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Preface 

The 2022 Population and Housing Census (PHC) for the United Republic of Tanzania was 

conducted with a reference date of midnight between August 22 and 23, 2022. This marked 

both the sixth census since the Union of Tanganyika and Zanzibar in 1964, and the first 

digital census in Tanzania's history. The previous censuses took place in 1967, 1978, 1988, 

2002, and 2012. The Sixth Phase Government of Tanzania, led by Her Excellency Dr. 

Samia Suluhu Hassan, along with the Eighth Phase Government of Zanzibar, under Dr. 

Hussein Ali Mwinyi, fulfilled their obligation to conduct the 2022 PHC in accordance with the 

United Nations Principles and Recommendations for Population and Housing Census. Their 

commitment and support throughout the census implementation deserve our gratitude. 

The Government of the United Republic of Tanzania, through the Ministry of Finance in 

collaboration with the National Bureau of Statistics (NBS) and the Office of the Chief 

Government Statistician in Zanzibar (OCGS), successfully conducted the 2022 Population 

and Housing Census (PHC) in accordance with the Statistics Act Cap 351 and international 

standards set by the United Nations. This marked Tanzania’s first fully digital census, 

utilizing advanced ICT tools for mapping, enumeration, data transmission, and processing. 

The results of the 2022 PHC informs integrated planning, resource allocation, and 

monitoring of key development frameworks, including the Tanzania and Zanzibar 

Development Visions 2050, the Third National Five-Year Development Plans, regional 

strategies such as the EAC and SADC Visions 2050, and global agendas like the African 

Development Agenda 2063 and the UN Sustainable Development Goals (Agenda 2030). 

Census data will also support calculation of vital indicators such as literacy, maternal and 

infant mortality, and unemployment rates. 

The "Childhood Mortality Analysis in Tanzania" monograph is the thirteenth in a series of 

significant publications related to the 2022 PHC. Major reports produced so far include the 

Administrative Units Population Distribution Reports, Age and Sex Reports, the Tanzania 

Basic Demographic and Socio-economic Profile, Ripoti ya Idadi ya Watu katika Majimbo ya 

Uchaguzi (Constituency Population Distribution Reports) in two volumes for the United 

Republic of Tanzania and Tanzania Zanzibar and other Thematic Reports. 

This report delivers an in-depth analysis of mortality indicators, disaggregated by sex, at 

national and regional levels. It provides detailed statistics relevant to local populations, 

aiding in evidence-based decision-making. The report is organized into six chapters: an 

introduction, analysis of general population mortality, trends in infant and child mortality, life 



iv 

expectancy estimations, maternal mortality differentials, and finally, a summary with 

conclusions, policy implications, and recommendations.  

We extend sincere appreciation to all government leaders, including Ministers, Members of 

Parliament, Members of the House of Representatives, Councillors/Sheha, and the 

Regional and District Census Committees. Special thanks go to Census Coordinators, 

Supervisors, Enumerators, local leaders, and all respondents for their active participation. 

We are deeply grateful to our development partners United Nations Population Fund 

(UNFPA), the World Bank (WB), the United Nations Children’s Fund (UNICEF), UN-

Women, the International Organization for Migration (IOM), the International Labour 

Organization (ILO), the United States Agency for International Development (USAID), the 

Foreign, Commonwealth and Development Office (FCDO), the United States Census 

Bureau (USCB), the Republic of South Korea, the People's Republic of China,  and others 

for their generous support in equipment, training, expertise, and funding. Special 

recognition is given to Honourable Anne Semamba Makinda and Honourable Ambassador 

Mohamed Haji Hamza for their exemplary leadership as Census Commissars. 

Finally, We would like to extend our heartfelt gratitude to all the experts who contributed 

their time and effort to this report, including Dr. Rutasha Dadi, Technical Advisor; Mr 

Deogratius Malamsha, Lead Author; Dr. Ruth Davison Minja, Director of Population Census 

and Demographic Statistics; Fahima Mohamed Issa, Director of the Social Statistics 

Department, OCGS; Seif Ahmad Kuchengo, Manager of Population Census and Vital 

Statistics; Abdul-majid Jecha Ramadhan, Zanzibar Census Coordinator; Steven Lwendo, 

IT Expert for data processing; and the dedicated National Census Technical Team along 

with all the statisticians, demographers, IT specialists, and GIS officers. Their commitment 

played a crucial role in the success of producing this Thematic report. 
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Executive Summary 

This Childhood Mortality Report provides an in-depth analysis of the level, trend, and pattern 

of childhood mortality in Tanzania. Specifically, it analyses and includes information on 

infant, child, and under-five indicators using data from the 2022 Population and Housing 

Census (PHC). Where data allowed, comparisons are made with estimates of previous 

censuses, other sources, and other countries. The information is presented at the national 

level and, where necessary, disaggregated by rural or urban Tanzania Mainland and 

Tanzania Zanzibar. It is also disaggregated into the 31 administrative regions in the country 

(26 in Tanzania Mainland and 5 in Tanzania Zanzibar). The analysis presented in this 

volume generally indicates a decline in childhood mortality compared to the previous 

census. 

Chapter one presents a brief history and objectives of the 2022 Tanzania Population and 

Housing Census, outlining the rationale for undertaking the exercise in the country and its 

significance in providing reliable demographic and socio-economic data for planning and 

policy. It further highlights the relevance of childhood mortality as a critical indicator of 

national development, health systems performance, and progress towards national and 

global commitments such as the Sustainable Development Goals (SDGs) and Tanzania’s 

Vision 2050. In addition, the chapter sets out the objectives of the Childhood Mortality 

Analysis, which include examining the levels, trends, and differentials of infant, child, and 

under-five mortality across Tanzania, thereby providing essential evidence for monitoring 

progress, identifying disparities, and guiding effective interventions. 

Chapter two outlines the methodology used to assess childhood mortality in Tanzania 

based on the 2022 Population and Housing Census. Due to the absence of complete vital 

registration systems, the study relied on indirect demographic techniques to estimate key 

indicators, including the Infant Mortality Rate (IMR), Child Mortality Rate (CMR), and Under-

five Mortality Rate (U5MR). Childhood mortality data were collected through census 

questions on fertility and child survival, primarily from women aged 15–49 years, enabling 

indirect estimation using model life tables. The quality assessment highlighted potential 

limitations, including underreporting of deaths, misreporting of ages, and differences in 

reporting between rural and urban areas. To estimate mortality, the Brass method, refined 

by Coale and Trussell, was applied using MORTPAK software, which allowed for the 

generation of plausible estimates of IMR, CMR, and U5MR, disaggregated by region and 

residence, using age-specific multipliers from model life tables. Despite limitations such as 

reliance on indirect methods, lack of cause-of-death data, and potential reporting biases, 
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the methodology provided reliable and consistent estimates essential for monitoring child 

survival and informing health and social policy interventions. 

Chapter three provides childhood mortality estimates. The infant mortality rate (IMR) is 

34.3 deaths per 1,000 live births. The estimated rates for Tanzania Mainland and Tanzania 

Zanzibar are almost equal to national estimates. Urban areas reported lower IMR (33.4 

deaths per 1,000 live births) than rural areas (34.9 deaths per 1,000 live births). Male 

children experienced higher mortality rates than females, with a male IMR of 39.6 compared 

with 29.0 deaths per 1,000 live births for females and under-five mortality rates (U5MR) of 

60.3 for males and 47.8 for females. Significant regional differences are found in IMR, with 

Arusha and Kilimanjaro Regions having the lowest IMR (19.7 and 24.4 deaths per 1,000 

live births, respectively), while regions like Rukwa, Mtwara, Kagera, and Lindi reported 

higher rates ranging from 40.7 to 42.8 deaths per 1,000 live births.  

Chapter four presents the impact of socio-economic differentials, including child 

healthcare, women's literacy, nutrition, types of water and toilet facilities, and the mean age 

at first marriage, on childhood mortality. The chapter shows how these socio-economic 

differentials have impact on increasing or decreasing number of childhood death by pin 

pointing areas or regions that reported high percentage of socio-economic differentials like 

women literacy rate and improved source of water and toilet facility can lead to low 

childhood mortality rate in specific region. Regions with low percentage of socio-economic 

differentials can lead to high mortality rate in a particular area or region. 

Chapter five compares the childhood mortality (infant and under-five mortality) indicators 

obtained from the 2022 PHC with those derived from Tanzania Demographic and Health 

Surveys (TDHS). The infant mortality rate for Tanzania was 34 and 33 deaths per 1,000 live 

births for PHC and TDHS, respectively. The chapter also compares Tanzania’s childhood 

mortality indicators with those of other African Countries that participated in the 2020 round 

of census and the progress achieved towards the National and International Development 

Plans. It is noted that Tanzania has made significant progress in reducing infant and under-

five mortality rates. However, still faces considerable challenges in achieving the national 

and international targets for both IMR and U5MR. Continued and targeted efforts will be 

essential to close these gaps and ensure that all children in Tanzania are surviving. 

Chapter Six presents a summary of the key findings to inform the public and health 

stakeholders on current childhood mortality trends and health challenges. It includes a 

conclusion, policy implications, and recommendations on the mortality indicators such as 

infant and child mortality rates, life expectancy at birth, and maternal mortality ratio. These 
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findings provide baseline information on Tanzania’s population for policy formulation and 

review, development planning, informed decision making, monitoring and evaluation, and 

reporting of development programmes at regional and national levels. 

 

Census Results in Brief – Key Childhood Mortality Indicators, 2022 PHC 

Indicator Tanzania  Tanzania Mainland Tanzania Zanzibar 

Infant Mortality Rate 34.3 34.3 34.7 

Rural 34.9 34.9 34.5 

Urban 33.4 33.3 34.9 

Male 39.6 39.6 40.0 

Female 29.0 29.0 29.3 

Child Mortality Rate 20.0 20.0 22.2 

Rural 20.3 20.3 20.1 

Urban 19.5 19.6 20.3 

Male 20.6 20.6 20.3 

Female 18.8 18.7 18.9 

Under-Five Mortality Rate 54.3 54.3 54.9 

Rural 55.2 55.2 54.6 

Urban 52.9 52.9 55.2 

Male 60.3 60.2 60.3 

Female 47.8 47.7 48.2 
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Census Results in Brief – Key Childhood Mortality Indicators by Region, 2022 PHC 

Region Infant Mortality Rate Child Mortality Rate Under five Mortality Rate 

Tanzania 34.3 20.0 54.3 

     

Tanzania Mainland 34.3 20.0 54.3 

Dodoma 32.6 19.1 51.7 

Arusha 19.7 11.8 31.5 

Kilimanjaro 24.4 14.4 38.8 

Tanga 37.8 21.9 59.6 

Morogoro 38.4 22.2 60.6 

Pwani 38.4 22.2 60.6 

Dar es Salaam 35.2 20.5 55.7 

Lindi 42.8 24.6 67.4 

Mtwara 40.9 23.6 64.4 

Ruvuma 39.7 22.9 62.7 

Iringa 36.4 21.1 57.5 

Mbeya 33.4 19.5 52.9 

Singida 26.3 15.5 41.8 

Tabora 33.7 19.7 53.4 

Rukwa 40.7 23.5 64.2 

Kigoma 36.2 21.0 57.2 

Shinyanga 32.4 18.9 51.3 

Kagera 41.8 24.1 65.9 

Mwanza 31.9 18.6 50.5 

Mara 36.7 21.3 58.0 

Manyara 25.2 14.9 40.1 

Njombe 36.5 21.2 57.7 

Katavi 35.5 20.6 56.1 

Simiyu 32.2 18.8 51.0 

Geita 35.1 20.4 55.5 

Songwe 37.4 21.7 59.1 

Tanzania Zanzibar 34.7 20.2 54.9 

Kaskazini Unguja 38.7 22.3 61.0 

Kusini Unguja 38.7 22.3 61.0 

Mjini Magharibi 35.2 20.5 55.6 

Kaskazini Pemba 34.2 19.9 54.1 

Kusini Pemba 29.7 17.5 47.2 
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Concepts and Definitions 

 
Child Mortality: The probability of dying between the first and the fifth birthday. 
 

Crude Death Rate (CDR): is the number of deaths occurring in a calendar year per 1,000 

population.   

Death (mortality):  refers to the occurrence of deaths in a population. A death is a complete 

absence of any signs of life at any time after a live birth has occurred. 

Infant Mortality Rate (IMR): refers to number of deaths of children (between birth and the 

first birthday) per 1,000 live births. 

Child Mortality Rate (CMR): refers to number of deaths of children (between the first and 

the fifth birthday) per 1,000 live births. 

Under 5 Mortality Rate (U5MR): refers to number of deaths of children (between birth and 

fifth birthday) per 1,000 live births. 

 



 

1 

CHAPTER ONE 

INTRODUCTION 

1.2 Background on the 2022 Population and Housing Census 

National Bureau of Statistics (NBS), in collaboration with Office of the Chief Government 

Statistician (OCGS) Zanzibar, conducted Population and Housing Censuses (PHC) in the 

United Republic of Tanzania in accordance with the Statistics Act CAP 351, which requires 

a census to be conducted in every ten years, This is the sixth Census after the Union of 

Tanganyika and Zanzibar in 1964, conducted in accordance with international standards, 

particularly the United Nations Principles and Recommendations for population counts. The 

five censuses were conducted in 1967, 1978, 1988, 2002, and 2012.  

The Census referenced date is  the night of 22nd/23rd August 2022, and the Census was 

undertaken on a de facto basis. Unlike the previous censuses, the 2022 PHC enumerated 

people based on place of residence on the census night. All persons found in the country 

were enumerated, regardless of nationality or citizenship.  The enumeration was planned 

for seven days however; it took nine days. The 2022 PHC utilized mobile technology in the 

collection of census data and information, marking the first digital census in Tanzania. 

The censuses show that Tanzania’s population increased from 12.3 million in 1967 to 61.7 

million in 2022 (Figure 1.1). The average annual population growth rate of Tanzania rose 

from 2.7 percent in 2002-2012 to 3.2 percent in 2012-2022, during the intercensal periods. 

Figure 1.1: Tanzania Population Count During the Population Censuses 
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1.2 Objectives of the 2022 Population and Housing Census 

The main objective of the 2022 PHC is to provide information to the Government on the 

population size, distribution, composition, and other socioeconomic characteristics of the 

population, as well as information on housing conditions. It would improve accessibility to 

reliable, high-quality data for policy formulation, development planning, evidence-based 

decision-making, and service delivery, as well as for monitoring and evaluating population 

and socio-economic programmes in the country. Ultimately, enhance the achievement of 

an improved quality of life in Tanzania.  

The specific objectives of the 2022 PHC were to: 

a) Increase availability and accessibility of accurate, timely, and reliable data on 

demographic, socio-economic characteristics, and environment; 

b) Promote better knowledge management on Tanzanian socio-economic, 

demographic characteristics, and environment as well as patterns and trends of 

population growth; 

c) Promote better use of lower administrative levels disaggregated socio-economic, 

demographic and environmental data; 

d) Enhance the capacity of NBS and OCGS in carrying out population and housing 

censuses and other statistical data; and 

e) Establish a comprehensive buildings and National Physical Addresses database 

that enables evidence-based decisions as a key tool for enhancing access to 

social services, expansion of the tax base, and quality of development 

programmes in general. 

1.3 Relevance of the Childhood Mortality Monograph  

Childhood mortality is a critical indicator for assessing both general and national socio-

economic development. It reflects the broader health equity environment, including disease 

prevalence, nutritional status, environmental and socioeconomic conditions, and the 

effectiveness of healthcare systems. Goal 3 of the Sustainable Development Goals (SDGs) 

aims to reduce under-five mortality to below 25 deaths per 1,000 live births. Despite global 

efforts, childhood mortality remains alarmingly high in regions such as sub-Saharan Africa 

and South Asia, with over 50 percent of global childhood deaths reported in sub-Saharan 

Africa in 2017 alone (Heckman, 2015). Since 2000, the global under-five mortality rate 

(U5MR) has declined by more than half, while between 2000 and 2023, 170 million children 

died before reaching their fifth birthday (UN IGME, 2024).  
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In the context of national goals, Tanzania’s Vision 2050, specifically Goal 2: Quality Life and 

Well-being for All, and Target 3, commits to eliminating preventable deaths among pregnant 

women, newborns, and children under five years of age. Monitoring levels and trends in 

childhood mortality is, therefore, essential for policy formulation, strategic planning, and the 

evaluation of health-related and socio-economic programmes. A Childhood Mortality 

Analysis monograph provides vital evidence for identifying disparities, tracking progress 

toward national and global targets, and guiding resource allocation. Moreover, these 

indicators contribute to the computation of composite indices, such as the Human 

Development Index (HDI) and the Multidimensional Poverty Index (MPI), thereby reinforcing 

their importance in evaluating broader development achievements. 

The information on deaths and other socio-economic characteristics collected in the 

population census questionnaires over the past five decades has evaluated the level and 

pattern of childhood mortality in Tanzania. Some of the information from the 2015/16 and 

2022 Demographic and Health Surveys was utilized for triangulation in analysing childhood 

mortality data in this monograph. 

1.4 Objective of Childhood Mortality in Tanzania 

The main objective of the monograph is to analyse and provide information on levels, 

trends, and differentials of childhood mortality in Tanzania, specifically, to:  

i. To analyse the levels and trends in infant, child, and under-five mortality in Tanzania; 

ii. Estimate of infant, child, and under-five mortality; and 

iii. Determine the childhood mortality differentials by place of residence and other 

characteristics. 

This volume provides an estimation of the levels and trends of various mortality indicators 

in Tanzania. These include Infant Mortality Rate (IMR), Child Mortality Rate (CMR), and 

Under-five Mortality Rate (U5MR).  These measurements, presented at the national level 

and for Tanzania Mainland and Tanzania Zanzibar, are further disaggregated by rural and 

urban areas, as well as the 31 administrative regions in the country (26 regions in Tanzania 

Mainland and five regions in Tanzania Zanzibar) comparison with previous censuses or 

estimates from other sources, including other countries, where data are available. 
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CHAPTER TWO 

METHODOLOGY 

2.1 Introduction 

This chapter presents the methodological approach used in assessing childhood mortality 

based on data from the 2022 Population and Housing Census of Tanzania. Given the 

absence of complete and reliable vital registration systems, this report relies on indirect 

demographic techniques to estimate key childhood mortality indicators, specifically the 

Infant Mortality Rate (IMR), Child Mortality Rate (CMR) and the Under-five Mortality Rate 

(U5MR). The chapter outlines the questions included in the census for collecting childhood 

mortality data, assesses the quality of the data obtained, and describes the demographic 

models employed in estimating childhood mortality levels. 

2.2 Census Questions on Childhood Mortality 

In the 2022 Population and Housing Census, Tanzania collected information on childhood 

mortality through a set of indirect questions designed to estimate levels and trends of infant, 

child, and under-five mortality. Recognizing the limitations in vital registration systems, 

particularly in rural and underserved areas, the census employed a standard demographic 

approach that relies on women’s reports of their fertility and child survival experiences. This 

method is widely used in censuses and surveys across low- and middle-income countries. 

There were questions on fertility which sought information on the number of children ever 

born alive and surviving to women aged 10 and above years (I02: How many males/females 

were born alive; I04: How many males/females were born alive and now are unfortunately 

dead) but the analysis was based on women aged 15 -49 years.  Such information is useful 

in the indirect estimation of childhood mortality, which relies partially on model life tables in 

deriving childhood mortality and life expectancy. More details on questionnaires are 

provided in Appendix 2.  

2.3 Quality of Childhood Mortality Data  

Data on mortality from censuses were scrutinized all along. This is due to possible errors in 

reporting or measurement biases that may affect the quality of data. Respondents in 

households may be reluctant to report a recent death of a household member, or if it 

occurred to an infant, especially in the first few days of birth, or if the death occurred 

elsewhere, which often leads to underreporting. 
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There are also problems in identifying causes of death or misreporting age of the deceased, 

or the way questions were asked, or the probing on deaths coupled with characteristics of 

the respondents may cause errors in the reported deaths.   

2.4 Demographic Models Used in Estimating Childhood Mortality Using Census 

Data 

To estimate and evaluate childhood mortality from the 2022 Population and Housing 

Census, a combination of indirect demographic techniques was employed due to limitations 

in the availability of complete and accurate vital registration data. The primary method used 

was the Brass method, as refined by Coale and Trussell (1968), which is well-suited for 

estimating infant, child, and under-five mortality in contexts where direct data on births and 

deaths are incomplete or unreliable. 

This method utilizes information  collected from Women of Reproductive Age (WRA), 

typically those aged 15–49 years, specifically the number of Children Ever Born (CEB) and 

Children Surviving (CS). By applying age-specific multipliers derived from model life tables, 

the method converts these proportions into estimates of the probability of dying before 

certain exact ages, most commonly before age 1 (infant mortality), age 1 to 4(child 

mortality), and before age 5 (under-five mortality). 

The proportion of children dead, 𝐷(𝑖) for each five-year age group of women (15–19, 20–

24, …, 45–49), was given by the ratio of the total number of dead children,  𝐶𝐷(𝑖) to the 

total number of children ever born, 𝐶𝐸𝐵(𝑖) for each age group. Thus  

 

𝐷(𝑖) =
𝐶𝐷(𝑖)

𝐶𝐸𝐵(𝑖)
 

The Brass method applies multipliers 𝑘(𝑖) derived from model life tables to convert these 

proportions into probabilities of dying 𝑞(𝑥) before certain exact ages (1, 2, 3, or 5 years). 

Multiplying factor 𝑘(𝑖) is determined by the parity ratio. 

𝑞(𝑥) = 𝑘(𝑖) × 𝐷(𝑖) 

To enhance the reliability of these estimates, the analysis was conducted using the 

MORTPAK application, a specialized software developed by the United Nations for 

demographic estimation. Within MORTPAK, the CEB-CM module (Children Ever Born and 

Children Surviving to estimate Childhood Mortality) was used to apply the Brass method 

efficiently. The software also allowed for the selection of appropriate model life tables (the 
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Coale-Demeny or United Nations model life tables) based on regional mortality patterns, 

thus improving the accuracy of the indirect estimates. 

Through this approach, the study generated plausible and consistent estimates of the Infant 

Mortality Rate (IMR), Child Mortality Rate (CMR), and Under-five Mortality Rate (U5MR), 

disaggregated by key demographic and geographic characteristics. These estimates are 

essential for monitoring progress in child survival and informing health and social policy 

interventions aimed at reducing preventable child deaths. 

2.5 Limitations 

The assessment of childhood mortality using the 2022 Population and Housing Census 

data is subject to several limitations that may affect the accuracy and completeness of the 

estimates: 

i.  Underreporting of Deaths – Respondents may be reluctant to report recent deaths, 

particularly those of infants in the first few days of life or deaths occurring outside the 

household. This results in systematic underestimation of mortality levels. 

ii.  Reporting Errors and Biases – Misreporting of the age at death, omission of 

deceased children, and recall errors during interviews can distort mortality patterns. 

The phrasing of questions, probing techniques, and respondent characteristics may 

also influence the quality of responses. 

iii.  Absence of Complete Vital Registration Data – Due to the lack of a comprehensive 

and reliable civil registration and vital statistics (CRVS) system, the census relied on 

indirect demographic methods rather than direct measurement, which introduces 

model-based assumptions. 

iv.  Limitations of Indirect Estimation Methods – The Brass method, although widely 

used, depends on assumptions embedded in model life tables (e.g., Coale-Demeny, 

UN models). If actual mortality patterns differ from these models, estimates may be 

biased or less representative of actual mortality experiences. 

v.  Rural–Urban Differences in Data Quality – Variations in literacy levels, awareness, 

and exposure to survey processes may result in inconsistent reporting between rural 

and urban areas, influencing both fertility and mortality estimates. 



 

7 

vi.  Inability to Capture Cause of Death – The census questions focus on fertility and 

survival history but do not provide information on causes of death, limiting the ability 

to link mortality to specific health or socio-economic factors. 

Despite these limitations, the combination of indirect demographic techniques and 

specialized applications such as MORTPAK allowed the production of plausible and 

consistent estimates of infant, child, and under-five mortality, providing a valuable basis for 

monitoring child survival and informing policy. 
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CHAPTER THREE 

LEVELS, TRENDS AND DIFFERENTIALS OF CHILDHOOD MORTALITY 

 

 
3.1 Introduction  

Childhood mortality remains one of the most critical indicators of a country’s health and 

socio-economic development. It reflects the cumulative impact of various social 

determinants of health, including maternal health, equitable access to quality healthcare, 

nutrition, environmental conditions, and socio-economic disparities. Understanding the 

levels, trends, and differentials of childhood mortality is vital for assessing progress towards 

national and international development goals, including the Sustainable Development 

Goals (SDGs), particularly Goal 3, which aims to ensure healthy lives and promote well-

being for all at all ages. 

Key Points 

• The national IMR is 34 deaths per 1,000 live births, with male children having 

higher mortality rates (40 deaths per 1,000 live births) than females (29 deaths 

per 1,000 live births).  

• The national CMR is 20 deaths per 1,000 live births, with male children having 

higher mortality rates (21 deaths per 1,000 live births) than females (19 deaths 

per 1,000 live births).  

• The national U5MR is 54 deaths per 1,000 live births with male children having 

60 deaths versus 48 deaths per 1,000 live births in females. 

• Urban areas report lower IMR (33 deaths per 1,000 live births) than rural areas 

(35 deaths per 1,000 live births), reversing the trend from 2012, where urban 

areas had higher mortality rates than rural areas.  

• Significant regional differences exist in Arusha and Kilimanjaro IMRs showing 

lowest (20 and 24 deaths per 1,000 live births respectively), while regions like 

Rukwa, Mtwara, Kagera and Lindi reported higher rates ranging from 41 to 43 

deaths per 1,000 live births.  

• On one hand, the decrease in Tanzania's Infant Mortality Rate (IMR) and U5MR 

in Tanzania shows a significant improvement in childhood health. On the other 

hand, it also shows that there is a necessity to continue with ongoing policy 

efforts to address the remaining challenges so as to achieve the national and 

global health targets.  
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This chapter presents a detailed analysis of childhood mortality in Tanzania, focusing on 

the patterns and changes observed over time, as well as the differences among various 

population subgroups. It draws primarily on data from the 2022 Population and Housing 

Census and other complementary sources, and it explores three key indicators: infant 

mortality (death before the first birthday), child mortality (the probability of dying between 

the first and the fifth birthday), and under-five mortality (death before the fifth birthday). This 

chapter analyses information on mortality levels, trends, and differentials in infant and 

under-5 mortality. 

By highlighting disparities and identifying areas with persistently high childhood mortality, 

the analysis aims to inform policy and guide targeted interventions that can reduce 

preventable child deaths. Ultimately, the findings provide a foundation for strengthening 

child survival strategies and enhancing health outcomes for all Tanzanian children. 

3.2 Levels and Trends of Infant and Under-Five Mortality in Tanzania  

The analysis of infant and under-five mortality trends provides critical insights into the 

progress made in improving child health and survival in Tanzania over time. These trends 

reflect the combined effects of households’ socioeconomic development, access to quality 

healthcare, nutritional improvements, maternal health interventions, and broader public 

health initiatives. Monitoring changes across different periods helps to identify gains 

achieved through national policies and programmes, while also highlighting persisting 

inequalities across regions, residence, and socioeconomic groups. Understanding these 

patterns is essential for guiding evidence-based interventions and sustaining progress 

toward national and global child survival goals. 

Over the past few decades, Tanzania has made significant progress in reducing infant and 

under-five mortality rates; however, the pace of decline has not been uniform across time 

or regions, and disparities persist among population subgroups. 

3.2.1 Levels of Infant and Under-Five Mortality in Tanzania 

Understanding the levels of infant, child, and under-five mortality is essential for assessing 

the health status of the under-five population in Tanzania. These indicators are widely 

recognized as key measures of child survival and overall development, reflecting the quality 

of maternal and child healthcare, nutrition, and socio-economic conditions. The 2022 

Population and Housing Census (PHC) provides comprehensive estimates on these 
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indicators, disaggregated by geographical areas and sex, offering valuable insights for 

evidence-based planning and targeted health interventions. 

According to the 2022 PHC, the Infant Mortality Rate (IMR) for Tanzania was 34 deaths per 

1,000 live births, meaning that approximately 34 infants out of every 1,000 live births did 

not survive to their first birthday. The Child Mortality Rate (CMR), which refers to the 

probability of dying between the first and fifth birthday, stood at 20 deaths per 1,000. 

Consequently, the Under-Five Mortality Rate (U5MR), which combines both infant and child 

mortality, was estimated at 54 deaths per 1,000 live births. These figures indicate that just 

over five children out of every 100 live births in Tanzania die before reaching their fifth 

birthday. 

Disaggregated analysis reveals notable disparities in mortality outcomes by place of 

residence. Rural areas consistently exhibited higher mortality rates compared with urban 

areas, underscoring the rural-urban gap. Specifically, the rural IMR was 35 compared with 

33 in urban areas; the rural CMR was 20 against 19.5 in urban settings; and the rural U5MR 

was 55, slightly higher than the 53 reported in urban areas. These differences emphasize 

the need for targeted interventions to improve healthcare delivery and child survival in rural 

communities. 

Sex disaggregation further shows a consistent pattern of higher mortality among male 

children across all indicators. The IMR for males was 40, significantly higher than the 29 

recorded for females. Similarly, the CMR was 21 for males compared to 19 for females, and 

the U5MR was 60 among males, while females had a lower rate of 49. These findings align 

with well-documented biological and epidemiological evidence that male children are 

generally more vulnerable to early childhood illnesses and mortality, despite often receiving 

equal or preferential care in many cultural contexts. (Hill & Upchurch, 1995; Drevenstedt et 

al., 2008). 

A comparison between Tanzania Mainland and Zanzibar shows relatively similar mortality 

levels, although some marginal differences are observed. In Mainland Tanzania, the IMR 

and U5MR were both 34.3 and 54.3, respectively, whereas in Zanzibar, they were slightly 

higher at 35.0 and 55.0, respectively. The CMR was higher in Zanzibar (22) than in the 

Mainland (20), and unlike the general national pattern, urban Zanzibar exhibited the same 

levels of IMR (35) and its rural counterpart (35).  
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Table 3.1: Infant, Child and Under Five Mortality Rates by Place of Residence and Sex; Tanzania, 
2022 PHC 

Indicator Tanzania  Tanzania Mainland Tanzania Zanzibar 

Infant Mortality Rate 34.3 34.3 34.7 

Rural 34.9 34.9 34.5 

Urban 33.4 33.3 34.9 

Male 39.6 39.6 40.0 

Female 29.0 29.0 29.3 

Child Mortality Rate 20.0 20.0 22.2 

Rural 20.3 20.3 20.1 

Urban 19.5 19.6 20.3 

Male 20.6 20.6 20.3 

Female 18.8 18.7 18.9 

Under-Five Mortality Rate 54.3 54.3 54.9 

Rural 55.2 55.2 54.6 

Urban 52.9 52.9 55.2 

Male 60.3 60.2 60.3 

Female 47.8 47.7 48.2 

 

3.2.2 Trends of Infant, Child, and Under Five Mortality in Tanzania 

Monitoring the levels and trends of childhood mortality over time provides essential 

evidence for evaluating the impact of national and subnational health interventions, socio-

economic changes, and policy reforms aimed at improving child survival. 

In Tanzania, sustained efforts have been made to reduce childhood mortality through 

expanded access to maternal and child health services, immunization programmes, 

nutrition interventions, and improvements in water and sanitation. These interventions, 

combined with broader development progress, have contributed to a steady decline in infant 

and under-five mortality rates over the past several decades. 

According to data from successive population and housing censuses, both infant mortality, 

child mortality, and under-five mortality have shown a downward trend from the late 1970s 

to 2022. 

 

Results indicate that, at national level, Infant mortality declined from about 137 deaths per 

1,000 live births in 1978 to approximately 34 deaths per 1,000 live births in 2022, child 



12 

mortality fell from about 94 deaths per 1,000 live births in 1978 to 20 deaths per 1,000 live 

births in 2022, while under-five mortality dropped from around 231 deaths per 1,000 live 

births to about 54 deaths per 1,000 live births during the same period. Infant mortality 

contributes almost 69 percent of under-five mortality. A similar pattern is observed for 

Tanzania mainland (Figures 3.1 – 3.2).  

For Tanzania, Zanzibar, IMR, CMR, and U5MR have consistently declined from 120, 82, 

and 202 deaths per 1,000 live births to 46, 21, and 67 deaths per 1,000 live births, 

respectively, in 1988 to 2012 Census (Figure 3.3).  

This reduction is attributed to interventions such as increased immunization coverage, 

introduction of Integrated Management of Childhood Illness (IMCI), promotion of exclusive 

breastfeeding, malaria prevention, and the scale-up of community-based health services. 

Despite these achievements, the pace of decline has slowed in recent years, and further 

efforts are needed to accelerate progress, especially in hard-to-reach and underserved 

regions. Emerging challenges, including health system capacity constraints, socio-

economic inequalities, and climate-related health risks, pose threats to sustaining these 

gains. 

Figure 3.1: Trends in Childhood Mortality Rates; Tanzania, 1978-2022 PHCs 

 

94
76

58

21 20

137

115

95

46
34

231

191

153

67

54

0

50

100

150

200

250

300

350

400

450

500

1978 1988 2002 2012 2022

D
ea

th
s 

p
er

 1
,0

00
 L

iv
e 

b
ir

th
s

CMR IMR U5MR



 

13 

Figure 3.1.1: Trends in Childhood Mortality Rates; Tanzania Mainland, 1978-2022 PHCs  

 
Figure 3.1.2: Trends in Childhood Mortality Rates; Tanzania Zanzibar, 1978-2022 PHCs  
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3.3 Trends in the Proportion of Children Dead per 100 Women 

The proportion of children ever born who have died serves as an important indicator of 

cumulative childhood mortality and reflects both historical and recent trends in child survival. 

This indicator is particularly useful when derived from census data, where complete birth 

histories are not collected, but information on children ever born and children surviving is 

available. 

An analysis of the proportion of children dead by age of mother provides critical insights 

into child survival patterns and maternal experiences of child loss across different age 

cohorts. In Tanzania, data from the 2002 and 2022 Population and Housing Censuses 

reveal a consistent decline in the proportion of children ever born who had died across all 

maternal age groups, reflecting improvements in child health and survival over the two 

decades. Generally, older mothers reported higher proportions of children dead, largely due 

to longer exposure to risk and historical periods of higher child mortality. However, the 

percentage change between 2002 and 2022 shows the most significant reductions 

occurring among younger mothers (aged 15–19), suggesting progress in maternal and child 

health services, increased access to immunization, improved nutrition, and better 

household living conditions during the early 2000s and 2010s. Despite these gains, 

disparities remain, with older women still reporting relatively higher child loss, underscoring 

the need for targeted interventions aimed at addressing long-term reproductive health and 

family planning needs. The observed trends highlight the importance of sustained 

investments in maternal and child health to further reduce child mortality in Tanzania. 

Table 3.2: Proportion of Children Dead by Age of Mother and Percentage Change; Tanzania 2002-
2022 PHCs 

Age Group of Mother Census Year Percentage Change 

2002 2012 2022 2002-2012 2012-2022 

15-19 3.3 1.7 0.7 -48 -57 

20-24 19.0 10.0 4.9 -47 -51 

25-29 40.2 23.4 10.6 -42 -55 

30-34 64.9 41.0 18.2 -37 -56 

35-39 88.7 60.6 28.9 -32 -52 

40-44 116.0 80.9 40.0 -30 -51 

45-49 137.8 101.3 49.6 -26 -51 

 
Analysis of the proportion of male and female children dead by age groups of mothers 

provides critical insights into gender-related patterns in childhood mortality and 

intergenerational shifts in child survival. Using data from the 2002, 2012, and 2022 

Population and Housing Censuses, this section examines how child mortality outcomes 

vary by the child's sex across maternal age groups. 
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In all census years, the proportion of children dead, defined as the number of deceased 

children as a percentage of children ever born, was generally higher among older mothers 

(aged 40–49), consistent with their longer exposure to childbearing and higher mortality 

risks in earlier decades. Younger mothers (aged 15–29) showed markedly lower 

proportions, reflecting improved child survival in recent years. 

Across all three censuses, male children consistently experienced a slightly higher 

proportion of deaths than female children in most maternal age groups. This aligns with 

established demographic patterns in sub-Saharan Africa, where biological and behavioural 

factors tend to result in higher mortality among boys in the early stages of life, despite 

cultural preferences for sons in some contexts (Hill & Upchurch, 1995; UN IGME, 2023). 

 

Table 3.3 shows that, in 2002, the proportion of male children dead per 100 women among 

mothers aged 45–49 was around 72.0, compared to 65.8 for female children. In 2012, the 

proportions declined to 53.2 for males and 48.1 for females in the same age group. By 2022, 

the proportion further declined to 27.7 for males and 22.0 for females, showing overall 

progress in child survival across both sexes. 

The gap between male and female child mortality has narrowed over time, indicating more 

equitable health outcomes. However, the persistently higher male mortality warrants 

continued focus on neonatal and postnatal care services, especially in rural and 

underserved areas where service quality and accessibility may be limited. 

Table 3.3: Proportion of Male and Female Children Dead by Age Groups of Mother; Tanzania, 2002-
2022 PHCs 

 Age Group of 
Mother 

Male Female 

2002 2012 2022 2002 2012 2022 

15-19 1.7 0.9 0.4 1.6 0.8 0.3 

20-24 10.2 5.5 2.9 8.8 4.5 2.0 

25-29 21.3 12.6 6.1 18.9 10.8 4.5 

30-34 34.4 22.0 10.4 30.5 19.1 7.8 

35-39 47.1 32.5 16.3 41.6 28.1 12.6 

40-44 61.0 42.8 22.5 54.9 38.1 17.5 

45-49 72.0 53.2 27.7 65.8 48.1 22.0 

 

3.4 Differentials in Proportions of Children Dead 

Understanding the differentials in the proportions of children dead provides critical insights 

into the underlying disparities in child survival outcomes across various population 

subgroups. These differentials often reflect the influence of socio-demographic, economic, 

and environmental factors. Analysing these variations helps identify the most vulnerable 
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groups and geographical areas with higher mortality risks, thereby informing targeted 

interventions and resource allocation. This section presents the patterns and extent of 

mortality differentials among children based on selected background characteristics using 

data from the 2022 Population and Housing Census. 

 

 3.4.1 Rural-Urban Differentials in Proportions of Children Dead by Place of 

Residence  

Place of residence is a key determinant of childhood survival, influencing access to 

healthcare, drinking water, sanitation, education, and overall living conditions. In Tanzania, 

the rural–urban divide has historically contributed to disparities in child mortality outcomes. 

Analysing the proportion of children dead by residence offers valuable insight into 

geographic inequalities and helps identify areas that require targeted policy interventions. 

Analysis of census data from 2002 and 2022 reveals significant improvements in child 

survival across both rural and urban areas in Tanzania, though disparities remain.  

In 2002, the proportion of children dead among 100 mothers aged 45–49 was 152 in rural 

areas compared to 92 in urban areas. By 2022, these figures had declined to 57 in rural 

areas and 37 in urban areas, representing percentage reductions of 63% and 60%, 

respectively. This indicates more rapid improvement in urban settings. 

Across maternal age groups, the proportion of children dead per 100 women increased with 

the age of the mother, reflecting cumulative fertility and exposure to higher mortality risks 

in earlier decades. For example, among mothers aged 35–39 years, the proportion of 

children dead in 2002 was 99.7 in rural areas and 56.4 in urban areas, while in 2022, it had 

declined to 34.0 and 21.4 respectively. 

The trend underscores a nationwide improvement in child survival, particularly among 

younger mothers, and a more substantial decline in urban settings, likely driven by better 

access to healthcare, maternal education, and sanitation services. However, rural areas 

still report consistently higher child loss across all age groups, highlighting persistent 

inequalities. These findings point to the need for strengthened rural health systems, 

targeted maternal and child health interventions and equitable investment in social services 

further to narrow the rural-urban survival gap (Table 3.4). 
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Table 3.4: Proportions of Children Dead per 100 Women by Place of Residence and Age Groups of 
Mother; Tanzania, 2002-2022 PHCs 

Age Group of 
Mother 

2002 2012 2022 

Rural Urban Rural Urban Rural Urban 

15-19 3.9 1.8 2.1 1.1 0.9 0.4 

20-24 22.6 10.8 12.1 6.8 6.2 3.2 

25-29 47.2 23.1 28.0 15.8 13.0 7.5 

30-34 74.4 39.0 48.6 27.6 21.7 13.5 

35-39 99.7 56.4 70.6 40.6 34.0 21.4 

40-44 128.1 76.5 92.4 55.0 46.6 29.5 

45-49 150.2 94.1 112.7 75.0 56.6 37.1 

 
3.5 Regional Differentials in Childhood Mortality Proportions  

Examining regional differentials in the proportion of children dead is essential for 

understanding spatial inequalities in child survival across Tanzania. These disparities reflect 

variations in access to healthcare services, socioeconomic development, educational 

levels, infrastructure, cultural practices, and the effectiveness of health interventions across 

different regions. 

The 2022 Census indicates that the regional gap remains notable among women aged 45-

49, with some regions such as Kilimanjaro, Arusha, and Dar es Salaam consistently 

maintaining lower levels (below 35%), while Rukwa, Lindi, Mara, Kaskazini Pemba, and 

Dodoma still report comparatively higher proportions of children dead (above 60%). These 

patterns may be linked to regional differences in poverty levels, health system performance, 

maternal education, and environmental health conditions (Table 3.5). 

Such disparities underscore the need for region-specific strategies and targeted 

interventions. Areas with persistently high child mortality may require intensified efforts to 

strengthen health systems, increase community-based health initiatives, improve maternal 

and child nutrition, and address socio-cultural barriers to health service utilization. 
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Table 3.5: Regional Differentials in Proportions of Children Dead by Age of Mother; Tanzania, 2022 
PHC 

Region 
Age Group of Mother 

15-19 20-24 25-29 30-34 35-39 40-44 45-49 

Tanzania 0.7 4.9 10.6 18.2 28.9 40.0 49.6 

                

Tanzania Mainland 0.7 5.0 10.7 18.3 29.1 40.1 49.8 

Dodoma 0.9 5.0 10.5 18.3 31.1 46.3 61.2 

Arusha 0.4 2.4 5.3 9.2 14.0 18.6 22.4 

Kilimanjaro 0.3 2.5 5.5 9.6 15.0 19.6 24.3 

Tanga 0.7 5.3 11.6 19.2 30.4 43.6 54.9 

Morogoro 0.6 4.6 10.1 17.8 28.1 39.5 50.4 

Pwani 0.6 4.6 10.1 17.8 28.1 39.5 50.4 

Dar es Salaam 0.3 2.4 6.0 11.4 17.9 24.8 30.5 

Lindi 0.9 5.9 11.7 19.1 31.1 47.7 65.6 

Mtwara 0.9 5.7 11.4 19.0 29.0 43.4 58.8 

Ruvuma 1.3 6.5 12.6 21.0 32.8 44.3 57.3 

Iringa 0.5 4.1 9.6 17.3 28.3 40.5 51.4 

Mbeya 0.8 4.5 9.5 16.5 27.2 38.2 49.0 

Singida 0.6 4.6 9.7 16.2 25.8 36.2 45.2 

Tabora 1.2 6.9 13.8 22.7 34.2 44.8 51.4 

Rukwa 1.3 8.0 16.8 26.6 43.1 56.6 66.9 

Kigoma 0.7 5.3 12.2 20.7 34.1 45.4 54.0 

Shinyanga 0.9 5.8 11.9 20.1 30.6 39.8 47.3 

Kagera 0.7 6.8 15.1 26.0 41.5 57.3 69.1 

Mwanza 0.6 4.6 10.5 18.5 29.8 40.2 48.4 

Mara 0.9 6.6 14.9 26.2 41.0 55.3 64.5 

Manyara 0.7 4.1 8.9 15.2 22.7 31.7 38.5 

Njombe 0.5 4.3 9.2 16.7 25.5 36.7 46.3 

Katavi 1.1 7.0 14.7 24.8 39.7 49.6 56.5 

Simiyu 0.8 6.2 13.5 21.7 34.5 48.2 56.1 

Geita 0.9 6.3 14.0 23.9 36.6 48.2 56.3 

Songwe 1.3 6.7 12.6 21.1 34.2 47.6 59.3 

Tanzania Zanzibar 0.2 2.7 7.9 14.4 24.3 34.8 43.5 

Kaskazini Unguja 0.2 2.9 8.6 14.9 27.9 39.9 47.9 

Kusini Unguja 0.4 3.5 8.1 15.5 24.2 34.2 45.5 

Mjini Magharibi 0.2 2.1 6.8 12.6 21.2 29.2 35.7 

Kaskazini Pemba 0.3 3.9 10.9 19.3 31.0  51.2 63.4 

Kusini Pemba 0.3 2.9 9.4 16.4 25.9 37.3 45.4 
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3.6 Children Dead (absolute numbers) by Specified Age Groups and Place of 

Residence  

To ensure a comprehensive analysis of child mortality, this report incorporates the absolute 

number of deaths among children aged 6–10 and 11–17 years. While traditional childhood 

mortality indicators often focus on the under-five age group, extending the analysis to 

include older children and adolescents provides a fuller picture of mortality patterns across 

the entire childhood period. Children in these age groups face a distinct set of health risks 

and external causes of death, such as injuries, road accidents, violence, drowning, and 

emerging non-communicable diseases that are often overlooked in standard mortality 

assessments. Presenting absolute numbers enables a more accurate identification of the 

mortality burden in these age ranges, supports the design of age-specific health and 

protection interventions, and informs a more equitable allocation of resources. Moreover, 

this approach enhances intersectoral planning and monitoring, as many of the factors 

contributing to mortality in older children extend beyond the health sector. By including 

these age groups, the report aims to strengthen the evidence base for policies and 

programmes that promote the survival and well-being of all children, not only in early 

childhood but throughout their development into adolescence. 

The 2022 Population and Housing Census recorded a total of 125,170 child deaths in 

Tanzania among children aged 0–5 years, with the majority occurring in rural areas (90,173 

deaths) compared to urban areas (34,997 deaths). This trend is consistent across all 

specified age groups, highlighting significant disparities in child survival between rural and 

urban areas. Notably, 10,779 deaths were reported among children aged 6–10 years and 

11,700 among those aged 11–17 years, underscoring the importance of extending mortality 

analysis beyond early childhood. Tanzania Mainland accounted for the largest share of 

deaths across all age groups, while Zanzibar reported relatively fewer deaths, with 4,623 

for ages 0–5 years, 221 for ages 6–10 years, and 290 for ages 11–17 years. These figures 

reveal a continued vulnerability among children and adolescents, especially in rural areas, 

and reinforce the need for targeted interventions that span the full spectrum of childhood 

and adolescence (Table 3.6). 
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Table 3.6: Children Dead (absolute numbers) by Specified Age Groups and Place of Residence; 
Tanzania, 2022 PHC 

Age of the 
Deceased 

Tanzania  Tanzania Mainland Tanzania Zanzibar 

Total Rural Urban Total Rural Urban Total Rura
l 

Urba
n 

0 84,425 58,87
5 

25,550 80,586 56,82
6 

23,76
0 

3,839 2,049 1,790 

1-4 36,811 28,24
5 

8,566 36,087 27,81
3 

8,274 724 432 292 

0-5 125,17
0 

90,17
3 

34,997 120,547 87,66
0 

32,88
7 

4,623 2,513 2,110 

6-10 10,779 8,274 2,505 10,558 8,146 2,412 221 128 93 

11-17 11,700 8,601 3,099 11,410 8,426 2,984 290 175 115 

 

3.7 Contribution of Children Dead  

In addition to examining regional differentials in the proportion of children dead, it is equally 

important to analyze the contribution of each region to the national total number of deceased 

children. This measure highlights the regions with the highest absolute burden of child 

deaths, regardless of population size or proportion, and is crucial for prioritizing resource 

allocation and targeted interventions. 

Using data from the 2022 Population and Housing Census, the share of each region in the 

total number of children dead in Tanzania was calculated based on the reported numbers 

of children ever born and children surviving. The analysis reveals that regions with large 

populations of women of reproductive age and historically high fertility rates contribute 

significantly to the overall burden of child mortality, even if their proportion of children dead 

is relatively moderate. 

Regions such as Kagera, Dar es Salaam, and Tabora contributed the most significant 

shares to the national total of children dead, jointly accounting for over 22,893 (18.5%) of 

all child deaths in the country. This may be contributed by the populations of the regions, although 

the Kagera region has a small population with the highest number of child deaths, this may be due 

to its being less urbanized. On the other hand, regions such as Kusini Unguja, Kusini Pemba, 

Kaskazini Unguja, Kaskazini Pemba and Mjini Magharibi contributed relatively small shares 

to the total number of children dead. This variation may be attributed to differences in 

population size, socioeconomic conditions, access to health services, and health-seeking 

behaviors across regions. For instance, high-population regions such as Dar es Salaam 

and Mwanza naturally record larger absolute numbers of child deaths, while smaller island 

regions tend to report fewer cases. Moreover, disparities in maternal healthcare utilization, 
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nutritional status, and disease prevalence may partly explain the regional differences 

observed (Figure 3.2). 

This pattern illustrates that region with both high fertility and high mortality rates bear a 

disproportionate burden of child deaths in absolute terms. Such insights are vital for 

evidence-based planning, as they identify regions where interventions can have the most 

significant national impact. 

Figure 3.2: Contribution of Under-five Children Deaths by Region; Tanzania, 2022 PHC 
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3.8 Estimates of Childhood Mortality using Indirect Methods  

3.8.1 Introduction 

In the absence of complete and reliable vital registration systems, indirect methods provide 

a valuable approach to estimating childhood mortality. The 2022 Population and Housing 

Census in Tanzania applied Brass-type indirect estimation techniques to assess key 

indicators of childhood mortality, including Infant Mortality Rate (IMR), Child Mortality Rate 

(CMR), and Under-Five Mortality Rate (U5MR). 

These estimates were derived using information collected from women aged 15–49 years 

on the number of children ever born and the number of children surviving. By applying 

model life tables and mortality assumptions based on age-specific fertility patterns, the 

method estimates the probability of dying before age one (IMR), between age one and five 

(CMR), and before age five (U5MR). 

3.8.2 Limitations  

While indirect methods are useful where direct data is unavailable or incomplete, they are 

sensitive to assumptions about fertility and mortality and may be influenced by recall bias 

and reporting errors (United Nations, 1983; Hill et al., 2012). Nevertheless, they remain a 

crucial tool for planning and monitoring child survival goals, particularly in relation to SDG 

Target 3.2 (UN IGME, 2023; NBS & OCGS, 2024). 

3.8.4 Percentage Change of Infant Mortality Rate in the Intercensal Periods (1978–

2022) 

Understanding trends in infant mortality over time provides critical insights into the progress 

made in improving child survival and the effectiveness of health interventions. Using 

estimates derived from indirect methods applied to census data, the Infant Mortality Rate 

(IMR) in Tanzania has shown a consistent decline over the past four decades. 

The IMR declined from 137 in 1978 to 34 in 2022, representing an overall reduction of 

approximately 75.2 percent over the 44-year period. The most significant decline occurred 

between 2002 and 2012, with a reduction of 51.6percent, likely reflecting the impact of 

expanded immunization programmes, improved access to maternal and newborn care, and 

national efforts to combat malaria and other childhood diseases. (Table 3.5). 

The decline between 2012 and 2022 was more moderate, suggesting a need to address 

the remaining challenges, such as neonatal mortality, regional disparities, and the quality 

of care in rural areas. These figures indicate substantial progress in reducing infant mortality 
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in Tanzania, although sustaining and accelerating gains will require continued investment 

in maternal and child health services, particularly in underserved regions. 

3.8.5 Percentage Change of Under-five Mortality Rate in the Intercensal Periods 

(1978–2022) 

Tracking under-five mortality over long periods provides critical insights into a country’s 

health system performance and the effectiveness of child survival interventions. In 

Tanzania, the Population and Housing Censuses conducted in 1978, 1988, 2002, 2012, 

and 2022 have consistently collected data enabling estimation of the Under-Five Mortality 

Rate (U5MR). 

Analyzing the percentage change in U5MR across intercensal periods allows for the 

identification of trends, progress, and challenges in improving child survival. It also reflects 

broader socio-economic and health sector developments, such as the expansion of 

immunization, maternal health services, nutrition programmes, and community health 

interventions. 

Between 1978 and 2022, Tanzania achieved a 71.4 percent overall reduction in the under-

five mortality rate, from 231 to 54 deaths per 1,000 live births. The most substantial progress 

occurred during the 2002–2012 intercensal period, with a 56.2 percent decline, coinciding 

with intensified child health interventions, expansion of primary healthcare services, and 

improved immunization coverage through national programmes such as IMCI (Integrated 

Management of Childhood Illnesses) (Table 3.7). 

The 2022 Census confirms continued improvement, although the rate of decline (19.4%) 

between 2012 and 2022 was slower than the previous decade, possibly due to slower 

improvements in areas that were already doing well and persistent inequalities in hard-to-

reach rural areas. The steady decline in U5MR over the past four decades underscores 

Tanzania’s progress in child survival. However, the slowing pace of reduction between 2012 

and 2022 highlights the need for renewed investment in health system strengthening, 

equity-based interventions, and community-level outreach, especially in regions with higher 

mortality burdens. 
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Table 3.7: Percentage Change Infant and Under-Five Mortality Rates in the Intercensal Periods 
between 1978 and 2022 

            Percentage Change 
 

1978 1988 2002 2012 2022 1978-1988 1988-2002 2002-2012 2012-2022 

IMR 137 115 95 46 34 -16.1 -17.4 -51.6 -26.1 

U5MR 231 191 153 67 54 -17.3 -19.9 -56.2 -19.4 

 

3.9 Differentials in Infant and Child Mortality 

3.9.1 Rural-Urban Differentials of Infant and Child Mortality 

Rural-urban disparities in infant and child mortality reflect underlying differences in access 

to health services, living conditions, maternal education, and socioeconomic development. 

Analysis of data from the 2022 Population and Housing Census reveals significant 

differences in childhood mortality outcomes between rural and urban areas in Tanzania. 

The Infant Mortality Rate (IMR) and Under-Five Mortality Rate (U5MR) were consistently 

higher in rural areas compared to urban areas across all child mortality categories. 

In 2022, the IMR in rural areas was estimated at 35 per 1,000 live births, compared with 33 

deaths per 1,000 live births in urban areas. Similarly, the U5MR in rural areas stood at 55 

deaths per 1,000 live births, while urban areas recorded a significantly lower rate of 53 

deaths per 1,000 live births. Overall, male children, irrespective of places of residence, have 

higher mortality than females in the infant, childhood, and up to the fifth birthday (Table 3.8). 

Addressing rural-urban differentials in child mortality is essential to achieving equity in child 

health outcomes and meeting national and global targets such as Sustainable Development 

Goal 3.2. Efforts to reduce these disparities will ensure that all children, regardless of where 

they are born, have an equal chance to survive and be healthy. 

Table 3.8: Rural-Urban Infant, Child, and Under-Five Mortality Rates by Sex; Tanzania, 2022 PHC  

Place of 
Residence 

Infant Mortality Rates Child Mortality Rates Under-5 Mortality Rates 

Total Male Female Total Male Female Total Male Female 

Tanzania 34.3 39.6 29.0 20.0 20.6 18.8 54.3 60.3 47.8 

Rural 34.9 40.2 29.6 20.3 20.9 19.1 55.2 61.1 48.7 

Urban 33.4 38.8 27.9 19.5 20.2 18.1 52.9 59.0 46.0 

Tanzania Mainland 34.3 39.6 29.0 20.0 20.6 18.7 54.3 60.2 47.7 

Rural  34.9 40.2 29.6 20.3 20.9 19.1 55.2 61.1 48.7 

Urban  33.3 38.7 27.9 19.6 20.2 18.1 52.9 58.9 45.9 

Tanzania Zanzibar 34.7 40.0 29.3 20.2 20.3 18.9 54.9 60.3 48.2 

Rural  34.5 39.6 29.4 20.1 20.6 19.0 54.6 60.2 48.4 

Urban  34.9 40.5 29.1 20.3 21.1 18.8 55.2 61.6 48.0 
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3.9.2 Regional Differentials of Infant and Child Mortality  

Understanding regional variations in infant and child mortality is essential for informing 

targeted public health interventions and policies. Infant and under-five mortality are critical 

indicators of child well-being and health system performance (UN IGME, 2023). In Tanzania 

and other low- and middle-income countries, these regional disparities reflect unequal 

access to health services, socio-economic conditions, and geographic or cultural factors 

(Victora et al., 2003; Cleland et al., 1992). 

Table 3.9 and Maps 3.1 and 3.2 present data on child survivorship, showing significant 

regional variations in early childhood mortality in Tanzania. The 2022 Census estimates 

infant, child, and under-five mortality rates, disaggregated by sex and place of residence, 

indicating a clear gender disparity. Male infants have a higher mortality rate (40 per 1,000 

live births) than females (29 per 1,000 live births), a difference of 11 infant deaths, which 

could be primarily caused by biological factors, such as genetic vulnerabilities and weak 

immune responses in males (Drevenstedt et al., 2008). Socio-cultural factors such as health 

care gender bias and inequalities in access to medical services, particularly in rural areas 

of Tanzania Mainland, exacerbate disparities thus making male infants more vulnerable to 

diseases and poor health outcomes (Graham, 2003; Sullivan et al., 2012). 

There are 12 of the 31 regions reporting rates below the national average, while remaining 

regions show higher mortality rates. Arusha and Kilimanjaro regions recorded the lowest 

infant mortality rates of 20 and 24 deaths per 1,000 live births, respectively, followed by 

Manyara (25), Singida (26), and Kusini Pemba (30). On the contrary, regions with high infant 

mortality rates ranging from 35 in Geita to 43 deaths per 1,000 live births in Lindi are above 

the national average, indicating significant disparities among regions in child health 

outcomes. 

Similarly, Arusha and Kilimanjaro regions reported the lowest under-five mortality rates at 

32 and 39 deaths per 1,000 live births, respectively. Twelve out 30 regions had under-five 

mortality rates below the national average of 54 deaths per 1,000 live births, while 19 

regions recorded higher rates, ranging from 52 to 67 deaths per 1,000 live births.  

The regional data therefore underscores substantial variation in mortality rates particularly 

in the southern and western regions such as Lindi, Kagera, Mtwara, and Rukwa, with less 

mortality than others in the north regions such as Arusha and Kilimanjaro. These disparities 

indicating an urgent need for interventions focusing on healthcare access, maternal and 

child health services, and infrastructure improvements in high-mortality regions, to reduce 

gaps and improve child survival in the country.  
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Table 3.9: Infant, Child and Under-Five Mortality Rates by Sex and Regions; Tanzania, 2022 PHC 

Region Infant Mortality Rate Child Mortality Rate Under-5 Mortality Rate 

Total Male Female Total Male Female Total Male Female 

Tanzania 34.3 39.6 29.0 20.0 20.6 18.8 54.3 60.3 47.8 
 

         

Tanzania Mainland 34.3 39.6 29.0 20.0 20.6 18.7 54.3 60.2 47.7 

Dodoma 32.6 37.7 27.5 19.1 19.7 17.8 51.7 57.4 45.3 

Arusha 19.7 23.1 16.3 11.8 12.4 10.8 31.5 35.5 27.1 

Kilimanjaro 24.4 28.1 20.6 14.4 14.9 13.5 38.8 42.9 34.1 

Tanga 37.8 43.9 31.6 21.9 22.7 20.3 59.6 66.6 51.9 

Morogoro 38.4 43.6 33.1 22.2 22.6 21.2 60.6 66.2 54.3 

Pwani 38.4 43.6 33.1 22.2 22.6 21.2 60.6 66.2 54.3 

Dar es Salaam 35.2 40.8 29.5 20.5 21.2 19.1 55.7 62.0 48.6 

Lindi 42.8 49.8 35.7 24.6 25.5 22.9 67.4 75.3 58.6 

Mtwara 40.9 46.8 34.8 23.6 24.1 22.3 64.4 71.0 57.2 

Ruvuma 39.7 45.8 33.7 22.9 23.6 21.6 62.7 69.4 55.3 

Iringa 36.4 41.7 31.0 21.1 21.7 20.0 57.5 63.4 50.9 

Mbeya 33.4 38.5 28.2 19.5 20.1 18.3 52.9 58.6 46.5 

Singida 26.3 30.3 22.3 15.5 16.0 14.6 41.8 46.3 36.9 

Tabora 33.7 38.6 28.9 19.7 20.1 18.7 53.4 58.7 47.6 

Rukwa 40.7 46.7 34.8 23.5 24.1 22.3 64.2 70.7 57.1 

Kigoma 36.2 42.4 29.9 21.0 22.0 19.3 57.2 64.4 49.2 

Shinyanga 32.4 37.4 27.3 18.9 19.6 17.7 51.3 57.0 45.0 

Kagera 41.8 48.2 35.4 24.1 24.8 22.6 65.9 73.0 58.0 

Mwanza 31.9 37.3 26.4 18.6 19.5 17.2 50.5 56.8 43.6 

Mara 36.7 42.0 31.3 21.3 21.8 20.2 58.0 63.9 51.5 

Manyara 25.2 29.4 21.0 14.9 15.6 13.8 40.1 45.0 34.7 

Njombe 36.5 42.0 31.0 21.2 21.8 20.0 57.7 63.9 50.9 

Katavi 35.5 41.1 29.9 20.6 21.4 19.3 56.1 62.4 49.2 

Simiyu 32.2 37.2 35.4 18.8 19.4 9.6 51.0 56.6 44.9 

Geita 35.1 40.2 30.0 20.4 20.9 19.4 55.5 61.1 49.4 

Songwe 37.4 43.7 31.1 21.7 22.6 20.1 59.1 66.3 51.2 

Tanzania Zanzibar 34.7 40.0 29.3 20.2 20.3 18.9 54.9 60.3 48.2 

Kaskazini Unguja 38.7 41.1 29.3 22.3 21.4 22.1 61.0 62.5 51.4 

Kusini Unguja 38.7 45.3 31.8 22.3 23.4 20.4 61.0 68.7 52.2 

Mjini Magharibi 35.2 40.5 29.7 20.5 21.1 19.2 55.6 61.5 48.9 

Kaskazini Pemba 34.2 40.2 27.9 19.9 20.9 18.1 54.1 61.1 46.0 

Kusini Pemba 29.7 33.5 35.4 17.5 17.6 7.5 47.2 51.2 42.8 
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Map 3.1: Infant Mortality Rate by Region; Tanzania, 2022 PHC 
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Map 3.2: Under-Five Mortality Rates by Region; Tanzania, 2022 Census 
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3.9.3 Sex Differentials in Childhood Mortality by Region  

Figure 3.3 shows that, males had higher infant and under-five mortality rates than females 

except for Kusini Pemba Region. IMRs for males ranged between 23 deaths in Arusha 

Region and 50 deaths per 1,000 live births in Lindi. The estimated infant mortality rates for 

females were between 16 in Arusha Region and 36 deaths per 1,000 live births in Lindi 

Region. The under-five mortality rates for males ranged from 36 deaths per 1,000 live births 

in Arusha Region to 75 deaths in Lindi Region. In comparison, the under-five mortality rates 

for females ranged from 27 to 36 deaths per 1,000 live births in Arusha Region to 59 deaths 

per 1,000 live births in Lindi Region. 

Infant mortality and under-five mortality rates for Tanzania are higher for males than 

females, and in some regions, the discrepancy, particularly for the infant mortality rate, is 

about 12–14 deaths. This is notably seen in Lindi (14 deaths), Kagera (14 deaths), Kusini 

Pemba (14 deaths), Kigoma (13 deaths), and Mtwara, Ruvuma, Tanga, Songwe, and 

Kaskazini Unguja (12 deaths each). The possible reasons may be due to biological factors, 

such as higher vulnerability of male infants to infections and diseases, as cited by Ngwira 

et al. (2017), who noted that male infants are more susceptible to respiratory infections and 

complications.  

Additionally, differences in care-seeking behavior and maternal health practices could also 

contribute to these discrepancies, as cited by Mishra et al. (2020), who observed that 

gender-based health-seeking behaviours in Tanzania, where male children may not receive 

timely medical attention compared to females, can contribute to higher mortality rates 

among males. Moreover, these regions mentioned have limited access to healthcare 

facilities, low maternal education levels, and inadequate maternal healthcare services, 

which may be a source of such a significant discrepancy as referenced by Kamuzora & 

Ndyetabula (2019), who identified that regions with poor healthcare infrastructure and lower 

maternal health awareness have higher mortality rates. Therefore, there is a need for further 

studies to explore these gender-based differences in childhood mortality, particularly 

focusing on regional healthcare disparities and maternal care practices. 
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Figure 3.3: Sex Differentials in Infant and Under-Five Mortality Rates by Region; Tanzania, 2022 PHC 
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3.10 Mortality Differentials by Socio-Economic Determinants 

Socioeconomic and demographic characteristics, such as the mother’s age at the time of 

birth, education, marital status, occupation, and the survival of preceding sibling(s), can 

impact the newborn’s survival. The discussion in this subsection focuses on mothers’ level 

of education, marital status, occupation, and households’ wealth quintile, and how these 

factors relate to childhood mortality levels.  

3.10.1 Introduction  

Child mortality is not only a health issue but also a reflection of broader socio-economic 

inequalities within the population. Data from the 2022 Population and Housing Census show 

that infant and under-five mortality rates in Tanzania are significantly influenced by various 

socio-economic determinants, including marital status, education attainment, occupation, 

and mother’s age when giving first birth.  Figures 3.7 to 3.7.2 present infant and under-5 

mortality differentials for the selected socio-economic and demographic characteristics.  

3.10.2 Differentials by Marital Status 

Children born in households with both father and mother in marital union are generally more 

likely to survive than those born in households with a single parent. This is partly explained 

by the care provision and family environment, where children have better opportunities for 

cognitive development and physical growth. It is important to note that union status is a 

function of an individual’s biological age. Women typically experience widowhood in their 

later years. On the other hand, young women are vulnerable to marital dissolution through 

divorce or separation, which can affect the mental and physical development of young 

children. (Choi & Marks, 2010). 

Marital status in this report is categorized into four groups: married or living together, 

divorced or separated, widowed, and never married. The analysis shown in Figure 3.4 

reveals that child mortality is highest among women who have never been married, followed 

by widowed women. For example, under-five mortality among never-married women is 60 

deaths per 1000 births. Among widowed women, it is 54 deaths per 1000 births, compared 

with 46 deaths per 1000 births for married/living together women. The pattern is similar for 

infant and child mortality rates. 

 

Among never married women, childhood mortality rates are notably higher in Zanzibar than 

in Tanzania Mainland. The Infant Mortality Rate (IMR) in Zanzibar stands at 47.0 deaths 

per 1,000 live births compared to 37.7 in Tanzania Mainland, while the Under-Five Mortality 

Rate (U5MR) reaches 73.7 in Zanzibar against 59.5 in the Mainland. These disparities 
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suggest that children born to never married women in Zanzibar face a greater risk of dying 

before their fifth birthday. The differences may reflect variations in social support systems, 

access to maternal and child health services, and household economic conditions. 

Strengthening targeted interventions to support unmarried mothers, particularly in Zanzibar, 

could help reduce the observed mortality gap. 

 

Figure 3.4: Infant and Under five Mortality Rates by Marital Status of Mother; Tanzania, 2022 PHC  

 

 

Figure 3.4.1: Infant and Under-five Mortality Rates by Marital Status of Mother; Tanzania Mainland, 
2022 PHC 
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Figure 3.4.2: Infant and Under-five Mortality Rates by Marital Status of Mother; Tanzania Zanzibar, 
2022 PHC 
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Figure 3.5: Infant and Under Five Mortality Rates by Educational Attainment of Mother; Tanzania, 
2022 PHC  

 

 

Figure 3.5.1: Infant and Under five Mortality Rates by Educational Attainment of Mother; Tanzania 
Mainland, 2022 PHC 
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Figure 3.5.2: Infant and Under five Mortality Rates by Educational Attainment of Mother; Tanzania 
Zanzibar, 2022 PHC 
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follows a similar pattern, being 56 in Tanzania total, 56 in the Tanzania Mainland, and 56 in 

Tanzania Zanzibar. 

The results in Figures 3.6-3.6.2 show key differences in child mortality rates between 

Tanzania as a whole, Tanzania Zanzibar, and Tanzania Mainland, particularly how 

occupation affects infant and under-five mortality rates (IMR and U5MR). Women in 

elementary occupations in Tanzania Zanzibar experience higher mortality rates (38 infant 

deaths and 60 under-five deaths per 1,000 live births) than women in the same occupation 

(35 and 55, respectively) in Tanzania Mainland.  

This occupational disparity is not clear in the Tanzania Mainland. While women in small 

business, service, and sales occupations have similar mortality rates in Tanzania Zanzibar, 

and Tanzania Mainland (31 infant and 50 under-five deaths per 1,000 live births in Tanzania 

Zanzibar, compared with 32 and 51 in the Tanzania Mainland), mortality rates for women 

in elementary occupations are high in Tanzania Zanzibar. This suggests that local factors 

such as healthcare access and socio-economic conditions play a larger role in Tanzania, 

Zanzibar. Reports from organizations like the World Health Organization (WHO, 2021) and 

the United Nations Development Programme (UNDP, 2020) highlight the extent to which 

socio-economic inequality and health system challenges contribute to disparities in health 

outcomes.  

Studies by TDHS-MIS (2016) and local research institutions, such as the Zanzibar Health 

Research Foundation (ZHRF, 2020), emphasize the added vulnerability of women in low-

income, manual labour occupations, where poor working conditions, lack of access to 

appropriate healthcare, and gendered social roles exacerbate health risks. The studies also 

highlight how local factors intersect to impact mortality, particularly among women facing 

both economic disadvantage and limited access to healthcare opportunities (Mwanza et al., 

2019). 

Furthermore, the professional, managerial and technical workers in Tanzania Zanzibar 

report higher IMR (32 deaths per 1,000 live births) and U5MR (51 deaths per 1,000 live 

births) than Tanzania Mainland workers in similar roles (27 and 42 deaths per 1,000 live 

births respectively), illustrating those differences health outcomes are due to regional 

healthcare challenges and socio-economic factors disproportionately affecting the lower-

income jobs in Tanzania Zanzibar. 

The differentials between the mortality rates of women in agriculture and those in 

professional positions are remarkable. Women in professional, managerial, and technical 
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roles report much lower rates, with 27 infant and 43 under-five deaths per 1,000 live births. 

The pattern is consistent in Tanzania Mainland, where women in agriculture have rates of 

35 deaths per 1,000 live births for infant mortality and 56 deaths per 1,000 live births for 

under-five mortality. 

The findings emphasize dependency in the relationship between a woman's occupation and 

childhood mortality rates, showing how employment choice may significantly influence 

health outcomes in Tanzania. 

Figure 3.6: Infant and Under five Mortality Rates by Economic Activity of Mother ; Tanzania, 2022 PHC 

 
 
Figure 3.6.1: Infant and Under five Mortality Rates by Economic Activity of Mother; Tanzania 

Mainland, 20222 PHC 
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Figure 3.6.2: Infant and Under five Mortality Rates by Economic Activity of Mother IMR and U5MR; 
Tanzania Zanzibar, 2022 PHC 
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health and socioeconomic challenges. In contrast, in Arusha and Manyara, the gradient is 

more pronounced, with wealthier quintiles experiencing significantly lower child mortality 

rates. 

In Zanzibar, disparities are also notable. Kusini Unguja recorded the highest under-five 

mortality rates (above 70 deaths per 1,000 live births in the poorest quintiles), while Kusini 

Pemba had the lowest (as low as 38 deaths per 1,000 live births in the poorest quintile). 

Urbanized regions, such as Mjini Magharibi, showed moderate mortality levels, but with less 

consistent patterns across quintiles. 

Overall, these findings highlight three important messages. First, despite a general national 

decline in childhood mortality, regional disparities remain serious, with children in certain 

regions, particularly in the southern and western zones, facing significantly higher risks. 

Second, wealth inequalities are more pronounced at the regional level than at the national 

level, suggesting that access to health services and living conditions differ significantly 

across geographical locations. Third, the persistently high mortality levels in specific regions 

call for targeted interventions in maternal and child health services, improved nutrition and 

broader social support systems, particularly for the poorest households. 

The findings underscore the necessity for targeted regional interventions to address high 

childhood mortality rates in regions such as Kagera, Lindi, Ruvuma, and Rukwa, where 

mortality rates exceed the national average across all wealth groups. Expanding maternal, 

newborn, and child health services, strengthening referral systems, and improving access 

to essential medicines in these areas are critical. At the same time, improving nutrition, 

promoting exclusive breastfeeding, and scaling up community-based health education will 

help tackle the underlying causes of child mortality. 

While national differences in mortality by wealth quintile are relatively narrow, inequities are 

more pronounced at the regional level, where poorer households face greater vulnerability. 

Pro-poor strategies such as conditional cash transfers, community health insurance and 

outreach services are necessary to ensure equitable access to health care. In Zanzibar, the 

wide gap between Kusini Unguja and Kusini Pemba underscores the importance of region-

specific approaches. Strengthened monitoring and use of census data for evidence-based 

planning will also enhance accountability and enable resources to be directed to areas with 

the greatest need. 

 



40 

Table 3.10: Infant and Under-five Mortality by Wealth Quintile and Region; Tanzania, 2022 PHC 

Region 

Lowest Quintile Second Quintile Middle Quintile Fourth Quintile Highest Quintile 

IMR U5MR IMR U5MR IMR U5MR IMR U5MR IMR U5MR 

Tanzania 36.1 57.0 36.8 58.1 36.0 56.9 35.7 56.4 35.1 55.5 
           

Tanzania Mainland 36.0 56.9 36.8 58.1 35.9 56.8 35.7 56.4 35.0 55.4 

Dodoma 36.0 56.9 34.3 54.3 32.8 51.9 33.9 53.7 32.8 51.9 

Arusha 16.4 26.3 22.7 36.2 25.4 40.4 23.3 37.2 21.6 34.4 

Kilimanjaro 25.1 39.9 28.5 45.2 26.9 42.8 24.2 38.6 27.8 44.2 

Tanga 38.5 60.9 43.8 68.9 42.7 67.2 37.7 59.5 35.4 56.0 

Morogoro 37.5 59.2 40.6 64.0 42.7 67.2 39.1 61.7 40.5 63.8 

Pwani 41.8 65.8 42.5 66.9 39.2 61.9 40.8 64.3 36.7 58.0 

Dar es Salaam 38.6 60.9 38.6 60.9 38.7 61.0 35.9 56.8 36.0 56.9 

Lindi 43.6 68.7 46.2 72.6 47.0 73.9 43.4 68.3 42.6 67.0 

Mtwara 42.6 67.0 45.2 71.0 40.9 64.4 42.4 66.8 38.8 61.2 

Ruvuma 45.7 71.8 41.3 65.1 40.2 63.4 37.3 59.0 38.1 60.1 

Iringa 41.8 65.8 36.5 57.7 38.1 60.2 38.3 60.4 34.2 54.1 

Mbeya 34.9 55.2 35.4 56.0 34.3 54.3 37.0 58.5 32.6 51.6 

Singida 26.2 41.6 28.7 45.6 27.2 43.2 28.7 45.5 28.2 44.7 

Tabora 34.1 54.0 36.4 57.5 34.5 54.6 35.1 55.6 37.5 59.3 

Rukwa 44.9 70.6 41.7 65.7 40.5 63.8 40.7 64.2 40.2 63.3 

Kigoma 37.6 59.5 36.8 58.2 36.7 58.0 36.4 57.5 37.9 59.8 

Shinyanga 34.2 54.2 33.7 53.3 32.7 51.8 37.1 58.7 34.2 54.1 

Kagera 46.9 73.6 49.1 77.1 42.5 66.9 39.2 61.9 37.9 59.9 

Mwanza 34.5 54.6 33.7 53.4 32.3 51.2 31.9 50.6 30.8 48.9 

Mara 40.0 63.1 39.0 61.5 38.8 61.2 35.2 55.7 31.9 50.5 

Manyara 21.6 34.4 28.1 44.7 29.0 46.1 28.6 45.4 26.4 42.1 

Njombe 37.9 59.8 39.9 63.0 37.1 58.6 38.3 60.5 41.3 65.0 

Katavi 31.0 49.1 38.0 60.1 37.1 58.6 37.5 59.3 41.1 64.9 

Simiyu 33.6 53.3 35.3 55.8 34.5 54.7 33.5 53.0 31.3 49.6 

Geita 36.8 58.2 36.7 57.9 34.4 54.5 37.2 58.8 36.2 57.2 

Songwe 41.2 65.0 38.3 60.5 39.5 62.4 38.1 60.2 38.5 60.8 

Tanzania Zanzibar 38.6 61.0 38.4 60.6 38.2 60.2 34.8 55.0 36.9 58.3 

Kaskazini Unguja 39.2 61.8 38.7 61.1 35.6 56.3 34.3 54.2 40.0 63.1 

Kusini Unguja 49.6 77.7 47.2 74.2 39.6 62.4 38.9 61.4 42.4 66.8 

Mjini Magharibi 40.2 63.4 31.6 50.2 35.0 55.4 36.8 58.1 40.6 64.0 

Kaskazini Pemba 36.2 57.3 31.4 49.8 43.1 67.8 33.0 52.3 35.7 56.4 

Kusini Pemba 24.0 38.2 34.1 54.0 32.9 52.1 29.7 47.1 26.3 41.9 
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 3.10.6 Children’s Mortality by Age of the Mother 

Analysis of data from the 2022 Population and Housing Census (PHC) reveals significant 

differentials in childhood mortality associated with the mother's age. Maternal age is a 

critical factor influencing child survival through biological, behavioral, and socio-economic 

pathways. The 2022 PHC findings reaffirm the well-established U-shaped relationship 

between maternal age and childhood mortality, with higher mortality observed among 

children born to very young and older mothers (URT, 2024a). 

Children born to mothers aged below 20 years recorded the highest levels of mortality, 

particularly for infant and under-five deaths. Teenage pregnancies are often linked to 

physiological immaturity, limited maternal health knowledge, lower antenatal care uptake, 

and poor socio-economic conditions, all of which contribute to increased child mortality 

(UNICEF, 2023; WHO, 2022). 

On the other hand, mothers aged 20–39 years experienced the lowest proportion of dead 

children, highlighting this age range as the biologically and socially optimal period for 

childbearing. Women in this age group are more likely to be physically mature, economically 

stable, and better informed about maternal and child health practices, leading to improved 

child survival outcomes (URT, 2024a; TDHS-MIS, 2022). 

A notable rise in child mortality was observed among children born to mothers aged 35 

years and above, particularly for those aged 40 and above. Advanced maternal age is 

associated with higher risks of obstetric complications, chromosomal abnormalities, and 

increased likelihood of preterm births and low birth weight, which are major contributors to 

neonatal and infant mortality (WHO, 2022; URT, 2024b). 

These patterns emphasize the need for targeted reproductive health interventions that 

address adolescent fertility and promote healthy timing and spacing of pregnancies. 

Policies aimed at reducing teenage pregnancies and discouraging high-risk pregnancies 

among older women can significantly reduce childhood mortality and improve Tanzania’s 

progress towards achieving SDG targets on maternal and child health. 
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Table 3.11:  Infant and Under-five Mortality Rates by Place of Residence and Age of Mothers; Tanzania, 
2022 PHC 

Socio Economic and Demographic 
Characteristics 

Tanzania total Tanzania Mainland Tanzania Zanzibar 

IMR U5MR IMR U5MR IMR U5MR 

Age Group of Mother 
      

15-19 48.2 75.6 48.1 75.6 55.0 86.0 

20-24 36.0 56.9 36.0 56.9 36.4 57.5 

25-29 32.7 51.8 32.7 51.7 33.0 52.3 

30-34 33.7 53.4 33.8 53.5 31.7 50.2 

        35-39 37.4 59.1 37.5 59.3 34.1 54.0 

40-44 42.7 67.3 42.9 67.5 38.4 60.7 

45-49 45.8 72.0 46.0 72.3 40.4 63.7 

 

 3.11 Changes in Infant and Under-Five Mortality in Tanzania 2012 and 2022 

The 2022 Population and Housing Census (PHC) provides an updated picture of childhood 

mortality in Tanzania, allowing for a comparative assessment with the results from the 2012 

Census. The observed trends indicate a continued decline in both infant and under-five 

mortality rates, reflecting progress in maternal and child health interventions over the 

intercensal period. 

According to the 2012 Census, the Infant Mortality Rate (IMR), defined as the number of 

deaths of children under one year of age per 1,000 live births, was estimated at 46 deaths 

per 1,000 live births, while the Under-Five Mortality Rate (U5MR) stood at approximately 

67 deaths per 1,000 live births.  

By 2022, these figures had declined to 34 deaths per 1,000 live births for IMR and 54 deaths 

per 1,000 live births for U5MR. These reductions represent a 26 percent decline in infant 

mortality and a roughly 18 percent decline in under-five mortality over the ten-year period. 

Tanzania Mainland registered a substantial decline in both indicators. Infant mortality 

decreased from 46 to 34 deaths per 1,000 live births (26.1% reduction), while under-five 

mortality fell from 67 to 54 deaths per 1,000 live births (19.4 % reduction). 

Tanzania Zanzibar, though also showing progress, experienced a more modest decline. 

Infant mortality decreased from 46 to 35 per 1,000 live births, representing a 23.9 percent 

reduction, and under-five mortality dropped from 67 to 55, corresponding to a 17.9 percent 

decline. 
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Tanzania Mainland recorded a slightly more pronounced decline in mortality rates 

compared to Zanzibar. This can be attributed to the broader scale and reach of health sector 

investments, including improvements in health infrastructure, skilled birth attendance, and 

outreach services in rural and peri-urban areas. Additionally, ongoing government efforts to 

reduce regional disparities and improve access to quality health care contributed to this 

decline. 

Rural–urban differentials continue to reveal notable disparities. Urban areas exhibited a 

greater percentage reduction in both infant and under-five mortality compared with rural 

areas. Urban areas experienced a more significant reduction in child mortality. Infant 

mortality declined from 49 to 33 deaths per 1,000 live births (32.7 percent decrease), and 

under-five mortality reduced from 66 to 55 deaths per 1,000 live births (16.7% decrease). 

Rural areas, where a majority of the population resides, saw a smaller reduction. Infant 

mortality decreased from 46 to 35 deaths per 1,000 live births (23.9 % reduction), while 

under-five mortality fell from 71 to 53 deaths per 1,000 live births (25.4% reduction) (Table 

3.12). 

This pattern highlights the continuing challenge of health inequities between densely 

populated areas where access to health facilities, skilled health personnel, and education 

is generally higher, and remote rural regions, where barriers to healthcare persist. Rural 

areas often face challenges such as limited transport infrastructure, lower levels of female 

education, and scarcity of skilled healthcare providers, which can delay further reductions 

in child mortality. 
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Table 3.12: Percentage Change of Infant and Under-Five Mortality; Tanzania, 2012 and 2022 Censuses 

 Place of Residence 

Infant Mortality Rate Under-five Mortality Rate 

2012 2022 
Percentage 

Change 
Average Annual 

Change in IMR 
2012 2022 

Percentage 
Change 

Average 
Annual Change 

in U5MR 

Tanzania  46.2 34.3 -25.8 -3.0 66.5 54.3 -18.35 -2.0 

 Rural  46.0 34.9 -24.1 -2.8 65.9 55.2 -16.24 -1.8 

 Urban 48.5 33.4 -31.1 -3.7 71.2 52.9 -25.70 -3.0 

          

Tanzania Mainland 46.2 34.3 -25.8 -3.0 66.5 54.3 -18.35 -2.0 

 Rural  45.3 34.9 -23.0 -2.6 64.9 55.2 -14.95 -1.6 

 Urban 47.8 33.3 -30.3 -3.6 70.2 52.9 -24.64 -2.8 

          

Tanzania Zanzibar 46.4 34.7 -25.2 -2.9 67.4 54.9 -18.55 -2.1 

  Rural  46.4 34.5 -25.6 -3.0 67.1 54.6 -18.63 -2.1 

 Urban 48.4 34.9 -27.9 -3.3 71.1 55.2 -22.36 -2.5 

 
The comparison of infant and under-five mortality rates between the 2012 and 2022 

Population and Housing Censuses reveals significant regional variations in progress 

towards reducing childhood mortality in Tanzania. Overall, the country experienced a 

decline in both infant and under-five mortality, reflecting improvements in maternal and child 

health services, immunization coverage, access to clean water and sanitation, and 

community health interventions. 

Iringa (39.1%), Katavi (39.0%), and Kusini Pemba (35.2%) regions recorded the most 

notable reductions in infant mortality during the reference period, indicating the ongoing 

government efforts to reduce regional disparities and improve access to quality health care 

have resulted in strong health system performance and better socio-economic conditions. 

In contrast, a few regions, including Kaskazini Unguja, Lindi, and Mtwara, showed minimal 

improvement, with a decrease of less than 10 percent in infant mortality. 

The data underscore the importance of targeted regional interventions to address 

disparities and accelerate progress towards national and global targets for child survival, 

including SDG 3.2, which aims to end preventable deaths of newborns and children under 

5 years of age by 2030. 
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Table 3.13: Percentage Change of Infant and Under-Five Mortality by Region; Tanzania, 2012 and 2022 
PHCs 

 Place of Residence 

Infant Mortality Rate Under-five Mortality Rate 

2012 2022 
Percentage 

Change 

Average 

Annual 

Change 

in IMR 

2012 2022 
Percentage 

Change 

Average 

Annual 

Change 

in U5MR 

Tanzania 46.2 34.3 -25.8 -3.0 66.5 54.3 -18.3 -2.0 
         

Tanzania Mainland 46.2 34.3 -25.8 -3.0 66.5 54.3 -18.3 -2.0 

Dodoma 42.1 32.6 -22.6 - 2.6 57.5 51.7 -10.1 -1.1 

Arusha 29.0 19.7 -32.1 -  3.9 37.3 31.5 -15.5 -1.7 

Kilimanjaro 29.6 24.4 -17.6 - 1.9 38.5 38.8 0.8 0.1 

Tanga 44.7 37.8 -15.4 - 1.7 64 59.6 -6.9 -0.7 

Morogoro 47.6 38.4 -19.3 - 2.1 68.7 60.6 -11.8 -1.3 

Pwani 51.3 38.4 -25.1 - 2.9 75.4 60.6 -19.6 -2.2 

Dar es Salaam 49.0 35.2 -28.2 - 3.3 72.3 55.7 -23.0 -2.6 

Lindi 47.0 42.8 -8.9 -  0.9 65 67.4 3.7 0.4 

Mtwara 45.2 40.9 -9.5 -  1.0 62.3 64.4 3.4 0.3 

Ruvuma 47.6 39.7 -16.6 - 1.8 68.7 62.7 -8.7 -0.9 

Iringa 59.8 36.4 -39.1 -  5.0 90.7 57.5 -36.6 -4.6 

Mbeya 49 33.4 -31.8 -  3.8 71.5 52.9 -26.0 -3.0 

Singida 32.4 26.3 -18.8 -  2.1 42.7 41.8 -2.1 -0.2 

Tabora 47.5 33.7 -29.1 -  3.4 69.4 53.4 -23.1 -2.6 

Rukwa 54.8 40.7 -25.7 -   3.0 81.2 64.2 -20.9 -2.3 

Kigoma 48.9 36.2 -26.0 -   3.0 71.7 57.2 -20.2 -2.3 

Shinyanga 46.2 32.4 -29.9 -  3.5 66.7 51.3 -23.1 -2.6 

Kagera 61.8 41.8 -32.4 -  3.9 93.9 65.9 -29.8 -3.5 

Mwanza 44.3 31.9 -28.0 - 3.3 63.8 50.5 -20.8 -2.3 

Mara 50.7 36.7 -27.6 -  3.2 73.6 58 -21.2 -2.4 

Manyara 33.3 25.2 -24.3 -  2.8 44.5 40.1 -9.9 -1.0 

Njombe 54.5 36.5 -33.0 - 4.0 81.4 57.7 -29.1 -3.4 

Katavi 58.2 35.5 -39.0 -  4.9 88 56.1 -36.3 -4.5 

Simiyu 39.4 32.2 -18.3 -  2.0 54.3 51 -6.1 -0.6 

Geita 41.0 35.1 -14.4 - 1.6 57.8 55.5 -4.0 -0.4 

Songwe 
 

37.4 
   

59.1 N/A N/A 

Tanzania Zanzibar 46.4 34.7 -25.2 - 2.9 67.4 54.9 -18.5 -2.1 

Kaskazini Unguja 42.1 38.7 -8.1 -  0.8 59.5 61 2.5 0.2 

Kusini Unguja 56.8 38.7 -31.9 - 3.8 85.9 61 -29.0 -3.4 

Mjini Magharibi 47.1 35.2 -25.3 - 2.9 69 55.6 -19.4 -2.2 

Kaskazini Pemba 43.4 34.2 -21.2 - 2.4 61.8 54.1 -12.5 -1.3 

Kusini Pemba 45.8 29.7 -35.2 -  4.3 66.7 47.2 -29.2 -3.5 

Note: Songwe Region was formed in 2015  



46 

3.12 Levels and Trends in IMR and U5MR by Councils 

Appendix 1.3 presents the levels and trends in the Infant Mortality Rate (IMR) across 

councils between 2012 and 2022. The results indicate that IMR declined in all councils 

during the period. However, three councils of Mafia, Kyerwa and Namtumbo continued to 

experience relatively high infant mortality rates exceeding 50 deaths per 1,000 live births. 

In contrast, the councils of Ngorongoro, Monduli and Simanjiro recorded the lowest IMR, 

each with fewer than 20 deaths per 1,000 live births. 

 

Only 12 out of 195 councils namely Mufindi District, Mafinga Town, Bahi District, 

Tanganyika District, Songea Municipal, Musoma Municipal, Mpimbwe District, Songea 

District, Muleba District, Mbeya City, Mlele District, and Madaba District have achieved an 

Average Annual Rate of Reduction (AARR) exceeding 4.0 percent. For most other councils, 

the average annual rate of reduction ranged between 0.1 and 4.0 percent. 

 

Musoma Municipal Council recorded a notable improvement, with IMR declining from 73 

deaths per 1,000 live births in 2012 to 29 deaths per 1,000 live births in 2022, representing 

a 66 percent reduction. Detailed IMR and AARR estimates for each council are provided in 

Appendix 1.3. 

 

By 2022; 38 of the 195 councils had already achieved the national target of reducing IMR 

to 30 deaths per 1,000 live births, as stipulated in the Third National Five-Year Development 

Plan (FYDP III) 2021/22–2025/26. 

 

Appendix 1.4 presents the trends in the Under-Five Mortality Rate (U5MR) across councils 

from 2012 to 2022. The results show a significant reduction in U5MR in all councils, with 

only Hai District Council recording a reduction of less than 10 percent. Musoma Municipal 

Council again showed the largest improvement, reducing U5MR from 112 to 45 deaths per 

1,000 live births over the same period. 

 

Councils that achieved high average annual rates of reduction in U5MR (at 7.0 percent or 

above) included Mufindi District, Bahi District, Mafinga Town, Tanganyika District, and 

Songea Municipal Council. 

 

By 2022; 11 councils had already reached the national target of reducing U5MR to 40 

deaths per 1,000 live births by 2025/26, as outlined in FYDP III. These councils were 

Ngorongoro, Monduli, Simanjiro, Longido, Mwanga, Mbulu, Meru, Arusha District, Arusha 
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City, Moshi District and Singida Municipal Council. while Mafia District Council recorded the 

highest (85 deaths per 1,000 live births). Detailed U5MR and AARR estimates for each 

council are provided in Appendix 1.4. 

 

Overall, the analysis reveals a substantial decline in both Infant Mortality Rate (IMR) and 

Under-Five Mortality Rate (U5MR) across all councils between 2012 and 2022. The majority 

of councils demonstrated positive progress, with several already achieving or surpassing 

the national targets for 2025/26 ahead of time. The consistent reductions across councils 

reflect improved child survival and signify progress in health interventions, including 

enhanced access to maternal and child health services during the review period. 

 

3.13 Conclusion 

The 2022 PHC results indicate that Tanzania has made significant progress in reducing 

infant and under-five mortality rates, suggesting improvements in healthcare access and 

child health outcomes. However, the persistent disparities such as higher mortality rates in 

rural areas, among male children in specific regions, show there is a need for properly 

specified interventions. Thus, addressing the challenges requires a focused approach that 

prioritizes underserved populations and areas, strengthens healthcare systems, and 

promotes equitable access to essential services. 

 

Following the Health Sector Strategic Plan 2021–2026 and the 2030 SDGs, Tanzania must 

implement tailored strategies that tackle the root causes of disparities to sustain and 

accelerate progress. Therefore, investments in rural healthcare infrastructure, expanded 

immunization programmes, improved nutrition, and strengthened disease prevention 

measures are critical. By addressing the gaps and promoting inclusive healthcare policies, 

Tanzania can ensure that all children, regardless of gender or location, have the opportunity 

to thrive. 
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CHAPTER FOUR 

IMPACT OF SOCIO-ECONOMIC DIFFERENTIALS ON CHILDHOOD 

MORTALITY 

4.1 Introduction 

This chapter gives an understanding of how different socio-economic factors related to 

mothers’ (15-49) age and children under age five have an impact on childhood mortality by 

using visual presentations of tables and figures. The chapter is explained in seven sub-

sections, including child health care, education background of women, regional differentials 

in female literacy rate and U5MR, types of sources of drinking water, types of toilet facilities, 

and childbearing age at the National and Regional levels.  

4.2 Child Health Care 

Child health care services play a critical role in improving survival rates and reducing under-

five mortality. The Tanzania Demographic and Health Survey (TDHS) 2022 provides 

essential insights into the coverage and disparities of key child health interventions, 

including immunization, nutrition, and treatment of common childhood illnesses, which have 

an impact on childhood mortality rates as per the 2022 Census. 

 

4.2.1 Childhood Immunization in the Region 

Immunization is a cornerstone intervention that prevents many vaccine-preventable 

diseases associated with high child mortality. According to DHS 2022: routine childhood 

vaccines include; BCG (tuberculosis); oral polio vaccine (OPV) or inactivated polio vaccine 

(IPV); pentavalent or DPT-HepB-Hib (diphtheria, pertussis, tetanus, hepatitis B, and 

Haemophilus influenzae type b); pneumococcal conjugate vaccine (PCV); rotavirus vaccine 

(RV); and measles-rubella (MR) vaccine, in Tanzania.  

Table 4.1 presents immunization coverage among children 12-23 and 24-35 months by 

place of residence and region in Tanzania. Regions with a high percentage of children who 

were fully vaccinated were associated with a lower childhood mortality rate. Urban areas 

generally demonstrate high percentage of children who were fully vaccinated (26.4%) with 

under-five mortality rate of 52.9 deaths per 1,000 live births due to factors such as better 

access to healthcare facilities and easier for communication and spreading of information 
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about child vaccination compared with rural areas only 21.7 percent of children received 

fully vaccination accompanied with U5MR of 55.2 deaths per 1,000 live births. 

Regions such as Kagera and Rukwa had low percentage of children who were fully 

vaccinated according to national schedule which were accompanied with high under-five 

mortality rates of 65.9 and 64.2 deaths per 1,000 live births respectively. Lindi and Mtwara 

regions, both from the southern zone of Tanzania, had a low percentage of children who 

were fully vaccinated, with less than 50 observations, and high under-five mortality rates of 

67.4 and 64.4 deaths per 1,000 live births, respectively.    
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Table 4.1: Immunization Coverage among Children 12–23 and Children 24-35 Months and U5MR by 
Place of Residence and Region; Tanzania, TDHS-MIS and PHC 2022 

Place of residence 

Fully vaccinated 
 (according tom national schedule) 3 

U5MR 

Tanzania 
  

Rural 21.7 55.2 

Urban 26.4 52.9 

   

Tanzania Mainland 22.5 54.3 

Dodoma 36.8 51.7 

Arusha 21.0 31.5 

Kilimanjaro (65.5) 38.8 

Tanga 14.8 59.6 

Morogoro 15.6 60.6 

Pwani 12.6 60.6 

Dar es Salaam 24.2 55.7 

Lindi (27.7) 67.4 

Mtwara (15.0) 64.4 

Ruvuma 44.0 62.7 

Iringa 45.9 57.5 

Mbeya 15.0 52.9 

Singida 19.9 41.8 

Tabora 14.4 53.4 

Rukwa 10.5 64.2 

Kigoma 29.3 57.2 

Shinyanga 2.5 51.3 

Kagera 16.5 65.9 

Mwanza 32.8 50.5 

Mara 35.4 58.0 

Manyara 8.8 40.1 

Njombe (38.1) 57.7 

Katavi 17.4 56.1 

Simiyu 17.1 51.0 

Geita 14.0 55.5 

Songwe 16.4 59.1 

   

Tanzania Zanzibar 39.5 54.9 

Kaskazini Unguja 40.4 61.0 

Kusini Unguja 29.4 61.0 

Mjini Magharibi 52.1 55.6 

Kaskazini Pemba 28.0 54.1 

Kusini Pemba 23.3 47.2 

    Note: Percentages in parentheses are obtained from less than 50 observations  
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4.2.2 Nutritional Practice for Young Children 

Table 4.2 Outlines key Infant and Young Child Feeding (IYCF) practices. High nutritional 

practices lead to a lower mortality rate among infants and young children, thereby improving 

their health status. Early initiation of breastfeeding is beneficial for both mother and child. 

70 percent of children received early initiation of breastfeeding as the first milk from their 

mothers, which helps the child with nutrients that will boost the child's immunity and hence 

reduce child mortality. A high percentage of children under 6 months of age were exclusively 

breastfed (64%). This shows that a high percentage of children were provided with nutrients 

from their mother’s milk that protected them against infectious diseases such as diarrhea 

and respiratory illness that could lead to an increased mortality rate (TDHS-MIS, 2022).  

The percentage of children aged 6–23 months who met the minimum dietary diversity 

requirement was 64 percent. A high percentage of children did not receive foods from at 

least 5 out of 8 defined food groups at a specific age, which led to high childhood mortality, 

especially among children aged 6-23 months. Last two indicators, 30% of children age 6–

23 months were fed a sweet beverage and 9% of children age 6–23 months consumed 

unhealthy foods are against WHO guidance recommendations since they lead to 

cardiovascular diseases and diabetes to under five children which may lead to the childhood 

mortality that was reported in the 2022 Census, where by Tanzania reported 54 deaths per 

1,000 live births, Tanzania mainland reported 54 deaths per 1,000 live births and Tanzania 

Zanzibar reported 54.9 deaths per 1,000 live births of under-five mortality rates.  

Table 4.2: Percentage of children fed according to various IYCF practices; Tanzania, TDHS-MIS 2022 

Indicator Indicator numerator and denominator Percentage 

Early initiation of breastfeeding 
Percentage of children born in the last 2 years who 

were put to the breast within 1 hour of birth, 
70.2 

Exclusive breastfeeding under 6 months 
Percentage of children age 0–5 months who were fed 

exclusively with breastmilk during the previous day 
64.3 

Minimum dietary diversity 6–23 months 

Percentage of children age 6–23 months who were 

fed foods and beverages from at least 5 out of 8 

defined food groups during the previous day 

18.8 

Sweet beverage consumption 6–23 months 
Percentage of children age 6–23 months who were 

given a sweet beverage during the previous day 
30.0 

Unhealthy food consumption 6–23 months 
Percentage of children age 6–23 months fed 

unhealthy foods during the previous day 
8.7 

 

4.2.3 Childhood Prevention and Treatment for Some Illnesses 

Figure 4.1 illustrates the prevalence of symptoms of the common childhood illnesses that 

lead to a high childhood mortality rate if the mothers and caregivers did not seek advice and 
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treatment. Common childhood illnesses, including Acute Respiratory Infection (ARI), Fever, 

and Diarrhoea among children under age 5 in the 2 weeks preceding the survey. Fever 

(11%) was the most common illness reported among children under age five during the 2 

weeks before the survey, followed by diarrhoea (9%) and symptoms of ARI (2%). However, 

a high percentage of children with ARI symptoms (79%) and fever (78%) were taken for 

treatment, or their mothers sought advice, as compared with the percentage of children with 

diarrhoea (64%). This led to more deaths of children with diarrhoea symptoms than children 

with ARI and fever symptoms. 

In comparing the results above with the results from Censuses, Childhood mortality rates 

have declined from 2012 to 2022. The results from censuses reveal that both IMR and U-

5MR decreased from 46.2 and 66.5 deaths per 1,000 live births, respectively, in 2012 PHC 

to 34.3 and 54.3 deaths per 1,000 live births, respectively, in 2022 PHC. A high percentage 

of mothers who sought advice and treatment, especially for ARI and fever diseases, led to 

decreased childhood mortality caused by specific common childhood diseases, but there 

may still be high IMR and U-5MR for children with diarrhoea symptoms due to a low 

percentage of their mothers seeking advice and treatment.  

Figure 4.1:  Percentage Symptoms of Childhood Illness and Care Seeking; Tanzania, TDHS-MIS 2022 

 

 

4.2.4 Nutritional Status in Early Childhood 

Child nutrition status is commonly measured by the anthropometrics, including age, height, 

and weight data. The distributions of age, height, and weight for children under 5 years of 

age are compared to the WHO growth standard reference population (WHO, 2006). 
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Nutritional status indices are height-for-age, weight-for-height, and weight-for-age, which 

are expressed in standard deviation units (z-scores) from the median of the refence 

population. Children who fall more than two standard deviations (-2 SD) below the median 

of the reference population are considered undernourished, and children who fall more than 

three standard deviations (-3 SD) below the median of the reference population are 

considered severely undernourished.  

Height-for-age is one of the indices of the child nutrition status used to assess stunting 

which then lead to increased childhood mortality rate, children whose height-for-age z-score 

is below negative two standard deviation (-2 SD) from median of the reference population 

are short of their age (stunted) and children whose height-for-age z-score is below negative 

three standard deviation (-3 SD) from media of the reference population are classified as 

severely stunted with high risk of death due to weak immunity (TDHS-MIS). 

Iringa and Njombe regions reported high percentages of stunting in children (56.9%) and 

(50.4%) respectively, with high U5MR of 57.5 and 57.7 deaths per 1,000 live births 

respectively compared with Kilimanjaro region that reported only (20.4%) of children who 

were stunted with low U5MR of 38.8 deaths per 1000 live births.  
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Figure 4.2: Under-five Mortality Rates and Percentage of Children under age 5 classified as 
Malnourished   according to Height-for-Age (Stunting) by Region; Tanzania, 2022 PHC and 
TDHS-MIS 2022 

 

The weight-for-height index assesses wasting and overweight of children, both of which 

have a significant impact on the child mortality rate. Children with weight-for-height z-score 

below negative two standard deviation (-2 SD) from the median of the reference population 
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are considered thin for their height (wasted), children with a weight-for-height z-score below 

negative three standard deviation (-3 SD) from the median of the reference population are 

termed as too thin for their height or severely wasted, and children with a weight-for-height 

z-score above two standard deviation (+2 SD) above the median of the reference population 

are considered as overweight (TDHS-MIS, 2022).  

Mjini Magharibi and Kaskazini Unguja reported a high percentage of wasted children 

(10.5%) and (10.0%), with high U5MR of 55.6 and 61 deaths per 1000 live births, 

respectively, compared with the Kilimanjaro region, which reported (2.9%) of wasted 

children with a low U5MR of 38.8 deaths per 1000 live births.  
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Figure 4.3: Under-five Mortality Rates and Percentage of Children under age 5 Classified as 
Malnourished According to Weight- for - Height (Wasting) by Region, Tanzania, 2022 PHC 
and TDHS-MIS 2022 
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4.3 Educational Background of Women 

Education is one of the socio-economic factors that significantly impacts childhood mortality. 

Educated women tend to make better decisions regarding their children’s nutrition, care, 

and economic stability, which helps prevent common childhood diseases and lower 

childhood mortality rates as well.  Literacy rate has an inverse relationship with both IMR 

and U5MR, as the literacy rate of women increases, IMR and U5MR decrease.  

 

 4.3.1 Regional Differentials in Female Literacy Rate and U5MR 

Regional differentials are observed in table 4.3 and show that Kilimanjaro region have high 

percentage of literate women (96.3%) with low IMR of 24.4 and U5MR of 38.8 because 

educated women can make better decision regarding child nutrition, hygiene and overall 

child care as compared with Tabora region with the lowest percentage of women literacy 

rate (67.4%) with higher IMR of 33.7 and U5MR of 53.4 which conclude to high mortality 

rate in the region. 
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Table 4.3: Literacy Rate of Women age 15–49, Infant and Under five Mortality Rates by Place of 
Residence and Region; Tanzania, 2022 PHC 

Place of residence literacy Rate Infant Mortality Rate Under five Mortality Rate 

Tanzania 84.4 34.3 54.3 

Rural 77.4 34.9 55.2 

Urban 94.5 33.4 52.9 

Tanzania Mainland 84.1 34.3 54.3 

Dodoma 78.9 32.6 51.7 

Arusha 85.0 19.7 31.5 

Kilimanjaro 96.3 24.4 38.8 

Tanga 84.3 37.8 59.6 

Morogoro 82.8 38.4 60.6 

Pwani 88.5 38.4 60.6 

Dar es Salaam 97.9 35.2 55.7 

Lindi 79.2 42.8 67.4 

Mtwara 82.5 40.9 64.4 

Ruvuma 87.7 39.7 62.7 

Iringa 93.5 36.4 57.5 

Mbeya 90.4 33.4 52.9 

Singida 81.3 26.3 41.8 

Tabora 67.4 33.7 53.4 

Rukwa 72.0 40.7 64.2 

Kigoma 77.3 36.2 57.2 

Shinyanga 79.0 32.4 51.3 

Kagera 80.7 41.8 65.9 

Mwanza 88.1 31.9 50.5 

Mara 87.8 36.7 58.0 

Manyara 79.6 25.2 40.1 

Njombe 94.2 36.5 57.7 

Katavi 68.3 35.5 56.1 

Simiyu 77.8 32.2 51.0 

Geita 77.0 35.1 55.5 

Songwe 81.9 37.4 59.1 

Tanzania Zanzibar 92.8 34.7 54.9 

Kaskazini Unguja 89.2 38.7 61.0 

Kusini Unguja 95.7 38.7 61.0 

Mjini Magharibi 97.2 35.2 55.6 

Kaskazini Pemba 79.9 34.2 54.1 

Kusini Pemba 89.0 29.7 47.2 
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4.4 Types of Sources of Drinking Water 

Access to safe and clean water is essential for human health and well-being. Drinking water 

can be obtained from various sources, which are categorized into two types: improved and 

unimproved sources. In Tanzania, Improved sources of drinking water include piped water, 

public taps, standpipes, tube wells, boreholes, protected dug wells, springs, rainwater, 

water delivered via tanker trucks or carts with small tanks, and bottled water. Unimproved 

sources include unprotected dug wells, unprotected springs, surface water, and others 

(TDHS-MIS, 2022). Improved water sources are significantly associated with low child 

mortality rate; access to clean water reduces the risk of waterborne diseases such as 

diarrhea, cholera, and typhoid, which cause high mortality of children. 

Table 4.4 shows that Kilimanjaro region reported higher percentage of improved sources of 

water (92.8%) which led to low IMR of 24.4 deaths per 1,000 live births and U5MR of 38.8 

deaths per 1,000 live births compared with Tabora region with low percentage of improved 

sources of water (41.9%) which led to high IMR of 33.7 deaths per 1,000 live births and 

U5MR of 53.4 deaths per 1,000 live births due to risk of waterborne diseases in this this 

region.    
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Table 4.4: Infant, Under five Mortality Rates, and Improved Source of Drinking water by Region; 
Tanzania, 2022 PHC 

Place of residence Improved Infant Mortality Rate Under five Mortality Rate 

Tanzania      70.1                      34.3                            54.3  

    

Tanzania Mainland      69.5                      34.3                            54.3  

Dodoma      67.8                      32.6                            51.7  

Arusha      87.3                      19.7                            31.5  

Kilimanjaro      92.8                      24.4                            38.8  

Tanga      62.4                      37.8                            59.6  

Morogoro      72.0                      38.4                            60.6  

Pwani      72.2                      38.4                            60.6  

Dar es Salaam      97.5                      35.2                            55.7  

Lindi      59.2                      42.8                            67.4  

Mtwara      66.3                      40.9                            64.4  

Ruvuma      75.0                      39.7                            62.7  

Iringa      78.5                      36.4                            57.5  

Mbeya      76.9                      33.4                            52.9  

Singida      47.2                      26.3                            41.8  

Tabora      41.9                      33.7                            53.4  

Rukwa      55.8                      40.7                            64.2  

Kigoma      64.5                      36.2                            57.2  

Shinyanga      67.2                      32.4                            51.3  

Kagera      48.0                      41.8                            65.9  

Mwanza      71.7                      31.9                            50.5  

Mara      49.9                      36.7                            58.0  

Manyara      62.1                      25.2                            40.1  

Njombe      80.4                      36.5                            57.7  

Katavi      56.4                      35.5                            56.1  

Simiyu      68.3                      32.2                            51.0  

Geita      59.4                      35.1                            55.5  

Songwe      57.1                      37.4                            59.1  

Tanzania Zanzibar      92.6                      34.7                            54.9  

Kaskazini Unguja      93.1                      38.7                            61.0  

Kusini Unguja      85.3                      38.7                            61.0  

Mjini Magharibi      97.3                      35.2                            55.6  

Kaskazini Pemba      81.5                      34.2                            54.1  

Kusini Pemba      92.2                      29.7                            47.2  
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4.5 Type of Toilet Facility 

Sanitation plays a critical role in promoting health and preventing the spread of diseases. 

One of the key aspects of sanitation is the type of toilet facility that people use in their homes 

or communities. The type of toilet facility is categorized into improved and unimproved, 

depending on how well they keep human waste from coming into contact with people. 

Improved toilet facilities include flush/pour flush toilets that flush water and waste to a piped 

sewer system, a septic tank, a pit latrine, or an unknown destination; ventilated improved 

pit (VIP) latrines; pit latrines with slabs; and composting toilets. Unimproved toilet facilities 

include flush/pour flush not connected to a sewer/septic tank/pit latrine, pit latrine without a 

slab/open pit, bucket, hanging toilet/hanging latrine, and others (TDHS-MIS, 2022).  

Households that lack toilet facilities are more prone to communicable diseases, which in 

turn affect the well-being of both children and adults at the community level. Improper 

sanitation can lead to the mortality of infants and children, especially those under age five. 

Table 4.5 shows that the Dar es Salaam region was leading with a higher percentage of 

improved toilet facilities (97.7%), which led to low IMR and U5MR of 35.2 and 55.7 deaths 

per 1,000 live births, respectively. In contrast, Kagera region, with a low percentage of 

improved toilet facilities (32.2%), had high IMR and U5MR of 41.8 and 65.9 deaths per 

1,000 live births, respectively. This indicates that regions with a high percentage of improved 

toilet facilities have a lower childhood mortality rate.   
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Table 4.5: Percentage of Household with Improved Toilet Facilities, Infant and Under five Mortality 
Rates by Region; 2022 PHC 

Place of residence Improved Infant Mortality Rate Under five Mortality Rate 

Tanzania      60.2                      34.3                            54.3  

    

Tanzania Mainland      59.4                      34.3                            54.3  

Dodoma      54.5                      32.6                            51.7  

Arusha      68.9                      19.7                            31.5  

Kilimanjaro      82.4                      24.4                            38.8  

Tanga      61.2                      37.8                            59.6  

Morogoro      61.9                      38.4                            60.6  

Pwani      67.5                      38.4                            60.6  

Dar es Salaam      97.7                      35.2                            55.7  

Lindi      46.6                      42.8                            67.4  

Mtwara      47.5                      40.9                            64.4  

Ruvuma      56.0                      39.7                            62.7  

Iringa      82.8                      36.4                            57.5  

Mbeya      70.4                      33.4                            52.9  

Singida      38.6                      26.3                            41.8  

Tabora      33.8                      33.7                            53.4  

Rukwa      35.7                      40.7                            64.2  

Kigoma      35.3                      36.2                            57.2  

Shinyanga      48.6                      32.4                            51.3  

Kagera      32.2                      41.8                            65.9  

Mwanza      66.2                      31.9                            50.5  

Mara      50.8                      36.7                            58.0  

Manyara      38.3                      25.2                            40.1  

Njombe      80.3                      36.5                            57.7  

Katavi      47.0                      35.5                            56.1  

Simiyu      32.5                      32.2                            51.0  

Geita      54.9                      35.1                            55.5  

Songwe      56.6                      37.4                            59.1  

Tanzania Zanzibar      89.9                      34.7                            54.9  

Kaskazini Unguja      88.3                      38.7                            61.0  

Kusini Unguja      92.2                      38.7                            61.0  

Mjini Magharibi      99.0                      35.2                            55.6  

Kaskazini Pemba      66.8                      34.2                            54.1  

Kusini Pemba      77.9                      29.7                            47.2  
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4.6 Childbearing Age at National and Regional Levels 

Table 4.6 presents the correlations between the mean age at first marriage and IMR and 

U5MR by place of residence and region. A later mean age at first marriage is associated 

with a lower child mortality rate. This is because women who delay marriage tend to be 

more mature, educated, and economically stable, which contributes to improved care during 

pregnancy and early childhood, all of which contribute to better health of both mother and 

children. Nationally, the average age at which women have their first marriage is 22.1 years 

with an IMR of 34.3 deaths and U5MR of 54.3 deaths per 1,000 live births. In urban areas, 

women tend to have their first marriage at an average age of 24.2 years, and these areas 

report slightly lower IMR of 33.4 deaths and U5MR of 52.9 deaths per 1,000 live births. This 

is associated with the provision of education and stability in the economy of urban women.  

In comparison, women in rural areas had their first marriage at a mean age of 20.6 years 

with an IMR of 34.9 and a U5MR of 55.2 deaths per 1,000 live births, which is higher than 

in urban areas due to low provision of education, instability in the economy, and immaturity, 

hence this led to a high mortality rate. Women in Dar es Salaam region were leading on 

getting their first marriage later at mean age of 25.7 years with IMR (35.2) lower than Katavi 

region women had their first marriage earlier at mean age of 19.7 years with IMR of 35.5 

deaths per 1,000 live births, this reveals that childhood mortality is high in Katavi region 

because of getting first marriage at young age compared with Dar es Salaam region (Table 

4.6). 
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Table 4.6: Correlate Between Mean Age at First Marriage and Childhood Mortality Rates by Place of 
Residence and Region; 2022 PHC 

Place of Residence MAFM IMR U5MR 

Tanzania 22.1 34.3 54.3 

Rural 20.6 34.9 55.2 

Urban 24.2 33.4 52.9 

    

Tanzania Mainland 22.1 34.3 54.3 

Dodoma 22.1 32.6 51.7 

Arusha 23.0 19.7 31.5 

Kilimanjaro 24.5 24.4 38.8 

Tanga 22.0 37.8 59.6 

Morogoro 22.0 38.4 60.6 

Pwani 22.9 38.4 60.6 

Dar es Salaam 25.7 35.2 55.7 

Lindi 21.5 42.8 67.4 

Mtwara 21.0 40.9 64.4 

Ruvuma 21.5 39.7 62.7 

Iringa 24.4 36.4 57.5 

Mbeya 22.8 33.4 52.9 

Singida 21.1 26.3 41.8 

Tabora 19.8 33.7 53.4 

Rukwa 20.3 40.7 64.2 

Kigoma 21.2 36.2 57.2 

Shinyanga 20.7 32.4 51.3 

Kagera 20.8 41.8 65.9 

Mwanza 22.5 31.9 50.5 

Mara 21.2 36.7 58.0 

Manyara 21.6 25.2 40.1 

Njombe 23.8 36.5 57.7 

Katavi 19.7 35.5 56.1 

Simiyu 20.3 32.2 51.0 

Geita 20.7 35.1 55.5 

Songwe 20.5 37.4 59.1 

Tanzania Zanzibar 23.7 34.7 54.9 

Kaskazini Unguja 23.3 38.7 61.0 

Kusini Unguja 23.4 38.7 61.0 

Mjini Magharibi 24.5 35.2 55.6 

Kaskazini Pemba 22.2 34.2 54.1 

Kusini Pemba 22.7 29.7 47.2 

Note: Mean Age at First Marriage  
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4.7 Conclusion 

The results from this chapter suggest that socio-economic differentials significantly 

influence childhood mortality rates. Socioeconomic disparities, including maternal 

education, place of residence, access to sanitation facilities, and household wealth, were 

strongly associated with child survival. Children who resided in rural areas, places with 

unimproved toilet facilities, uneducated mothers, unimproved sources of drinking water, and 

who were not fully vaccinated were at a high risk of child mortality. There is a need for 

improving health facilities, maternal education, and sanitation in areas with a high childhood 

mortality rate. 

Urban areas showed a low percentage of childhood mortality due to a high percentage of 

women's literacy, knowledge on child feeding indicators, access to health care, 

immunization coverage, improved types of sources of water, and toilet facilities. In contrast, 

rural areas reported a high percentage of childhood mortality, which was associated with 

limited resources and poor living conditions. However, the chapter also showed socio-

economic disparities in childhood mortality by region. 
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CHAPTER FIVE 

COMPARISON OF CHILDHOOD MORTALITY INDICATORS WITH OTHER 

SOURCES OF DATA 

5.1 Introduction 

This chapter presents comparisons of infant and under-five mortality rates between the 

Census and Tanzania Demographic and Health Survey (TDHS) data.  These rates are 

important in measuring the country’s health status and the quality of life of its people.  

Childhood mortality estimates are used to identify vulnerable populations, particularly where 

data on the incidence and prevalence of diseases are not readily available.  

The comparison is based on the data from the 2012 and 2022 censuses. These data were 

compared with the results from Tanzania Demographic and Health Surveys (TDHS). In 

addition.  The chapter also highlighted the progress on Childhood mortality indicators 

towards national (Five-year Development Plan (FYDP), Zanzibar Development Plan 

(ZADEP), and Health Sector Strategy Plan (HSSP)) and international goals (Sustainable 

Development Goals (SDGs)). 

 

4.2 Comparison of Childhood Mortality Indicators between Census and Surveys 

Figure 5.1 presents the infant and under-five mortality rates obtained from censuses and 

surveys undertaken in Tanzania from 2012 to 2022.  Two national surveys (2015 TDHS-

MIS and 2022 TDHS-MIS) were conducted prior to the 2022 Census; the 2022 TDHS was 

conducted six months prior to the 2022 PHC. The results show a decline in childhood 

mortality (infant and under-five) between censuses. The declines of childhood mortality 

(infant and under five) indicators were observed; at national level, infant mortality rate 

decreased from 46 deaths per 1,000 live births in 2012 PHC to 34 deaths per 1,000 deaths 

in 2022 PHC, a similar rate was observed in Tanzania Mainland while in Tanzania Zanzibar 

IMR decrease to 35 deaths per 1,000 live births in 2022 from 46 deaths in 2012 PHC. 

The under-five mortality rate for Tanzania also declined to 54 deaths per 1,000 live births 

in 2022 from   67 deaths recorded in 2012.  A similar rate was observed for Tanzania 

Mainland, while for Tanzania Zanzibar, the rate declined from 67 deaths per 1,000 live 

births.   
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The comparison between the 2022 PHC and TDHS shows a minor, notable discrepancy in 

the infant mortality rate, where the rates were 34 and 33 deaths per 1,000 live births, 

respectively, and it's particularly high in Tanzania, Zanzibar, where the rates were 42 and 

35 deaths per 1,000 live births, respectively.  In addition, the under-five mortality rates 

reported in the 2022 TDHS differed from those in the 2022 PHC, due to the different 

methodologies employed in each survey. The under-five mortality rate recorded in the 2022 

PHC is 54 deaths per 1,000 live births for Tanzania overall, the same as Tanzania Mainland, 

and 55 deaths per 1,000 live births for Tanzania Zanzibar. 

Figure 5.1: Infant and Under-Five Mortality Rates from Censuses and Surveys; Tanzania, 2012 and 
2022 PHCs, and 2015 and 2022 TDHS 

 

 

5.3 Comparison with other African Countries participated in the 2020 round of 

census 

The infant and under-five mortality rates data in several African countries show significant 

variations. Each country employed its own survey methods, typically involving 

representative sampling techniques to collect data on live births, deaths, and demographic 

characteristics. These methodologies ensure comprehensive and reliable estimates of child 

mortality rates, enabling comparisons with those of different countries and periods. 

Rwanda has the lowest infant mortality rate of 29 deaths per 1,000 live births, while Lesotho 

has the highest at 53 deaths per 1,000 live births. Other identified figures include Tanzania 

(34 deaths per 1,000 live births) and Kenya (36 deaths per 1,000 live births). The rates 

reflect the effectiveness of healthcare systems and interventions in improving child health 

in each country. For under-five mortality rates, again, Rwanda also has the lowest at 41 
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deaths per 1,000 live births, and Lesotho has the highest at 80 deaths per 1,000 live births. 

The statistics therefore emphasize the need for public health strategies which address the 

disparities and improve child survival rates among counties. 

The data on infant and under-five mortality rates from various African countries generally 

indicate challenges and the status of achievement of Sustainable Development Goal 3.2, 

aiming to end the occurrence of preventable deaths of newborns and children under five 

years of age by 2030. The figures also reveal a diverse landscape in child health, 

underscoring the need for a focused and sustained commitment to improving health 

systems on the continent (Figure 5.2). 

Figure 5.2: Infant and Under-Five Mortality Rates from Other African Countries; 2020 Census Round 
(2015 – 2024) 

 
Source: 2022 Tanzania Population and Housing Census; 2016 Lesotho Population and Housing Census; 

2019 Kenya Population and Housing Census; 2022 Rwanda Population and Housing Census 
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2025/26. When compared to the current rates (IMR: 34; U5MR: 54), further reduction is 

necessary to meet these goals, particularly for U5MR, which will require a decline of 14 

deaths per 1,000 live births within a short timeframe (Figures 5.3 and 5.4). 

Similarly, the Health Sector Strategic Plan (HSSP) 2021–2026 sets more ambitious targets: 

reducing IMR to 25 and U5MR to 37 by 2026. These targets reflect alignment with global 

standards and a strong national commitment to child survival. However, achieving them will 

demand substantial investments in healthcare infrastructure, maternal and child health 

services, and interventions addressing the social determinants of health. 

Regionally, the East Africa Vision 2050 has set a target to reduce IMR to 36 deaths per 

1,000 live births by 2050. Tanzania has already achieved this target, with its current IMR at 

34, suggesting commendable progress relative to regional aspirations. 

At the global level, the 2030 Sustainable Development Goals (SDGs) aim to reduce U5MR 

to at least 25 deaths per 1,000 live births by 2030. Tanzania’s current U5MR of 54 is more 

than double this target, indicating a need for accelerated efforts in child health interventions 

to align with this global commitment (Table 5.1) 
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Table 5.1: Progress Achieved in Infant and Under five Mortality Rates towards National Plans and 
International Development 

National Development Plan 

Infant Mortality Rate (IMR) Deaths per 
1,000 Live Births 

Under five Mortality Rate(U5MR) Deaths 
per 1,000 live Births 

Target 
2022 
Census 
Result 

2022 
TDHS 
Result 

Progress  Target 

2022 
Censu
s 
Result 

2022 
TDHS 
Result 

Progress  

Third National Five-Year Development 
Plan 2021/22 - 2025/26 (FYDP) 

Reduce 
30 
deaths 
by 
2025/2
6 

34 
deaths 

33 
deaths 

On track 

Reduce 
40 
deaths 
by 
2025/2
6 

54 
deaths 

43 
deaths 

For 2022 
Census 
results - 
Not 
Achieved 

Zanzibar Development Plan 
(ZADEP)2025/26 

Reduce 
to 15 
deaths 
by 
2025/2
6 

35 
deaths 

42 
deaths 

Not 
Achieved 

Reduce 
to 37 

deaths 
by 

2025/2
6 

55 
deaths 

47 
deaths 

Not 
Achieved 

Health Sector Strategic Plan (HSSP) 2021 
- 2026 

Achieve 
25 
deaths 
2026 

34 
deaths 

33 
deaths 

On track 

Reduce 
to 37 
deaths 
by 2026 

54 
deaths 

43 
deaths 

Not 
Achieved 

East Africa Vision 

Reduce 
to 36 
deaths 
by 2050 

34 
deaths 

33 
deaths 

Achieved  NIL  NIL  NIL  NIL 

 

International Development Plan                  

2030 Sustainable Development Goals 
(SDGs) 

NIL NIL NIL NIL 

Reduce   
to at 
least as 
low as 
25 
deaths 
by 2030 

54 
deaths 

43 
deaths 

Not 
Achieved 

 

 

 

 

 

 
Figure 5.3: Trends in Infant Mortality Rates Towards Five Year Development Plan (FYDP) and 

Zanzibar Development Plan (ZADEP) Targets; Tanzania, 1978-2022 Censuses 
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Figure 5.4: Trends in Under five Mortality Rates against Five-year Development Plan (FYDP)2021-2026 
and Zanzibar Development Plan (ZADEP) Targets, Tanzania 1978-2022 Censuses 

  

 
Figure 5.5: Trends in Under five Mortality Rates Towards Sustainable Development Goal (SDGs) 

Target; Tanzania 1978-2022 Censuses 
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5.5 Conclusion  

Despite the significant decline in childhood mortality (infant and under-five mortality) in 

Tanzania, results from the 2022 PHC show that the targets set by both national and 

international plans/strategies for the SDGs have not yet been achieved. Therefore, the 

Ministry of Health, through its Health Sector Strategic Plan (2021–2026), should continue 

targeted efforts, including expanding health services, particularly in areas with high rates.  

This is essential to close these gaps and ensure that all children in Tanzania are surviving. 

The comparison between the 2022 PHC and 2022 TDHS shows a minor, notable 

discrepancy in the infant mortality rate, which was 34 and 33 deaths per 1,000 live births, 

respectively. 
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CHAPTER SIX  

CONCLUSION, POLICY IMPLICATIONS AND RECOMMENDATIONS 

6.1 Introduction 

The 2022 PHC provides baseline information on Tanzania’s population for policy 

formulation and review, development planning, informed decision-making, monitoring and 

evaluation, and reporting of development programs at national and regional levels. This 

chapter, therefore, presents a summary of findings, policy implications, and 

recommendations to inform the public and other health stakeholders on current mortality 

trends and health challenges. It will guide policymakers and decision-makers on how to 

improve healthcare access, address socioeconomic factors that affect health, and align 

national efforts with global health targets. 

6.2 Infant and Under Five Mortality 

6.2.1 Findings 

The key findings provided a status on infant mortality and under-five mortality.  

i. The Infant Mortality Rate for Tanzania as a whole had decreased from 46 deaths per 

1,000 live births in 2012 to 34 deaths per 1,000 live births in 2022, with an average 

annual decline of 1.2 deaths per 1,000 live births. The Child Mortality Rate for 

Tanzania decreased from 21 in 2012 to 20 deaths per 1,000 live births in 2022, with 

an average annual decline of 1.1 deaths per 1,000 live births. While the Under-Five 

Mortality Rate for Tanzania decreased from 67 in 2012 to 54 deaths per 1,000 live 

births in 2022, with an average annual decline of 1.2 deaths per 1,000 live births; 

ii. Overall, infant and under-five mortality estimates for the rural areas in Tanzania 

Mainland were higher than those for related urban areas, while IMR and U5MR are 

more or less at the same level in Tanzania Zanzibar. 

iii. There are five regions with higher infant and child mortality than the other regions. 

These are Lindi (43), Kagera (42), Mtwara (41), Rukwa (41) and Ruvuma (40) deaths 

per 1,000 live births; and  

iv. Individuals without formal educational attainment have higher IMR (34) and U5MR 

(54) than those with high formal educational attainment. Individuals with tertiary 

education have the lowest rates, with an IMR of 27.3 and a U5MR of 43.4, indicating 

the importance of education in reducing child mortality. 
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6.3 Policy Implications 

i. The decrease in the Infant Mortality Rate (IMR) and Under-5 Mortality Rate (U5MR) in 

Tanzania indicates a significant improvement in childhood health. However, it indicates 

a need to ensure that ongoing policy efforts address remaining challenges to meet 

national and global health targets, such as the Health Sector Strategic Plan (HSSP) 

for 2021-20262 and the 2030 SDGs target. 

ii. The disparity between urban and rural areas in IMR and U5MR emphasizes the need 

for prioritizing tailored healthcare strategies that focus on urban-rural differences to reduce 

the long-standing advantage of urban areas over rural areas. Hence there is a need to 

balance resource and facilities allocation in rural and urban areas.  

iii. Regions with very high Infant Mortality Rates (IMR) and Under-Five Mortality Rates 

(U5MR) have limited access to quality healthcare; inadequate maternal and child 

nutrition; low immunization coverage and disease prevention; insufficient sanitation 

and unsafe water; and socioeconomic disparities and education gaps, among others. 

and 

iv. The results from the TDHS 2022 show a clear relationship between high infant and 

under-five mortality rates (IMR and U5MR) and poor nutritional status, particularly 

stunting, in Tanzania's regions. Most regions with an IMR above the national average 

of 34.3 also exhibit stunting rates higher than the national average of 30 percent. For 

example, Kagera (34%) and Ruvuma (36%) exhibit stunting levels above the national 

average, with Rukwa being significantly higher at 50%. Conversely, Lindi and Mtwara 

are exceptions, with stunting rates of 21% and 22%, respectively, both of which are 

below the national average. This suggests that regions with higher under-five 

mortality are often associated with poorer nutritional outcomes, underscoring the 

importance of addressing malnutrition to reduce child mortality. 

6.4 Recommendations 

i. Improve rural health care access through investing more in healthcare infrastructures 

such as clinics and mobile health services, as well as expanding training and support 

for healthcare workers; 

ii. Strengthen community health programmes involving local leaders and educate 

families on preventive child health practices, safe delivery, nutrition, and 

immunization, particularly households without formal education;  

iii. Establish programmes that reduce IMR and U5MR, emphasising on the five regions 

with very high infant and child mortality;  

 
2 The HSSP infant mortality rate target is to achieve 25 deaths per 1,000 live births by 2026 
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iv. Targeted Nutrition and Healthcare Interventions. Focus on high-risk regions, such as 

Kagera, Ruvuma, and Rukwa, by implementing comprehensive nutrition programmes, 

including improved maternal and child nutrition, micronutrient supplementation, and 

enhanced access to healthcare services. These initiatives should address 

malnutrition directly, promote breastfeeding, and enhance early child care to reduce 

stunting and under-five mortality; and 

v. Strengthen Food Security and Community Education. Enhance food security and 

nutrition education in regions with high rates of stunting, promoting dietary diversity 

and sustainable agricultural practices. Local communities should be empowered with 

knowledge about proper feeding practices, the importance of nutritious foods, and 

how to improve household food production to combat malnutrition and improve child 

health outcomes. 
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Appendix 1.3: Levels and Trends on Infant Mortality Rates by Councils, Tanzania; 
2012 and 2022 PHCs 

Area IMR 
Average Annual 

Rate of Reduction 
in IMR 2012-2022 

Percentage 
Change Region Council 2012 2022 

Dodoma 

Kondoa District 39.7 33.7 0.6 -15.1 

Kondoa Town 39.7 32.5 0.7 -18.1 

Mpwapwa District 63.9 36.4 2.7 -43.0 

Kongwa District 64.4 37.1 2.7 -42.4 

Chamwino District 68.0 33.6 3.4 -50.6 

Dodoma City 57.4 30.4 2.7 -47.0 

Bahi District 80.4 32.4 4.8 -59.7 

Chemba District 68.8 35.9 3.3 -47.8 

Arusha 

Monduli District 28.6 18.4 1.0 -35.7 

Meru District 41.2 23.2 1.8 -43.6 

Arusha District 41.2 23.3 1.8 -43.4 

Longido District 33.9 20.2 1.4 -40.4 

Karatu District 36.1 25.2 1.1 -30.3 

Ngorongoro District 16.0 13.3 0.3 -16.7 

Arusha City 35.6 23.4 1.2 -34.3 

Kilimanjaro 

Rombo District 34.2 29.4 0.5 -14.1 

Mwanga District 28.7 20.9 0.8 -27.1 

Same District 34.3 27.6 0.7 -19.5 

Moshi Municipal 39.7 27.3 1.2 -31.3 

Moshi District 39.7 24.6 1.5 -38.1 

Hai District 29.4 28.1 0.1 -4.4 

Siha District 36.7 27.6 0.9 -24.7 

Tanga 

Lushoto District 67.1 39.8 2.7 -40.7 

Bumbuli District 67.1 36.3 3.1 -45.9 

Korogwe District 49.6 39.7 1.0 -20.0 

Korogwe Town 49.6 40.4 0.9 -18.6 

Muheza District 52.1 37.4 1.5 -28.2 

Tanga Town 49.5 35.4 1.4 -28.5 

Pangani District 63.0 37.6 2.5 -40.3 

Handeni District 63.1 48.5 1.5 -23.1 

Handeni Town 63.1 33.6 3.0 -46.8 

Kilindi District 55.7 39.1 1.7 -29.7 

Mkinga District 70.4 39.3 3.1 -44.2 

Morogoro 

Kilosa District 63.4 39.6 2.4 -37.5 

Morogoro District 73.4 44.7 2.9 -39.1 

Morogoro Municipal 73.4 37.1 3.6 -49.4 

Mlimba District 61.9 42.8 1.9 -30.9 

Ifakara Town 61.9 43.8 1.8 -29.3 

Ulanga District 71.4 40.7 3.1 -43.0 

Malinyi District 51.3 33.1 1.8 -35.4 

Mvomero District 59.0 39.8 1.9 -32.6 

Gairo District 61.3 36.9 2.4 -39.8 

Pwani 
Bagamoyo District 70.1 38.9 3.1 -44.5 

Chalinze District 70.1 43.4 2.7 -38.1 
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Area IMR 
Average Annual 

Rate of Reduction 
in IMR 2012-2022 

Percentage 
Change Region Council 2012 2022 

Kibaha District 58.5 34.0 2.5 -41.9 

Kibaha Town 58.5 34.8 2.4 -40.6 

Kisarawe District 63.0 40.8 2.2 -35.2 

Mkuranga District 81.0 42.9 3.8 -47.0 

Rufiji District 59.2 34.8 2.4 -41.2 

Mafia District 86.3 54.6 3.2 -36.7 

Kibiti District 74.8 41.3 3.4 -44.8 

Dar es Salaam 

Kinondoni Municipal 65.6 36.2 2.9 -44.8 

Dar es Salaam City 56.2 37.9 1.8 -32.5 

Temeke Municipal 62.7 40.3 2.2 -35.7 

Kigamboni Municipal 64.8 35.2 3.0 -45.7 

Ubungo Municipal 60.8 35.8 2.5 -41.1 

Lindi 

Kilwa District 66.4 49.0 1.7 -26.2 

Mtama District 66.9 38.5 2.8 -42.5 

Lindi Municipal 66.9 41.7 2.5 -37.7 

Nachingwea District 65.7 43.2 2.2 -34.2 

Liwale District 79.4 47.1 3.2 -40.7 

Ruangwa District 73.3 45.0 2.8 -38.6 

Mtwara 

Mtwara District 69.3 45.1 2.4 -34.9 

Nanyamba Town 69.3 46.8 2.3 -32.5 

Mtwara Mikindani Municipal 69.3 34.5 3.5 -50.2 

Newala District 66.6 37.1 2.9 -44.3 

Newala Town 66.6 41.1 2.5 -38.3 

Masasi District 64.8 42.5 2.2 -34.4 

Masasi Town 64.8 38.5 2.6 -40.6 

Tandahimba District 68.2 41.3 2.7 -39.4 

Nanyumbu District 75.2 47.4 2.8 -36.9 

Ruvuma 

Tunduru District 62.8 48.5 1.4 -22.7 

Songea District 82.7 40.3 4.2 -51.3 

Songea Municipal 82.7 36.3 4.6 -56.1 

Madaba District 82.7 41.8 4.1 -49.4 

Mbinga District 50.7 33.8 1.7 -33.4 

Mbinga Town 50.7 34.6 1.6 -31.8 

Nyasa District 59.9 34.1 2.6 -43.0 

Namtumbo District 86.7 51.0 3.6 -41.1 

Iringa 

Iringa District 68.6 36.3 3.2 -47.1 

Iringa Municipal 68.6 28.9 4.0 -57.9 

Mafinga Town 92.2 43.6 4.9 -52.7 

Mufindi District 92.2 40.0 5.2 -56.6 

Kilolo District 62.5 40.9 2.2 -34.6 

Mbeya 

Chunya District 51.8 31.7 2.0 -38.8 

Mbeya District 74.9 39.9 3.5 -46.7 

Mbeya City 74.9 32.8 4.2 -56.2 

Kyela District 58.1 34.3 2.4 -41.0 

Rungwe District 55.5 37.0 1.8 -33.3 

Busokelo District 55.5 26.4 2.9 -52.4 
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Area IMR 
Average Annual 

Rate of Reduction 
in IMR 2012-2022 

Percentage 
Change Region Council 2012 2022 

Mbarali District 61.5 36.5 2.5 -40.6 

Singida 

Iramba District 40.9 25.4 1.5 -37.8 

Singida District 34.3 29.9 0.4 -12.8 

Singida Municipal 34.3 24.8 0.9 -27.7 

Manyoni District 57.3 29.2 2.8 -49.1 

Itigi District 57.3 27.5 3.0 -52.0 

Ikungi District 43.6 28.2 1.5 -35.2 

Mkalama District 41.7 28.1 1.4 -32.7 

Tabora 

Nzega Town 47.7 37.0 1.1 -22.4 

Nzega District 47.7 38.2 1.0 -19.9 

Igunga District 48.1 28.3 2.0 -41.1 

Uyui District 65.7 36.2 2.9 -44.9 

Urambo District 64.2 37.8 2.6 -41.1 

Sikonge District 45.6 32.2 1.3 -29.4 

Tabora Municipal 63.2 36.7 2.6 -41.9 

Kaliua District 58.4 37.5 2.1 -35.8 

Rukwa 

Kalambo District 77.1 43.6 3.3 -43.4 

Sumbawanga District 72.6 44.0 2.9 -39.4 

Sumbawanga Municipal 72.6 36.4 3.6 -49.8 

Nkasi District 77.9 42.1 3.6 -45.9 

Kigoma 

Kibondo District 56.7 36.0 2.1 -36.5 

Kasulu District 47.8 36.7 1.1 -23.2 

Kasulu Town 47.8 28.8 1.9 -39.7 

Kigoma District 80.3 41.3 3.9 -48.6 

Kigoma Ujiji Municipal 80.3 40.3 4.0 -49.8 

Uvinza District 72.3 42.9 2.9 -40.6 

Buhigwe District 64.4 31.8 3.3 -50.6 

Kakonko District 52.5 37.2 1.5 -29.1 

Shinyanga 

Ushetu District 46.4 37.5 0.9 -19.1 

Kahama Municipal 46.4 33.8 1.3 -27.1 

Msalala District 46.4 37.4 0.9 -19.3 

Kishapu District 41.9 28.1 1.4 -32.9 

Shinyanga District 48.9 33.1 1.6 -32.3 

Shinyanga Municipal 48.9 31.1 1.8 -36.4 

Kagera 

Karagwe District 75.8 43.0 3.3 -43.3 

Bukoba District 68.5 45.2 2.3 -34.1 

Bukoba Municipal 68.5 33.8 3.5 -50.7 

Muleba District 83.9 41.7 4.2 -50.3 

Biharamulo District 65.1 39.2 2.6 -39.8 

Ngara District 86.7 46.9 4.0 -45.9 

Kyerwa District 62.3 53.3 0.9 -14.4 

Missenyi District 74.4 43.4 3.1 -41.7 

Mwanza 

Ukerewe District 66.2 46.7 1.9 -29.4 

Magu District 52.7 31.3 2.1 -40.6 

Mwanza City 52.5 29.7 2.3 -43.4 

Kwimba District 48.7 30.7 1.8 -37.0 
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Area IMR 
Average Annual 

Rate of Reduction 
in IMR 2012-2022 

Percentage 
Change Region Council 2012 2022 

Sengerema District 46.1 32.0 1.4 -30.6 

Buchosa District 46.1 36.6 1.0 -20.7 

Ilemela Municipal 53.2 31.4 2.2 -40.9 

Misungwi District 47.1 31.1 1.6 -33.9 

Mara 

Tarime District 58.1 37.7 2.0 -35.1 

Tarime Town 58.1 37.1 2.1 -36.1 

Serengeti District 53.8 33.4 2.0 -37.9 

Musoma District 72.7 43.6 2.9 -40.0 

Musoma Municipal 72.7 28.6 4.4 -60.6 

Bunda District 57.9 35.1 2.3 -39.4 

Bunda Town 57.9 28.5 2.9 -50.8 

Butiama District 62.3 35.8 2.7 -42.6 

Rorya District 83.1 47.6 3.6 -42.7 

Manyara 

Babati District 44.5 28.9 1.6 -35.0 

Babati Town 44.5 29.1 1.5 -34.6 

Hanang District 37.5 30.6 0.7 -18.4 

Mbulu District 46.7 29.8 1.7 -36.2 

Mbulu Town 46.7 23.1 2.4 -50.5 

Simanjiro District 27.0 19.2 0.8 -29.0 

Kiteto District 50.8 26.0 2.5 -48.9 

Njombe 

Njombe District 69.2 38.4 3.1 -44.5 

Njombe Town 69.2 43.3 2.6 -37.5 

Makambako Town 69.2 38.2 3.1 -44.8 

Ludewa District 60.7 37.7 2.3 -37.8 

Makete District 76.3 39.2 3.7 -48.7 

Wanging'ombe District 76.9 36.7 4.0 -52.3 

Katavi 

Mpanda Municipal 64.0 43.0 2.1 -32.8 

Nsimbo District 64.0 42.8 2.1 -33.1 

Tanganyika District 80.1 33.1 4.7 -58.7 

Mlele District 75.3 33.9 4.1 -55.0 

Mpimbwe District 75.3 32.2 4.3 -57.2 

Simiyu 

Bariadi District 47.9 38.5 0.9 -19.6 

Bariadi Town 47.9 35.6 1.2 -25.7 

Itilima District 42.0 32.6 0.9 -22.3 

Meatu District 46.0 32.4 1.4 -29.6 

Maswa District 47.0 30.2 1.7 -35.8 

Busega District 61.5 35.4 2.6 -42.4 

Geita 

Geita District 54.5 36.6 1.8 -32.8 

Geita Town 54.5 35.4 1.9 -35.0 

Nyang'hwale District 46.4 34.2 1.2 -26.3 

Mbogwe District 47.0 35.7 1.1 -24.1 

Bukombe District 50.2 35.4 1.5 -29.5 

Chato District 50.2 37.8 1.2 -24.7 

Songwe 

Momba District 54.5 44.8 1.0 -17.8 

Tunduma Town 54.5 38.7 1.6 -29.0 

Songwe District 68.8 38.6 3.0 -43.9 
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Area IMR 
Average Annual 

Rate of Reduction 
in IMR 2012-2022 

Percentage 
Change Region Council 2012 2022 

Mbozi District 60.9 38.4 2.3 -37.0 

Ileje District 66.1 35.1 3.1 -46.9 

Kaskazini Unguja 
Kaskazini A Town 51.3 38.8 1.3 -24.4 

Kaskazini B Town 44.7 35.5 0.9 -20.5 

Kusini Unguja 
Kati Town 65.3 42.0 2.3 -35.7 

Kusini District 71.9 47.3 2.5 -34.2 

Mjini Magharibi 

Mjini Municipal 52.1 36.0 1.6 -30.9 

Magharibi A Municipal 53.9 36.3 1.8 -32.6 

Magharibi B Municipal 51.9 38.1 1.4 -26.7 

Kaskazini Pemba 
Wete Town 39.1 30.7 0.8 -21.4 

Micheweni District 57.5 41.7 1.6 -27.5 

Kusini Pemba 
Chakechake Town 49.0 26.6 2.2 -45.7 

Mkoani Town 55.0 32.3 2.3 -41.3 

 

Appendix 1.4: Levels and Trends on Under-five Mortality Rates by Councils, 
Tanzania; 2012 and 2022 PHCs 

Area U5MR 

Average 
Annual Rate 
of Reduction 

in U5MR 
2012-2022 

Percentage 
Change 

Region  Council 2012 2022 

Dodoma 

Kondoa District 62.6 53.4 0.9 -14.7 

Kondoa Town 62.6 51.5 1.1 -17.7 

Mpwapwa District 99.3 57.6 4.2 -42.0 

Kongwa District 100.1 58.7 4.1 -41.4 

Chamwino District 105.5 53.1 5.2 -49.7 

Dodoma City 89.6 48.2 4.1 -46.2 

Bahi District 123.8 51.4 7.2 -58.5 

Chemba District 106.7 56.8 5.0 -46.8 

Arusha 

Monduli District 45.4 29.4 1.6 -35.3 

Meru District 64.9 37.0 2.8 -43.0 

Arusha District 64.9 37.1 2.8 -42.8 

Longido District 53.6 32.2 2.1 -40.0 

Karatu District 57.1 40.2 1.7 -29.7 

Ngorongoro District 25.5 21.3 0.4 -16.6 

Arusha City 56.3 37.3 1.9 -33.8 

Kilimanjaro 

Rombo District 54.2 46.7 0.7 -13.8 

Mwanga District 45.5 33.3 1.2 -26.8 

Same District 54.3 43.9 1.0 -19.1 

Moshi Municipal 62.7 43.3 1.9 -30.9 

Moshi District 62.7 39.2 2.3 -37.5 

Hai District 46.7 44.6 0.2 -4.5 

Siha District 57.9 43.8 1.4 -24.4 

Tanga Lushoto District 104.1 62.8 4.1 -39.7 
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Area U5MR 

Average 
Annual Rate 
of Reduction 

in U5MR 
2012-2022 

Percentage 
Change 

Region  Council 2012 2022 

Bumbuli District 104.1 57.3 4.7 -45.0 

Korogwe District 77.8 62.6 1.5 -19.6 

Korogwe Town 77.8 63.7 1.4 -18.2 

Muheza District 81.6 59.0 2.3 -27.7 

Tanga Town 77.7 55.9 2.2 -28.0 

Pangani District 97.9 59.4 3.9 -39.4 

Handeni District 98.2 76.1 2.2 -22.5 

Handeni Town 98.2 53.2 4.5 -45.8 

Kilindi District 87.0 61.7 2.5 -29.1 

Mkinga District 109.1 62.1 4.7 -43.1 

Morogoro 

Kilosa District 98.6 62.5 3.6 -36.6 

Morogoro District 113.4 70.3 4.3 -38.0 

Morogoro Municipal 113.4 58.7 5.5 -48.3 

Mlimba District 96.4 67.4 2.9 -30.1 

Ifakara Town 96.4 69.0 2.7 -28.4 

Ulanga District 110.6 64.2 4.6 -41.9 

Malinyi District 80.3 52.4 2.8 -34.8 

Mvomero District 92.1 62.8 2.9 -31.8 

Gairo District 95.4 58.2 3.7 -39.0 

Pwani 

Bagamoyo District 108.6 61.4 4.7 -43.5 

Chalinze District 108.6 68.3 4.0 -37.1 

Kibaha District 91.3 53.8 3.8 -41.1 

Kibaha Town 91.3 55.1 3.6 -39.7 

Kisarawe District 98.0 64.3 3.4 -34.4 

Mkuranga District 124.7 67.6 5.7 -45.8 

Rufiji District 92.2 55.1 3.7 -40.3 

Mafia District 132.4 85.4 4.7 -35.5 

Kibiti District 115.6 65.1 5.1 -43.7 

Dar es Salaam 

Kinondoni Municipal 101.9 57.3 4.5 -43.8 

Dar es Salaam City 87.7 59.8 2.8 -31.8 

Temeke Municipal 97.5 63.6 3.4 -34.8 

Kigamboni Municipal 100.7 55.7 4.5 -44.7 

Ubungo Municipal 94.7 56.7 3.8 -40.2 

Lindi 

Kilwa District 103.1 76.8 2.6 -25.5 

Mtama District 103.9 60.8 4.3 -41.5 

Lindi Municipal 103.9 65.7 3.8 -36.8 

Nachingwea District 102.0 68.0 3.4 -33.3 

Liwale District 122.3 73.9 4.8 -39.6 

Ruangwa District 113.4 70.8 4.3 -37.6 

Mtwara 
Mtwara District 107.4 71.0 3.6 -33.9 

Nanyamba Town 107.4 73.5 3.4 -31.6 
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Area U5MR 
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Annual Rate 
of Reduction 

in U5MR 
2012-2022 
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Change 

Region  Council 2012 2022 

Mtwara Mikindani Municipal 107.4 54.6 5.3 -49.2 

Newala District 103.4 58.5 4.5 -43.4 

Newala Town 103.4 64.7 3.9 -37.4 

Masasi District 100.7 66.9 3.4 -33.5 

Masasi Town 100.7 60.8 4.0 -39.6 

Tandahimba District 105.7 65.1 4.1 -38.4 

Nanyumbu District 116.1 74.4 4.2 -35.9 

Ruvuma 

Tunduru District 97.6 76.0 2.2 -22.2 

Songea District 127.1 63.5 6.4 -50.1 

Songea Municipal 127.1 57.4 7.0 -54.9 

Madaba District 127.1 65.9 6.1 -48.2 

Mbinga District 79.5 53.6 2.6 -32.6 

Mbinga Town 79.5 54.7 2.5 -31.2 

Nyasa District 93.3 53.9 3.9 -42.2 

Namtumbo District 132.9 79.9 5.3 -39.9 

Iringa 

Iringa District 106.4 57.4 4.9 -46.1 

Iringa Municipal 106.4 45.9 6.0 -56.9 

Mafinga Town 141.0 68.7 7.2 -51.3 

Mufindi District 141.0 63.0 7.8 -55.3 

Kilolo District 97.3 64.5 3.3 -33.7 

Mbeya 

Chunya District 81.1 50.2 3.1 -38.1 

Mbeya District 115.7 62.9 5.3 -45.6 

Mbeya City 115.7 51.9 6.4 -55.1 

Kyela District 90.7 54.3 3.6 -40.1 

Rungwe District 86.7 58.5 2.8 -32.5 

Busokelo District 86.7 42.0 4.5 -51.5 

Mbarali District 95.8 57.8 3.8 -39.6 

Singida 

Iramba District 64.4 40.4 2.4 -37.3 

Singida District 54.3 47.5 0.7 -12.5 

Singida Municipal 54.3 39.5 1.5 -27.2 

Manyoni District 89.5 46.4 4.3 -48.2 

Itigi District 89.5 43.6 4.6 -51.3 

Ikungi District 68.5 44.9 2.4 -34.5 

Mkalama District 65.8 44.6 2.1 -32.2 

Tabora 

Nzega Town 74.9 58.5 1.6 -21.9 

Nzega District 74.9 60.3 1.5 -19.5 

Igunga District 75.4 45.0 3.0 -40.4 

Uyui District 102.0 57.2 4.5 -43.9 

Urambo District 99.9 59.8 4.0 -40.1 

Sikonge District 71.7 51.1 2.1 -28.7 

Tabora Municipal 98.3 58.0 4.0 -41.0 
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Kaliua District 91.2 59.2 3.2 -35.1 

Rukwa 

Kalambo District 118.9 68.6 5.0 -42.3 

Sumbawanga District 112.2 69.2 4.3 -38.3 

Sumbawanga Municipal 112.2 57.6 5.5 -48.7 

Nkasi District 120.1 66.3 5.4 -44.8 

Kigoma 

Kibondo District 88.6 56.9 3.2 -35.7 

Kasulu District 75.0 58.0 1.7 -22.7 

Kasulu Town 75.0 45.7 2.9 -39.1 

Kigoma District 123.6 65.0 5.9 -47.4 

Kigoma Ujiji Municipal 123.6 63.6 6.0 -48.6 

Uvinza District 111.8 67.6 4.4 -39.5 

Buhigwe District 100.1 50.4 5.0 -49.7 

Kakonko District 82.1 58.8 2.3 -28.4 

Shinyanga 

Ushetu District 72.8 59.2 1.4 -18.7 

Kahama Municipal 72.8 53.5 1.9 -26.5 

Msalala District 72.8 59.1 1.4 -18.9 

Kishapu District 66.0 44.6 2.1 -32.4 

Shinyanga District 76.7 52.5 2.4 -31.5 

Shinyanga Municipal 76.7 49.4 2.7 -35.6 

Kagera 

Karagwe District 117.1 67.7 4.9 -42.2 

Bukoba District 106.3 71.0 3.5 -33.2 

Bukoba Municipal 106.3 53.4 5.3 -49.8 

Muleba District 129.0 65.6 6.3 -49.1 

Biharamulo District 101.1 61.8 3.9 -38.9 

Ngara District 133.0 73.6 5.9 -44.7 

Kyerwa District 96.9 83.5 1.3 -13.8 

Missenyi District 115.0 68.3 4.7 -40.6 

Mwanza 

Ukerewe District 102.8 73.4 2.9 -28.6 

Magu District 82.4 49.6 3.3 -39.8 

Mwanza City 82.2 47.1 3.5 -42.7 

Kwimba District 76.5 48.7 2.8 -36.3 

Sengerema District 72.5 50.7 2.2 -30.1 

Buchosa District 72.5 57.9 1.5 -20.1 

Ilemela Municipal 83.2 49.8 3.3 -40.2 

Misungwi District 73.9 49.2 2.5 -33.4 

Mara 

Tarime District 90.6 59.6 3.1 -34.2 

Tarime Town 90.6 58.6 3.2 -35.3 

Serengeti District 84.1 52.9 3.1 -37.1 

Musoma District 112.4 68.6 4.4 -39.0 

Musoma Municipal 112.4 45.4 6.7 -59.6 

Bunda District 90.3 55.5 3.5 -38.5 
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Bunda Town 90.3 45.2 4.5 -50.0 

Butiama District 97.0 56.6 4.0 -41.7 

Rorya District 127.8 74.8 5.3 -41.5 

Manyara 

Babati District 69.9 45.9 2.4 -34.4 

Babati Town 69.9 46.1 2.4 -34.1 

Hanang District 59.2 48.5 1.1 -18.1 

Mbulu District 73.4 47.3 2.6 -35.5 

Mbulu Town 73.4 36.7 3.7 -50.0 

Simanjiro District 43.0 30.7 1.2 -28.6 

Kiteto District 79.7 41.4 3.8 -48.0 

Njombe 

Njombe District 107.3 60.6 4.7 -43.5 

Njombe Town 107.3 68.1 3.9 -36.6 

Makambako Town 107.3 60.4 4.7 -43.7 

Ludewa District 94.5 59.6 3.5 -36.9 

Makete District 117.8 61.9 5.6 -47.5 

Wanging'ombe District 118.7 58.0 6.1 -51.1 

Katavi 

Mpanda Municipal 99.4 67.7 3.2 -31.9 

Nsimbo District 99.4 67.4 3.2 -32.2 

Tanganyika District 123.3 52.4 7.1 -57.5 

Mlele District 116.3 53.6 6.3 -53.9 

Mpimbwe District 116.3 51.0 6.5 -56.2 

Simiyu 

Bariadi District 75.2 60.7 1.4 -19.3 

Bariadi Town 75.2 56.3 1.9 -25.1 

Itilima District 66.1 51.7 1.4 -21.8 

Meatu District 72.4 51.3 2.1 -29.1 

Maswa District 73.9 48.0 2.6 -35.0 

Busega District 95.7 56.0 4.0 -41.5 

Geita 

Geita District 85.2 57.9 2.7 -32.0 

Geita Town 85.2 56.0 2.9 -34.3 

Nyang'hwale District 72.9 54.1 1.9 -25.8 

Mbogwe District 73.9 56.4 1.7 -23.7 

Bukombe District 78.7 56.0 2.3 -28.9 

Chato District 78.7 59.8 1.9 -24.0 

Songwe 

Momba District 85.2 70.5 1.5 -17.2 

Tunduma Town 85.2 61.0 2.4 -28.4 

Songwe District 106.7 60.9 4.6 -42.9 

Mbozi District 94.9 60.6 3.4 -36.1 

Ileje District 102.7 55.5 4.7 -46.0 

Kaskazini Unguja 
Kaskazini A Town 80.4 61.2 1.9 -23.9 

Kaskazini B Town 70.2 56.1 1.4 -20.1 

Kusini Unguja Kati Town 101.5 66.1 3.5 -34.9 
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Kusini District 111.2 74.2 3.7 -33.3 

Mjini Magharibi 

Mjini Municipal 81.6 57.0 2.5 -30.2 

Magharibi A Municipal 84.3 57.4 2.7 -31.9 

Magharibi B Municipal 81.4 60.2 2.1 -26.0 

Kaskazini Pemba 
Wete Town 61.7 48.7 1.3 -21.0 

Micheweni District 89.8 65.7 2.4 -26.8 

Kusini Pemba 
Chakechake Town 76.9 42.2 3.5 -45.1 

Mkoani Town 86.0 51.2 3.5 -40.4 
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Appendix 1.5:  Target for Global, Regional and National Development Plans 

The targets of various mortality and health indicators adopted in this report from 

international, regional, national and sectoral development plans are as follows: 

 

No. Indicator 2030 Sustainable 
Development 
Goals (SDGs) 

Africa 
Development 
Agenda 
(Agenda 
2063) 

East Africa 
Vision 
(2050) 

Third 
National 
Five-Year 
Development 
Plan 2021/22 
- 2025/26 
(FYDP) 

Zanzibar 
Development 
Plan 
(ZADEP) 
2025/26 

Health 
Sector 
Strategic 
Plan 
(HSSP) 
2021 - 
2026 

1.          Infant Mortality 
Rate 

NIL NIL Reduce IMR 
to 36 deaths 
per 1,000 
live births by 
2050 

Reduce IMR 
to 30 deaths 
per 1,000 live 
births by 
2025/26 

Reduce to 15 
deaths per 
1,000 live 
births by 
2025/26 

Achieve 
IMR 25 
deaths 
per 1,000 
live births 
by 2026 

2.          Under-five 
Mortality Rate 

Reduce  U5MR to 
at least  as low as 
25 deaths per 
1,000 live births by 
2030 

NIL NIL Reduce 
U5MR to 40 
deaths per 
1,000 live 
births by 
2025/26 

Reduce 
U5MR to 37 
deaths per 
1,000 live 
births by 
2025/26 

Reduce 
U5MR to 
37 deaths 
per 1,000 
live births 
by 2026 

 

 

 



 

 

 


