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I.

INTRODUCTION

1.

The Center for Reproductive Rights and Legal and Human Rights Centre jointly submit this letter in
the context of the Universal Periodic Review (UPR) of Tanzania, scheduled for review during the
39th session of the Universal Periodic Review Working Group (2021). The Center for Reproductive
Rights (the Center) is a not-for-profit legal advocacy organization dedicated to promoting and
defending reproductive rights worldwide. The Center uses the law at the national, regional, and
international levels to advance reproductive freedom as a fundamental right that all governments are
legally obligated to protect, respect and fulfil. The Legal and Human Rights Center (LHRC) is a
non-partisan and non-profit human rights organization, that seeks to promote internationally
recognized human rights norms and standards in Tanzania. The organization specializes in legal and
human rights monitoring, legal aid, civic awareness, research, advocacy for policy and legal reforms.

2.

Tanzania has ratified multiple international and regional human rights treaties that require state
parties to protect the sexual and reproductive health and rights of women and girls.1 However,
women and girls continue to face numerous reproductive rights violations. As discussed below, there
is lack of access to sexual and reproductive health services including access to contraceptives,
sexuality education, abortions and post-abortion care. Access to comprehensive and scientifically
accurate information is also very limited. Beyond the impact on the health of women and girls, these
have grave economic and social consequences, especially for adolescents, who face automatic
exclusion from school upon being found to be pregnant.

3.

This report focuses on the following sexual and reproductive issues that we urge the Human Rights
Council to consider during its review of Tanzania: (a) maternal mortality and access to maternal
healthcare; (b) lack of access to safe abortion and post-abortion care; (c) inadequate access to family
planning information and services; (d) adolescent sexual and reproductive health and rights,
including mandatory pregnancy testing in schools and the expulsion of pregnant school girls; and (e)
the report makes recommendations that the Human Rights Council should request Tanzania to
comply with its international treaty obligations.

II.
4.

MATERNAL MORTALITY AND ACCESS TO MATERNAL HEALTHCARE
During the 2011 universal periodic review, Tanzania admitted that the high maternal mortality rate
3
was a challenge2, and accepted recommendations aimed at significantly reducing the rate. During
the 2016 UPR, Tanzania accepted further recommendations designed to accelerate progress towards
reducing maternal mortality.4 Tanzania’s maternal mortality ratio (MMR) appears to have worsened
since the last UPR: the 2015-16 Tanzania Demographic and Health Survey (2016 TDHS) showed
the MMR at 556 maternal deaths per 100,000 live births5, while data from 2013 reported 410 deaths
per 100,000 live births.6 Tanzania continues to have the fifth highest number of maternal deaths per
year worldwide (regressing two spots from seventh at the time of the last UPR), and women in the
7
country have a 1-in-36 lifetime risk of dying from a pregnancy-related cause.
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5.

In order to reduce the high MMR and maternal morbidity rates in Tanzania, it is crucial that women
and girls have access to comprehensive maternal health services. According to the 2016 TDHS8,
however, only 51% of pregnant women received the WHO recommended four plus antenatal visits.
While this is an increase from the 43% figure surveyed in the 2010 THDS9, it is still less than the
62% figure surveyed in the 2004 TDHS.10 In addition, while the 2016 TDHS reported an increase in
the percentage (64%) of births that were attended by skilled health personnel11, this improvement in
skilled delivery assistance does not appear to have translated into a lower MMR. One of the probable
reasons for this disconnect, as documented in the 2016 TDHS, is that access to skilled delivery
assistance is concentrated within wealthier, better educated, urban populations.12

6.

In addition, there is significant geographical disparity in access, since most medical facilities that
offer quality maternal health services are concentrated in urban areas, and 46% of rural women still
deliver at home as compared to only 14% in urban areas.13 Low-quality care, absence of skilled
delivery services, and high costs are also key barriers to accessing health care.14 For instance,
although some reproductive and maternity services are notionally provided free of charge,
insufficient health funding and stock-outs have resulted in women frequently paying out-of-pocket
expenses for items such as delivery kits and medications, with 91% of women reporting paying some
out-of-pocket expenses in connection with a birth in 2006.15 Further, the health sector was allocated
only 7.8% of the total budget for 2019-202016, which falls short of the government's commitment to
allocate at least 15% of the annual national budget to the health sector as it pledged to in the Abuja
Declaration.17 While Tanzania has increased the number of health facilities providing maternal
health services in remote and rural areas, these facilities are still not accessible to many and lack
professional and sufficient health staff to provide quality services. A study conducted by LHRC in
2019 revealed health as a major issue facing communities.18

III.

LACK OF ACCESS TO SAFE ABORTION AND POST-ABORTION CARE

7.

Every year one million Tanzanian women and girls are faced with an unwanted or unplanned
pregnancy, of which 39% end in abortion.19 Due to many legal and health system challenges, the
majority of abortions performed in 2013 were clandestine and unsafe, causing preventable maternal
20
injuries and deaths. The prevalence of unsafe abortions is a key contributor to Tanzania's poor
outcomes in other aspects of women's health. According to the most recent data, unsafe abortions
account for more than one-third of hospitalizations for complications relating to pregnancy, and
roughly one-quarter of maternal deaths.21

8.

From a study conducted by the Center, for which more than 60 women, girls and other stakeholders
were interviewed22, it is clear that the lack of access to safe abortion and post-abortion care is at least
partly attributable to the laws and policies in Tanzania.23 These remain inconsistent, unclear, and
widely misunderstood. Further, there are no comprehensive guidelines available to health care
practitioners and other key stakeholders as to how such laws should be practically implemented in
order to deliver safe abortion and post-abortion care.24 Under the Penal Code, abortion is
criminalized except to save the woman’s life.25 Although this exception has been interpreted in preindependence court decisions to encompass a mental and physical health exception, this
jurisprudence is not reflected in any law or policy and is mostly not implemented in practice.26

9.

Tanzania has ratified, without reservation, the African Charter on Human and People's Rights on the
Rights of Women in Africa (“Maputo Protocol”), which obligates states to authorize abortions in
cases of sexual assault, rape, incest, where the physical or mental health of the woman is threatened
and where the life of the mother or the foetus is in danger. In 2016, the African Commission on
Human and People’s Rights (ACHPR) launched a campaign for the decriminalization of abortion in
Africa in order to address the high rate of unsafe abortion in the region. During the 2016 UPR, it was
recommended that Tanzania implement the provisions of the Maputo Protocol.27 Tanzania has not,
however, undertaken the law reform process required to domesticate these rights in its national
2

legislation. Rather, the government subsequently rejected the recommendation on the basis that it is
contrary to the constitutional right to life and the Penal Code’s limited exception for lawful abortion
only when the mother’s life is in danger.28
10.

Tanzanian law also fails to support access to abortion-related medication by Tanzanian women and
girls. While scientific evidence shows that the combination of misoprostol and mifepristone is an
effective and safe method for termination of pregnancies, the medicines are not registered for such
use in Tanzania and are not included in the essential medicine list, leaving women and girls with
limited information and avenues for accessing and using these methods safely.29

11.

Deficiencies in Tanzania’s legal regime relating to abortion are compounded by various non-legal
barriers to accessing abortion and post-abortion care, including systemic issues occurring within
Tanzania’s health system. For example, many health care providers do not receive adequate training
on the provision of abortion services and, as noted above, lack guidance on what the law requires
and the best practices for implementing it. In addition, the topic of abortion remains subject to
stigma and other biases both from health care providers and the general community.30 This has
delayed or altogether deterred women from seeking post-abortion care, and in some cases, exposed
them to financial corruption from health care professionals.31 Adolescents and survivors of sexual
violence are particularly vulnerable to such stigma and gaps in healthcare provider knowledge and
training, which further increases the incidence of unsafe abortions among these groups.32

12.

In addition, despite the Tanzanian government's commitment in national guidelines to provide post33
abortion care (“PAC”) , the service is not widely available and accessible.34 For example, according
to a 2007 case study carried out together with the Ministry of Health and Social Welfare and focused
on three districts in Tanzania, found only about 24% of facilities carried essential PAC kits and 1in-5 hospitals were equipped with misoprostol and PAC kits.35 In addition, only 13.5% of health
providers were trained on providing adolescents PAC.36

IV.

INADEQUATE ACCESS TO FAMILY PLANNING INFORMATION AND SERVICES

13.

Although Tanzania has policy measures and guidance in place on the provision of family planning
services37, according to the 2019-23 Tanzania National Family Planning Costed Implementation Plan
(“2019-23 NFPCIP”), only 38% of married women use a method of contraception (32% use a
modern method and 6% use a traditional method).38 When compared with the statistics from its
previous UPR, this indicates that contraceptive prevalence rates for modern methods across the
country have slightly increased (from 24%) but continue to show wide regional variation – from as
high as 47.9% in Lindi to as low as 10.7% in Geita.39 Contraceptive use is more prevalent among
women living in southern regions and is lowest in Zanzibar.40 Further, TDHS reports that in
2015-2016 22% of married women had an unmet need for contraception.41 These figures are
significantly below the 60% contraceptive prevalence rate the government of Tanzania had set for
itself to achieve by 2015.42 The government subsequently adjusted its benchmark modern
contraceptive prevalence rate to 47% for married women and 40% for all women by 2023.43

14.

In addition, there is significant disparity in the level of contraceptive use based on factors including
geographical area, education, and income level. For instance, the unmet need for contraceptives
ranges from 22% for all married women, to as high as 29% among the poorest married women.44
Further, 33% of married women with a secondary education use contraception as opposed to only
24% of married women with no education.45

15.

The low contraceptive usage rate and high unmet need are a result of several health sector and nonhealth sector challenges that women and girls encounter in accessing contraceptives, such as:
(a)

Limited availability and accessibility of contraceptives and quality of services: women and
girls encounter challenges such as lack of trained personnel; supply and equipment
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shortages; long distances to facilities46; and an insufficient number of health facilities that
provide comprehensive contraceptive services.47

V.

(b)

Inability to access preferred contraception method and cost: Low-level medical facilities
generally provide only short-term contraceptives, such as injections, pills, and condoms,
which are susceptible to stockouts, or, if available, facilities lack trained personnel to
administer them.48 Women who prefer long-term contraceptive options, such as intrauterine
devices, implants, and sterilization are more inclined to seek out higher-level medical
facilities.49 Consequently, many women, especially in rural areas, resort to using nonpreferential contraceptive methods50, no contraceptive method , or pay high fees for
additional expenses like transportation.51 When public facilities are unable to satisfy the
demand for contraceptives, women are forced to use private medical facilities: exacerbating
the rich-poor divide as private facility services are prohibitively expensive for those without
resources.52 In addition, short term contraceptive methods cost more because women are
required to renew their prescriptions with frequency, causing a gap in access between lowincome women and high-income women.53 Only 20% of low-income married women use
modern contraceptives, while the rate of usage is 35% for those in a higher-wealth quintile.54

(c)

Lack of quality services: Women are pushed to resort to private facilities because of the
poor quality of service, overcrowding and a consequential lack of privacy at public facilities.
Doctors rarely have the time to consult with women and provide detailed information on the
full range of available contraceptive methods.55 In addition, 23% of public health facilities
and 41% of hospitals in Tanzania are owned or governed by faith-based organizations.56 As
a result, some of these facilities refuse to provide contraceptive services, negatively affecting
access to family planning services in Tanzania. An interview with an OB/GYN working in
one such facility in Mwanza, for instance, confirmed that the facility does not provide
contraceptives, including emergency contraceptives for victims of rape, but rather refers the
women to another facility to obtain the service—this is concerning since the most recent
available date indicates that 23% of public health facilities and 41% of hospitals in Tanzania
are owned or government by faith-based organizations.57

(d)

Myths and misconceptions: Women who were interviewed by the Center admitted to
misconceptions about modern contraceptives, including: fears of cancer, tumours and
fibroids; permanent infertility; and fetal abnormality.58 As the WHO has clarified, these
concerns are not supported by scientific evidence.59

(e)

Perceived gender roles regarding the use of contraceptives: Due to the patriarchal nature of
Tanzania’s society and the belief that women are supposed to have multiple children,
women believe they need the consent of their partner before using contraceptives; when men
refuse such consent, the women forego using contraceptives or choose the method that can
be used most secretly.60 If a woman fails to conceive within a year of marriage or after
giving birth, she can face “punishment” from her husband for using a contraceptive without
his consent. When couples agree to prevent or delay pregnancies, the burden falls onto
women61; the 2015-16 DHS indicates that the rate of male sterilization is zero.62

ADOLESCENT SEXUAL AND REPRODUCTIVE HEALTH AND RIGHTS
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16.

The lack of access to sexuality and reproductive health information and services is more pronounced
for adolescents and has grave physical, economic and social consequences for them. The low
marriage age in Tanzania feeds into this problem, as does the lack of access to sexual and
reproductive education and services described above. Because of their early stage of physical
development and their relative lack of access to information and services, adolescents have a higher
risk of pregnancy-related mortality and medical complications.63

17.

Tanzania has one of the world’s highest teenage pregnancy rates – approximately 27% of girls
between 15-19 years get pregnant.64 Tanzania has the 11th highest absolute number of child brides
in the world 20% of girls in Tanzania are married before their 18th birthday.65 While 12% of
adolescents in Tanzania have started sexual relations by age 15, and 60% by 18,66 only 8.6% of
adolescent girls between 15 and 19 use modern contraceptive methods.67 The unmet contraceptive
need stands at 10.8%.68 As a result, one in four adolescent girls between ages 15 and 19 are already
mothers or are pregnant with their first child.69 32% of adolescents living in rural areas have had a
live birth or are pregnant, compared with 19% of those living in urban areas.70 Adolescents in poorer
households are three times more likely to have a child than their wealthier counterparts.71

18.

Research conducted by the Center found that “students rarely receive any meaningful instruction on
sexual or reproductive health in schools.”72 Though government policies and guidelines suggest that
sexuality or life skills education should be part of primary and secondary education, in practice,
schools cursorily deal with these issues in other subjects like biology, civics, languages and work
skills, in a piecemeal manner.73 The Ministry of Education’s guide for school counselors supports
the teaching of abstinence, which becomes the main thrust of any adolescent sexual health classes.74
None of the adolescent girls interviewed for the Center’s 2013 report “Forced Out” claimed that her
school provided comprehensive sexuality education.75

19.

Another problem is access to information for out-of-school adolescents. Less than a third of girls
who complete primary schooling end up completing lower secondary school.76 Consequently, there
is a large population of out-of-school adolescents who are never reached by the government’s inschool programs. In turn, this section of the population is most likely to become pregnant at a young
age.77

20.

Further, the lack of youth-friendly reproductive health services and stigma surrounding adolescents’
sexuality fuel unwanted and unplanned pregnancies.78 Youth-friendly services, particularly in rural
areas, remain very limited.79 Adolescents are reluctant to access existing public health facilities
because they fear running into their parents and other people they know at these facilities.80 The
working hours in these facilities coincide with school hours, making it difficult for the adolescent to
justify missing school while maintaining privacy.81 There may also be the fear that they would be
exposed as pregnant and thus expelled from school.82 Additionally, though legally, there are no agebased restrictions to access contraceptive information, education and services in Tanzania, some
providers continue to deny services based on age: for instance, in one study, between 79% and 81%
of contraceptive service providers in rural Tanzania were found to impose age restrictions for
accessing a contraceptive pill.83

21.

There is an intersection between high rates of child marriage and the lack of awareness about
adolescent sexual and reproductive health and rights. Since the previous 2016 UPR of Tanzania84 a
landmark decision by the High Court of Tanzania ruled in July 2016 that the Law of Marriages Act
should be revised to eliminate inequality between the minimum ages of marriage for boys and girls.85
Previously, girls could marry at age 14 with the consent of the court and at age 15 with the consent
of their parents; the ruling set the minimum age for marriage at 18 years for both boys and girls.86
This ruling was appealed by the Attorney General but upheld by the Court of Appeals, the highest
Court in Tanzania, in October 2019.87 Despite this, the law has not officially changed to reflect the
court’s ruling and reports indicate that community level change needs to be enacted to address
5

societal attitudes and practices around early marriage.88 A 2017 national survey reported, nearly two
out of every five girls in Tanzania are married before they reach 18, and child marriage is more
prevalent in in rural and poorer communities compared to their urban and wealthier counterparts.89
Mandatory Pregnancy Testing and Expulsion of Pregnant School Girls
22.

The most significant example of the disproportionate consequences that adolescents face on account
of the lack of access to reproductive health information and services is that a pregnancy results in
girls being denied their right to education. When found to be pregnant, girls in Tanzania are
immediately expelled from school despite the absence of a law or policy that explicitly mandates this
practice.90 The Education Act, which allows the expulsion of students for acts of indecency, is
usually cited as the basis for expelling pregnant girls. There is no exception – all pregnant girls,
including those who became pregnant as a result of rape, are expelled.91 Once expelled, the girls are
not allowed to re-enrol after delivery or if they do not carry the pregnancy to term.92 Every year, it is
estimated that 8,000 girls are forced out of schools in Tanzania.93 The lack of a re-enrolment policy
in Tanzania severely impacts the ability of pregnant adolescents to get the education and vocational
training that can equip them for life.94

23.

Despite recommendations from different treaty monitoring bodies to abolish the practice of
mandatory pregnancy testing and expulsion of pregnant girls from schools95, it remains prevalent,
widely accepted, and broadly supported by educators, government officials, and Non-Governmental
Organizations (NGOs) in Tanzania.96 Generally, mandatory pregnancy tests are done without prior
announcement or warning to prevent girls from circumventing the harmful policy.97 They are
physically invasive and do not require prior consent.98 Results are then disclosed directly to the
school and eventually to the parents, violating the girl’s right to privacy and confidential medical
treatment. Since this practice does not have a legal basis, the reason and the manner for conducting it
differs based on each school.

24.

In November 2018, the World Bank withheld a $300 million loan for secondary education in
Tanzania, partly because of the government’s policy to expel pregnant girls.99 Consequently, the
government agreed to tackle discrimination against girls. However, no concrete measures were put in
place: contrarily, Tanzania’s president John Magufuli and other government officials have
vigorously supported the expulsion of pregnant students as a way to deter other students from ‘outof-wedlock’ pregnancy.100 Countless times, the government has claimed that it has not denied girls
the right to an education, as they can enroll in private schools. However, this justification fails as
low-income girls who do not have the resources to pay the enrollment fees cannot attend a private
school and in turn access an education.

VI.

RECOMMENDATIONS

25.

The government should undertake positive measures to reduce maternal mortality and morbidity,
including by increasing the availability, accessibility, acceptability and quality of maternal health
services, with attention to the needs of marginalized populations; increasing the number of skilled
health personnel and well-equipped health care facilities, including in rural areas; and improving the
tracking and monitoring of the incidence and causes of maternal mortality and morbidity.

26.

The government should amend the Penal Code and other relevant laws and policies to remove
criminal sanctions for abortion services in line with ACHPR’s campaign on the decriminalization of
abortion services.

27.

The government should register misoprostol and mifepristone to be used for termination of
pregnancies, include the medicines in the essential medicines list, and ensure that women and girls
have information to access the method.
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28.

The government should develop and disseminate comprehensive guidelines to (a) health care
providers and other stakeholders on the provision of safe abortion and post-abortion care; and (b) to
the public to ensure women and girls are made aware of how to access to health service and dispel
misconceptions regarding the legality of safe abortion services and stigma against those who procure
them.

29.

The government should ensure that healthcare providers receive adequate training on the legal
framework of abortion services and on the provision of the health service. It should also implement
measures to ensure that health care facilities have a sufficient number of trained health care
professionals and equipment to provide abortion care and accountability measures to guarantee that
the cost of abortion care services is not a barrier to access.

30.

The government should take steps to ensure that women and adolescent girls, including those in rural
areas and those of low income have access to comprehensive information on the full range of family
planning and contraceptives and that they also have access to affordable family planning and
contraceptive services including emergency contraceptives. It should specifically target institution of
youth-friendly services (including providing sexual and reproductive health information to both in
and out of school adolescents) and seek to reduce stigma about adolescents’ sexuality.

31.

The government should end mandatory pregnancy testing and expulsion of pregnant schoolgirls.
The government should take steps to ensure there is a retention policy for pregnant schoolgirls and
support services in place to ensure that schoolgirls who do get pregnant are able to continue with
their education.

32.

The government should immediately legislate to reflect a minimum age of 18 for marriage without
exception and make concrete efforts to eliminate the practice of early marriage by targeting specific
areas of the country, especially rural areas.
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