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Introduction 
The East African country of Tanzania is bordered by the Indian Ocean, Kenya, Uganda, 
Rwanda, Burundi, Democratic Republic of Congo, Zambia, Malawi and Mozambique.  
 

           
Figure 1: Maps of Tanzania and its location in East Africa 1 

 
Shortly after achieving independence from Britain in the early 1960s, Tanganyika and 
Zanzibar merged to form the nation of Tanzania in 1964.The population of around 41 
million have an average life expectancy of 52 years. Approximately 70% of the 
population can read and write one of the three main languages – Kiswahili, English or 
Arabic. Tanzania is in the bottom 10% of world economies and is heavily dependent on 
agriculture (40% of GDP), around 36% of the population live below the poverty line 
and GDP per capita is $1,4001 (UK is $36,7002). 
 
The need for Palliative care in Africa and Tanzania 
In Sub-Saharan Africa there are around 1.9 million new HIV infections each year. The 
estimated 22 million people living with HIV in this region represent two thirds of the 
global total of 32.9 million persons affected. Furthermore, 75% of all AIDS deaths 
occur in sub-Saharan Africa.3 Cancer rates in Africa are increasing and the WHO 
estimates around 500, 000 cancer related deaths per annum.4 Many of these patients 
present very late and access to treatments remains poor.5 In Tanzania it is estimated 
there are 1.4million people living with HIV, 96 000 deaths from HIV and 970 000 
orphans due to HIV. Since the first identified cases in 1983, there has been wide 
reaching social and societal effects as a result of HIV/AIDS. The current prevalence is 
around 6.2% (estimated from ante-natal surveillance).6 There are around 40, 000 cancer 
patients, of which only 10% are able to receive treatment. (There is one cancer 
treatment centre only in Tanzania). In both HIV and cancer patients there is a high 
morbidity and symptom prevalence and palliative care programmes in Africa have also 
sought to address issues of nutrition, water supply, social and spiritual distress.4 
 
Palliative Care in Africa and Tanzania 
Palliative care is now beginning to develop in several African countries. Zimbabwe 
established the Island Hospice in 1979, Nairobi Hospice in 1990. The African Palliative 
Care Association (APCA) was established in 2002. The Tanzanian Palliative Care 
Association (TPCA) was established in 2004 and seeks to advance palliative care in the 



country. There are 4 main Tanzanian organisations currently providing palliative care – 
PASADA, Ocean Road Cancer Institute, Selian Hospice and Muheza hospice. The 
models of care include clinic care, hospital teams, community based home care (making 
use of strong family structures and volunteer networks and operating in rural 
environments).7 8 
 
My experience 
I had hoped to have my trip fully under the auspices of the TPCA but although they 
were supportive of the trip they were unable to provide practical input due to ongoing 
staff changes. As such I directly organised to visit two specific centres in Tanzania: 
Pastoral Activities and Services for people with AIDS in Dar es Salaam Archdiocese 
(PASADA) and Selian Lutheran Hospice Programme.  
 
PASADA 
PASADA commenced in 1992 when a small group of HIV patients asked for support 
from Archbishop of Dar es Salaam. Located in Chang’ombe district, this organisation 
developed from a self-help group to its current programme caring for 40,000 patients 
across Dar es Salaam. It now provides services including: Orphan and vulnerable child 
(ORV) support (around 7000 ORV children), voluntary counselling and testing (VCT), 
medical care of HIV/AIDS (home based care and clinic based care), TB management, 
dispensing of anti-retrovirals (ARVs) through the Presidential emergency plan for AIDS 
relief (PEPFAR) programme, community education, food support, spiritual care and 
palliative care. These programmes are integrated to give a holistic service for each 
individual – provided free of charge through charitable status. The well developed 
infrastructure of catholic dispensaries in this archdiocese has allowed satellite centres to 
provide platforms for local care. Local volunteers (often also patients of PASADA) 
identify and locate new patients and direct the home care teams appropriately.  
 

 
Figure 2: PASADA Centre and vehicles 

 
I had the opportunity of attending the medical clinics at the main centre (around 200 
patients per day) dealing with ARV monitoring, treatment of opportunistic infections, 
TB treatment, general medical care and symptom control. I was also able to join the 
home based care team to go to both rural and urban areas in Dar es Salaam. Many of 
these journeys are arduous and the poor roads necessitate 4x4 vehicle access. There was 
a wide variety of situations but most were marked by poverty: 
 

 
Figure 3: Homes visited and HIV/TB patient receiving massage therapy 



Selian Hospice 
Selian Hospice was established in 1999.9 It is based in the Northern Town of Arusha 
and covers the wide catchment areas of Arusha and Manyara. Around 500,000 people 
live in this area including those who are Masaai, Meru and Chaga. Arusha is located at 
the foot of Mount Meru and near Mount Kilimanjaro. Again there is a wide range of 
situations including agriculture land (maize and coffee), urban areas and grazing lands 
(many undergoing a current drought). Palliative care here is also integrated into the 
AIDS programme although also provides care for patients with other diagnoses. The 
infrastructure is based around the Lutheran church. During my time here I was able to 
attend both hospitals with the palliative care teams in each one and undertake many 
home visits and outlying clinics. 

 
Figure 4: Homes visited and patients attending outlying clinic 

 
Main Learning points 
My experience in Tanzania has allowed me to learn a great deal and to understand the 
global context of palliative care better. Palliative care seeks to provide a holistic 
approach to individuals with life-limiting illness. In Tanzania, most patients receiving 
palliative care have HIV/AIDS. This initially meant providing support and end-of-life 
care (as ARVs were unavailable). With the advent of PEPFAR (2003), drugs became 
available to allow 1st and 2nd line treatment of HIV. Palliative care programmes have 
responded by being main providers of active treatment but still providing care in those 
whom treatment fails. I have been able to gain experience in ARV use and treatments of 
side effects and understanding of some interactions related to drugs used for symptom 
control. The challenge for palliative services in Tanzania is to widen care for both 
treatment of and palliation of cancer within the country. The extreme poverty of many 
of the patients means social care is absolutely needed. Issues of food provision, clean 
water, housing, transport costs and care of orphans require addressing. The 
unpredictable trajectory of most non-malignant disease is exaggerated by social and 
poverty aspects – patients present late due to lack of money for journeys, food and fluid 
provision can dramatically change situations (even drought occurring in one are visited), 
opportunistic infections (including TB) can be treated if identified (cholera present in 
one community). This is a learning point for UK palliative care as it seeks to widen 
access to non-cancer conditions – identifying and treatment of reversible issues is 
important throughout the illness trajectory. The resilience of patients and communities 
despite such overwhelming adversary allows palliative care teams to draw successfully 
on family and friends to support patients. This network of volunteers helps programmes 
reach rural and remote areas, often utilising local dispensaries. Such models are being 
developing in part in rural areas in Scotland utilising cottage hospitals and day centres.  
Morphine is accessible at only 4 sites in Tanzania and drugs for symptom control are 
generally limited. Using specific drugs at low cost in concert with counselling and 
social care extremely good symptom control can be achieved. There did seem to be 
greater sensitivity to medications in terms of effect than I would expect in Scotland.  
This trip has given me a greater appreciation of holistic care at an individual level and a 
community level. I have also seen how palliative care can operate as a vehicle for wider 
public health goals and increased my appreciation of what is available here in Scotland. 



References 
1. Tanzania facts: Central Intelligence Agency, 2009. 
2. United Kingdom facts: Central Intelligence Agency, 2009. 
3. UNAIDS Regional Facts. Available at 

http://www.unaids.org/en/CountryResponses/Regions/default.asp. Accessed on 
Nov 2009 

4. Sepulveda C, Habiyambere V, Amandua J, Borok M, Kikule E, Mudanga B, et al. 
Quality care at the end of life in Africa. BMJ 2003;327(7408):209-213. 

5. Harding R, Higginson I. Palliative care in sub-Saharan Africa. The Lancet 
2005;365:1971-1977. 

6. UNGASS Country Progress Report: Tanzania Mainland. Dar es Salaam: Tanzania 
commision for AIDS, 2008. 

7. Clark D, Wright M, Hunt J, Lynch T. Hospice and Palliative Care Development in 
Africa: A Multi-Method Review of Services and Experiences. Journal of Pain 
and Symptom Management 2007;33(6):698-710. 

8. A Community Health Approach to Palliative Care for HIV/AIDS and Cancer Patients 
in Sub-Saharan Africa: World Health Organisation, 2001. 

9. Hartwig K. The development of hospice care in Arusha, Tanzania lessons from the 
neighbouring states of Kenya and Uganda. The journal of palliative care 
2001;17(2):121-126. 

 
 


