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Increases In Women’s Political
Representation Associated With
Reductions In Child Mortality In
Brazil

ABSTRACT We assessed the effects of female political representation on
mortality among children younger than age five in Brazil and the extent
to which this effect operates through coverage with conditional cash
transfers and primary care services. We combined data on under-five
mortality rates with data on women elected as mayors or representatives
in state and federal legislatures for 3,167 municipalities during 2000–15.
Results from fixed-effects regression models suggest that the election of a
female mayor and increases in the shares of women elected to state
legislatures and to the federal Chamber of Deputies to 20 percent or
more were significantly associated with declines in under-five mortality.
Increasing the political representation of women was likely associated
with beneficial effects on child mortality through pathways that
expanded access to primary health care and conditional cash transfer
programs.

O
ne key aim of the Sustainable De-
velopment Goals is to ensure
women’s full and effective partic-
ipation in decision making in po-
litical, economic, andother forms

of public life. This includes providing women
with equal opportunities for leadership. Despite
progress on some indicators, most countries are
far from reaching gender parity in politics, with
womenaccounting for only 25 percent of nation-
al parliament members worldwide.1

Increasing women’s political representation
should be regarded as a goal in its own right.
However, a growing body of evidence suggests
that doing so may positively affect policy out-
comes, especially in relation to access to and
quality of child care and health care, as women
bring a different set of attitudes, priorities, and
styles of leadership to the table.2–4 For those
reasons, women’s political empowerment has
gained attention as a potentially important fac-
tor for improving population health.5 Support
for this view is based on evidence that female

politicians tend to place a higher priority than
men do on the provision of public goods, includ-
ing health and education.2 Greater involvement
of women in political decision making may also
be positively related to larger investments in pol-
icies related to education, health care, and social
welfare services.6 When women are represented
in government, they very often occupy positions
in the ministries of health and social affairs,7

which can lead to greater investment in those
domains. This investment helps counteract un-
equal social structures and unequal access to
social, cultural, and economic resources, which
can lead to a social patterning of disease by shap-
ing exposures to hazardous living and working
conditions, discrimination, and violence.8

Empirically, gender equity as well as women’s
political representation are positively associated
withmanyhealthoutcomes, including life expec-
tancy.9 Specifically, increasingwomen’s political
and economic empowerment may positively af-
fect children’s health through a series of path-
ways. For example, increasing gender equity is
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generally associated with the greater participa-
tion of women in education and the labor mar-
ket.11 This may increase mothers’ knowledge of
economic resources and thus facilitate their ac-
cess to maternal health care services and good
child nutrition.12 Studies have shown that wom-
en’s empowerment is positively associated with
the provision of child care services,4 prenatal
care visits, skilled attendance at birth, vaccina-
tion, and improved nutritional status.13

Despite compelling reasons why increases in
women’s political representation should im-
prove child health, aswell as a robust association
between these two dimensions of representation
and health, two important knowledge gaps re-
main. First, the few existing studies on the topic
that have used longitudinal data to address is-
sues of confounding have been based on pooled
samples frommany countries,9,10,12 which makes
it difficult to determine what specific mecha-
nisms explain the relation between women’s po-
litical representation and health. Second, be-
cause of the reliance on country-level data of
most related studies, it remains largely unknown
at what level of political decision making female
representation matters for child health.
Using longitudinal data from 2000–2015 for

municipalities in Brazil, this study aimed to
assess the associations of female political repre-
sentation with under-five mortality rates and to
investigate pathways that might link female par-
ticipation in politics to the rollout of both the
Bolsa Família program (BFP), a conditional cash
transfer program, and the country’s primary
health care program, the Estratégia de Saúde
da Família (ESF). Brazil provides an appropriate
case for studying these issues for several reasons.
First, the country has experienced a large de-
crease in childmortality in the past twenty years,
accompanied by substantial investments in so-
cial andprimaryhealth careprogramsduring the
presidency of Luiz Inácio Lula da Silva, from the
Workers’ Party. Studies have shown that both
programs have led to important improvements
in child health.14 Given evidence that female pol-
iticians are generally more likely than male pol-
iticians to support such programs,16 this repre-
sents a plausible pathway through which female
political representation may affect child health
in Brazil. Second, the availability of detailed lon-
gitudinal data on child mortality and BFP and
ESF coverage, as well as election outcomes,
makes it possible to empirically evaluate onwhat
level female political representation and deci-
sion making matter for child mortality, and to
what extent investments in social programsmay
explain this relationship.

Study Data And Methods
Data To analyze associations of women’s politi-
cal empowerment and child mortality, we con-
structed a longitudinal data set with yearly data
for 2000–15 based on several publicly available
databases, using the municipality as the unit of
analysis. From a total of 5,565 municipalities in
Brazil, we selected a subset of 3,167 municipali-
ties that have been identified as having a death
registry system with fewer than 10 percent of
deaths missing.17

Under-Five Mortality Rate Mortality
among children younger than age five was the
dependent variable. Information on the number
of deaths of children in this age group as well as
the number of live births in each municipality
and year in the study period was obtained from
the Ministry of Health.18 We then calculated the
under-fivemortality rate per 1,000 live births for
each municipality and year.
Women In Political Office We constructed a

set of indicators to measure women’s represen-
tation in politics using data from the Superior
Electoral Court.19 Female political representa-
tion was captured by three variables.
The first variable was whether a municipality

had elected a female mayor. Mayors in Brazil
play an important part in the delivery of public
services, especially with regard to health care,
social welfare programs, and education. Al-
though the lion’s share of funding for such pro-
grams is provided through federal transfers,mu-
nicipalities decide on exact resource allocations
as part of a wider decentralization strategy.20 In
particular, decentralization has been credited
with a substantial improvement in access to pub-
lic health care, mainly in the form of the ESF.21

Municipalities also carry out several aspects of
the BFP, especially by managing the enrollment
process, monitoring whether recipients comply
with the program’s health- and education-relat-
ed requirements, and selecting people to receive
other complementary social services.22

The second variable was the percentage of
elected female representatives in the state legis-
lature. States play mainly a coordinating and
planning role for their municipalities in the pro-
vision of health care. However, in less developed
regions, state governments often play a more
important role, as municipalities may lack the
technical expertise and administrative capacity
to effectively implement the ESF.23 States also
provide technical support and training for mu-
nicipalities for the delivery of the BFP.22 It
has been argued elsewhere that the federal
government—which has been controlled by the
Workers’ Party since 2003—has purposely tried
to sideline state legislatures and executives re-
garding the delivery of key social programs in an
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effort to receive direct credit for the programs.24

In terms of decision-making processes, mayors
in Brazil have the functions of city managers,
performing not only political but also adminis-
trative duties and being the key decision makers
for municipal development.25 While municipal
legislatures are in charge of local legislativemat-
ters, mayors are responsible for most local ad-
ministrative matters, including resource allo-
cation.
The third variable was the percentage of

elected female representatives in the federal
Chamber of Deputies, which has 513 members.
The Chamber of Deputies is the lower house of
Brazil’s Congress, and it must approve each new
law. Since the federal government is the primary
funder of all major social programs as well as
education andhealth care inBrazil, the Chamber
of Deputies plays a uniquely important role—not
only in setting funding levels but also in the
design of each program. Because of the signifi-
cant underrepresentation of women in the Sen-
ate, of which only eleven of eighty-one members
were women as of 2014 (during our study peri-
od), we omitted the Senate from our analyses.
Municipal elections take place every four years

(there were elections in 2000, 2004, 2008, and
2012during our study period). General elections
(in which the governors of the twenty-seven fed-
eral states and members of the state assemblies,
as well as the president and members of Con-
gress) also take place every four years but on a
different schedule (2002, 2006, 2010, and 2014
in our study period).
Female political representation in the state

legislature and the federal Chamber of Deputies
was included in our analyses in the form of a
categorical variable that captured female repre-
sentation at the following percentages: 0–9 per-
cent, 10–19 percent, and 20 percent or more of
the elected representatives in each respective
session. This is in line with previous studies
showing that a criticalmass of around20percent
of elected female politiciansmay be required in a
legislative body for significant change to occur.26

While the presence of a female mayor is mu-
nicipality specific, the percentage of women rep-
resented in the federal Chamber of Deputies and
state legislature differs only according to the
state in which a municipality is located.
We assigned the results of a given election to

the year in which the election took place as well
as to each of the following years until the next
election for that office took place.
Covariates We included a comprehensive set

of covariates to control for the socioeconomic
characteristics of the population in each munic-
ipality. The covariatesweused included informa-
tion on individuals’ income (percentage of peo-

ple who earned at least the minimum wage) and
education (percentage of people with less than a
high school education), percentage of house-
holds with access to regular garbage collection
and running water, and women’s education (the
illiteracy rate) for single years between2000 and
2010. They were calculated using an interpola-
tion method that combined census data with
information from regional and national house-
hold surveys, according to published methods.27

Values for the years 2011–15were linearly extrap-
olated.
We included information on yearly municipal-

level BFP and ESF coverage (defined as the per-
centages of eligible individuals or households
registered in each program). As part of the BFP,
impoverished families (who make up approxi-
mately 25 percent of the population) receive a
monthly cash benefit that varies based on their
conditions of vulnerability (the national average
was US$50 as of July 2018) if families meet cer-
tain criteria related to children’s school atten-
dance and regular health checkups. Studies have
shown that conditional cash transfer programs
such as this have contributed to substantial im-
provements in child health and mortality in
Brazil.15 The ESF is a public health program
aimed at improving access to primary care across
the country. Previous studies have found that the
ESFwas associatedwith reductions in childmor-
tality,28 overall mortality, and unnecessary hos-
pitalizations.
Statistical Analyses To assess the effects of

changes in female political representation on
under-five mortality and social protection pro-
grams in eachmunicipality, we used linear fixed-
effect regression models for panel data. Similar
types of analyses, in combination with munici-
pality-level data, have been used in various pre-
vious studies to assess the effects of the BFP,
primary health care coverage (in the form of

Female political
representation
matters for child
health not only at the
national or state level,
but also at the local
level.
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the ESF), and decentralization on health and
mortality in Brazil.14 The advantage of using
these models is that they effectively control for
all time-invariant differences across municipali-
ties and use only within-municipality variation
over time to identify the effects of changes in
women’s political representation on child mor-
tality. Although differences in levels of child
mortality existed between municipalities that
ever elected female mayors and those that never
did so during the years we studied, we found
no significant differences in pretreatment time
trends between both groups of municipalities
when we controlled for covariates.
To establishwhether female political represen-

tation affected child mortality and then to con-
sider how BFP and ESF coverage could represent
a plausible pathway linking coverage with both
programs and child mortality, we proceeded as
follows: First, we regressed under-five mortality
on indicators of female political representation
to assess whether increases in the latter were
associated with changes in the former. Second,
we regressed municipality-level BFP and ESF
coverage on under-five mortality to assess
whether the former was significantly associated
with the latter. Third, we regressed BFP and ESF
coverage on indicators of female political repre-
sentation to assess whether increases in the lat-
ter were associated with higher program cover-
age. Lastly, we assessed whether the inclusion of
BFP andESFcoverage as covariatesmediated the
effect of female political representation on child
mortality.
All analyses used municipality-level cluster-

robust standard errors to adjust for potential
heteroskedasticity and autocorrelation.More in-
formation about the regression models is in on-
line appendix exhibit A1.30

Limitations Many previous studies that fo-
cused on the effects of female participation in
politics on health outcomes have relied on coun-
try- or state-level data. The strength of our study
was its use of smaller geographic units (that is,
municipalities), which limited potential ecologi-
cal fallacy or exposure misclassification. How-
ever, the study had several limitations.
First, we could not rule out the presence of

ecological fallacy. However, our finding of a sig-
nificant effect of greater representation of wom-
en on child mortality at the municipality level
strengthened our confidence in our other find-
ings. Readers should note that 75 percent of the
municipalities in our sample had fewer than
25,000 inhabitants.
Second, while our results were robust to a se-

ries of alternative specifications and controlled
for a comprehensive set of covariates at the mu-
nicipality level, other unobserved factors could

have affected trends in child mortality. Our em-
pirical strategy included fixed effects for munici-
palities and calendar years as an additional ro-
bustness check, thus effectively controlling for
all time-invariant variation across space and con-
sistent secular trends over time.

Study Results
Descriptive Findings Mortality among chil-
dren younger than age five per 1,000 live births
declined from 25.1 in 2000 to 13.6 in 2015 in the
municipalities in the sample (exhibit 1). The per-
centage of femalemayors increased fromaround
4.5 percent to 9.7 percent. The shares of women
in state legislatures or the federal Chamber of
Deputies overall did not increase over time, re-
maining around 10 percent and 7 percent, re-
spectively. However, trends varied substantially
across municipalities. For example, in the decile
of municipalities with the largest increase in
the share of women in the state legislature from
2000 to 2015, the percentage increased from
8 percent to 26 percent (data not shown). Aver-
age municipality-level BFP coverage increased
from9.6 percent in 2000 to 15.3 percent in 2015,
while ESF coverage increased from 25.2 percent
in 2000 to 54.7 percent in 2015 (exhibit 2).
Associations Of Female Political Repre-

sentation And Under-Five Mortality When
we controlled for municipalities’ sociodemo-
graphic characteristics, having elected a female
mayor was associated with a significant decrease
in the under-five mortality rate in a municipality
by 0.027 percentage points (exhibit 3) (95%
confidence interval (CI): −0.050, −0.004; data
not shown). Furthermore, having a share of
women in the state legislature that was 20 per-
cent or higher was associated with a decrease in
under-five mortality of 0.038 percentage points
(95%CI: −0.075, −0.001). Also, increases in the
share of women elected to the federal Chamber
of Deputies from 0–9 percent to 10–19 percent
or to 20 percent or higher were associated
with significant decreases in child mortality of
0.038 percentage points (95% CI: −0.057,
−0.001) and 0.072 percentage points (95% CI:
−0.122, −0.022), respectively.
Association Of Social Protection Pro-

gram Coverage With Under-Five Mortality
Appendix exhibit A2 shows that increases inmu-
nicipality-level BFP and ESF coverage were sig-
nificantly associated with reductions in under-
five mortality.30 On average, an increase of
1.0 percent in municipality-level BFP coverage
was associated with a decrease of 1.0 percent in
under-fivemortality (coefficient: −0.01; 95%CI:
−0.001, −0.017), and an increase of 1.0 percent
in ESF coverage was associated with a decrease
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of 0.8 percent in child mortality (coefficient:
−0.008; 95% CI: −0.005, −0.011).
Association Of Female Political Repre-

sentation With Social Protection Program
Coverage Increases in the percentages of wom-
en elected as municipal or federal representa-
tives, as well as the election of female mayors,
were significantly associated with increases in
BFP coverage (exhibit 4). Furthermore, electing
a female mayor was significantly associated with
a 1.9 percent increase in ESF coverage within a
municipality. In addition, increases in the per-
centage of women elected to the state legislature
(from 0–9 percent to 20 percent or higher) were
associated with a 4.2 percent increase in ESF
coverage, and increases in the percentage of
womenelected to theChamberofDeputies (from
0–9 percent to 10–19 percent) were associated
with a 1.2 percent increase in ESF coverage.
Whenwe controlled for BFP andESFcoverage,

the association between the indicators of female
political representation and under-fivemortality
became slightly attenuated:Once representation
increased to 20 percent or higher of women in
state legislatures, the association was no longer
significant (exhibit 3). At the same time, the
association between increases in BFP and ESF
coverage with decreases in under-five mortality
became weaker, in comparison to the models
that did not control for BFP and ESF coverage
(exhibit 3).
Robustness Analyses We estimated addi-

tional models to assess the robustness of our
results to alternative specifications. First, we es-

Exhibit 2

Descriptive statistics for Brazil in 2000 and 2015

Average across
municipalities

As of 2000 As of 2015
Outcome

Under-five mortality rate (per 1,000 live births) 26.10 13.65

Independent variables: female political representation

Female mayors overall 4.91% 11.47%
Women holding political office
State legislators (elected in most recent state election) 12.52% 9.92%
0–9% 51.06 52.31
10–19% 42.18 47.69
20% or more 6.75 7.21

Members of the federal Chamber of Deputies 7.49 7.68
0–9% 68.68 85.55
10–19% 27.71 9.77
20% or more 3.61 4.68

Covariates

Bolsa Família program (BFP) coverage 9.64% 15.30%
Estratégia de Saúde da Família (ESF) coverage 25.24 54.71
People earning at least the minimum wage 19.59 47.30
Households with regular garbage collection 82.79 81.34
Households with running water 66.95 70.57
People with less than a high school education 17.27 12.66
Women who were illiterate 10.11 5.35

SOURCE Authors’ analysis of data for 3,167 municipalities from the Brazilian Ministry of Health; the
Superior Electoral Court; and Guanais FC. Municipal-level covariates of health status in Brazil
(note 27 in text). NOTES The information refers to the average of all municipalities in the sample as
of 2000 and 2015, respectively. The municipalities had death registries with fewer than 10 percent of
deaths missing, as explained in the text.

Exhibit 1

Under-five mortality per 1,000 live births and percent of women in selected political positions in Brazil, 2000–15

SOURCE Authors’ analysis of data for 3,167 municipalities from the Brazilian Ministry of Health and data from the Superior Electoral
Court. NOTES The municipalities had death registries with fewer than 10 percent of deaths missing, as explained in the text. Federal
legislators are those elected to the Federal Chamber of Deputies, Brazil’s lower legislative house.
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timated models that included all 4,943 munici-
palities forwhichdatawereavailable. Second,we
included fixed effects for calendar year, aswell as
municipality-year interactions. Third, we includ-
ed controls for all parties’ vote shares in each
municipality election. Last, we used the infant
mortality rate (ages 0–1 years) as a dependent
variable. As the results in appendix exhibit A3
show,30 these estimates did not change the qual-
itative interpretation of our findings.

Discussion
Our results suggest that both electing female
mayors and increasing the share of female mem-
bers of state legislatures and the federal Cham-
ber of Deputies were associated with significant
reductions in child mortality.We also found that
increases in female elected officials were associ-
ated with significant increases in municipal BFP
and ESF coverage, and coverage expansions of
both programs were in turn significantly associ-

Exhibit 3

Estimated relationships between women holding political office and under-five mortality in Brazilian municipalities,
2000–15

Under-five mortality per 1,000 live births (log)

Controlling for
municipality
socioeconomic
characteristics

Controlling
additionally for
BFP and ESF
coverage

Independent variables: female political representation

Female mayor in the municipality −0.027** −0.021**
Women holding political office
State legislators (ref: 0–9%)
10–19% 0.007 0.004
20% or more −0.038** −0.023*

Members of the federal Chamber of Deputies (ref: 0–9%)
10–19% −0.038**** −0.018**
20% or more −0.072*** −0.079****

Covariates

Percent of people earning at least the minimum wage −0.002** −0.002***
Percent of households with regular garbage collection −0.001**** −0.001****
Percent of households with running water −0.002**** −0.002****
Percent of people with less than a high school education 0.007**** 0.007****
Percent of women who were illiterate 0.019**** 0.019****
Year −0.020**** −0.026****
Coverage by any social protection program
BFP —

a −0.001****
ESF —

a −0.002**

SOURCE Authors’ analysis of data for 3,167 municipalities from the Brazilian Ministry of Health; the Superior Electoral Court; and
Guanais FC. Municipal-level covariates of health status in Brazil (note 27 in text). NOTES The exhibit shows the results from a linear
regression model for panel data including fixed effects for municipalities. The dependent variable (mortality for children younger than
age 5 per 1,000 live births) was log-transformed. A one-unit change in a covariate thus indicates the associated change in terms of
under-five mortality. There were 49,722 observations of municipality-years. The municipalities had death registries with fewer than
10 percent of deaths missing, as explained in the text. For all elections, usually taking place every four years, we assigned the results of
a given election to the year in which the election took place as well as each of the following years until the next respective election; see
the text or more details. BFP is Bolsa Família program. ESF is Estratégia de Saúde da Família. aNot applicable. *p < 0:10 **p < 0:05
***p < 0:01 ****p < 0:001

Exhibit 4

Estimated relationships between women holding political office and social protection
program coverage in Brazilian municipalities, 2000–15

Independent variables: female political representation

BFP
coverage
(%)

ESF
coverage
(%)

Female mayor in the municipality 2.449**** 1.907****
Women holding political office
State legislators (ref: 0–9%)
10–19% 0.535**** 0.462**
20% or more −0.366 4.182****

Members of the federal Chamber of Deputies (ref: 0–9%)
10–19% 1.173**** 1.169****
20% or more 3.773**** −0.567

SOURCE Authors’ analysis of data for 3,167 municipalities from the Brazilian Ministry of Health; the
Superior Electoral Court; and Guanais FC. Municipal-level covariates of health status in Brazil (note 27 in
text). NOTES The exhibit shows the results from a linear regression model for panel data including fixed
effects for municipalities. The municipalities had death registries with fewer than 10 percent of deaths
missing, as explained in the text. The covariates and the number of observations are the same as in
exhibit 3. BFP is Bolsa Família program. ESF is Estratégia de Saúde da Família. **p < 0:05 ****p < 0:001
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ated with reductions in child mortality. In sum,
increases in BFP and ESF coverage resulting
from of increases in female political representa-
tion at different levels of government andgreater
participation in decision making represent a
plausible pathway from female political repre-
sentation to reduced child mortality.
Although several previous studies have found

positive correlations between female political
representation and child health using cross-
sectional data,9 few studies have assessed this
relationship using longitudinal data. While our
results are generally in line with those stud-
ies,6,10,31–33 one of our key findings is that female
political representation matters for child health
not only at the national or state level, as previ-
ously shown in the caseof theUnitedStates,31 but
also at the local level. The importance of local
politicians in Brazil andmany other Latin Amer-
ican countries has been steadily increasing as a
result of wide-ranging decentralization trends—
which have resulted in the transfer of many pub-
lic services, includinghealth care, to subnational
governments.34

The relationship between female political
empowerment and child health likely involves
multiple pathways beyond those we evaluated.
However, plausible direct pathways include im-
provements in access to and quality of education
amongwomen, female labor-force participation,
and access to economic resources.35 Increased
political empowerment of women may also have
positive effects on access to contraceptive meth-
ods, and it may lead to increases in age at first
marriage and reduce teenage pregnancy, thus
leading to better birth outcomes and declines
in child mortality. Studies have also shown that
increases in gender equity and political empow-
erment are associated with more prenatal care
visits and vaccinations.12 In Brazil one study us-
ing a quasi-experimental design found that mu-
nicipalities that elected female mayors received
more federal discretionary transfers, had lower
levels of corruption, hired more public employ-
ees, and had higher rates of prenatal care.36

Those findings are in line with the fact that
elected female politicians in Brazil are generally
more likely than theirmale counterparts to focus
on social issues—including health, education,
and family—in their legislative behavior.16 Fur-
thermore, evidence also suggests that women
elected as mayors in Brazil are more likely to
appoint another woman to lead the local health
agency, and in turn those other women are em-
pirically more likely to support women-friendly
policies such as those related to health care ser-
vices and birth and day care centers.37

While previous studies have shown positive
effects of conditional cash transfer programs

on child health in Brazil,15 our results suggest
that increases in female political representation
were associated with higher BFP coverage rates.
Expanding the program’s coverage likely has di-
rect effects on child health as a result of the
mandatory health checkups, vaccinations, and
growth monitoring required for children in
BFP recipients’ families. With its monthly cash
transfers, the programmay also have other posi-
tive effects on child health through improved
quantity and quality of nutrition. Since the pro-
gram’s launch in 2003, there has been pressure
from women’s movements to include a gender
perspective in theBFPdesign,which contributed
to its women-focused orientation. This includes
handing out the cash benefit directly tomothers,
which increases women’s decision-making pow-
er in the household.38 Women elected to munici-
pal assemblies have the potential to act effective-
ly on policies that can improve the lives of
families and communities and can positively in-
fluence policies aimed at meeting the needs of
women and children.39 To receive federal funds
to implement policies related to social welfare,
primary health care, and elementary education,
municipalities need to sign a covenant directly
with the federal government. The covenant re-
quires municipalities to adhere to certain con-
ditions; follow federal guidance; and meet
efficiency or target indicators, or both.24 Thepro-
vision of primary health care and elementary
education in Brazil falls primarily under the ju-
risdiction of municipalities. For the BFP, munic-
ipalities are also responsible for identifying
eligible families and enrolling them in the pro-
gram, as well as checking their adherence to the
program’s health and education requirements.39

Besides the positive effect of female political
representation on the rollout of the BFP, our
results also suggest that electing female mayors
has a positive effect on ESF coverage. Several
studies have found a positive effect ofmunicipal-
ity-level ESF coverage on various health indica-
tors.14 It is very plausible that increasing wom-
en’s involvement in political decision making
had a positive effect on the ESF’s implementa-
tionwithinmunicipalities, because of the impor-
tant role played bywomen’s groups in the reform
of the health sector since the end of Brazil’s
authoritarian military dictatorship in 1985.20

While funds for the ESF come from the federal
government, the public health system is highly
decentralized, withmunicipalities being respon-
sible for the allocation of resources as well as the
provision of services. Furthermore, the federal
government provides financial incentives tomu-
nicipalities for implementing the ESF. Women
may directly benefit from increased ESF cover-
age, especially from its services related to prena-
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tal care and family planning activities. It is likely
that these benefits incentivize female politicians
to push for comprehensive implementation of
the program and work to prevent corruption
within the system.36

Policy Implications
Despite significant progress and expansions in
public health and social security coverage, Brazil
has one of the world’s lowest levels of female
representation in politics. Data from the Inter-
Parliamentary Union show that Brazil is 152 out
of 193 assessed countries in terms of female par-
ticipation in both the lower and upper houses of
the legislature.1 In 2020 only 14 percent and
13percent of the lower andupperhouses, respec-
tively, were women. In contrast, Mexico, an up-
per-middle-income Latin American country, is 5
out of 193, and 48 percent and 49 percent of that
country’s lower and upper houses, respectively,
were women in 2020.1 To fight such gender dis-
parities, in 2009 a law appended to a previous
Brazilian law stated that every political party
should have a minimum of 30 percent and a
maximum of 70 percent of candidates of each
gender.41 Although the share of female candi-
dates has increased in the past years in Brazil,
thepercentageof electedwomenhasnot showna
corresponding increase. A possible explanation
lies in the unequal distribution of funding by
parties between female and male candidates.42

Another is discrimination against women by vot-
ers.43 As the results of this study further high-
light, increasing the de facto representation of
women in politics should be a key policy priority
in Brazil.

Conclusion
The results of this study suggest that the lack of
equitable female political representation could
impede progress toward achieving not only the
Sustainable Development Goal of gender equity
but also the other goals of reducing child mor-
tality and poverty. Progress toward equal repre-
sentation of women in political decision making
in Brazil may be accompanied by sizable im-
provements in child mortality and life expectan-
cy, partly as a result of increased public funding
and access to primary health care services as well
as conditional cash transfer programs. Improv-
ing female participation at the federal and local
levels may also lead to greater support for other
pressing policies that have been associated with
better child health outcomes, such as access to
child care, support for family leave that can be
split between parents, and creating more sup-
portive environments for breast-feeding. Al-
though gaining a better understanding of the
intermediate mechanisms that link women’s po-
litical representation to health is important, fu-
ture research should also aim to increase under-
standing of the political processes that produce
such outcomes. The fields of public health and
social epidemiology increasingly acknowledge
the roles played by political and economic con-
texts in social determinantsofhealth.The results
of this study highlight the importance of using
a broader definition of determinants of health
that delineates the political and economic path-
ways for improving population health around
the globe. ▪
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