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Abstract

The research findings presented in this working paper are drawn from an independent research 
project funded by the UK Economic and Social Research Council with financial support from UK 
DFID. The project is a collaboration between Tanzanian, Kenyan, and UK researchers. It aims to 
investigate the hypothesis that improved local industrial production – through higher productivity, 
more appropriate and cheaper products, and innovative production methods – could improve 
health service performance in each country, while raising economic output, and hence contribute to 
inclusive growth. If this hypothesis is correct, then better integration between industrial and health 
policies in each country could contribute to higher employment, industrial upgrading, and improved 
health system performance and accessibility.

This working paper is one of two presenting interim findings from Stage 2 of the project: a survey of 
supply chains into the health sector in four districts of Tanzania. A first working paper (Tibandebage 
et al. 2014) documented the availability, price, and supply chain organisation for essential medicines 
and medical supplies. This paper provides new evidence on the pattern of local and imported 
supplies to different health sectors and via different supply chains in Tanzania. It shows that around 
16% of the medicines found on shelves from our tracer sample had been manufactured in Tanzania; 
about 15% came from Kenya; and nearly 70% were from outside East Africa, mainly India. Medical 
supplies traced from Tanzania were mainly basic commodities. All medical equipment, more complex 
supplies such as syringes and test kits, and other basics such as bandages, were imported.  In 
general, the relatively low technical level of manufacturing in Tanzania was felt by health sector 
stakeholders to be constraining local supplies to the health sector.

Health sector interviewees stated that availability of supplies on the private market in Tanzania 
had been improving, but that the market share of medicines and other supplies from Tanzanian 
manufacturers appeared to be declining, notably because of rising price-based competition from 
imports. Opinions varied on comparisons between the quality and price of local vs. imported items. 
However, there was quite widespread support among health sector interviewees for the proposition 
that more availability of local supplies – and government support to assist local firms – was desirable 
to improve the level and security of supplies to the health sector. 
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1 Introduction 

This working paper presents interim results from an independent research project funded by the 
UK Economic and Social Research Council with financial support from UK DFID. The project is a 
collaboration between Tanzanian, Kenyan, and UK researchers. It aims to investigate the hypothesis 
that improved local industrial production – through higher productivity, more appropriate and cheaper 
products, and innovative production methods – could improve health service performance in each 
country, while raising economic output, and hence contribute to inclusive growth. If this hypothesis 
is correct, then better integration between industrial and health policies in each country could 
contribute to higher employment, industrial upgrading, and improved health system performance 
and accessibility. 

To investigate this hypothesis, this ongoing research project has proceeded in three stages. In the 
first stage, key stakeholders in each country were consulted, and a local advisory board recruited 
in each country from both health and industrial sectors. In Stage 2, the supply chains of essential 
medicines and medical equipment and supplies from local industries and from imports into the 
health systems in Tanzania and Kenya were investigated, using in-depth case studies in four 
districts in each country. Shortages and unaffordability of these commodities are persistent causes 
of exclusionary and poor-quality health care in low-income Africa (WHO 2011). 

Working Paper 1 from this project (Tibandebage et al. 2014) summarised project findings from 
Stage 2 on the availability of medicines and medical supplies in the sample facilities and shops; the 
pattern of supply chains to the different sectors; and the successes and challenges documented in 
the interviews. 

This working paper presents the split between imported and local supplies to the health system 
documented in the Stage 2 research; traces the pattern of local and imported supplies to different 
health sectors and supply chains; and documents the views of interviewees in the health sector, 
including some senior stakeholders, of the actual and potential role of local manufacture in sustaining 
and improving access to essential health care supplies for the Tanzanian population.

The third stage of the research, currently ongoing in 2014, is drawing on the findings to date and 
investigating the scope for improved industrial supplies from local manufacturers into the local and 
regional health systems.  

Initial findings from Stages 1 and 2 of the project were presented at a Policy Dialogue workshop 
in Dar es Salaam, Tanzania. The workshop brought together policymakers and senior managers 
and stakeholders in the health and industrial sectors to discuss the findings, and consulted the 
participants concerning the Stage 3 research. The presentations at that workshop are available on 
the Kenyan project research partner’s website at  http://www.acts-net.org/programmes-projects/
projects?id=24.  

Findings from Stage 3, and the project as a whole, will be presented in a Policy Dialogue workshop 
in Nairobi, Kenya, in 2014.
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Concepts and Methods

Analysing Supply Chains

Stage 2 of the project used a mainly qualitative methodology, aimed at deepening understanding 
of supply chains into the health sector.  A ‘supply chain’ is generally understood as the whole set 
of linkages and incentives by which a product is produced and delivered to the consumer (Yadav 
2007, 2006). It includes the inputs to the production of the final commodity, its sale to purchasers, 
and its delivery to the final consumer.  As a result supply chains are often thought of as linear 
processes from production through purchase and logistics to use (see Figure 1).  

Figure 1:	 A linear concept of a supply chain of commodities to the health sector

However, the evidence in this project so far suggests a more complex framework. Building and 
sustaining robust local supply chains is likely to require continuous interaction and communication 
among the stakeholders, including an important shift in some areas from mutual blame to mutual 
support.  The interactions we are exploring in Stage 3 are therefore likely to look more like Figure 2.

Figure 2:	 Interactions and feed back in supply chains to the health sector 

The sample

Tanzanian health services are provided through three levels of facilities: dispensaries (87% of the 
total); health centres (9%); and hospitals (4%). There are around 6,000 registered facilities, two-
thirds owned by the public sector (MoHSW 2009). Medicines and medical supplies are retailed 
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through pharmacies, Accredited Drug Dispensing Outlets (ADDOs), and licensed drug shops. The 
Stage 2 research was undertaken in four districts in three regions of Tanzania in January–February 
2013. The districts included one in Dar es Salaam (District 1), one in Pwani region (District 2), and 
two in Arusha region (Districts 3 and 4). These districts were purposively sampled to capture both 
urban and rural characteristics in terms of infrastructure and distance to sources of supplies. Arusha 
region was chosen because it has districts that border Kenya, and we expected supply chains in the 
two countries to be more integrated along the border area than elsewhere in Tanzania (comparable 
sampling for the Kenya study included a district bordering Tanzania). 

Within each district three wards were purposively sampled. In Dar es Salaam, one ward was 
selected in the commercial part of the municipality, one located far from the city centre, and one 
in between. The other three districts have a largely rural setting and in each we selected one ward 
that was the commercial centre and administrative headquarters of the district, one ward which was 
located furthest from the administrative headquarters, and one in the middle. We then purposively 
selected health facilities by sector and level of facility, and pharmacies, and drug shops, from within 
the three wards. 

In total, interviews and data collection were conducted in 42 health facilities, pharmacies, and drug 
shops across the four districts. Table 1 shows the distribution of health facilities and shops by rural 
and urban location across the four districts.   

Table 1:	 Level of facility and type of shop, by rural/urban location

Level of facility/ shop Rural Semi-rural Urban Total

Hospital 2 2 3 7

Health centre 3 4 1 8

Dispensary 9 4 4 17

Pharmacy 1 0 2 3

Drug shop 2 1 0 3

ADDO 2 1 1 4

Total 19 12 11 42

The majority of the facilities interviewed in the rural areas were in the public sector (see Table 2), 
reflecting the predominance of public health care in the rural areas, as compared to the greater 
relative prevalence of non-government facilities in urban Tanzania (MoHSW 2009).

Table 2:	 Sector of health facility by rural/urban location

Sector of  facility Rural Semi-rural Urban Total

Public 11 4 3 18

Faith-based 2 3 2 7

Private 1 3 3 7

Total 14 10 8 32
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Data collection methods and data analysis

The methodological approach of this part of the study was mainly qualitative, aiming to achieve 
an in-depth understanding of supply chain behaviour and challenges. Two types of data collection 
instruments were used. First, a mainly open-ended questionnaire, listing topics with prompts and 
follow-up questions, was used to collect data on availability of pharmaceuticals and other medical 
supplies and equipment, the sources of supply (wholesaler and manufacturer), supply gaps, and 
supply chain constraints. Second, lists of tracer pharmaceuticals and other supplies (see Appendix 
Tables A1 and A2) were used to obtain information regarding selected tracer pharmaceuticals and 
other supplies that were in stock on the day of our visit, or if not, when they were last stocked and 
ordered, plus details of manufacturer, country where manufactured, purchase price per pack, and 
sale price per pack. By ‘tracer’ commodities we mean a sample of essential medicines, and medical 
supplies and equipment and other basic supplies, used in the study to provide quantitative evidence 
of availability and source, and to provide examples for qualitative discussion.

Qualitative data were analysed using NVivo software. We coded and sorted data into different 
themes and undertook a systematic analysis of the information in the different themes. ‘Local’ 
products in this working paper refer to those products manufactured within Tanzania (irrespective of 
the ownership of the plant). ‘Origin’ refers generally to the country of manufacture. Quantitative data 
were analysed through use of Stata software to generate cross tabulations and other exploration 
of variables.
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3 Findings 

3.1	  Manufacturing origin of Medicines and other Supplies

The tracer commodities data provide evidence of the manufacturing origin of the supplies used by 
our sample facilities and sold in our sample shops. We summarise the evidence here by health care 
sector – public, FBO-owned, and private – and also compare health facilities with shops.  

Manufacturing origin of essential medicines

The data on the countries of origin of the essential tracer medicines in our list (see Appendix Table 
1A) show that the main countries of origin in 2012 remained, as in the recent past (Mackintosh and 
Mujinja 2010, Chaudhuri et al. 2010), Tanzania itself (16% of all tracer medicine items found on 
shelves at the time of the visit), Kenya (15%), and India (48%). The next largest country suppliers 
were much smaller: China (7%), Cyprus (5%), USA (3%). No other country reached 3% of the total.  

The country sources of the tracer medicines can be broken down by sector of use and by wholesale 
source: that is, whether the medicines are bought and supplied by the public wholesaler through 
donations, or by private wholesalers. These two ways of breaking down the data are very closely 
associated, since, as Working Paper 1 showed, the market is very segmented, with the government 
sector relying largely on the public wholesaler1 and the non-government sectors mainly buying from 
the private sector.  

Table 3 shows the country of origin of the tracer medicines according to the sector in which they 
were to be used or sold. A higher proportion of the public sector medicines were manufactured in 
Tanzania (22%) than was the case for FBO and private sector medicines (12% and 9% respectively). 
We consider a number of possible reasons for this finding below.  Conversely, higher percentages of 
FBO and private sector medicines than public sector medicines were made in Kenya. The proportion 
of other imports was similar right across the sectors, between two-thirds and around 70%.  

Table 3:	 Country of origin of tracer medicines, by sector in which they were to be used 
or sold (% of all tracers by sector)

Country of origin Sector where medicine found Total

Public FBO Private 

Tanzania 22 12 9 16

Kenya 11 17 21 15

Other 67 71 69 69

Total 100 100 100 100

n=646

Note:	 totals may not add to 100 because of rounding. 

We can also examine the country of origin of the medicines according to the wholesale sector (public 
or private wholesalers). As Table 4 shows, the public sector wholesaler had bought a significantly 
higher proportion of these medicines from Tanzanian manufacturers than had the private sector 
(22% as compared to 11%), while the private wholesalers had bought a higher proportion from 
Kenya. Direct donations are separated out (see Table 4) but are very few. 

1In Tanzania the public wholesaler responsible for procurement and supply to the public sector is the Medical Stores 
Department (MSD).
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Among the other countries of origin, both public and private wholesalers had bought from India 
nearly half of all the tracer items found (public wholesaler and the District Medical Officer, 49%; 
private wholesalers, 47%) and each had bought about 6% from China. Among countries with low 
rates of supply,  the public wholesaler was more likely than private wholesalers to have bought from 
the UK and the USA, and private wholesalers were more likely to have sourced from Cyprus.

Table 4:	 Country of origin of tracer medicines, by wholesale source sector
	 (% of all tracers)

Country of origin Sector where sourced (wholesale) Total

Public Donation Private 

Tanzania 22 0 11 16

Kenya 10 25 20 15

Other 68 75 69 68

Total 100 100 100 100
n=609

Four Tanzanian firms had manufactured the tracer medicines from Tanzania logged in this study: 
Shelys, Keko, Tanzania Pharmaceutical Industries (TPI), and Zenufa. In this data set, Shelys was 
the largest supplier (41%), followed by Keko (36%). Keko’s products had been predominantly 
purchased by public wholesaler, while roughly equal quantities of the other firms’ products had 
been sourced by public wholesaler and private wholesalers.  

Three tracer medicines were sourced 50% or more from Tanzania: sulphadoxine/pyremethamine 
(SP), an anti-malarial used particularly during pregnancy; ciprofloxacin, an antibiotic; and the 
painkiller paracetamol (all in tablet form). Two others were mainly (over 80%) sourced from Kenya: 
amoxicillin antibiotic syrup for children and clotrimazoleskin cream. Table 5 lists the tracer medicines 
that were sourced partly from Tanzania and Kenya, with the percentages from each country and 
from other imports.  

Table 5:	 Tracer medicines manufactured in Tanzania or Kenya
	 (% of each medicine found)

Medicine Country of origin Total

Tanzania Kenya Other

SP tablet (anti-malarial) 71 21 9 100

Quinine injectable (anti-malarial) 0 3 97 100

Amoxicillin tablet (antibiotic) 0 14 86 100

Amoxicillin syrup (antibiotic -child) 9 81 9 100

Ciprofloxacin tablet (antibiotic) 56 0 44 100

Atenolol tablet (hypertension) 0 17 83 100

Paracetamol tablet (anti-pain) 57 2 40 100

Diclofenac tablet (anti-inflammatory) 5 0 95 100
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AZT+3TC+NVP tablet (ARV – anti-HIV) 34 32 34 100

Fluconazole tablet (anti-fungal) 25 13 63 100

Mebendazole tablet (deworming) 25 21 54 100

Clotrimazole cream (anti-fungal) 0 82 18 100

Amitriptyline tablet (anti-depressant) 0 22 78 100

Metformin tablet (anti-diabetic) 0 6 94 100

Glibenclamide tablet (anti-diabetic) 0 7 93 100

Normal saline and dextrose IV (intravenous fluid) 0 3 97 100

Table 5 shows that several other tracer medicines were sourced between 20% and a third from 
Tanzania, and that Kenyan manufacturers had supplied a rather wider range of items.  Meanwhile, 
the following tracer medicines were supplied only from other imports, from varied origins but with 
India as the leading supplier over all (see Table 6).

Table 6:	 Tracer medicines supplied solely from countries outside East Africa

Name of medicine Dosage form Main origin (%)

Arthemeter/Lumefantrine (AL) (anti-malarial) Tablet USA (50%)

Benzyl penicillin (antibiotic) Injectable China (97%)

AZT+3TC+EFV  (anti-retroviral, for HIV) Tablet India (100%)

TEN+ENT+Lpv/r (anti-retroviral, for HIV) Tablet India (100%)

Oxytocin (anti-haemorrhage after childbirth) Injectable Germany (67%)

Omeprazole (anti-ulcer) Tablet India (93%)

Loperamide hydrochloride (anti-diarrhoeal) Tablet Cyprus (69%)

Country of manufacture was thus associated with dosage form (see Table 7). Tanzanian firms 
mainly supplied tablets and capsules, plus some amoxicillin syrup for children. Injectables were 
wholly imported, from Kenya and other countries, as were creams and IV fluids. This suggests that 
the pattern of imports is determined in part by the currently limited technical capabilities of Tanzania-
based firms. 

Table 7:	 Country source of tracer medicines by dosage form
	 (% of tracers from each country category) 

Dosage form Country of origin Total

Tanzania Kenya India China Other

Tablet/ capsule 22 9 53 1 15 100

Injectable 0 1 31 43 25 100

Syrup 9 81 6 0 3 100

Cream 0 82 6 0 3 100

IV Fluids 0 3 91 0 6 100
n=646
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Manufacturing origin of other tracer commodities

The non-medicine tracer commodities (see Appendix Table 2A) include essential medical and 
laboratory supplies and equipment and also basic items such as bed sheets and disinfectant.  As 
might be expected, the countries of origin for this heterogeneous set of commodities are more varied 
than for medicines. Furthermore, it was harder for interviewees to identify the country of manufacture 
for many of these items, which were often not labelled in this way. For those items for which the data 
could be collected, there was some difference in country of origin between commodities acquired 
by facilities and shops in different sectors (see Table 8).  Only a small proportion of these items were 
identified as made in Tanzania or Kenya, and 73% of the total came from outside East Africa. 

Table 8:	 Country of origin of other tracer commodities, by sector of facility/shop in 
which they were to be used or sold (% of all tracers by sector)

Country of origin Sector where item found Total
Public FBO Private 

Tanzania 18 22 30 22
Kenya 5 7 3 5
Other 78 71 66 73
Total 100 100 100 100

n=490

Many private shops sold only the most basic items, which were also more likely to be Tanzanian-
sourced. Table 9 breaks down country of origin of these items by wholesale sector, distinguishing 
origins of goods provided by the public wholesaler from those sourced in the private sector. It shows 
that private wholesalers were more likely than the public wholesaler to have sourced Tanzanian-
made items, again in part because our sample includes a number of private shops stocking only 
basic items. 

Table 9:	 Country of origin of other tracer commodities, by source of items
	 (wholesale sector) (% of all tracers by sector)

Country of origin Type of source Total
Public sector Donation Private wholesaler

Tanzania 18 2 33 23
Kenya 5 2 5 5
Other 77 96 62 73
Total 100 100 100 100

n=453

The patterning of manufacturing country of origin shown in Tables 8 and 9 therefore arises in part 
from the heterogeneous nature of these tracer commodities. Some of the equipment is required 
only in facilities (not shops), and is sold to private facilities only by the largest pharmacies; also, 
only facilities use laboratory reagents and tests and few shops sell them.  The items that are more 
technologically challenging to produce are less likely to be manufactured in Tanzania, or indeed in 
many cases in Kenya, as compared to the simpler items. 



9

Donations were weighted (70%) towards medical equipment items and were almost entirely 
sourced outside East Africa. Donations furthermore accounted for 26% of medical equipment 
items found: 24% in the public sector, 36% in the faith-based sector, and 18% in private facilities. 
The items found to be procured by the public wholesaler were spread quite evenly across the 
various categories while the items procured privately were weighted towards medical supplies and 
included few laboratory supplies. This pattern does not, however, explain the higher proportion 
of items bought from Tanzanian manufacturers by private wholesalers than by public wholesaler 
(see Table 9). Private wholesalers had purchased a higher proportion than the public wholesaler 
of Tanzanian manufactured goods found on the shelves relative to imports in each of the non-
equipment categories: medical, laboratory, and other supplies (see Table 10). Numbers are small, 
but this may suggest that private wholesalers are somewhat more likely than public wholesaler to 
develop local manufacturer supply chains for such items. 

Table 10:	 Percentage of items identified as manufactured in Tanzania, by type of item 
and wholesale source

Item type Wholesale source
Public Private

Medical equipment 0 0
Medical supplies 22 38
Other supplies 59 68
Laboratory supplies 3 7
Total 18 33

Just eight of the 30 non-medicine tracer commodities in the study were found to include items of 
Tanzanian origin (see Table 11). Of these, some were found solely as Tanzanian-manufactured 
items, though this result may in part arise from the difficulty in identifying the origin of some basic 
items such as brooms.  

Table 11:	 Non-medicine tracer items manufactured in Tanzania
	 (% by country of origin of each item)

Item name Country of manufacture
Tanzania Kenya Other Total

Alcohol/spirit for wound cleaning 100 0 0 100
Bed net 100 0 0 100
Bed sheet 100 0 0 100
Detergents 64 28 8 100
Disinfectants (Hibitane, Savlon) 38 17 46 100
Emulsion oil for laboratory 6 18 76 100
Hydrogen peroxide 100 0 0 100
Mop or broom 82 0 19 100

n=109
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It was particularly hard to establish the manufacturing origin of the most common products, especially 
bed nets and bed sheets, and mops and brooms. Bed sheets had often been received or bought 
by facilities long before the visit, and the packaging of even recently arrived bed sheets from the 
public wholesaler did not necessarily specify the manufacturer. While these data therefore indicate 
the range of items currently sourced in Tanzania, they are an unreliable guide to the proportions of 
these goods coming in from imports, because of absent labelling of origin. Laboratory chemicals, 
detergents, and spirit were more accurately labelled: all of the spirit and hydrogen peroxide as well 
as most of the detergents found had been manufactured in Tanzania, while most of the emulsion oil 
and disinfectants were labelled as imported. 

With these caveats, Table 12 shows the breakdown of origin where it could be identified by type of 
supplies.  

Table 12:	 Origin of non-medicine supplies found, by country of origin
	 (% of type of supplies)

Type of supplies Country of origin Total

Tanzania Kenya India China Other

Medical equipment 0 0 5 25 70 100

Medical supplies 30 5 4 12 50 100

Laboratory supplies 3 4 4 3 85 100

Other basic supplies 63 13 17 3 3 100
n=490

Only a few of these items were found as imports of Kenyan manufactures. These were detergents 
and disinfectants, emulsion oil and Giemsa stain for laboratories, and also syringes and needles. 
Absolute numbers of these items with identified Kenyan origin are small, so the finding may not be 
significant: however, 78% of the items manufactured in Kenya were found in the sample districts 
in Arusha region close to the Kenyan border, and only 22% in the lowland districts near the coast, 
suggesting some cross-border trading. 

Table 13 shows the origin by tracer item for those items that were found solely as imports from 
outside East Africa.
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Table 13:	 Origin of non-medicine tracer items found only as imports, by country of origin 
(% of item)

Item	 Country of origin Total

India China Other

Medical equipment

Blood pressure machine 10 19 71 100

CD4 machine 0 17 83 100

Foetoscope 0 33 67 100

Glucometer 0 0 100 100

Microscope 5 5 89 100

Stethoscope 0 0 100 100

Paediatric weighing scales 0 18 82 100

Sharps box 29 0 71 100

Slides for microscope 0 94 6 100

Strips for glucometer 0 0 100 100

Medical supplies

Crepe bandages 0 5 95 100

Gauze bandages 4 35 62 100

Protective gloves 8 8 83 100

Laboratory supplies

Determine HIV test 0 0 100 100

Rapid diagnostic test for malaria 0 0 100 100

Haemoque for HB level 0 0 100 100

SD Bioline for syphilis 11 17 72 100

Other basic supplies

Mackintosh/plasticised sheeting 83 17 0 100

As Tables 12 and 13 show, the items identified as manufactured in Tanzania and also to a 
considerable extent in Kenya were those requiring less complex technology. The more complex 
categories of medical equipment and laboratory reagents came largely from China and elsewhere 
outside East Africa, notably the US and the UK. Only 7% of these tracer items were found to be 
sourced in India, as compared to 48% of the tracer medicines. 

The category of medical equipment, which included equipment-related consumables such as 
microscope slides and glucometer strips, consisted solely of imported items from outside East 
Africa (see Table 11). The largest single supplier was China (25%), followed by Germany (20%) and 
Canada (11%); India was a relatively small equipment supplier (5%). Laboratory supplies, including 
test kits, were largely imported, the largest supplier (25%) being Germany, followed by Korea and 
Japan (14% and 13%) and Sweden (14%); India supplied few items, while there were indications of 
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rising supplies from China, e.g. some consumables (see Table 12).  The country origins of medical 
supplies were diverse; the largest single supplier was the UK (44%, mainly gloves, syringes and 
needles, and bandages), followed by Tanzania (30%) and China (12%). The category most likely 
to be identified as made in East Africa was ‘other supplies’ (see Table 12), including bed nets, bed 
sheets, and infection control items; note, however, the caveat above: identifying the origin of these 
items was difficult.

3.2	  Market Trends and the Role of Local Production 

In the exploratory interviews about supply chain experiences, we asked all our interviewees for their 
impressions of market trends: specifically, whether supplies availability on the market and from 
wholesalers had improved or declined recently, with details of how and why. We also asked for 
perceptions about the extent to which local manufacturers were supplying the market.  

Trends in market availability of supplies

Despite the evidence presented in Working Paper 1 about the persistence of shortages at facility 
level, interviewees in all sectors replied that availability of pharmaceuticals and other supplies in the 
Tanzanian private market had increased in recent years, as compared to some years back. In public 
and FBO facilities, donations were also said to play a role in filling the gap in supply shortages. The 
majority of respondents firmly stated that pharmaceuticals and other supplies had become more 
readily available in recent years compared to some years back. 

Here are some illustrative examples of these responses. Many interviewees in private facilities and 
shops were positive about improved market availability of supplies:

Yes, more supplies are available nowadays. Many countries are producing various 
types of supplies. In the past we used to buy supplies from India. Nowadays we buy 
from different countries, including Tanzania.... (Private dispensary, District 1)

Yes, in recent years, there have been tremendous changes in accessibility and 
availability of drugs and other medical supplies. We are operating under the open 
market. There are many shops that do sell medical supplies and with different varieties, 
with different quality and prices. This is both good and bad. It is good in the sense that 
you are able to get anything you want. But it is bad because there is low or no control 
on what comes into the market, the quality especially, and the dangers it can cause to 
our people. (Private dispensary, District 1)

This interviewee went on to comment on the impact on local suppliers:

This has also contributed to low consumption of the locally made items and I think even 
some of the manufacturers have been kicked out of the market. (Private dispensary, 
District 1)

A respondent in a different private dispensary felt this increased availability was good for both the 
facility and patients:
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The changes have made it better for both our dispensary and our clients. We are 
able to provide what our clients want in terms of drugs especially. And the facility has 
benefited since we do not fail to fulfil all our clients’ needs, and for those clients who 
want drugs from Europe, which are very expensive, I can stock a few or I can direct my 
client where they can get what they want. (Private dispensary, District 1)

Similar views were expressed in a private facility in District 2:

The increase in medical supplies has been good for our centre so far; we can buy any 
medical item we want at a price we can afford. Patients also may opt for medicines 
they can afford. This improves the health sector for everybody. (In-charge, private 
dispensary, District 2)

In the public sector, a respondent in a dispensary thought that even if increased availability of 
pharmaceuticals, which he attributed to free-market dynamics of globalisation, was not benefiting 
the health facility, it was beneficial to patients:

This has not brought any changes to this centre because it is a public facility and gets 
medical items from the DMO and [the public wholesaler]. But for patients it has had 
a positive effect, because there are so many pharmacies in town and drug shops all 
around. If you do not wish to use the public dispensary medicines, you can easily get 
alternative medicines somewhere else. (Public dispensary, District 3)

A respondent from another public dispensary in the same district had similar views:

These changes in medical items supply have not brought any change to this dispensary 
because it’s a government entity with a long supply chain from [the public wholesaler], 
but it has been a very good opportunity for patients. They are able to get medical items 
from private pharmacies and drug shops if they are able to [pay]. This is a good thing. 
(Public dispensary, District 3)

Competition between local and imported supplies

We asked respondents specifically about their views on trends in supplies from local manufacturers 
and the reasons for them. In District 1, public sector respondents thought there was increased 
availability of both locally manufactured and imported pharmaceuticals:

There are lots of medicines and medical goods in the market in recent years from 
local manufacturers, because for example Shelys [a local pharmaceutical company] is 
nowadays making more varieties of medicines. (Public dispensary, District 1)

I think availability of medicine and other supplies has increased to some extent over 
the years. There are now numerous pharmacies. Manufactured items have also 
increased. Nowadays it’s not just India or China; we hear of supplies from Indonesia, 
Italy, Germany, and USA. (Public district hospital, District 1)
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A respondent at a big pharmacy located in a very busy commercial area of District 1 gave a more 
mixed picture, citing shortages of some local products:

There is a difference in products’ accessibility, especially in medical products. Some 
few years back, most products were easily available and the prices were too low. 
These days, it is not easy to access all the medical-related products. For example, it 
has been two months now that I cannot get hydrogen peroxide [for wound cleaning].... 
[A] locally made cream for skin diseases has not been on market as well. I do not know 
the reason why, since the demand for the products is high. (Large retail and wholesale 
pharmacy, District 1)

He argued that imported products were more easily available but came at a higher price:

Imported products are just a phone call away, only sometimes one can fail to purchase 
then because of their high prices. There are very many wholesalers, and new ones 
come up every day. This is an open market thing. I tell you, I know more than 30 firms 
or agents I can source from, and all these are within a radius of not more than 15 kms 
from Kariakoo. (Large retail and wholesale pharmacy, District 1)

This quite widely held view, that the availability of locally manufactured pharmaceuticals and supplies 
had declined over recent years, was shared by a respondent at a public district hospital, who 
attributed this trend to increased competition from imported supplies:

Yes. There are so many medical supplies in the market if you compare with what was 
there 10 to 15 years ago. The only challenge that I see, is that the availability is not 
controlled today, and so we have so many sub-standard or fake things, including drugs 
and equipment.... The local manufacturers have faced competition from the imported 
supplies and as a result, either most of them have been forced out of the market, or 
their production has gone down because very few locally manufactured goods are 
seen in the market. (Public district hospital, District 3)

Another respondent thought that although local supplies were readily available, their prices were 
higher, so their market was being reduced by competition from cheap imported supplies:

As for the local manufacturers, their products are available but their prices are so high 
and I have a feeling the consumption of local products has gone down. This is because 
of the availability of many cheap imported products that serve the same purpose, 
especially drugs. (In-charge, private dispensary, District 3)

Local suppliers: evidence, knowledge, and opinions

We explored respondents’ knowledge of the extent to which supplies that they were using were 
available from local suppliers, or only from imports, and respondents’ views about quality, price, and 
ease of buying from local suppliers. 
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The data from the survey using the lists of tracer medicines and supplies identified just ten 
Tanzanian firms as suppliers of those items (see Table 14). By ‘Tanzanian’ firms, we mean  firms that 
manufacture in Tanzania, regardless of ownership.  The listed firms produce pharmaceuticals and a 
number of key basic items for the health system such as bed nets, bed sheets, cleaning materials, 
and some basic medical supplies such as spirit for wound cleaning.

Table 14:	 Firms identified as local (Tanzania-based) suppliers of tracer medicines and 
supplies to the Tanzanian health system, with type of products supplied 

Firm name Products found in sample facilities and shops

Shelys Pharmaceuticals, disinfectants 

Keko
Pharmaceuticals, detergents, alcohol/spirit for 
wound cleaning

Tanzanian Pharmaceutical Industries (TPI) Pharmaceuticals

Zenufa Laboratories Ltd. Pharmaceuticals

A to Z Textile Mills, Arusha Bed nets

AA Pharmaceutical
Hydrogen peroxide, alcohol/spirit for wound 
cleaning, emulsion oil  

Murzah Soap and Detergents Ltd. /
Murzah Oil Mills

Detergents, mops, and brooms 

SG Star Industries/SG Pharma
Alcohol/spirit for wound cleaning, hydrogen 
peroxide  

Tanzania Brush Products (TBP) Ltd Mops and brooms 

Vita Foam Bed sheets

There was general awareness that pharmaceuticals were both locally produced and imported, and 
mixed views as reported above about their availability. Respondents correctly picked out painkillers, 
some anti-malarias, basic antibiotics such as amoxicillin, anti-worming pills, and cough mixtures as 
available from local suppliers. Conversely, they were aware that all intravenous (IV) fluids were now 
imported, along with the current first-line anti-malarial (artemisinin and lumefantrine, ALu), more 
complex antibiotics, and medicines for chronic illnesses such as hypertension and diabetes. There 
was consensus with regards to laboratory and other medical equipment, with all respondents saying 
that equipment such as microscopes, X-ray machines, and so on were all imported, as were sutures 
and syringes. Some also mentioned other specific medical supplies such as gloves and syringes 
as being solely imported. Respondents also mentioned basic items such as disinfectants as locally 
made. One or two items appear to have been wrongly identified as available from local suppliers, 
such as gauze bandages for which we have not found a local manufacturer. 

Here are some of the quotes illustrating this knowledge and these opinions:

All medical equipment are imported from different countries. I would say even small 
things like gloves, syringes and needles, drips, and even gauze and cotton. I have not 
seen anything locally made among the things we are supplied with. The main reason I 
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think is that there aren’t many factories manufacturing such supplies locally. (In-charge, 
public dispensary, District 2)

In fact, all medical equipment and all medical supplies are imports. It’s astonishing 
that Tanzania cannot manufacture gloves, which I think needs a simple investment …. 
Many gloves come from China, they are good manufacturers. (Pharmacist, drug shop, 
District 4)

What I know is that all medical equipment like X-ray machines, microscope, stethoscope 
and such items are made outside Tanzania. They are imported. Tanzania has so many 
qualified engineers, and the fact that she cannot manufacture medical equipment after 
50 years of Independence raises questions with no answers. But I think officials of [the 
public wholesaler] prefer importing .... (In-charge, public dispensary, District 4)

Interviewees were asked to mention countries where their pharmaceuticals and other supplies are 
manufactured. The most frequently mentioned countries were Tanzania, Kenya, India, the UK, and 
China. Other countries mentioned included Egypt, South Africa, Switzerland, and a number of other 
European countries, such as the Netherlands. This is a quite accurate reflection of the sources 
outlined above that were identified in the survey, and shows that health system buyers have quite a 
good appreciation of the sources of the items they use.

Beyond the tracer items, one in-charge of a faith-based dispensary in District 1 estimated the 
percentage of pharmaceuticals his facility currently uses that come from outside Africa at 80%. He 
estimated only 5% to be products of Tanzania, another 5% to be from Kenya, and 10% to be from 
the rest of Africa.

Views on the quality of local supplies vs. imported supplies varied, as already noted, with some local 
supplies being perceived to be of better quality than imported supplies, and vice versa. The quotes 
below illustrate the range of respondents’ views on quality of supplies, with some comparisons and 
contrasts.

Quality concerns 
It depends. Some local suppliers have better quality than imported supplies and vice versa. For 
instance, we order beds from China and from Keko [a light industrial area in Dar es Salaam where 
a number of suppliers of furniture are located] in Tanzania. After some time, all the beds from China 
break. We have continued to buy beds from Keko because they are durable and have reasonable 
prices. (Procurement officer, public district hospital, District 1)

A respondent in another health facility had similar views and gave an example of a local firm 
producing good quality pharmaceuticals:

[C]ertainly  we would prefer good quality medicines and other supplies. Shelys [a local 
pharmaceutical firm] has good-quality drugs which are readily available and price is 
affordable. So it does not mean that the drug is of good quality if it is from outside 
Tanzania. At one point for example, some of the drugs manufactured in India were of 
poor quality....  (Facility in-charge, public health centre, District 1)
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Other respondents did not express any doubt about the quality of either local or imported 
pharmaceuticals:

Since TFDA [the Tanzanian Food and Drug Authority] inspects all drugs produced 
locally and those produced from abroad, we have no doubt about quality. (In-charge, 
faith-based dispensary, District 1)

The same respondent attributed the tendency of some patients to prefer imported pharmaceuticals 
to their misconceptions about imported supplies:

Yes, some patients (though few), they do [prefer imported medicines), especially those 
suffering from malaria. They prefer those drugs either manufactured or imported from 
Italy. The reason for this is mainly a wrong perception that everything from Europe is 
excellent. (Facility in-charge, faith-based dispensary, District 1)

Concerns about the quality of locally produced pharmaceuticals focused particularly on problems 
with the durability or compaction of tablets and on poor-quality packaging. The same respondent 
said:

I have been informed by many of our patients that most of drugs manufactured locally 
are not sticky [i.e. do not hold together well], they tend to break up even before being 
opened. (Facility in-charge, faith-based dispensary, District 1)

Asked what should be done to increase the use of locally produced supplies, another raised similar 
issues:

The local manufacturers should improve on the quality of their products and 
packaging.... As for the packaging especially of the liquid items, they need to make 
further improvements. If they achieve this, they will be able to compete with other 
manufacturers since the local products will be relatively cheaper and readily available in 
the market. (Facility in-charge, private dispensary, District 1)

A respondent in a faith-based hospital also mentioned packaging as a problem:

Most of the local manufactured supplies do not look attractive or well made, especially 
drugs. Packaging also has its effect on demand. The local goods are also not well 
promoted or marketed and this is the manufacturer’s duty; they must make their 
products visible in the market. (Pharmacist, faith-based hospital, District 3)

Comparing drugs produced in Tanzania to those produced in Kenya, one interviewee said:

I personally and many of my patients prefer products from Kenya because they are 
almost the same price as those produced locally, or those from India and China. 
In terms of packaging and quality, those from Kenya are better than those made in 
Tanzania. A good example is paracetamol, those packed in a tin of 1,000 tablets. 
With those made in Tanzania, you are more likely to find a quarter of a tin has turned 
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into powder, and that shows the quality of the tablet. In my opinion and from what I 
have heard our clients saying, drugs from Kenya and Cyprus are effective; they give 
examples like antibiotics. (Facility in-charge, private dispensary, District 1)

The same respondent, when asked the country origin of the drugs he usually stocks, said:

[I]n my case, we do choose drugs depending on our client’s preferences. For instance, 
I do not stock most of the drugs manufactured in Tanzania because our clients say 
they are of poor quality. (Facility in-charge, private dispensary, District 1)

A pharmacist in-charge in a public hospital raised a similar concern:

The local commodities, especially tablets, are not of good quality, they are not as 
compact as those imported.... A medicine has been delivered only a week ago, and 
as you dispense, some tablets break into pieces (Pharmacist, public district hospital, 
District 3)

A pharmacist in an ADDO gave the following comparison:

In my opinion, medicines from overseas are of better quality than local products. For 
example, ciprofloxacin, a drug for typhoid, is manufactured in this country and abroad 
as well. But customers prefer ciprofloxacin from outside the country, because it treats 
the disease very quickly. It is well packed and takes a few days and few tablets to get 
cured. Although it is expensive, we get many customers demanding ciprofloxacin from 
abroad. (Pharmacist, ADDO, District 3)

Another pharmacist suggested that quality problems make it hard for local producers to compete: 

Yes, availability of different commodities has changed. These days, there is almost 
each and every thing in the market. You can hardly fail to find anything but again, the 
challenge is with the quality. An example: medicines from one company in Tanzania.  
Although the tablets are packed in blisters, you can see powder within the strips. And 
these cannot be sold. The customer will not read the expiry dates; they will just tell you, 
this drug is bad, it has expired, and they will go away. (Pharmacist, pharmacy, District 
2)

A respondent in a faith-based dispensary in District 2, however, explained that the quality of 
products produced within Tanzania varied according to the manufacturer, noting that not all were 
of poor quality. Some firms could produce good products; some local products, however, lacked 
good packaging, did not have proper measurements for dosages of syrups for children, and might 
lack clear expiry dates. On the other hand, the pharmacist in a large wholesale pharmacy, quoted 
above, took the view that local producers’ main problem was capacity and volume, not quality:

Local companies/manufacturers do manufacture good quality products but they do not 
produce enough to meet the needs/demand. In most cases, the local made products 
are not available on the market. The products have a high demand, for example Shelys’ 
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Diclopar and Keko’s Paradiclo [painkillers] have a very high demand. The last time I 
sourced 50 cartons and they were all out in about 7 days; when I went to buy more, I 
could not get them. (Pharmacist, retail and wholesale pharmacy, District 1)

The same Shelys medicine was mentioned by another interviewee as an example of the lack of 
availability of local medicines: 

[T]he medicines manufactured locally are good and wanted by many clients, but the 
availability is so low. There are times when you cannot get any of the local commodities 
in the market. For example, there is a combination of paracetamol and diclofenac that 
is manufactured by Shelys Pharmaceuticals Ltd; there is a lot of demand for it from 
customers but for a long time now you have not been able to get it in the market. (In-
charge, private dispensary, District 4)

One pharmacist attributed customers’ preference for pharmaceuticals from Kenya to their greater 
availability compared to local products:

Our customers prefer products from Kenya rather than those locally made. The prices 
are not so different; the issue of availability in the market matters a lot. Kenyan products 
are always available. (Pharmacist, pharmacy, District 1)

Another pharmacist agreed: 

Locally made items are invisible in the market, like spirit, even paracetamol. The easy-
to-find goods are from Kenya. (Pharmacist, pharmacy, District 2)

Other respondents noted specific countries from where some of the drugs were of poor quality or 
thought to be so:

Many of our patients do not choose [by country], but they do complain about many 
drugs from India; they say they do not get cured whenever they take them. Some drugs 
are sub-standard....  (Pharmacist, faith-based hospital, District 3)

Concerns about price
Responses to a question about prices of local vs. imported supplies also varied, with some saying 
local pharmaceuticals were cheaper than competing imports and others saying they were more 
expensive. All agreed that medicines from the UK, other European countries, and the USA were very 
expensive compared to pharmaceuticals from other countries. The relevant competitors with local 
producers on price were India and China. 

Some of the respondents related price to quality:

Drugs from USA and UK are of very good quality but they are very expensive. The price 
can be 10 times as much. So we may prefer those, but we cannot afford them. (Facility 
in-charge, public health centre, District 1)
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Medicines from outside [imports] are expensive though they are assumed by many 
Tanzanians to be of high quality. These medicines are also expensive, especially those 
from Europe. (Facility in-charge, public dispensary, District 3)

We prefer locally manufactured pharmaceuticals because of the price – they are 
cheaper. Drugs and other supplies from outside are more expensive. (Pharmacist in-
charge, public district hospital, District 4)

One respondent related price to transport costs:

If more is produced locally the health system is likely to buy more locally because 
products from outside Tanzania are likely to be more expensive than locally produced 
ones. For example, the cost of transporting supplies from Keko area to anywhere within 
Tanzania is much lower than the cost of bringing in supplies from India. (Pharmacist 
in-charge, public district hospital, District 4)

Yet as noted above, others said local supplies were more expensive than imported supplies: 

Currently locally manufactured pharmaceuticals and other medical supplies are 
relatively more expensive, for example compared with those from China and India. (In-
charge, faith-based dispensary, District 1)

A pharmacist was pessimistic about the ability of local producers to compete on price:

I doubt if local manufacturers can out-compete their counterparts [i.e. overseas 
producers]. Personally I won’t buy more local supplies, especially medicines, because 
they are expensive. I want to make profit, so I will always purchase a large stock from 
importers of manufactures who sell high quality supplies at a cheap price. (Pharmacist, 
ADDO, District 3)

An in-charge at a private dispensary had similar views, and gave an example:

The only thing I consider when buying medical supplies is the price. For example, 
albendazole made by [a local firm] is Tshs 4500/=, while the same type from India is 
sold at Tshs 1500/= wholesale price. Why should I buy the local one then? (In-charge, 
private dispensary, District 3)

Another in-charge said:

And regarding medicines at our centre we prefer those made outside, especially those 
from India. We buy few medicines made in Kenya. Medicines from India have a high 
quality and are also cheap compared to those locally manufactured. (In-charge, private 
dispensary, District 2)
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3.3.	 Can more Local Manufacturing Improve the Health System? 

We asked all our respondents whether they thought that local manufacturers could improve supplies 
to the local health system, and whether the local health system could provide a better market for 
local manufacturers. In other words, is there scope for mutual benefit?  Many were unsure, but 
a number thought there were unused opportunities. In general, there was consensus that local 
manufacturers faced great difficulties, and a number of respondents argued that these difficulties 
had worsened in recent years.  

Several people argued that increased imports of pharmaceuticals and other essential supplies were 
making an increasingly negative impact on local manufacturers’ markets. As noted above, there 
was general agreement that imported supplies had increased in recent years; one respondent 
reflected that 

I think this has had a negative effect on the local manufacturers who expect to import 
the raw materials, and by the time their products hit the market, they cannot compete 
with the low prices of the same products imported from other countries. (Facility in-
charge, public health centre, District 2)

Another similarly observed of recent trends: 

[T]he availability of local products has gone down. To find an item made in Tanzania is 
very rare. Most items are from India and China. (Facility in-charge, public dispensary, 
District 4)

Why was the supply of local products for the health sector low and apparently declining? Could 
and should local supplies be improved? A number of health sector respondents reflected on the 
constraints on local producers. A low level of technology was thought to be not only a barrier to 
increased production of pharmaceuticals and other medical supplies and equipment, but also a 
constraint on the quality of products currently produced locally. 

Medical  supplies, medical equipment, and laboratory supplies are all made outside 
Tanzania because they require high technology maybe.... I am not sure why Tanzania 
even after 50 years of independence cannot manufacture medical supplies like syringes 
and needles and gloves. (In-charge, private dispensary, District 2)

The reason as to why those items are not manufactured in Tanzania is not well   known 
to me, but I guess it is a low level of technology that hinders local manufacturers from 
expanding ... medical items’ supply. (In-charge, public dispensary, District 3)

All medical equipment is imported from outside Tanzania. The reason is that Tanzania 
has a low technology level and there are no investors who are interested in investing in 
those areas. (Medical doctor, public dispensary, District 1)
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Health sector respondents were also aware that industrial firms faced other problems such as raw 
materials supply:

Most of the medicines are imported, and also other medical supplies and equipment. 
There is no possibility for local manufacturers to meet local needs because of 
bureaucracy; and import of raw materials is expensive. (District pharmacist, public 
District hospital, District 3)

Most of the local manufacturers are not producing up to their capacity and they say 
the major challenge is the raw materials and the high costs involved in running the 
industries, as well as taxes. I think the government should support the manufacturers, 
especially remove taxes on the raw materials and products.… [also] importing raw 
materials requires a lot of foreign currency and this is beyond the capacity of many 
manufacturers. (Director, pharmacy, District 1)

The theme of needed government support for industry was taken up by a number of respondents. 
Some respondents put the blame on government for the challenges facing local manufacturers, 
including those that contribute to their products being more expensive than imported ones. The 
following quotes illustrate this line of thought:

The health system has the capacity to source more supplies from the local 
manufacturers if they made it their priority. And I think the priority given to imported 
supplies comes from poor management on the whole issue. Why should [the public 
wholesaler] source paracetamol from India when there are local manufacturers like 
Shelys Pharmaceuticals Ltd. in Dar es Salaam? The government only needs to support 
such industries, encourage them to produce more, and buy from them. (Pharmacist, 
faith-based hospital, District 3)

The government should intervene: provide local manufactures with tax holidays since 
they have proved that they can manufacture better quality goods for the wananchi 
[the people] than the imported goods. I think that because of the high costs of the raw 
material, that’s why some of the local manufacturer resort to producing low quality 
products and some of the manufacturers have fallen out of the market. (Facility in-
charge, private dispensary, District 1)

Two respondents recommended government-supported research especially on active ingredients 
for pharmaceuticals:

Research on sources of raw materials within the country for pharmaceutical product 
is necessary in order to improve local industries to produce enough later. (In-charge, 
faith-based dispensary, District 2)

Research on local herbs (pharmacognosy) should be done and they should come up 
with their own drugs and do it well, so that they can be approved for use in the health 
system. For example, there are many herbs used locally and they are effective. We 
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should stop depending on foreign drugs only. There is need to have our own drugs. 
(In-charge, public health centre, District 2)

There were also a number of recommendations to firms to promote their products more effectively:

[T]hey should advertise their products in radios and TVs. Some people just do not buy 
a product because they have never seen it anywhere. They should also think of taking 
their depots nearer to the customers.... [T]hen I am sure their drugs would be much 
cheaper and the customers would buy more. (Pharmacist, pharmacy, District 2)

They should ... improve quality. So that when patient come to us, they should not say 
‘I want panadol from Kenya or India’. We want patients to say ‘I want panadol from 
Tanzania’. They can do this by do more advertisements; many patients do not have 
information about local industries and what kind of medicine and other supplies they 
make. The use of seminars, events, and commercials should be introduced ... as it will 
help to increase awareness. They should also reduce their prices. (Facility in-charge, 
private dispensary, District 1)

One respondent recommended government-industry partnership more generally:

Local manufacturers have to come into partnership with the government. I say this 
because they do not produce enough and their quality is low. Partnership with 
government can strengthen them with technology and capital. (Owner, pharmacy, 
District 1)

This theme of the need for government and industry to work more together was widely argued. 
Many respondents argued that more local supplies would benefit the health sector, but that there 
was a need for government support to help firms to lower prices and improve quality. Benefits 
envisaged from more local supplies included the following: 

This [more locally manufactured supplies] is very important for the private [health] 
sector. We are facing a big problem and we cannot afford to pay high salaries. If 
medicines and supplies were cheaper, we could manage to increase salaries. Also, if 
supplies were locally produced, it would be easier to control quality. We are facing a big 
problem of financing. Donations are now very rare, so having more local supplies would 
help. (Facility in-charge, faith-based health centre, District 3)

Others argued that shorter supply chains should improve speed of delivery: 

It is possible for the health system to source more from local manufacturers than it does 
now because the process of ordering and delivering will be much easier: for example, 
ordering and delivering will be within the same locality.... The monitoring process 
would also be easy, since the health system will be in a position to monitor right from 
the primary stage of production, and quality of drugs would be assured right at the 
factory level. The effect of damages, delays in ordering and actual supplying, issues of 
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transport, and quality check of drugs for quality after delivery would all be avoided. (In-
charge, public health centre, District 4)

3.4	  Reflections from Key Stakeholders

At the initial stage of the project, we interviewed some key stakeholders (nine in total) on both 
the industry and health system sides to gain an overview from experts concerning the key issues 
affecting production and supply of pharmaceuticals and other essential supplies and equipment. 
These interviews identified a number of key issues also reflected in the quotations from health 
system respondents above. The issues are being further discussed in interviews with industrialists 
in the final stage of this research. 

We asked key stakeholders whether in their view improving local production of pharmaceuticals 
and other essential medical supplies would be good for the health system. A respondent with long 
experience with pharmaceutical issues on the health system side said yes. The reasons he cited 
were greater ability to assure quality in Tanzania’s own regulatory system, and reducing turnaround 
time on orders. However, he went on to explain the constraints that local manufacturers face:

Improving local production is good for the health system. There is need to find out 
reasons behind Kenya’s success in having many manufacturing firms. There is also 
need to look into the disincentives for local manufacturers – e.g. at present when you 
import medicine you do not pay taxes. So why should a businessman import raw 
materials that are taxed so as to produce pharmaceuticals locally?

  
A pharmaceutical management and supply chain specialist in an FBO overseeing social services 
provision listed a number of constraints on local manufacturers. These included the shortage of 
competent skilled people in pharmaceutical production and the lack of industrial pharmacy training; 
outdated technology causing low productivity and output and raising unit costs; low technological 
levels allowing the production of only basic formulations in pharmaceuticals; and higher production 
costs due to power problems. This expert also mentioned rising requirement for standards and the 
difficulty local manufacturers found in meeting those standards. Finally, he argued that penalties for 
the import of sub-standard drugs were not high enough to be a serious deterrent. 

From the manufacturing side, a respondent in the key stakeholder interviews listed a number of 
problems, some similar to those mentioned above:

There are at least five key challenges, namely: (1) lack of investment capital (i.e. both 
short- and long-term capital); (2) lack of trained human resources (especially industrial 
pharmacists...); (3) insufficient production capacity, able to supply only 25% - 30% 
to the local market [for pharmaceuticals]; (4) unfair competition from imports; (5) lack 
of appreciation [by government] of local pharmaceutical manufacturing industry as a 
strategic sub-sector. 

Government, this respondent argued, could address this situation but it required a sustained effort:
Deliberate and concrete efforts aimed at supporting and promoting local pharmaceutical 
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manufacturing firms by all relevant stakeholders could greatly improve the product quality and the 
entire sub-sector’s productivity performance, and ultimately reduce Tanzania’s dependence on 
imports….  [I]n most cases, the quality of imported pharmaceuticals and other medical supplies are 
is not guaranteed.

There was a perception expressed by this and three other senior stakeholder respondents that the 
lack of protection for local pharmaceutical manufacturers was in part externally driven. For example: 
The main constraint has to do with the WHO requirements that all pharmaceuticals should be 
imported at zero duty.

The same respondent continued:

Tanzania is one of the LDCs so we should be allowed to impose some tariffs on 
imported pharmaceuticals. The government should not think it is a sin to do this so as 
to protect local industries. It is, however, difficult to refuse aid in the form of medicines 
unless we say that those bringing in medicines as aid should instead give money to 
local manufacturers to produce these medicines locally. The government could also 
introduce zero-rated VAT. We could also introduce a ‘Buy Tanzania – Build Tanzania’ 
campaign.
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4 Conclusion 

This working paper has summarised our findings from our health sector research on the pattern 
of supplies from local and overseas manufacturers into the Tanzanian health system. It has shown 
that around 16% of the tracer medicines found on the shelves had been manufactured in Tanzania; 
about 15% came from Kenya; and nearly 70% were from outside East Africa, mainly India. 
Medicines sourced in Tanzania were largely in tablet form, plus a few syrups; all parenteral products 
were imported. Medical supplies from Tanzania were found in the categories of basic commodities 
(bed sheets, brooms) and some key items such as insecticide-treated nets, hydrogen peroxide for 
wound cleaning, and disinfectant. All medical equipment, more complex supplies such as syringes 
and test kits, and other basics such as bandages were all imported.  

Furthermore, there was a perception by respondents that the market share of medicines and other 
supplies from Tanzanian manufacturers has been declining relative to imports.  Opinions varied on 
comparisons between the quality of local and imported items. However, there was quite widespread 
support for the proposition that more availability of local supplies – and government support to assist 
local firms – was desirable. Continuing research is exploring the constraints on local production of 
health sector supplies from the manufacturing side. Parallel research is underway in Kenya. 
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Appendix

Appendix Table 1A: Tracer Medicines list, Tanzania

ARTEMETHER+LUMEFANTRINE (AL/ALU: adult); 120+20mg

SULFADOXINE +PYRIMETHAMINE (SP); 500+25mg

QUININE; 600mg/2ml

AMOXICILLIN (adult); 250mg/500mg

AMOXICILLIN SYRUP (child); 125mg/5ml

BENZL PENICILLIN; 5000000IU (5MU)

CIPROFLOXACIN; 250mg/500mg

ATENOLOL; 50mg/100mg

PARACETAMOL; 500mg

DICLOFENAC; 50mg/100mg

ZIDOVIDINE/LAMIVUDINE/EFAVIRENZ (AZT+3TC+EFV); 300mg+150mg+6000mg

ZIDOVIDINE/LAMIVUDINE/NIVERAPINE (AZT+3TC+NVP); 399mg+150mg+200mg

TENOFOVIR/ENTRICITABINE/Lpv/r; 200mg+200mg+200/50mg

OXYTOCIN; 10iu & 5iu per ml

METRONIDAZOLE; 200mg/400mg

FLUCONAZOLE; 50mg/150mg/200mg

MEBENDAZOLE; 100mg

OMEPRAZOLE; 20mg

CLOTRIMAZOLE cream; 1%

AMITRIPTYLLINE; 25mg

METFORMIN; 500mg

GLIBENCLAMIDE; 5mg

LOPERAMIDE HYDROCHLORIDE; 2mg

NORMAL SALINE AND 5% DEXTROSE (IV fluid)
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Appendix Table 2A:  List of other Tracer Supplies, Tanzania

EQUIPMENT MEDICAL/OTHER SUPPLIES LABORATORY SUPPLIES

THERMOMETER SURGICAL GLOVES GIEMSA STAIN

BLOOD PRESSURE 
MACHINE

GAUZE BANDAGES EMULSION OIL

MICROSCOPE CREPE BANDAGES DETERMINE HIV TEST KIT

SLIDES (FOR THE 
MICROSCOPE)

SYRINGES AND NEEDLES
RAPID DIAGNOSTIC TEST FOR 
MALARIA

STETHOSCOPE HYDROGEN PEROXIDE (H202)
GRAME STAIN REAGENT 
FOR TESTING BACTERIAL 
INFECTION

FOETOSCOPE FOR 
MIDWIFERY

ALCOHOL/SPIRIT FOR WOUND 
CLEANING

HAEMOQUE FOR HB LEVEL

GLUCOMETER
DISINFECTANTS (HIBITANE OR 
SAVLON)

SD BIOLINE FOR SYPHILIS

STRIPS (FOR THE 
GLUCOMETER)

MACKINTOSHES/PLASTICISED 
SHEETING

WEIGHING SCALES 
(FOR PEDIATRICS)

BED NET

CD4 MACHINE BED SHEETS

SHARPS BOX MOP OR BROOM

DETERGENTS
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