. This number is slightly less than the target sample size of 16,354 because one
EA could not be completed due to security issues, and a few other EAs were so small that they contained
fewer than the 26 households indicated in the sample design. In these EAs, all households were selected.
Of the 16,312 households selected, 15,907 were found to be occupied. Of the occupied households, 15,705
were successfully interviewed, yielding a response rate of 99%. In the interviewed households, 15,699
women age 15-49 were identified as eligible for individual interview. Interviews were completed with
15,254 women, yielding a response rate of 97%. In the subsample of households selected for the male
survey, 6,367 men age 15-49 were identified as eligible for individual interview and 5,763 were
successfully interviewed, yielding a response rate of 91%.

Table 1 Results of the household and individual interviews

Number of households, number of interviews, and response rates, according to residence (unweighted), Tanzania DHS-MIS 2022

Tanzania Mainland

Result Urban Rural Total Zanzibar Tanzania
Household interviews

Households selected 4,763 9,201 13,964 2,348 16,312

Households occupied 4,587 9,019 13,606 2,301 15,907

Households interviewed 4,493 8,957 13,450 2,255 15,705
Household response rate! 98.0 99.3 98.9 98.0 98.7
Interviews with women age 15-49

Number of eligible women 4,741 8,345 13,086 2,613 15,699

Number of eligible women interviewed 4,576 8,110 12,686 2,568 15,254
Eligible women response rate? 96.5 97.2 96.9 98.3 97.2
Household interviews in subsample

Households selected 2,382 4,600 6,982 1,170 8,152

Households occupied 2,288 4,502 6,790 1,147 7,937

Households interviewed 2,232 4,469 6,701 1,129 7,830
Household response rate in subsample! 97.6 99.3 98.7 98.4 98.7
Interviews with men age 15-49

Number of eligible men 1,788 3,545 5,333 1,034 6,367

Number of eligible men interviewed 1,547 3,225 4,772 991 5,763
Eligible men response rate? 86.5 91.0 89.5 95.8 90.5

1 Households interviewed/households occupied
2 Respondents interviewed/eligible respondents

3.2 CHARACTERISTICS OF RESPONDENTS

Table 2 presents, by background characteristics, the weighted and unweighted numbers and percent
distributions of women and men interviewed in the 2022 TDHS-MIS. Results presented in this report are
based on weighted data, so results are representative of the country, of urban and rural residence, and of
each of the 31 regions.

= Around one-third of the population of Tanzania live in urban areas (36% of women and 34% of men)
= 16% of women in Tanzania have no education, compared with 10% of men

= 72% of women and men report that their health is good or very good

= 27% of women age 15-49 have never been married, compared with 44% of men

»  61% of women and 51% of men are married or living with someone as if married

= 20% of the female respondents and one-quarter of male respondents are adolescents age 15-19



Table 2 Background characteristics of respondents

Percent distribution of women and men age 15-49, by selected background characteristics, Tanzania DHS-MIS 2022

Women Men
Background Weighted Weighted Unweighted Weighted Weighted Unweighted
characteristic percent number number percent number number
Age
15-19 20.2 3,083 3,142 25.1 1,444 1,457
20-24 17.9 2,727 2,710 16.2 934 959
25-29 16.6 2,533 2,500 14.8 850 846
30-34 13.6 2,076 2,041 13.3 765 722
35-39 12.4 1,884 1,882 12.0 693 686
40-44 10.4 1,588 1,550 10.5 607 621
45-49 8.9 1,363 1,429 8.1 469 472
Self-reported health status
Very good 17.9 2,726 3,105 22.6 1,303 1,446
Good 54.1 8,254 8,042 49.8 2,872 2,890
Moderate 26.9 4,101 3,956 26.1 1,505 1,345
Bad 11 170 147 1.4 79 80
Very bad 0.0 3 4 0.0 3 2
Marital status
Never married 26.5 4,047 4,232 43.7 2,517 2,573
Married 43.5 6,630 6,751 45.5 2,621 2,539
Living together 17.2 2,622 2,400 55 316 346
Divorced/separated 10.4 1,585 1,514 4.9 280 287
Widowed 24 370 357 0.5 28 18
Residence
Urban 35.7 5,446 5,441 33.6 1,938 1,883
Rural 64.3 9,808 9,813 66.4 3,825 3,880
Mainland/Zanzibar
Mainland 96.6 14,737 12,686 96.7 5,572 4,772
Urban 34.5 5,268 4,576 32.5 1,871 1,547
Rural 62.1 9,468 8,110 64.2 3,700 3,225
Zanzibar 3.4 517 2,568 3.3 191 991
Unguja 2.5 381 1,566 2.5 143 625
Pemba 0.9 137 1,002 0.8 48 366
Zone
Western 8.3 1,268 1,127 8.7 501 449
Northern 11.4 1,733 1,461 10.9 631 470
Central 10.3 1,573 1,328 10.0 577 489
Southern Highlands 6.1 924 1,209 6.5 376 474
Southern 5.3 805 794 5.0 290 308
South West Highlands 8.7 1,322 1,767 9.1 526 725
Lake 29.2 4,454 3,148 29.4 1,694 1,255
Eastern 17.4 2,657 1,852 16.9 976 602
Zanzibar 3.4 517 2,568 3.3 191 991
Region
Dodoma 5.1 772 463 4.4 255 157
Arusha 3.7 558 545 35 202 168
Kilimanjaro 2.7 417 399 3.0 171 138
Tanga 5.0 758 517 45 258 164
Morogoro 4.8 727 538 4.8 274 192
Pwani 35 539 479 3.1 180 139
Dar es Salaam 9.1 1,391 835 9.1 522 271
Lindi 2.2 336 362 2.2 128 147
Mtwara 3.1 468 432 2.8 162 161
Ruvuma 25 382 456 2.9 167 206
Iringa 21 326 368 21 123 124
Mbeya 3.2 489 454 34 195 187
Singida 25 384 403 2.6 149 163
Tabora 4.7 723 626 5.4 312 261
Rukwa 21 317 406 2.0 117 149
Kigoma 3.6 545 501 3.3 189 188
Shinyanga 35 533 539 3.3 192 194
Kagera 5.0 769 526 4.9 282 204
Mwanza 8.2 1,245 592 8.3 478 253
Mara 4.9 749 510 4.7 274 201
Manyara 2.7 417 462 3.0 174 169
Njombe 14 216 385 15 86 144
Katavi 1.3 197 525 1.3 74 222
Simiyu 25 374 437 2.8 163 188
Geita 5.1 782 544 5.3 306 215
Songwe 21 319 382 24 140 167
Kaskazini Unguja 0.5 70 461 0.4 25 180
Kusini Unguja 0.3 38 426 0.2 14 160
Mijini Magharibi 1.8 272 679 1.8 105 285
Kaskazini Pemba 0.4 64 494 0.4 21 170
Kusini Pemba 0.5 73 508 0.5 26 196

Continued...
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Table 2—Continued

Women Men
Background Weighted Weighted Unweighted Weighted Weighted Unweighted
characteristic percent number number percent number number
Education
No education 16.1 2,450 2,387 10.0 574 597
Primary incomplete 9.0 1,380 1,412 14.8 851 922
Primary complete* 44.2 6,744 6,001 39.6 2,282 2,056
Secondary + 30.7 4,681 5,454 35.7 2,055 2,188
Wealth quintile
Lowest 16.2 2,466 2,271 15.3 883 826
Second 16.9 2,578 2,498 18.0 1,037 1,024
Middle 18.9 2,880 3,063 20.7 1,191 1,266
Fourth 22.0 3,359 3,378 235 1,355 1,341
Highest 26.0 3,971 4,044 225 1,298 1,306
Total 15-49 100.0 15,254 15,254 100.0 5,763 5,763

Note: Education categories refer to the highest level of education attended, whether or not that level was completed.
1 Completed grade 7 at the primary level

3.3 FERTILITY

Table 3 shows the total fertility rate (TFR) and the age-specific fertility rates among women by 5-year age
groups for the 3-year period preceding the survey.

Total fertility rate

The average number of children a woman would have by the end of her
childbearing years if she bore children at the current age-specific fertility rates.
Age-specific fertility rates are calculated for the 3 years before the survey,
based on detailed pregnancy histories provided by women.

Sample: Women age 15-49

= |f fertility were to remain constant at current levels, a woman in Tanzania would bear an average of
4.8 children in her lifetime.

= |n Tanzania Mainland, fertility is higher in rural areas than in urban areas. On average, rural women on
the Mainland give birth to 5.5 children in their lifetime, compared with urban women on the Mainland
who give birth to 3.6 children.

= Fertility is low among adolescents (112 births per 1,000 women age 15-19), peaks at 222 births per
1,000 among women age 25-29, and then decreases thereafter.

Table 3 Current fertility

Age-specific and total fertility rates, general fertility rate, and the crude birth rate for the 3 years preceding the survey, according
to residence, Tanzania DHS-MIS 2022

Tanzania Mainland

Age group Urban Rural Total Zanzibar Tanzania
10-14 [1] [1] (1] (1] (11
15-19 69 141 115 32 112
20-24 172 253 223 165 221
25-29 181 245 221 247 222
30-34 139 224 192 209 192
35-39 118 153 140 184 142
40-44 37 75 61 71 62
45-49 [7] [17] [14] [22] [14]
TFR (15-49) 3.6 55 4.8 4.7 4.8
GFR 124 190 166 147 165
CBR 31.9 34.6 33.8 329 33.8

Notes: Age-specific fertility rates are per 1,000 women. Estimates in brackets are truncated. Rates are for the period 1-36
months preceding the interview. Rates for the 10—14 age group are based on retrospective data from women age 15-17.

TFR: Total fertility rate expressed per woman

GFR: General fertility rate expressed per 1,000 women age 15-44

CBR: Crude birth rate, expressed per 1,000 population
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Trends: Figure 1 shows trends in TFR for all of Figure 1 Trends in fertility by residence
Tanzania. The urban and rural estimates include the
Mainland and Zanzibar combined. The TFR

decreased from 5.6 children per woman in the 1999

TFR for the 3 years before each survey

TDHS to 4.8 in the 2022 TDHS-MIS. The trend in 6.5 6.5 6.1 6.0

the national TFR is driven by a decreasing trend in 55
the rural areas—from 6.5 in the 1999 and 2004-05 56 57 5.4 5.2 A8
TDHS to 5.5 in 2022. Among urban women, the Y ——
TFR has remained fairly constant since the 2004-05 3.2 3.6 3.7 38 Urpan 3.6
TDHS.

1999 2004-05 2010 2015-16 2022

TDHS TDHS TDHS  TDHS-MIS TDHS-MIS

34 TEENAGE FERTILITY

Teenage pregnancy
Percentage of women age 15-19 who have ever been pregnant.
Sample: Women age 15-19

Table 4 shows the percentage of women age 15-19 who have ever been pregnant, according to the
pregnancy history applied in the 2022 TDHS-MIS. This includes women who have had a live birth,
women who have had a pregnancy that ended in an outcome other than a live birth—such as a stillbirth,
miscarriage, or induced abortion—and women who are currently pregnant for the first time.

= 22% of women age 15-19 have ever been pregnant
= 16% of women age 15-19 have had a live birth
= 2% of women age 15-19 have had a pregnancy loss
= 6% of women age 15-19 are currently pregnant

Table 4 Teenage pregnancy

Percentage of women age 15-19 who have ever had a live birth, percentage who have ever had a pregnancy loss, percentage who are
currently pregnant, and percentage who have ever been pregnant, according to background characteristics, Tanzania DHS-MIS 2022

Percentage of women age 15-19 who:

Background Have ever had a Have ever had a Are currently Have ever been
characteristic live birth pregnancy loss! pregnant? pregnant® Number of women
Age
15 2.3 0.4 2.0 4.5 664
16 4.6 0.9 5.8 10.5 588
17 9.9 2.1 5.2 16.0 587
18 26.7 25 7.0 33.9 648
19 37.1 3.8 10.5 45.6 597
Residence
Urban 11.8 2.3 4.2 16.4 1,068
Rural 18.3 1.7 7.0 24.9 2,015
Mainland/Zanzibar
Mainland 16.6 2.0 6.2 22.7 2,968
Urban 12.2 2.4 4.4 17.0 1,025
Rural 18.9 1.8 7.2 25.6 1,943
Zanzibar 2.9 0.4 1.3 4.1 116
Unguja 24 0.4 1.2 3.6 78
Pemba 4.0 0.4 1.6 5.2 38

Continued...
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Table 4—Continued

Percentage of women age 15-19 who:

Background Have ever had a Have ever had a Are currently Have ever been
characteristic live birth pregnancy loss! pregnant? pregnant® Number of women
Zone
Western 17.4 2.0 7.0 24.0 283
Northern 9.6 1.1 3.2 12.8 341
Central 15.7 0.4 7.6 22.2 355
Southern Highlands 22.5 1.9 6.3 29.4 157
Southern 20.7 1.6 3.1 254 143
South West Highlands 22.6 15 8.2 311 239
Lake 18.0 1.8 6.1 22.9 962
Eastern 12.7 4.5 6.9 21.7 488
Zanzibar 29 0.4 1.3 4.1 116
Region
Dodoma 12.2 0.0 9.0 21.2 186
Arusha 9.8 1.6 3.1 13.1 123
Kilimanjaro 4.9 0.6 21 7.6 81
Tanga 12.3 0.9 3.9 15.6 137
Morogoro 19.6 2.4 9.2 28.0 161
Pwani 11.4 1.9 7.3 19.8 93
Dar es Salaam 8.4 6.9 5.2 18.1 234
Lindi 23.2 0.0 1.8 25.0 65
Mtwara 18.5 3.0 4.2 25.7 78
Ruvuma 27.3 3.9 8.7 37.2 76
Iringa 16.4 0.0 3.3 19.7 48
Mbeya 12.7 2.8 6.8 21.2 82
Singida 16.8 1.6 4.3 18.8 94
Tabora 22.2 23 7.9 29.1 162
Rukwa 19.2 0.0 10.3 29.6 58
Kigoma 10.9 15 5.7 17.2 121
Shinyanga 16.7 5.2 7.7 20.8 122
Kagera 16.2 0.8 3.1 19.3 140
Mwanza 12.6 1.4 2.8 16.3 272
Mara 24.3 1.6 5.3 31.1 171
Manyara 22.9 0.0 8.1 28.8 74
Njombe 20.5 0.0 4.9 25.5 33
Katavi 25.9 0.8 10.0 34.4 44
Simiyu 21.2 24 4.5 24.5 79
Geita 21.1 0.9 14.0 28.4 178
Songwe 38.1 1.8 6.6 44.7 55
Kaskazini Unguja 3.2 1.0 1.0 4.2 15
Kusini Unguja 12.4 2.0 0.0 12.9 6
Mijini Magharibi 1.0 0.0 1.3 23 56
Kaskazini Pemba 2.9 0.8 1.7 4.6 18
Kusini Pemba 5.0 0.0 1.6 5.8 20
Education
No education 40.6 45 12.9 52.5 247
Primary incomplete 19.0 1.6 9.0 26.0 418
Primary complete 25.8 3.4 9.4 35.5 819
Secondary + 6.5 0.8 25 9.3 1,599
Wealth quintile
Lowest 26.2 1.1 9.1 34.6 462
Second 215 25 7.6 29.5 551
Middle 15.9 1.9 5.9 21.2 638
Fourth 14.6 23 5.6 19.9 628
Highest 7.7 1.7 3.6 11.8 804
Total 16.1 1.9 6.0 22.0 3,083

1 Stillbirth, miscarriage, or abortion. Includes women who have also had a prior live birth, and/or women who may be currently pregnant
2 Includes all women who are currently pregnant, including those with a prior live birth and/or pregnancy loss

% The percentage of women who have ever been pregnant may not equal the sum of the first three columns because a woman may appear
in more than one of these columns

35 FERTILITY PREFERENCES

Desire for another child

Women were asked whether they wanted more children and, if so, how long
they would prefer 