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This dissertation focuses on the role Brazil’s innovative Pastoral da Criança 

program had on the transition in infant and child mortality observed in that country from 

1980 to 2000.  Using a variety of approaches to program evaluation, this study provides 

insights into the novel implementation of the Pastoral program and its overall 

effectiveness in contributing to the infant and child mortality transition in Brazil.  This 

dissertation also tries to understand how it was that the Pastoral managed to succeed in 

promoting development when so many other efforts have failed in the past. Given the 

environment of complexity in which this evaluative exercise was carried out, 

triangulation, complementarity, development, initiation, and expansion analysis were 

used, at the micro level of evidence, to the macro level of methods, to generate robust 

estimations of the Pastoral overall impact in terms of reducing infant and child mortality, 

as well as of the Pastoral’s effects in terms of promoting community and women’s 

empowerment.   
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Chapter 1: Introduction 

 

 

Children are the seed for peace or violence in the future, depending on 

how they are cared for and stimulated. Thus, their family and 

community environment must be sown to grow a fairer and more 

fraternal world, a world to serve life and hope. 

 

Dr. Zilda Arns Neumann 

 

This dissertation focuses at assess the performance of the Pastoral da Criança 

program (herein forth “the Pastoral”), a faith-based program implemented by the Catholic 

Church in Brazil, but mostly funded by the government.  Through an interdisciplinary 

approach, this research aims to discern the degree to which this innovative initiative of 

the Catholic Church has contributed to the improvement in health status of children up to 

six years of age and pregnant women in Brazil.  Complementarily, the dissertation 

provides an analysis of the Pastoral program’s effects in terms of empowering women 

and communities in a setting of identity based inequities, regional disparities, and 

economic inequality. 

It is common sense in Brazil that the Pastoral played a part in the infant mortality 

transition.  The Pastoral is a net of services provided for poor communities that reaches 

most of the Brazilian territory, and it is operating for more than 30 years. 

As to ensure effectiveness in improving the health status of mothers and children 

the Pastoral promotes holistic interventions at the household and community level, 

implementing many different activities organized around multiple projects and programs.  

On the one hand, the Pastoral promotes the social, economic and political organization of 

communities.  On the other hand, it stimulates the emergence of leadership champions 
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that coordinate basic health programmatic activities implemented in more than 65% of 

the Brazilian municipalities in present days.   

Moreover, the Pastoral increases the political pressure on the government by 

showing that reducing the infant and child mortality rates is a feasible endeavor and a low 

cost activity, with several positive side effects.  The Pastoral operates in several 

institutional participatory spaces in Brazil, and its advocacy effort works so well that the 

federal government provides most part of its funding.  Local governments usually work 

together with the Pastoral on different levels of engagement, including advocacy, 

funding, and programmatic activities.  The Pastoral also has an effective internal and 

external communication system in place, through which it promotes exchange of 

information with tens of thousands of communities. This communications network makes 

it possible for the Pastoral to identify, for its treated communities, epidemiological 

outbreaks and morbidity patterns much faster than official statistics produced by the 

government.  As a major player in the politics of children and maternal health in Brazil, 

the Pastoral often appears in the media. 

The Pastoral owes a great deal of inspiration from the “Growth Monitoring, Oral 

Rehydration, Breastfeeding, and Inoculation” (GOBI) methodology, initially promoted 

by UNICEF in the early 1980s.  Thus, this dissertation also offers an interesting case 

study of how an international organization can support the dissemination of new methods 

and techniques aiming at improving the lives of the most vulnerable populations in 

developing settings.  More generally, this work explores what can be learned from this 

experience and transferred to other settings. 
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1.1 MOTIVATION OF THIS DISSERTATION 

While a number of evaluations and case studies of the Pastoral program have been 

carried out, surprisingly, no comprehensive nationwide empirical study of the impact of 

the program has been conducted since its inception.  Even well designed extant studies 

are restricted geographically, and thus with limited external validity.
1

   

Although taken for granted the Pastoral effectiveness is yet to be tested.  There is 

no doubt the Pastoral is sustainable and relevant.  On the other hand, the causal effect of 

the Pastoral in the mortality transition remains untested and therefore unproved.  This 

study of the Pastoral’s impact on the decline of infant and child mortality as well as on 

community and women’s empowerment in Brazil has three main justifications:   

1. First, this research will contribute to filling the gaps in the scholarly 

literature regarding the role of the Pastoral in promoting the reduction of 

infant and child mortality, as well as for community and women’s 

empowerment and development in Brazil. 

2. Secondly, since the Pastoral is mainly funded by the Brazilian federal 

government, this research will also promote transparency and 

accountability by providing scientific findings about the impact of the 

Pastoral to donors and taxpayers.  

3. Finally, by evaluating the effectiveness and the implementation of the 

Pastoral program, this research will provide useful insights and policy 

recommendations for future planning and implementation of similar 

programs in other settings, as well as for the academic development of the 

evaluation and policy fields of knowledge. 

                                                 
1

 A bibliographic review of Pastoral and similar evaluations will be presented in the Chapter 2. 
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The sharp and relatively rapid reduction in infant and child mortality observed in 

Brazil over the last decades is the result of complex factors, many of which are related to 

overall economic growth and poverty reduction. However, this progress is also the result 

of numerous specific policies and programs implemented in Brazil during this period, 

such as the Pastoral Program. Yet, the specific overall role that the Pastoral has had, and 

continues to have in this process remains unknown, which is also the main motivating 

factor behind the elaboration of this dissertation.  To provide academic evidence about 

how development is achieved gains importance in a context of limited resources and 

complex challenges that characterizes development policy nowadays. 

Promoting health and eradicating poverty are complementary actions, with direct 

effects on the lives of vulnerable populations.  Furthermore, many development 

initiatives, conducive to improving public health standards, also help eradicate poverty 

and vice-versa.  Yet, despite the billions of international aid dollars spent on healthcare 

interventions, there is little academic and empirical evidence of the effectiveness of these 

initiatives, especially throughout the developing world.  Due to the differences among 

developed and developing countries, particularly with regards to demographics, 

socioeconomics and infrastructure, interventions in public health that have proven to be 

effective in developed countries do not necessarily work within the peculiar contexts of 

developing nations (Buekens et al. 2004). 

Development theorists continue to assess whether health interventions that are 

deemed successful in developed countries can be effectively applied in developing 

settings.  An editorial published in the Journal of the American Medical Association 

(JAMA) points out that there are but a handful of global health interventions that have 

proven to be effective in developing countries.  It is further argued that most of the 
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available initiatives under implementation remain untested, and therefore, unproven 

(Buekens et al. 2004).  

Investment in implementing public health interventions is generally not enough to 

meet the demand for health services, and available empirical evidence remains the most 

cost-effective and efficacious source of information for decision making.
2

  Lamentable as 

it may be, policymakers and stakeholders rarely make policy decisions based solely on 

scientific evidence of effectiveness or impact.  In any case, results and impact based 

evaluations are cornerstone instruments in addressing effectiveness, and thus remain 

being the best starting point for decision making in the policy field. 

Secondly, independently of the decision making process, investors, donors, and 

taxpayers demand to know about the results of their financial contributions. This scenario 

calls for a results-based management (RBM)
3

 approach that, when properly implemented, 

increases the effectiveness of aid expenditure and provides transparency and 

accountability to donors and taxpayers, which is especially important in the case of the 

Pastoral, since most of its resources originated in the public sphere. 

Throughout the world, access to quality healthcare is inextricably linked with 

poverty and development.  Given the limited resources available to institutions dealing 

with development, poverty and public health, achieving development entails more than 

                                                 
2

 The empirical evidence approach does not offer a panacea for all kinds of decision settings in practice. 

Policies may, for example, be driven in a programmatically rational way by imprecise political 

considerations, oftentimes with ineffective long-term consequences (Chen 2005, 7).   
3

 The Results-Based Management approach was initially implemented by the Canadian Aid Agency in the 

1960s as a managerial approach previously tested and approved in the private sector.  Rapidly, this 

approach was incorporated by most actors in the arena of development, including many national 

governments. The Brazilian State Reform of 1994 is based on RBM principles, as well as, The Paris 

Declaration on Aid Effectiveness and the Accra Agenda for Action (2005).  
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meeting goals and downsizing rates of mortality, as it also requires the most fundamental 

measures of the efficacy of public policy and aid interventions. 

Thirdly, even where some interventions are potentially effective, challenges 

remain as to make these interventions universally available through effective replication 

and dissemination.  In other words, bridging the gap between design and implementation 

remains a developmental challenge in health policy and beyond (World Health 

Organization 2006).  In this sense, the study of the Pastoral can certainly shed light on 

how and why developmental change is achieved, generating knowledge that can be used 

to develop similar programs and projects.  As a leading country in the field of social 

inclusion over the last decades, Brazil is naturally a fertile territory of innovative 

practices and programs in the policy field.  This dissertation helps to identify elements 

that rationally and logically explain if, why, and how, initiatives such as the Pastoral 

succeed, when so many others have failed. Furthermore, this dissertation provides 

evidence that can support the development of replicable policy models of proven effect in 

a world where poor people are marginalized from basic health – and where children 

continue to lose their lives due to preventable causes. 

Debates on the effectiveness of health (or other development) interventions are 

embedded in a broader polemic discussion on the best way to eradicate poverty 

worldwide.  While the knowledge and resources to reduce poverty certainly exist, 

translating previous and theoretical interventions into practice is a complicated endeavor 

fraught with pitfalls (Sachs 2005).  Rather than merely a question of finance, efforts to 

reduce poverty take on important moral and ethical dimensions, especially in light of 

recent trends of rising inequalities within regions and across countries (Milanović 2005; 

Latin American Centre for Rural Development 2011).  
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The development of this dissertation as an integrated methods endeavor can 

potentially provide scholars and practitioners with helpful insights in the use of scientific 

methods to address questions regarding the effectiveness of international interventions 

and policies, supporting the dissemination of innovative techniques developed to address 

effectiveness-based questions. 

 

The Pastoral da Criança Program 

The Pastoral was initially implemented in 1983 in the municipality of 

Florestópolis, Paraná state, in Brazil’s southern region.  At that time, the infant mortality 

rate in Florestópolis was 127 deaths per thousand live births (IBGE 2010).  By the end of 

the 1990’s, Florestópolis had an infant mortality rate lower than 20 deaths per thousand 

live births (IBGE 2010).  The pilot was quickly approved, and dissemination began 

through the Catholic Church network. 

The number of people involved in Pastoral activities shows the magnitude of this 

intervention.  There are two main types of stakeholders regarding the Pastoral’s activities: 

the Pastoral’s volunteers and beneficiary communities.  The number of Pastoral’s 

volunteer amount to almost 200 thousand people in present days, and the Pastoral 

operates in tens of thousands of communities.  Each one of these communities has at least 

one Pastoral volunteer working there.  Women comprise the majority of volunteers and 

are customarily called the Pastoral’s “Mothers.”  They basically support the 

implementation of the Pastoral treatment activities.  The community is the other main 

stakeholder of the Pastoral, as the community participation is a sine qua non condition for 

an efficient and effective intervention.  The Pastoral’s “Mothers” who generally work in 
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their own communities, usually have strong ties with the local residents, and cultural, 

political, and religious sensitivity about local matters. 

The Pastoral’s main activities are quite simple.  The Pastoral has a leader in each 

community whose first action is to identify and map out the target population: children 

zero to six years of age and pregnant women.  Based on this initial database, the 

Pastoral’s leader starts a process of monitoring the targeted children and pregnant 

women, through which a large amount of data regarding the targeted population’s well-

being and Pastoral’s programmatic activities is compiled on a monthly basis. Finally, the 

Pastoral leader organizes a set of activities to support the monitoring and programmatic 

work, including managerial level meetings to discuss the implementation of different 

complementary projects and programs developed by the Pastoral.  

The volunteer work is extremely important for the development of the Pastoral in 

a given community.  In this sense it is important to note that there is a cross cutting 

intersectional bias regarding the Pastoral’s volunteers, as around 90% of the volunteers 

are mature women from lower social classes.  The volunteers basically identify and help 

families and children in need.  To help the families, the volunteers need to know about 

and take part in the basic activities of the Pastoral’s protocol of services. The necessary 

knowledge is acquired through a set of certified training activities and tailor made guides 

and handbooks.  The volunteers also help the Pastoral’s leader to organize their 

communities, to prevent the spread of infant mortality rate causes, and to support social 

change.  Currently, almost 2 million children under six years of age are treated per month 

by the Pastoral’s volunteers in the poorest areas of Brazil. In this way, the Pastoral has 

presumably a significant and substantive presence across the country.   

Figure 1 that follows shows the Pastoral’s thirteen core activities organized under 

three main programs: (i) Pregnant Women Monitoring; (ii) Children Under Six Years 
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Monitoring, and; (iii) Promotion of Dignity, Citizenship, Spirituality and Education for 

Peace.  It is worth noticing that the Pastoral’s main programs reflect their target 

beneficiary population: women, children, and communities.   
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Figure 1. Pastoral’s Core Activities 

 
Source: Author’s construction, based on information from the Pastoral National Coordination. 
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Figure 1 also highlights the convergence and integration of the Pastoral’s 

programs and projects.  The programs focused on women and children have a strong 

monitoring focus, and they are based on the delivering of tailored basic health services.  

The community based program supports collective and individual empowerment and 

advocacy.  Besides these core activities, and in accordance to the interest and capabilities 

of each community, the Pastoral also promotes a set of complementary innovative actions 

with potential to leverage the core activity results.  The main complementary actions are 

shown in Figure 2 below.   

 

Figure 2. Complementary Actions 

 
Source: Author’s construction, based on information from the Pastoral National Coordination. 
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The diverse scope of the Pastoral’s activities points to how the initiative has 

evolved over time, adapting to the specific circumstances of each treated community.  

The sustainability of the Pastoral depends on this adaptive scheme, which is why this 

modular structure and the information system are underpinning factors of the Pastoral’s 

effectiveness and fertile ground for innovation and policy modeling. 

The Pastoral was originally formulated and established in Brazil with support 

from UNICEF.  Although currently active in more than a dozen countries, there has been 

no comprehensive and systematic evaluation of its overall impact.  Brazil’s geographical, 

environmental, gender, racial, and ethnic diversity also provides a complex setting that 

mirrors the realities of other developing and developed nations where this policy may be 

implemented in the future, providing potential insights into its possible challenges and 

success elsewhere in the world. 

 

1.2 RESEARCH QUESTIONS 

This dissertation addresses five main research questions aiming: 

1. To compare and contrast outcomes of interest in Pastoral municipalities with 

parallel outcomes in comparison municipalities in which the program has not 

been implemented to answer if the Pastoral is effective in lowering municipal 

infant and child mortality rates; 

2. To use errors of exclusion and inclusion, and propensity scores to analyze the 

Pastoral’s targeting towards municipalities that concentrate the poorest of the 

poor, and provide information about treatment dosage and geographical patterns 

to answer the question whether the Pastoral targeting is effective or not; 
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3. To compare treated and control municipalities with regards to differences in 

institutional and demographic characteristics to infer to which degree these factors 

have any effect on the Pastoral program implementation or the outcomes of 

interest variation; 

4. To determine whether or not the Pastoral is effective in promoting community and 

women’s empowerment in treated settings, and; 

5. To the extent possible estimate the impact of the Pastoral in terms of lives saved, 

since its inception in 1983. 

The key research hypothesis to be tested is that i) the Pastoral has made a 

statistically significant contribution to the reduction of Brazil’s infant and child mortality 

rates.  This hypothesis is tested with a variety of methods carefully designed to isolate the 

program’s effect from confounding factors, including the network of parallel efforts by 

other initiatives with similar effects, and unobservable factors. 

Complementary research questions look into the program’s effectiveness in 

targeting the poorest of the poor, and in identifying the Pastoral’s contributions to the 

strengthening of communities, and promotion of citizenship and human rights (especially 

among women and infants).  The auxiliary research hypotheses to be tested in this case 

are: ii) The Pastoral has an effective targeting policy that reaches the poorest of the poor, 

and; iii) The Pastoral is effective in promoting community and women’s empowerment in 

treated settings. 

 

1.3 POLICY IMPLICATIONS 

Health services in Brazil are provided by a mix of public, semi-public, and private 

institutions, with an important presence of religious institutions, specifically the Roman 
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Catholic Church.  Gravitating around these primary service providers is a gigantic sector 

of the Brazilian economy.  Brazil is highly advanced in terms of technology in the health 

sector.  Brazil has effective strategies for HIV-AIDS and infant and child mortality 

reduction (UNCT Brasil 2011).  The Brazilian Unified Health System (Sistema Único de 

Saúde - SUS) aims to be a rights-oriented health system, and it reaches tens of millions of 

people annually.  On the other hand, and at the same time, Brazil is unable to provide 

basic health access among to the poorest of the poor, the SUS is poorly financed, suffers 

from corruption and mismanagement, funding schemes are not always adequate, and the 

overall health sector still remains biased towards political and economic private interests. 

In an interview, former government officer and consultant Katia Ern
4

 stated that, 

paradoxically as it may be, the Brazilian unified health system is more effective dealing 

with complex health issues than with preventive policy and basic health.  According to 

her, the problem lies in the management and funding of the basic health piece of the 

unified system. 

There is indeed a recognized lack of medical doctors in Brazil. The actual rate 

sustained by the Ministry of Health of 1.83 physicians by group of thousand inhabitants 

is above the world average of 1.4 medical professionals by group of thousand inhabitants 

but below England’s rate of 2.7 physicians per thousand inhabitants (Ministério da Saúde, 

Ministério da Educação and SUS 2013).  However, it is not only a matter of rates, as the 

estimated lack of physicians in Brazil reaches 168 thousand posts.  To cope with this 

challenge, the federal government launched a controversial program to “import” 

                                                 
4

 Former Director of the Public Health Engineering Department (Departamento de Engenharia de Saúde 

Pública) of the National Health Foundation (Fundação Nacional de Saúde) from the Ministry of Health. 

Interview conducted during fieldwork in September of 2008 at Brasília, DF. 
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professionals from other countries that are willing to work in the fringes of the Brazilian 

society (Ministério da Saúde, Ministério da Educação, and SUS 2013).   

Ern’s view was corroborated and complemented by the understanding of Aurea 

Ianni’s, an academic researcher that built her career working with basic health.
5

  Ianni 

argues that in Brazil there is plenty of evidence that the market for health services does 

not fulfill the real needs of the country in terms of coverage, neither does it respond to the 

pressing demands for basic health care.  To reach the poorest of the poor, Brazil needs 

thousands of general practitioners to work in places where Brazilian physicians have no 

interest in working.  Moreover, changes in training and education are consequentially 

needed to generate a renewed interest in basic health care and to stimulate the 

implementation of preventive and cost-effective community based medicine.  

According to The Economist (2013), Brazil has almost as many plastic surgeons 

as the United States, with a population almost 50% larger than Brazil’s.
6

  Brazil’s rate of 

plastic procedures per thousand inhabitants ranks 8th in the world, in a country where 

almost 9% of the municipalities have not even one physician living there, and only 13% 

of the physicians live in municipalities with less than 50 thousand inhabitants – those 

constitute about 90% of all municipalities in Brazil, and comprises around one third of 

the Brazilian population.  Improving the understanding of how basic health initiatives 

work, by providing evidence and generating data with regards to the infant and child 

mortality transition from 1980 to 2000 is probably the main policy implication of this 

dissertation, as it addresses a structural development challenge linked to the context of 

                                                 
5

 Full time professor at the University of São Paulo’s School of Public Health. Interview conducted during 

fieldwork in September of 2008 at São Paulo, SP.  
6

 http://www.economist.com/blogs/graphicdetail/2013/01/daily-chart-22?fsrc=scn/fb/dc/plasticsurgery. 
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inequality observed in Brazil as well as the lack of efficiency in the public sector in 

providing basic health services for the poorest of the poor. 

From a theoretical point of view, the use of case studies with explanatory power, 

in terms of the variation of outcomes of interest, is clearly a valuable exercise that 

provides evidence for further research based on the identification of smart practices and 

improving the science of “deliverology” (Barber, Moffit, and Kihn 2010), bridging the 

implementation gap.  Improving the design of evaluations and its use as a managerial tool 

is an indirect policy implication in supporting the development of comprehensive 

evaluative methods to inform policy decision making.  The use of integrated methods 

points out a direction to be followed in terms of addressing complex questions about 

effectiveness in the policy field.  

 

1.4 OUTLINE OF THE DISSERTATION 

The dissertation is organized in eight chapters.  This brief introduction delineates 

this dissertation’s motivation, research questions, and policy implications.  Chapter 2 

presents a broad discussion of poverty, development, and health.  This chapter sets out 

the context in which the Pastoral has evolved, and produces insights on specific 

covariates of the infant and child mortality transition observed in Brazil as well as an 

initial hypothetical estimation of the Pastoral’s effect.  Chapter 3 lays the foundations of 

the evaluative exercise by presenting the theoretical and conceptual framework used in 

this dissertation, based on Program Theory and Logic modeling.  Chapter 4 presents a 

countrywide historic case study of the Pastoral program, its nature as a faith-based 

initiative, and the analysis of the effectiveness of its organizational structure.  Chapter 5 

presents a community based ethnographic study centered on the analysis of the access to 
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basic health services that a set of young women have in the state of Bahia.  This chapter 

also helps to answer questions about the presumable effect that the Pastoral has had in 

terms of empowering women.  Chapter 6 presents the municipality based comparative 

analysis of institutional arrangements in treated and non-treated municipalities that can 

inform the identification of confounding factors affecting the evaluation of the Pastoral’s 

impact.  Together chapters 4, 5, and 6 compose the qualitative part of this evaluative 

exercise. 

Chapter 7, the quantitative evaluation, focuses on the targeting of the Pastoral and 

estimates its impact through the use of a series of quasi-experimental methods.  Chapters 

4 to 7 produce the knowledge necessary to address the research questions and test 

whether or not, the proposed hypotheses about the Pastoral’s effect, targeting, and 

empowering of women and communities can be falsified.  This is the focus of Chapter 8, 

which also presents the main empirical findings, contributions, and limitations of this 

dissertation, leading the way for the establishment of starting points for future research 

agendas. 
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Chapter 2: Background and Prior Research 

 
The future is not a gift, it is an achievement.  

Every generation helps make its own future.  

This is the essential challenge of the present. 

 

    Robert F. Kennedy 

 

This chapter presents a brief overview of the concepts of poverty and 

development, as defined during the emergence and establishment of the aid industry.  It 

also highlights the importance of access to basic health to promote human development, 

and vice-versa.  Complementarily, this chapter presents an overview of the global, 

regional and Brazilian patterns, profiles, and trends in infant and child mortality.  Finally, 

it presents an overview of the relevant literature on the effects of the Pastoral program 

and its relation to the infant and child mortality transition that took place in Brazil 

throughout the last decades.  Together these analyses set the background of the research 

conducted within the scope of this dissertation. 

 

2.1 POVERTY, HEALTH, DEVELOPMENT, AND AID 

The sixty thousand participants of the World Bank’s “Voice of the Poor” project, 

implemented in over forty five countries (Deepa Narayan et al. 1999), led the World 

Bank to adopt the following definition of poverty in its Poverty Net website: 

 

Poverty is hunger.  Poverty is lack of shelter.  Poverty is being sick and not being 

able to see a doctor.  Poverty is not having access to school and not knowing how 

to read.  Poverty is not having a job, is fear for the future, living one day at a time.  

Poverty is losing a child to illness brought about by unclean water. Poverty is 

powerlessness, lack of representation and freedom. 
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This broad and vivid definition of poverty certainly comes to grips with the 

numerous complex challenges experienced by vulnerable populations.  For these billions 

of people, each and every day is literally a struggle for survival.  In academia, however, 

poverty has come to mean different things at different periods of time and according to 

distinct disciplines.  Broadly speaking, poverty has been of academic interest since at 

least the 11th Century, when the first texts about this scourge were registered in England 

(Dyer 2012).  Yet, it was toward the end of medieval times that the modern concept of 

poverty began to take shape.  By this time, poverty became a social problem noted by its 

relevance in an urbanizing world, marked by the ascendance of the bourgeoisie, and 

increased rates of commerce and mobility around Europe, Asia, and the New World.  

Paradoxically as it may be, during that historical age iron-fisted absolutist rulers were 

mostly unconcerned with poverty, since poor people would simply die, and that was a 

fact of life.  Thus, at this time there was little human rights thinking whatsoever and 

slavery abounded.  When the common people’s main goal being to simply survive, or at 

best scape slavery, being poor is understandably a secondary issue. 

During the Middle Ages in Europe, citizens with religious beliefs thought that the 

death of poor people was simply God’s will.  In fact, most authors concerned with 

poverty by that time were philosophers and religious people, such as friars from the five 

mendicant orders, structured during the Middle Ages (Franciscans, Carmelites, 

Dominicans, Servites, and Augustinians), that made the option to live and work on the 

fringes of society,
7

 advocating for an understanding that the Catholic Church should help 

                                                 
7

 This compassionate and ascetic way of life is not exclusive of Catholic orders. Hinduism and Buddhism, 

for example, are religions that adopt a similar approach and developed similar organizational structures.   
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poor people as an exercise of faith and Christian compassion,
8

 a role that the Church 

embraces, to same extent, up to the present day.  As a result of this philosophical and 

religious influence, fighting poverty was increasingly seen as a moral and ethical 

obligation. 

During the emergence of the aid industry in the 1950s, the connotation of poverty 

was closely related to nutrition and survival.  Nutritionists from England developed a set 

of studies where they defined poverty as the lack of access to the necessary level of 

nutrition needed to support a healthy life.  This means a diet composed of the minimum 

possible amount of food necessary to avoid hunger.  This idea diffused from England and 

became a milestone of the work developed by the International Bank for Reconstruction 

and Development (IBRD) in the aftermath of World War II in Europe during the 

emergence of the modern welfare states.
9

  On the other hand, this conceptualization of 

poverty was criticized for its unique focus on nutritional needs, a critique backed by the 

self-evident assumption that securing basic nutritional needs is not enough to classify a 

person as non-poor (Camarotti and Spink 2000). 

Poverty then became to be recognized as a multi-disciplinary phenomenon with 

complex roots and an overarching impact on the social fabric.  In the 1970s poverty was 

characterized as the lack of basic needs.  Distinct from nutritional poverty, poverty as the 

lack of basic needs emphasized how a profound territorial intervention was needed to 

guarantee a life of opportunities for vulnerable populations. Isolated access to a few 

                                                 
8

 It remains polemic, in the scope of the Catholic Church, to which degree the Church should worry about 

their faithful material life, beyond spiritual concernments.  On the other hand, the Church operates 

hundreds of thousands of educational and health facilities throughout the world, and the work with the 

needed is a cornerstone of Catholic charitable activities in many localities.  
9

 More on the emergence of aid industry globally, and in Brazil, and its relation to the Pastoral program’s 

origins, is discussed in Chapter 4. 
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services, and even nutritional support, is thus not enough to break the vicious inter-

generational cycle of poverty.   

Eradicating hunger within its boundaries should certainly be a first level 

governmental priority in any country, and it is also an entrance door to other policies. 

However, to be effective, development initiatives must go far beyond this basic welfare 

approach, as it usually lacks the transformative power needed to redesign power relations 

and generate sustainable and effective social protection for poor people.  It is necessary to 

expand to other integrated services, guaranteeing rights and comprehensively fulfilling 

the comprehensive needs of poor people. 

McHale and McHale (1979) argue that highlighting the basic needs was a way to 

expand the theoretical discussion of poverty and its relation to development by including 

other structural factors into the equation, since the basic needs can only be secured 

through the provision of an acceptable level of multidisciplinary services to support one’s 

development throughout a lifetime. 

At the same time, most scholars and practitioners understood development as 

economic development, and aid development policy as investments in infra-structure 

conditional initially in the provision of a set of commercial and economic interests, and 

later in state reform accomplishments.  Linking poverty and development was important 

to reform the emergent agenda of global policies, which was an achievement supported 

by the basic needs approach that sustained an understanding that poverty and 

development were global phenomena intrinsically interconnected, suffering from a net of 

parallel intertwined external effects, and with specific effects at any level of human 

interaction, being therefore a global responsibility and endeavor. 

During the 1980s, as a result of the basic needs approach emergence, researchers 

began to understand poverty as a form of relative privation, leading way for a more 
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rigorous academic approach towards the definition and understanding of poverty as a 

complex phenomenon (Camarotti and Spink 2000).  The gain in conceptual complexity, 

however, was surpassed by the straight forward political message sent by the basic needs 

approach, which simply stated that “development is to meet people’s needs” (McHale 

and McHale 1979, 14). 

In parallel, philosophical discussions were developed based on the work of John 

Rawls and his idea of guaranteeing the equal distribution of primary social resources 

within society so each and every individual could enjoy a life replenished by self-

development opportunities.  For Rawls, affirmative actions are justified to correct 

economic and other inequalities, and necessary to establish a diverse society based on 

fairness and meritocracy.  In his work with Kelly, he argues that only when fairness is 

achieved the human being is capable of enjoying full liberty (Rawls and Kelly 2001).     

In this dissertation, development means any initiative aiming at promoting and 

improving human life.  Poverty, on the other hand, is understood as a multidimensional 

phenomenon that causes the deterioration of human life.
10

  The Pastoral was created in a 

context in historical perspective where poverty became the most relevant item of the 

development agenda.
11

  As a result of these changing priorities, billions of dollars were 

spent over the years to promote development through bilateral and multilateral 

                                                 
10

 Research developed from the work of Amartya Sen argues that better environments and choices are 

intrinsically related to a healthy and longer life (Sen 1976; Sen 1985; Sen 1988; Sen 1992; Sen 2004; Sen 

2009; Sen 2011). 
11

 In the post-2015 scenario, however, inequality seems to be gaining ground and relevance among theorists 

and practitioners. Previously, hunger was a “hot” issue. A more comprehensive policy view combining 

hunger, poverty, and inequality analyzes, according to specific local needs, seems to be a more 

appropriated way for development professionals and policymakers to pursue effective aid and 

policymaking.  Nevertheless, the development industry seems to lean towards developing a new agenda in 

respect to eliminating hungry as this kind of policy has expotenial effects in guaranting access to human 

rights, fairness, and freedom. 
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interventions in the developing world, symbolizing the emergence of the aid industry as 

an important factor in global politics and economics. 

The United Nations, as a major player in this context, had instrumental 

importance in promoting the multidisciplinary concept of poverty and its linkage with 

development.  Specifically speaking, according to Nobel Prize laureate Amartya Sen, to 

achieve human development
12

 means exercising the right to experience increased levels of 

proximity to an environment in which human beings can develop their full potential and 

live a decent, productive, and adequate life.  Amartya Sen understood that development is 

about choices, or more precisely, is about the right anyone should have to make their own 

choices. 

The principal ideas behind the evolution of the human development concept thus 

stem from Amartya Sen. Yet it was Pakistani economist Mahbub ul Haq that led a team 

of experts in the creation of UNDP’s now well-known Human Development series of 

reports
13

 that transform the theoretical work of Rawls and Sen into a hands-on tool – with 

its own shortages and pitfalls – to measure and compare levels of development across 

regions and nations and, in some cases, within countries: the Human Development Index 

(HDI).
14

 

In 1990, the UNDP published the first Human Development Report and the 

concept of human development started to become a global paradigm.
15

  Led by Indian 

                                                 
12

 The human development paradigm borrows from the field of development studies that has been 

increasingly defined as a robust theoretical field.   
13

 http://hdr.undp.org/en/humandev/ (2013). 
14

 The Brazilian version of the HDI provides the municipal level data used in the quantitative analysis of 

this dissertation. 
15

 The work of Sen was appropriated by the United Nations, mainly because of four interconnected factors:  

1) The failure of the market to promote the end of poverty as stated by neoliberal theorists in the 1990s; 2) 

The human costs, literally speaking,  of the structural adjustment proposed by the Washington Consensus; 

3) The prevalence and emergence of global social problems such as criminality, pollution, gender based 
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economist Amartya Sen, researchers began to view development as a process of 

amplifying peoples’ range of choices and enhancing human capabilities and freedoms.  

To Sen, development is about the richness of human life rather than the richness of the 

economy in which people live.  In laymen terms, Sen inserted “humanity” into the 

“numeric” economic discussion of poverty and was awarded the 1998 Nobel Prize in 

Economics for his work in welfare economics and development. 

At the United Nations Millennium Summit, held in September 2000, a high level 

answer was provided to address the question on how to surpass complex developmental 

challenges. During this Summit 189 signatory countries agreed, for the first time, to 

define a set of time-bound and measurable goals and targets to promote development and 

to improve people’s standard of living.  Somehow, the UN Millennium Summit 

summarizes the knowledge and political commitments of the UN International 

Conferences organized during the 1990s,
16

 becoming an agreed platform of action to 

address the main global development challenges in a democratizing world.  

 

  

                                                                                                                                                 
violence, HIV/AIDS, etc., and ; 4) The wave of democratization with the end of the cold war that brought 

relevance to people centered models during the 1990s (Hdr.undp.org 2013).   
16

 For example: The World Summit for Children (1990); An Agenda for Peace - Security Council Meeting 

(1992); The Earth Summit (1992); The World Conference on Human Rights (1993); The International 

Conference on Population and Development (1994); The World Summit for Social Development (1995), 

and; The Fourth World Conference on Women (1995). 
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Figure 3. The Millennium Development Goals (MDGs) to be achieved by 2015 

Source: United Nations MDGs. 

 

It is a fact that poverty and health are intrinsically related.  Not surprisingly, three 

of the eight Millennium Development Goals (MDGs) are directly aimed at improving 

global health, whereas another one focuses on poverty eradication.  The 189 MDG 

signatory countries agreed in 2000 to reduce child mortality by two-thirds, maternal 

mortality by three-quarters, and to combat HIV/AIDS, malaria, TB and other infectious 

diseases.  The goal of promoting women’s empowerment and gender equality is related to 

the poverty and health goals, as women and girls are directly affected by child and 

maternal mortality and as they experience higher levels of poverty.  Women are also, for 

cultural reasons, the main provider of family and community care, thus in this case 

reduced levels of access to health generates an extra burden on women’s triple journey. 

Development and global health experts agree that it is unlikely that the global 

health goals will be fully met by 2015.  Lack of financial support,
17

 unfinished policy 

reforms, and especially lack of coordination among international organizations, 
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 The estimated cost per year to provide recommended levels of prenatal and neonatal care to all women 

giving birth and their newborns is USD $24.1 billion (Singh, Darroch, and Ashford 2013).  The cost of the 

Iraq War is estimated at around USD 6 trillion, enough to pay for roughly 248 years of proper maternal and 

neonatal care.  
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governments, and civil society institutions are the main causes for the failure in achieving 

the health related MDGs (United Nations 2011).  Yet there is still much that can be done.  

Stakeholders all around the world agree that donor coordination, capacity building, 

knowledge and evidence generation, and better monitoring
18

 and evaluation (M&E)
19

 are 

key factors for improving the health status of the global population. 

The sustainable impact of the MDGs should also be understood through 

institutional lens. If this unprecedented agreement overreaches ambitiously speaking, its 

broad goals exemplify the need for collective solutions to tackle global development 

problems that transcend political, policy, and national borders.  There are already those 

who have begun to look beyond the MDGs in a post-2015 scenario, issuing calls for new 

global agreements based on Sustainable Development Goals (SDGs) discussed in the 

United Nations Conference on Sustainable Development (Rio +20) at 2012.  This new 

post-2015 agreement would stimulate horizontal cooperation, the emergence of new 

forms of financing, and targeting strategies able to reach the poorest of the poor
20

 as a way 

to promote aid effectiveness, equality, and social justice.   

Given the limited resources available to international organizations, national and 

local governments, and NGOs dealing with development, poverty and public health 

remain interconnected elements whose improvement entails not only the achievement of 
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 This is demonstrated by the fact that all major aid agencies, international organizations, and governments 

have now some kind of evaluation and monitoring system in place. 
19

 The MDGs are analytical tools that make comparison among countries possible. They also set out 

benchmarks that signalize advances on the road towards development.  In this sense the MDGs are M&E 

tools themselves. 
20

 This is the case, for example, of the right holders populations whose needs are highlighted by the 

International Convention on the Elimination of All Forms of Racial Discrimination (1965), the 

International Convention on the Suppression and Punishment of the Crime of Apartheid (1973), the 

Committee on the Elimination of Discrimination against Women - CEDAW (1982),  the ILO’s Indigenous 

and Tribal people Convention no. 169 (1989), the Beijing Declaration and Platform of Action (1995), and 

more recently the ILO’s Bachelet Report on Social Protection Floor for a Fair and Inclusive Globalization 

(2011), and the ILO’s Domestic Workers Convention no. 189 (2011). 
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goals, reduced mortality rates and changed morbidity profiles, but also the most 

fundamental measures of the efficacy of public policy and aid interventions. 

Under-Five (Child) mortality and Under-One (Infant) mortality are widely used as 

proxy indicators for development.  The assumption that child and infant mortality and 

development are correlated is backed by concrete evidence.  Figure 4, below, shows how, 

following harmonization of the data, infant mortality rates (IMR) and GDP per capita 

have an inverse proportional relationship, with economic wellbeing predicting a lower 

infant mortality rate. 

 

Figure 4. IMR and GDP are Negatively Related Variables 

 
 

Source: Author’s calculation based on 2004/2005 data from the United Nations Social Statistics Database. 

 

This relation explains why many developing countries are adopting health policies 

to combat infant and child mortality in an attempt to also alleviate alarming poverty rates, 
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and vice-versa, since poverty, living in slums, and health are inter-related variables.  

Policies like universal immunization, increased access to sanitation and treated water, 

dissemination of oral rehydration solutions, support for healthcare practices such as 

breastfeeding, prenatal monitoring and adequate delivery, and post-partum support, are 

implemented all around the world as standalone interventions or as a package of projects 

in a similar way to the Pastoral’s protocol of services implemented in Brazil.   

 

2.2 THE EVOLUTION AND RELEVANT COVARIATES OF INFANT AND CHILD MORTALITY 

Evolution of Infant and Child Mortality 

Despite the fact that overall health conditions have improved over the past few 

decades, around seven million children up to five years of age died in the year of 2010 

alone, according to the WHO’s Global Health Observatory (“WHO | Data, Statistics and 

Epidemiology” 2014).  This means that each and every day, during this single year, 

nineteen thousand families grieved the loss of an infant or child that died, in most cases 

from preventable causes. 

Evidence shows that, given the proven effectiveness of preventive and basic 

health services provided at the community level, most of these lives could have been 

saved (Gates 2012; Chopra et al. 2013; Lozano et al. 2012).  In 2010, according to the 

WHO, there were 2.9 million neonatal deaths, 2.1 million post-neonatal deaths, and 

another 1.9 million of childhood deaths.
21

   

                                                 
21

 According to the WHO (2010) neonatal mortality is the number of deaths during the first 28 completed 

days of life per 1,000 live births in a given year or period.  Post-neonatal mortality is the number of deaths 

during the period between 29 completed days of life until one year of age per 1,000 live births in a given 

year or period.  Infant mortality is the number of deaths during the first 365 completed days of life (one 

year) per 1,000 live births in a given year or period.  Child mortality is the number of deaths during the first 

5 completed years of life per 1,000 live births in a given year or period.  The WHO also states that 
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From 1990 to 2010, one can clearly see declining patterns of neonatal, post-

neonatal, and child mortality rates.  Reducing the neonatal mortality is especially 

challenging because of its limited porosity in regards to exogenous preventive 

“traditional” health care services, such as vaccination and distribution of insecticide 

treated nets, techniques that are effective in saving older children’s life (Gates 2012).  

Post-neonatal and childhood deaths are more likely to be avoided, as they often result 

from preventable causes such as malnutrition, dehydration, pneumonia, and infectious 

diseases. 

Globally, over a period of two decades, the child mortality rate dropped by an 

average of 47%.  Only Oceania and Sub-Saharan Africa had slower rates in the reduction 

of child mortality.  There is further evidence of accelerated reduction in places where the 

drop of infant and child mortality can be stimulated by technology, policy innovation, 

mobilization, and governance of resources.  These places are characterized by inequality 

and inequity.  Spaces like that are present in middle income countries,  but more so in 

low income countries (LICs), and especially in failed states (Rajaratnam et al. 2010; 

Lozano et al. 2012).   

Sub-Saharan Africa and Southern Asia, for example, are the regions where most 

of the deaths took place. The most elevated rates are to be found in countries such as 

China, India, and Nigeria.  One can also easily notice that, together with Mexico, Brazil 

captures the greatest number of child deaths in Latin America.  It is also worth noting that 

the majority of all deaths took place in the Southern hemisphere, highlighting historically 

build sharp contrasts of development across the North-South axis. 

                                                                                                                                                 
“neonatal mortality levels play an increasingly important role in child mortality. The proportion of child 

deaths which occur in the neonatal period has increased in all WHO regions over the last 20 years” (“WHO 

| Data, Statistics and Epidemiology” 2014).  
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As noticed earlier, the rates for developed and developing countries stand in sharp 

contrast to one another, a reflection of the inequality in development between these two 

categories of countries.  The projected child mortality rates for sub-Saharan countries in 

2015 are likely to be fifteen times higher than the rate projected for developed countries 

(World Health Organization et al. 2012), certainly an inconvenient truth with ethical and 

moral deployments not just for states as duty bearers of human rights, but also for the 

global community, and for any person enjoying a certain level of consumption that makes 

the world unsustainable, and the share of resources unequal or unjust. 

Nowadays, however, most of the poor people in the world live in middle income 

countries (MICs) with high or growing levels of inequality and inequity (Sumner 2010). 

According to the WHO, and in line with Sumner’s views, 54% of all child deaths in 2010 

actually took place in middle income countries.  Using traditional geographic distinctions 

or income per capita based differences to prioritize investments in infant and child 

mortality reduction (or any other development initiative) is in fact a methodology that 

does not take into account any rational decision making process in terms of targeting and 

demographics.   

The North-South divide can be an analytical tool, serving as an entrance door for 

more disaggregated and detailed analysis.  Evidencing a so-called “mortality transition,” 

a cross-time analysis of infant and child mortality rates shows that infant mortality rates 

in developed areas have stagnated and are no longer in decline.  In developed places, 

remaining infant and child deaths are likely due to unpreventable causes that basic health 

and preventive policy in general can no longer effectively address. 

According to the WHO, 98.4% of the 8.7 million children under the age of 5 that 

died in 2008 were from non-OECD countries, an astonishing number even when the 

population distribution is taken into account.  The pattern of reduced mortality rates, as 
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observed in the past decades, reflects a change in the morbidity profile of infant and child 

deaths.  

Figure 5, below, shows that OECD and non-OECD countries have distinct 

morbidity profiles.  Premature birth complications and congenital abnormalities 

accounted for 48% of the deaths in OECD countries and only a third of all child deaths 

reported in non-OECD countries.  

On the other hand, pneumonia, diarrheal diseases, and other infections accounted 

for 48% of all deaths in non-OECD countries meanwhile the figure in OECD countries 

was 21%.  In non-OECD countries another 21% of all deaths were due to malaria, 

neonatal sepsis, pertussis, meningitis, neonatal tetanus and measles, as compared to 4% in 

OECD countries. 
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Figure 5. Death Causes for Children Under-Five Years of Age in OECD and Non-OECD 

Countries. 

 
* Includes some deaths due to preterm birth complications, birth asphyxia and other perinatal causes 

 
Source: World Health Organization. World Health Statistics 2010. World Health Organization. 2010, Geneva.  

 

 

By looking deeply into the average causes of death among children in OECD and 

non-OECD countries, one can appreciate that, at the community level, covariates such as 

sex, race, ethnicity, age, and geographic characteristics can predict the trajectory of a 

child’s life as they affect access to the most basic human right, the right to live.  Data 
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from 2010 shows that alone in this year 347 thousand children up to five years of age 

died mainly because of diarrheal diseases and its complications.   

Reducing child and infant mortality rates is not an easy task, though.  Each 

country (or community) is complex and diverse, which complicates policymaking. 

Clustering countries in monolithic categories is thus not an effective comparative 

methodology.  The complexity within and among nations means that infant and child 

mortality rates should be confronted with specific policy prescriptions designed in 

accordance with the specifics of the child and infant morbidity and mortality profiles, as 

well as various cultural, social, demographic, gender, ethnic-racial, and geographic 

characteristics.
22

 

Emerging global trends regarding infant and child mortality rates place focus on 

the localization of deaths in specific settings and the targeting towards vulnerable 

populations.  The UN Inter-Agency Group for Child Mortality Estimation’s Report on 

Child Mortality Levels and Trends shows that five countries concentrated about half of 

all child deaths and that 45% of the child deaths can be, to a certain degree, attributable to 

undernourishment (2013).  Even in developed settings and high income countries data 

shows that identity-based inequities are strongly correlated to higher mortality levels.   

The Inter-Agency Group Report also shows that Brazil has the seventh best 

performance in the world in terms of reducing child mortality.  As probably in part due to 

the proportional weight of Brazil’s population among Latin American countries, the 

region is on track to achieve the MDG of reducing the infant mortality by two thirds by 

2015. 

                                                 
22

 It is very likely that the same applies for any other development initiative. 
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Figure 6, below, shows the evolution of infant mortality rates in Brazil from 1930 

to 2010.  In 1930 the infant mortality rate was 162 deaths per thousand live births, 

whereas in 2010 it had dropped to 17 deaths per thousand live births; a reduction of 89%.  

In 1970 the infant mortality rate in Brazil was 115 deaths per thousand live births.  

Between 1930 and 1970 the infant mortality rate decreased by 29.1%. The decreasing 

tendency of infant mortality rate accelerates after 1970.  In 1990 the infant mortality rate 

reached 48.3 deaths per 1,000 live births.  The 58% decrease in infant mortality rates, 

observed in Brazil between 1970 and 1990, was impressive.  From 1990 to 2010, the 

decline decelerated, yet the trend of a steady decrease continued. Moreover, it seems this 

trend has come to reaccelerate after 2005.
23

   

 

Figure 6. Infant Mortality Rate Reduction in Brazil Between 1930 and 2010 

 
 

Source: Census 1940-2010. Rio de Janeiro: IBGE, 1950-1997; PNAD 1992-1993,1995, 1997, 2003. Rio de Janeiro: IBGE, v. 15-17, 
1997. Evolução e perspectivas da mortalidade infantil no Brasil / IBGE, População e Ind. Sociais, Rio de Janeiro: IBGE, 1999. 
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 This may be, or not, the result of increasing standards of living, and the overall reducing of poverty 

achieved by Brazil more recently in the recovering of the 2008 crisis. 
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Barros, Matijasevich, Requejo, Giugliani, Maranhão, Monteiro, Barros, Bustreo, 

Merialdi, and Victora (2010) in an article discussing recent trends in maternal, newborn, 

and child health show a similar picture that summarizes the one depicted in this review of 

the infant mortality evolution in Brazil.  According to them, Brazil is well on track to 

reduce under-five mortality by two-thirds (MDG 4), but is unclear whether Brazil will be 

able to meet the millennium development requirements in terms reducing maternal 

mortality by three-quarters (MDG 5).  These authors identify among the improvements 

evidenced by their research that reproductive and maternal health interventions coverage 

increased, that Brazil’s civil registration system was enhanced, and principally that it was 

possible to notice that socioeconomic and regional inequalities systematically decreased 

over time, with direct effects on the health status of pregnant women and children within 

Brazil.  On the other hand,  

 

by contrast, the epidemic of cesarean sections, the rising trends in preterm births, 

the difficult challenge of reducing neonatal mortality, and the remaining problem 

of illegal abortions are examples of challenges rooted in health system 

deficiencies and the sociopolitical environment that have yet to be tackled in 

Brazil (Barros et al. 2010, 1888).  

 

Relevant Covariates of Infant and Child Mortality in Brazil  

The literature on the main covariates of the infant mortality transition in Brazil, to 

same extent, resemble the main improvements and challenges identified by Barros, 

Matijasevich, Requejo, Giugliani, Maranhão, Monteiro, Barros, Bustreo, Merialdi, and 

Victora (2010) in their analysis of Brazil’s fulfillment of MDGs 1, 4 and 5.  Four main 

set of publications were identified.  The first set of publications deals with the concurrent 

effect that socioeconomic status have on pregnant women and children’s health status.  
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The second block focuses on the role that regional differences played in the infant 

mortality transition.  The third set of covariates are identified through the Human Rights 

Based Approach (HRBA) lens, highlighting the role that identity based inequities play in 

determining the health status of pregnant women and children.  Finally, the last set of 

publications aims to identify possible effects that Pastoral’s rival programs might have in 

terms of reducing infant and child mortality.     

 

Socioeconomic Covariates of Infant and Child Mortality 

An expressive part of the literature on the covariates of infant and child mortality 

in Brazil focuses on the effects that socioeconomic status might have on infant and child 

mortality rates.  In a multi-country study that included Brazil, for example, Flegg reached 

the conclusion that income inequality and low educational levels of women were the 

main drivers in infant and child mortality rates in developing settings (Flegg 1982). 

Similarly, Merrick’s study focused on the variation of infant mortality rates 

between 1970 and 1976, and the question whether or not access to basic services in 

Northeastern Brazil could impact infant mortality rates (Merrick 1985).  According to 

Merrick, the two most important covariates of infant mortality rates are 1) the level of 

education of the parents, and 2) the access to piped water.   

In a study conducted in Brazil’s impoverished Northeastern region in 1986, 

Witwer concluded that the previous sibling survival status is linked to the infant mortality 

rate variation (Witwer 1993).  According to Witwer, the size of the birth interval, the 

survival status of preceding children, the maternal age, the gender, the level of maternal 

education, and the region of birth are all strong covariates of infant mortality rates, all of 

which are closely related to vulnerable populations. 
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Several studies reached similar and complementary conclusions.  Szwarcwald, 

Andrade, and Bastos (2002) compared estimates of infant mortality rates in poverty 

clustering areas, analyzing 153 neighborhoods from Rio de Janeiro, characterized by their 

heterogeneity in terms of poverty concentration.  Szwarcwald, Andrade and Bastos 

concluded that the geography of poverty has a significant impact on infant mortality rate. 

Costa, Mota, Paim, Silva, Teixeira, and Mendes (2003) studied the impact of 

economic crisis on infant mortality rate in all state capitals in Brazil through the use of 

ARIMA models.  Through a time-trend analysis, covering the period of 1980 to 1998, 

these authors noticed that economic crisis clearly resulted in higher infant mortality rates, 

even in a context of overall declining mortality rates.  They also argued that the infant 

mortality rate estimation could have been affected by the reduction of fertility rates, 

which in some cases was due to the forced sterilization of poor women: a flagrant human 

rights violation (Costa et al. 2003).   

Sastry studied the relation between socioeconomic inequalities and infant 

mortality rates in the state of São Paulo (Sastry 2004).  Using several control covariates, 

Sastry analyzed the under-five infant mortality variation between 1970 and 1991, 

concluding that the infant mortality rate decreased precisely when the household’s wealth 

increased. However, he also noticed that infant mortality rate increased when the 

maternal education decreased. 

Iyer and Monteiro (2004) studied infant mortality rates of vulnerable populations 

in the municipality of Rio de Janeiro in 1991, using the Brass method to provide indirect 

infant mortality rate estimations of populations living under social vulnerability.  

Through the use of control groups they concluded that infant mortality rates are higher in 

households located in shantytowns, of lower income classes, with low levels of 
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schooling, and with families headed by women.  These covariates may also reflect the 

standard of living of vulnerable populations. 

The analyses of the previously cited studies strongly suggest that socioeconomic 

factors as well as a person’s social vulnerability status, to a certain degree, can explain 

the infant and child mortality variation.  In a comparative way they also highlighted the 

role of the territory, environment, and thus regional differences play in this process.   

 

Regional Covariates of Infant and Child Mortality 

Studies focusing regional and territorial differences identified in this dissertation 

structurally suggest that socioeconomic and regional covariates are interrelated issues.  

Carvalho and Wood’s work “Mortality, Income Distribution, and Rural-Urban Residence 

in Brazil,” for example, showed that income distribution was likely to explain different 

infant mortality rates of rural and urban areas in Brazil (Jose Alberto M. de Carvalho and 

Wood 1978).  According to these authors income inequality is positively related with 

infant mortality rates.  Furthermore, Carvalho and Wood’s study showed that regional 

differences themselves are significant covariates of infant mortality in Brazil, 

highlighting the role that regional disparities play in the mortality transition process, and 

their interconnections with socioeconomic status. 

In a multilevel analysis, Sastry examined the interaction of specific community, 

individual, and household characteristics in the mortality transition process (Sastry 1996).  

The community characteristics analyzed were access to infrastructure and variation on 

weather conditions.  At the individual and household level Sastry looked at 

demographics, gender, education, rural or urban location, and the household income.  In a 

comparative analysis of the patterns of infant mortality rate in the Northeast, the South, 
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and the Southeast region, Sastry concluded that what really matters is the level of 

maternal education in general as well as the access to water in the case of less educated 

women. 

In another study Sastry focused on rural and urban differentials of child mortality 

(Sastry 1997).  Sastry then tried to identify how the place of residence as well as the 

impact of demographics reproductive behavior, and socioeconomic characteristics 

affected the child mortality rates variation.  Sastry concluded that the place of residence 

is also a manifestation of demographics, reproductive behavior, and socioeconomic 

characteristics, but not in such an important way as previously thought.  Sastry points out 

that these characteristics matter in the sense that they are likely to determine specific 

events, such as the incidence of short birth intervals.  On the other hand he discovered 

that reproductive behavior and demographics do not matter that much.  

Victora and Barros noticed distinct differences between Brazilian regions in terms 

of infant and child mortality, also highlighting the fact that mortality records of the 

Northern region are likely to be underestimating real infant and child mortality rates 

(Victora and Barros 2001).   

The territory is so important that Victora and Barros concluded that “a primary 

strategy for reducing mortality due to perinatal causes is to improve equity in regional 

terms” (Victora and Barros 2001, 40).  Complementarily, Duarte, Schneider, Paes-Sousa, 

Silva, and Castillo-Salgado reached similar conclusions, advocating for a health system 

committed to face problems of inequality and inequity (E. C. Duarte et al. 2002).   

It is difficult, however, to isolate effects due to territory and socioeconomic status 

since these variables are also correlated.  Nevertheless, this complex social fabric 

arrangement shows that intersectional and territorial policies are equally important, since 
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the poorest of the poor populations are localized in limited parts of the Brazilian territory 

and characterized by their demographic exponential vulnerabilities.
24

   

 

Identity Based Covariates of Infant and Child Mortality  

Another way to analyze the literature on the covariates of infant and child 

mortality covariates is through the lens of the Human Rights Based Approach (HRBA).  

The HRBA stands for the idea that citizens have rights and governments (and other 

institutions) have obligations.  The HRBA has increased in importance over the last few 

decades because of the fact that present societies are facing alarming social conditions 

despite increased levels of economic prosperity (Spink 2003). 

The Human Rights Based Approach used in this analysis detaches the role of the 

state and – particularly – state induced development, in the observed infant and child 

mortality transition in Brazil. As stated earlier, these studies particularly highlight how 

infant mortality and human rights are intrinsically related in Brazil. The government’s 

duty is to offer an efficient health policy that promotes citizenship and therefore will 

provide citizens with proper care and better chances of survival.   

There is a well-disseminated and accepted idea that governments clearly have an 

important role in the development of poverty reduction strategies.  The poor areas are 

usually more in need of governmental support than less poor areas.  Poor communities 

lack efficient justice systems and security is an increasing problem.  In terms of 

environment, poor areas lack sustainable solid waste management, and the majority of the 
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 It is worth mentioning that the perinatal time frame (five months before and one month after delivery) 

focused by Victora and Barros, and Carvalho and Costa is crucial to policy. It is the main timeframe for 

preventive initiatives, it addresses the higher risk period of neonatal deaths, and it procures an intervention 

framework based on the rights of infants and mothers (Victora and Barros 2001; B. G. de Carvalho and 

Costa 1998).  
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population living in poverty typically has limited access to clean water, energy, and 

sanitation.  Health, education, housing, justice, security, waste management, and access 

to water and sanitation are examples of policies that can alleviate poverty and reduce 

infant and child mortality rates when effectively implemented at the community level.
25

  It 

is not an exaggeration to say that in developing countries the access to those policies 

clearly equals fulfillment of rights.  In this sense, policy is an important tool to promote 

human rights, for specific population groups.   

The lens of the HRBA also shows that policy is a tool for empowerment and 

social inclusion.  The government should in this case enforce the rights that were 

promulgated in the Brazilian Constitution of 1988, also known as the Citizenship 

Constitution.  According to Brazil’s Constitution, people have the right to education and 

health; women have the right to gender equality; children have the right to a healthy 

development; elderly people have the right to live decent lives; minorities have the right 

to equality and equal opportunities; and disabled people’s rights need to be respected in 

the same way as those of any other citizen. 

One way of imposing a HRBA view in this analysis is to focus on the question 

whether or not there is a racial differential in infant and child mortality patterns.  Wood 

and Lovell studied the effect of race on infant mortality rate throughout the period of 

1950 to 1980 (Wood and Lovell 1992).  Although they identified a general tendency of 

decreased infant mortality rates among different races, they also identified large 

variations in infant mortality rates due to differences of geographic location, social class 

                                                 
25

 As an example, by 2012, one billion people in the world still resort to open defecation posing additional 

health risks to already vulnerable poor populations (Open Defecation 2014).  This situation remains 

affecting women’s access to spaces of power since they are “culturally” responsible for the family and 

community care (“Lack of Toilets Keeps Women Out of Politics — Global Issues” 2014).  In Brazil, in 

present days, almost 60% of the sanitation infrastructure planned to be implemented by the PAC2 have 

chronogram problems (Velasco 2014). 
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(income), and educational level.  After controlling for these covariates, Wood and Lovell 

concluded that the race of the mother remained a reliable indicator of child survival up to 

one year of age.  

Lovell and Wood also studied the relation of skin color, racial identity, and 

mortality (Lovell and Wood 1998), concluding that there is a persistent inequality in 

mortality rates due to race.  This difference is clearly apparent when their model controls 

for income and educational level in a result similar to the study conducted in 1992.  Race 

seems to be just as important, given the fact that socioeconomic inequality seems to have 

a declining effect on the infant and child mortality transition in terms of bridging the race 

gap (Collins and Thomasson 2004).  In other words, the conclusion of Lovell and Wood 

suggests that in the long run it is more effective to address identity based inequities in 

infant and child mortality patterns than to provide for an overall better socioeconomic 

status of the overall population.   

In Brazil, given the country’s diverse demographics and territory, cross-sector 

policy is a concrete need as well as a challenging opportunity.  The recent improvement 

of the country’s socioeconomic status has shed some light on the fact that specific 

populations have unacceptably high levels of infant and child mortality rates, which is but 

one of many demographic unfavorable indicators. It is evident that these populations 

have been left behind in the developmental process.   

Prevalence of undernourishment among Quilombola children, for example, is 

76% higher than the national average (Ministério do Desenvolvimento Social e Combate 

a Fome 2007).  Afro-Brazilian religious groups as well as indigenous groups, and Roma 

and Kalon people have systematic disadvantageous demographic indicators in 

comparison to the white population and the national averages.  This fact suggests that 

identity based covariates, including gender, race, age, religion, culture, and ethnicity are 
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strongly correlated to infant and child mortality variation, as well as socioeconomic 

status, bringing equality and equity to the center of the basic health policy discussion.
26

   

Data from Paixão (2010) shows that Afro-Brazilian pregnant women have higher 

chances of losing their children during pregnancy than white mothers.  These women are 

more exposed to illegal abortions and experience higher levels of maternal mortality, 

eclampsia, and teenage pregnancy.
27

  There is also a significant difference in the prenatal 

care coverage of white and nonwhite mothers, which further affirms the existence of a 

system of maternal and infant health framed by identity-based inequities and economic 

inequality.  According to Paixão, Afro-Brazilian women, that compose the majority of 

the population, are three times more likely to deliver a baby without any kind of prenatal 

care than white mothers (Paixão 2010, 107). 

Several sources of data reveal that, in general, and in comparison to other 

countries, Brazil has higher levels of incidence and prevalence of forced cesareans,
28

 

teenage pregnancy,
29

 lack of prenatal care and other practices that can be potentially 

characterized as obstetric violence.  These practices are clearly related to alarming 

maternal mortality rates within specific vulnerable populations in the country (Victora 

and Barros 2001; Silva et al. 2003; Wood and Lovell 1992; Lovell and Wood 1998; 

Burgard 2002; Cesar et al. 2005).  
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 As a matter of fact there is no way that Brazil will eradicated extreme poverty without dealing with the 

developmental problems faced by these populations. 
27

 Afro-Brazilian women from 10 from 24 years of age are more likely to be a mother than white women of 

the same age (Paixão 2010, 82).  
28

 The WHO suggests that 15% of deliveries should be cesareans. Brazil’s rate of more than 44% is among 

the highest in the world, and the government itself recognizes the existence of an epidemics of cesareans 

(“O Parto Normal em Extinção no Brasil - Saúde - Notícia - VEJA.com” 2013). 
29

 UNFPA’s Annual report 2010 shows that 12% of Brazilian teenagers aged 15 to 19 years are mothers.   
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The case of Alyne Pimentel,
30

 judged by the Inter-American Court of Human 

Rights, exemplifies the institutional racism existence within Brazil’s health system, and 

how this translates into lack of proper care, obstetric violence, and human rights 

violations (Kismödi et al. 2012). The case of Alyne Pimentel reaffirms the self-evident 

and inconvenient truth (many times denied) that differences in morbidity and mortality 

between white and non-white populations are due to institutional racism, adult-centrism, 

sexism, and ethnocentrism, and that the access to basic services and fundamental human 

rights is strongly biased by identity based inequities in Brazil.  It is disturbing to know 

that, in many cases, these violations are perpetrated by the state, which is supposedly the 

main guarantor of human rights within a country’s national boundaries. 

This set of studies highlights the importance of using an intersectional
31

 gender 

and race approach in the analysis and evaluation of any kind of policy.  The intersectional 
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 According to a WHO Bulletin, from 2012, “in August 2011, the Committee on the Elimination of 

Discrimination against Women, charged with overseeing States parties’ implementation of their obligations 

under the Convention on the Elimination of All Forms of Discrimination against Women (CEDAW), 

became the first UN human rights body to issue a decision on maternal mortality. Alyne da Silva Pimentel 

v. Brazil established that states have a human rights obligation to guarantee women of all racial and 

economic backgrounds timely and non-discriminatory access to appropriate maternal health services. The 

Committee also established that governments outsourcing services to private health-care institutions remain 

directly responsible for, and must regulate and monitor the actions of, these institutions. 

The aforementioned case concerned Alyne da Silva Pimentel, a Brazilian woman of African descent who 

died from pregnancy-related causes after her local health center misdiagnosed her symptoms and delayed 

providing her with emergency obstetric care. Her mother took the case to the CEDAW Committee, arguing 

that national authorities had made no effort to establish professional responsibility and that she had been 

unable to obtain justice in Brazil. Alyne’s death exemplifies circumstances that are all too common 

everywhere: preventable maternal deaths seem to be concentrated among marginalized groups of women 

and they are marked by a lack of accountability. 

The Committee found violations of the right to access health care and effective judicial protection in the 

context of non-discrimination. These rights are guaranteed by the CEDAW in the 187 countries that are 

party to it and legally bound by its provisions, as well as by most countries’ constitutions and laws. Cases 

of this kind furnish opportunities for international and domestic accountability” (Kismödi et al. 2012). 
31

 Crenshaw uses the concept of intersectionality “to illustrate that many of the experiences Black women 

face are not subsumed within the traditional boundaries of race or gender discrimination as these 

boundaries are currently understood, and that the intersection of racism and sexism factors into Black 

women’s lives [operates] in ways that cannot be captured wholly by looking at the race or gender 

dimensions of those experiences separately” (Crenshaw 1991, 1244). 
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approach potentially addresses challenges related to the intersection of multiple, 

complementary, and exponential identity based vulnerabilities, suggesting an innovative 

and more effective approach to equality based policymaking (Crenshaw 1991; Hankivsky 

and Cormier 2011; Cho, Crenshaw, and McCall 2013).  Intersectional policy must 

promote structural changes in systems of cultural, moral, and ethical beliefs, operating 

within state institutions, aiming at eradicating policy bias based on adult-centrism, 

racism, sexism, etc.   

The main finding of the analysis of the state as a provider of services that promote 

human development in this dissertation is that identity matters.  A developmental status 

marked by clear and distinct identity based differences adds complexity to development.  

At the same time it opens a window of opportunity to address challenges related to 

specific populations that can potentially have multiple effects on development indicators 

as a whole. During the fiscal crisis of the state, resources for social investment were 

limited, given this fact it is plausible to imagine that policymakers in general have urged 

their governments to organize priorities around the more needy elements of the 

population instead of implementing less cost-effective universal policies.  This fact 

reinforces the importance of targeting and coverage of public policy; a paradoxical 

challenge in a world where needy minorities are actually the majority of the population.
32

 

Complementarily, the use of the Human Rights Based Approach highlights, even 

if indirectly, the occurrence of human rights violations, and the obligations that duty 

bearers such as the state, NGOs, and corporations are not fulfilling in terms of 

guaranteeing human rights (Gauri and Gloppen 2012).   

                                                 
32

 This fact also deconstructs the focal vs. universal dichotomy, since, in Brazil as in many other developing 

settings, universal policies need to be focal and tailored for specific populations. 
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An example of this particular view is expressed in the study on the relation of the 

incidence of infant mortality rates and low birth weight incidence conducted by Silva, 

Bettiol, Barbieri, Ribeiro, Aragão, Brito, and Pereira (2003).  This comparative study was 

carried out in the impoverished city of São Luis (MA) and the much richer city of 

Ribeirão Preto (SP) – known as the “California Paulista,” – between 1994 and 1997. The 

research results show that the impoverished São Luis had a lower incidence of low birth 

weights compared to the wealthier Ribeirão Preto.  The higher incidence of low birth 

weight in Ribeirão Preto was due to maternal smoking, lack of appropriate perinatal care, 

and prevalence of unnecessary early medical interventions, such as cesarean section that 

induces preterm births, which in turn results in low birth weight children.    

In this case is necessary to also highlight the positive role that state induced policy 

can have in terms of reducing infant and child mortality, as in the set of studies presented 

in the next section that would also support the identification of policies and programs that 

are likely to have rival effects to those that the Pastoral might have at the community and 

municipal level.  

 

Rival Programs Covariates of Infant and Child Mortality  

In Brazil, policies designed to promote development are implemented at the 

community level, mostly by municipal governments.  However, the country’s federative 

structure holds the federal government responsible for financing most of these services 

(Conselho Nacional de Saúde 1996).  Two federal initiatives, the conditional cash 

transfer program Bolsa Família and the community health initiative Programa Agentes 

Comunitários de Saúde (PACS), are likely to have exogenous effects on the infant and 

child mortality transition, given their focus on the poorest of the poor, and their 
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presumable effect on per capita income and access to basic health.  In light of their 

relevance and geographic coverage, the effects of these two national programs are likely 

to have concurrent and confounding effects to those of the Pastoral, and are therefore of 

great relevance to this dissertation.  Rasella’s work on the interactions of Bolsa Família 

and PACS supports the assumption that these programs have complementary effects on 

infant and child mortality deaths, especially with regards to those deaths caused by 

poverty related factors (Rasella 2013).  

Although introduced under the center-left administration of the Brazilian Social 

Democracy Party (PSDB), Bolsa Família has become the flagship program of the 

Workers Party (PT)’s administration, and transfers money to more than 11 million 

families on a monthly basis. These cash transfers are followed by a set of conditionality 

related to take advantage of health and educational services.  Bolsa Família potentially 

reaches almost 50 million Brazilians, being an important initiative both politically and 

ideologically.
33

  Discussions on the effectiveness of Bolsa Família are imbedded in a 

broader debate regarding whether or not the program creates dependence on the 

government among vulnerable populations, which is recognized as a short step away 

from patronage and clientelism.   

Additional criticism is linked to the assumption that resources are being diverted 

from structural sectors that could deliver long term and structural results to CCTs and 

their quick delivery of short term effects and political support (Hall 2006).  A gender 

based analysis also shows paradoxical results. On the one hand, to a certain extent, Bolsa 
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 It is curious to notice that the theoretical construction that supports minimum wage policy and negative 

income tax are linked to Milton Friedman’s work.  On the other hand, it is plausible to imagine that Nobel 

Laureate Friedman would not appreciate the existence of conditionality.  Nonetheless, CCT programs are 

implemented all over Latin American by left leaning governments.  
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Família, promotes women’s empowerment, as women are the preferred recipient of the 

transferred funds. Yet, on the other hand, Bolsa Família reinforces gender based 

stereotypes and potentially imposes pressure on women as the providers of care.  

As suggested by Hall, the Bolsa Família seems to have greater merits than those 

noticed by Rasella, being an extremely cost-effectiveness program with an interesting 

targeting strategy and structured monitoring and information systems. Moreover, the 

program is evidently an important aspect of the process of social inclusion observed in 

Brazil in the past two decades.  Thus, instead of talking about an exit strategy from Bolsa 

Família, it might be worth thinking about how this innovative and multi-disciplinary 

initiative can be a point of entrance for vulnerable populations to other relevant services 

provided by local and federal governments. 

One interesting collateral effect of Bolsa Família is the Single Registry (Cadastro 

Único), an impressive database that provides a high amount of data and information 

regarding the Bolsa Família’s target and beneficiary population at the family level.  This 

registry might be a useful tool for the development of further experiments and 

innovations in public policy focused on vulnerable populations.  

The fact that Bolsa Família offers access to health services and increases the 

income per se can explain why the program itself has a positive effect on infant and child 

mortality reduction.  The last Consolidated Report of Bolsa Família indicated that around 

40% of the beneficiary families were being monitored with regards to the health criteria 

(“Bolsa Família” 2013).  In a recent event at the Institute for Applied Economic Research 

(IPEA), researcher and professor Mauricio Barreto stated that Bolsa Família was 

responsible for a 20% reduction in child mortality rates in Brazil in between 2004 and 

2009 (IPEA 2013).   
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Through a mixed ecological design, Rasella, Aquino, Santos, Paes-Sousa, and 

Barreto estimated the Bolsa Família effect on child mortality according to four distinct 

measurements of treatment coverage: low, intermediate, high, and consolidated.  Even 

when adjusted for the concurrent effect of the Programa Médico de Família (PMF),
34

 that 

has the PACS as an important component, the estimated effect of Bolsa Família in 

reducing child mortality is positive. The authors further estimate that, with regards to 

undernourishment and diarrhea, Bolsa Família accounts for 61% of the overall reduction 

of infant mortality rates,
35

 detaching the supposed role of this program in the infant and 

child mortality transition (Rasella et al. 2013).  This estimated effect is corroborated by 

the idea that CCT programs are indeed effective in reducing poverty (Barrientos and 

DeJong 2004; Barrientos and DeJong 2006). 

The Programa Agentes Comunitários de Saúde (PACS) is part of the PMF family 

health strategy, which has been implemented by the federal government since the early 

1990s.  According to the Brazilian government, the Family Health Strategy aims to 

promote family based health and improve the standard of living of millions of Brazilians.   

Local family health initiatives have proliferated in Brazil since the 1980s, yet the 

dissemination of this model first gained momentum with the promulgation of the 1988 

Constitution, in which the structural decentralization of health services was formally and 

legally endorsed.  This model is supposedly inspired by the Cuban model of family 

medicine and its operational regulations were defined in the late 1990s, when the this 

program, later a strategy, was officially structured by the Operational Norm 96 of the 

National Health Council (C. M. R. Duarte 2007).  With regards to basic health, the 
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 The PMF is a complete family health strategy covering great amounts of the Brazilian territory and 

population. 
35

 This value is the upper bound of the estimated confidence interval. 
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regulation states that the municipality is the main provider of such services towards the 

direct beneficiaries.     

The PACS activities are supervised by nurses, thus the program is implemented 

even in municipalities with no resident physician.  In the cases of municipalities and 

communities supported by a Basic Health Unit (Unidade Básica de Saúde – UBS),
36

 the 

PACS services are integrated into this unit, which means that the beneficiary population 

may have increased access to a doctor as well as medium complexity health services. In 

the cases where there is a Family Health Team and a physician working in the UBS, the 

PACS team is responsible for reaching out to the target population. PACS is thus a 

territorial and inter-sectorial intervention, operating within households and directly with 

individuals (Araújo and Assunção 2004; Pereira and Barcellos 2006).    

The activities of the PACS agents are quite similar to those of the Pastoral 

Mothers.  In both cases the services provided are similar to those implemented through 

the GOBI methodology and the daily work of community health agents and Pastoral 

volunteers is almost the same.   PACS is supposedly a concurrent program to the Pastoral 

program, which poses a challenge to estimating the separate impact of the Pastoral in 

communities and municipalities where both initiatives are implemented.   

The Ministry of Health reports that in 2009 there were 234,767 community health 

agents operating in 96% of the municipalities, covering 60.9% of the Brazilian population 

(“DAB - Atenção Básica - PSF - Saúde Da Família - Atenção Primária” 2013).  As PACS 

provides services form part of Bolsa Família’s conditionality the two programs are 

institutionally related. 
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 UBSs are health facilities that provide basic and preventive medicine.  There are already around ten 

thousand UBSs functioning in Brazil, and another three thousand are planned under the PAC 2 Plan. 
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The greatest part of the abundant literature on PACS is composed of case studies, 

beneficiaries and policymakers’ perception assessments, or ethnographic research 

focusing on the specificities of this professional category’s interdisciplinary work and 

experiences.
37

  These studies highlight the role that PACS has in promoting basic health 

as well as the difficulties faced by professionals working within the program. This further 

poses challenges to the process of isolating the Pastoral effect of those provided by 

similar initiatives. 

Surprisingly, few studies aim to estimate the impact of this relevant initiative in 

reducing the infant and child mortality rates.  Cesar, Cavaleti, Holthausen, and Lima 

studied the variation on infant health indicators in the municipality of Itapirapuã Paulista, 

in São Paulo state.  According to these authors, PACS is effective in improving some 

child health indicators in comparison to a selected control municipality.  These results are 

based on a three years study with around four hundred subjects in the São Paulo state 

countryside (Cesar et al. 2002).  

In an ecological longitudinal study Macinko, Guanais, and Souza observed the 

impact of the family health strategy on infant mortality, using states as units of analysis 

covering a period of thirteen years (1990 - 2002).  After controlling for several variables 

they concluded that the program was effective, especially with regards to diarrhea related 

infant deaths (Macinko, Guanais, and Souza 2006), a possible similar result to those 

supposedly obtained by the Pastoral. 

Other studies point out that PACS is effective in providing proper prenatal care 

(Gonçalves et al. 2008), even for adolescents. However, in this case PACS was 

characterized, again, as a program that did not provide the expected proper 
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 The Scielo database comprises 126 academic articles specifically about PACS. 
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comprehensive care of a basic and family health initiative (Melo and Coelho 2011).  

These qualitative studies underscore the fact that PACS remains a disease orientated 

model. Moreover, there is a lack of training that needs to be addressed to transform the 

program into an effective preventive initiative (Filgueiras and Silva 2011).  Hence, 

training and professional specificities are central issues in most of the identified literature 

regarding PACS.   

Roncalli and Lima compared treated and untreated census tracks of four 

municipalities in the Northeast of Brazil with more than one hundred thousand 

inhabitants.  They found no significant differences on the overall status of child health 

indicators, except a significantly lower rate of hospital admissions for cases of diarrhea, 

which could be attributed to PACS.  They also noticed different levels of implementation 

of the Family Health Strategy, which makes the evaluation of this program difficult 

(Roncalli and Lima 2006).   

Aquino, de Oliveira, and Barreto, however, reached a different conclusion.  In a 

study with 771 municipalities, using a fixed-effects model, they estimated that the Family 

Health Strategy was responsible for a reduction of at least 13% in infant mortality rates.  

They also noticed that the program seems to be more effective in vulnerable settings 

(Aquino, de Oliveira, and Barreto 2009).  In this case, is plausible that PACS, a major 

component of the Family Health Strategy, may have had some effect on the infant and 

child mortality transition in Brazil, on the top of the impact that the Pastoral has 

supposedly had. However, the extent of this effect remains unknown, since research 

conducted to this point have little external validity and since no comprehensive 

assessment of the PACS have ever been conducted. 

By triangulating findings regarding the effects of the socioeconomic and 

exogenous factors on infant and child mortality, and those of a HRBA analysis, one can 



 
53 

notice that among the most relevant differentials of the mortality transition are income, 

maternal education, and access to water and sanitation. Another lesson learned is that 

race, and other identity based inequities, matter.  Finally, it is reasonable to believe that 

PACS and Bolsa Família, being widely spread services carefully designed to combat 

poverty, inequality and infant and child mortality at household – and individual levels, 

have some exogenous effect on the mortality transition.   

In sum, this brief literature review shows that the infant mortality transition in 

Brazil has been addressed from diverse perspectives.  Many of the studies focused on the 

relation between poverty and infant mortality rates.  In general these studies showed that 

there is a clear impact of socioeconomic factors on the infant mortality rate.  Among all 

covariates of infant mortality rate, the horizontal analysis of the studies showed that the 

level of maternal education, the wage structure, and access to clean water and sanitation 

are the most important explanatory variables of the infant mortality rate reduction. 

On the other hand, some of the research looked deeply into the infant mortality 

rates among vulnerable populations.  The literature seems to reveal the incidence of a 

racial bias.  It also suggests that there is a clear gender bias and that the mother’s 

characteristics matter significantly because of the women’s social role for health issues at 

the household level.  The importance of the mother’s characteristics explains why many 

of the policies designed to address the infant mortality rate reduction are based on the 

motherhood stereotype. This approach is largely questioned, however, as it has a 

collateral effect of promoting a unified view of women as mothers. Consequently, the 

government ends up not providing health services that attend women’s needs during their 

entire and dynamic life cycle.   

Furthermore, the increasing number of households headed by women, and the 

overall ageing of the population are both trends that may have particular effects on family 
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based initiatives and pose stress on women’s productive and reproductive work (Iyer and 

Monteiro 2004).  The literature review also showed that surprisingly, no comprehensive 

quantitative countrywide evaluation of PACS has ever been conducted, although there is 

a substantial amount of grey literature on this topic that yield no scientific meaning. The 

same is true also for the Pastoral Program. 

 

2.3 PRIOR RESEARCH ON THE EFFECTS OF THE PASTORAL DA CRIANÇA 

The literature review conducted in the previous section was based on the 

evolution of the explanatory research on the key covariates of the Brazilian infant and 

child mortality transition.  It also addressed relevant discussions regarding confounding 

and unobservable factors possibly related to infant and child mortality rates variation.  

This section of the literature review focuses on the Pastoral’s presumed effect on this 

process.  Essentially, if proven effective, the Pastoral model can help to save millions of 

lives in developing settings, since millions of child deaths still occur every year all 

around the world and mortality profiles suggests that most of them are due to preventable 

causes. 

It is possible to identify few evaluative studies focusing on the Pastoral in the 

available academic literature.  In 1989, during the initial spreading of the Pastoral across 

Brazil, Barros and Victora conducted research on the management of diarrhea prevalence 

in Northeastern Brazil that included Basic Health Units and Pastoral volunteers.  The 

study included 6,524 children and, on the basis of a detailed analysis of the treatment 

implementation and causality at the individual level, the authors concluded that the 

treatment was not implemented as it should be.  Barros and Victora specifically focused 

on the implementation of Oral Rehydration Therapy (ORT), which they considered to be 
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failing.  Those were times when part of the policy discussion was about the proper 

protocol for managing diarrheal diseases.  A clear difference in the PACS and the 

Pastoral is the manner in which the ORT is administered. Whereas the PACS agents use a 

prefixed industrialized mix, the Pastoral volunteers distribute a proper spoon to be used to 

measure and combine sugar, salt, and boiled water, ingredients that are readily available 

in the household (Barros and Victora 1989).   

In 1999 Neumann, Victora, Halpern, Guimarães, and Cesar assessed the 

Pastoral’s performance in promoting child survival and health education in Criciúma, 

Santa Catarina state (N. A. Neumann et al. 1999a).  They tested whether or not mothers 

and children who had been treated by the Pastoral had better health status.  Based on a 

sample of 2,208 children under three years of age they concluded that the Pastoral 

treatment was associated with better maternal knowledge about their children’s health 

status and proper care, such as breastfeeding, growth monitoring, and the use of the oral 

rehydration solution.  These authors used the same database to also address questions 

related to the Pastoral’s coverage.  They assessed that 16% of the sampled mothers had 

participated in some kind of Pastoral activity.  They also identified demographic 

differentials in terms of inducing participation in Pastoral activities.  Maternal age under 

25 years, insertion in the productive sector, low income per capita, longer time residing in 

the community, and the existence of child deaths within the family are covariates 

positively related to treatment (N. A. Neumann et al. 1999b).  

In 2005 Juraci Cesar, Gonçalves, Neumann, Oliveira Filho, and Diziekaniak used 

a sample of nine municipalities among the ones with the poorest of the poor in Brazil.  

Control and treatment areas were selected to be comparable in terms of their 

socioeconomic characteristics.  Questionnaires were applied at the household level, 

comprising a sample of 1,528 children under-five years of age.  Besides the identified 
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availability of basic care services, prenatal care was considered insufficient for both 

groups.  Although presenting low socioeconomic indicators, Pastoral treated children had 

consistently better access to preventive care (Cesar et al. 2005). 

In 2002 Neumann, Victora, Valle, Cesar, Horta, Lima, and Barros estimated the 

Pastoral’s impact on child nutrition in Maranhão state.  Using a multilevel quasi-

experimental design, they compared 1,629 children divided in treatment and control 

cohorts.  They concluded that the Pastoral was positively associated with prevalence of 

breastfeeding but did not have any effect in terms of the children’s growth curves (N. A. 

Neumann et al. 2002). Another study, carried out by Santos, Cesar, Minten, Marco, and 

Valle, took a similar approach. In 2005 these authors addressed the effectiveness of the 

Pastoral’s nutritional counseling on hemoglobin variation for 362 children under six 

years of age from Pelotas, Rio Grande do Sul state.  In this case, the authors found the 

Pastoral to be ineffective (I. dos Santos et al. 2005).   

In a qualitative study on the role of non-governmental organizations as providers 

of health care for children Andrade and Mello highlight the role of the Pastoral in this 

process.  According to these authors, the interaction of the Pastoral with the Basic Health 

Units has multiple effects in terms of promoting effectiveness and accountability at the 

community level.  They also argue that the Pastoral serves as an entrance door for health 

services at the community level that can boost implementation of family health strategies 

(Andrade and Mello 2006).   

In a 2010 study Juraci Cesar, Diziekaniak, Ribeiro, Gonçalves, and Neumann 

compared mothers of children under five years of age in terms of knowledge about child 

survival among Pastoral treated and control groups.  They concluded that besides the 

lower socioeconomic status of Pastoral mothers, they were more informed regarding 

monitoring of the children’s development and to identify child development challenges.  
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They also concluded that even though the Pastoral mothers were better informed, the 

overall level of information was inadequate to identify and hinder dangerous life 

threatening situations due to ill-defined causes of child deaths, which lead to delays in 

access to proper medical care (Cesar et al. 2010).   

The comparison between PACS and the Pastoral is present in part of the literature, 

addressing their intertwined effects, competition, and collaboration on the ground.  

Another lesson learned is that the implementation of these initiatives varies a lot across 

regions.  Cesar, Mendoza-Sassi, Ulmi, Dall'Agnol, and Neumann compared PACS and 

Pastoral treatments against a control group in a non-random design, learning that PACS 

beneficiaries began the prenatal care earlier whereas in Pastoral communities pregnant 

women had more frequent visits to a gynecologist, and a higher degree of family 

presence than the other groups. They also showed that Pastoral volunteers work two days 

a week, attending twelve families, as compared to the PACS agents who work full time, 

attending around forty families a week (Cesar et al. 2008).
38

  

Some studies are related to the provision of nutritional counseling and the use of 

the “multimix”, an enriched flower that provides nutritional support, which is often 

viewed as a somewhat debatable approach, especially with respect to the scientific basis 

of its effectiveness and the external validity of achieved results (N. A. Neumann et al. 

2002; I. dos Santos et al. 2005; Gigante et al. 2007).     

The literature review on the Pastoral shows the multitude of details that a country-

wide evaluation should address.  The chain of causality spreads through different levels 

with intertwined effects on child survival.  It also shows how institutions matter, since 

distinct types of policies interact to deliver a specific result.  All these analyses seem to 
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 The Law 12.994/2014, recently approved, institutes a career plan to PACS agents as civil servants. 
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suggest that the Pastoral, as well as PACS to some extent, are both effective in reaching 

millions of families, monitoring millions of children, interacting with these subjects at the 

household level, and providing information and preventive care that save lives.  To what 

degree these programs contribute to the overall progress remains an unanswered question.   
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Chapter 3: Evaluative Theoretical and Conceptual Framework 

True genius resides in the capacity for evaluation of uncertain, 

hazardous, and conflicting information. 

 

Sir Winston Churchill 

 

A comprehensive understanding of the Pastoral program and the estimation of the 

Pastoral’s effect on infant and child mortality, as well as on human development and 

empowerment, are core parts of this dissertation.  To fully understand how this 

dissertation expects to analyze and test the effectiveness of the Pastoral work, as well as 

its impact on development and empowerment, it is necessary to define a proper 

evaluative theoretical and conceptual framework.   

The theoretical framework is mostly based on the principles of Program Theory 

(Suchman 1967; Bennet 1975; Bickman 1987; Lenne and Cleland 1987; Chen 1990; 

Weiss 1995 and 1997; Schon 1997).  Moreover, the conceptual framework is aligned 

with Program Theory’s main methodological approach, namely the use of logic modeling 

tools.  Generally, through the use of logic modeling tools, and specifically, by the 

construction of the Pastoral program’s Theory of Change and Complete Logic Model, 

this dissertation provides an analytical conceptual framework that allows this dissertation 

to empirically test the Pastoral program’s implementation, effectiveness, and to properly 

address this dissertation’s research questions.   

By defining the evaluative theoretical and conceptual framework of this 

dissertation this chapter complementarily addresses issues related to the evaluability of 

the Pastoral program, therefore addressing the question whether or not the Pastoral 

program is mature enough, in terms of its implementation, to be evaluated in terms of its 

presumed short, mid, and long term outcomes.   
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To address questions related to the Pastoral’s implementation, evaluability, and 

effectiveness this theoretical and conceptual framework carried out two sets of 

intertwined complementary analysis. The initial analysis mainly focuses the Pastoral 

program’s implementation and the delivery of outputs.  The subsequent analysis mainly 

focuses on the causal links between Pastoral’s delivered outputs and presumed outcomes 

and impacts. 

The analysis based on Pastoral’s inputs, institutional operation, proposed 

activities, and expected outputs will be used to test whether or not the Pastoral design is 

adequately executed vis-à-vis the empirical observation of the Pastoral implementation 

carried out during the fieldwork.  In other words, trough logic modeling, it is possible to 

infer how causal links between the Pastoral program’s inputs, and organizational 

structure, support the delivery of outputs. 

This analysis about Pastoral’s delivery also helps to answer other fundamental 

question about whether or not the Pastoral program is mature enough to be evaluated at 

the outcome and impact levels.  If the Pastoral model was not properly implemented 

during the period of study, or if its results are not mature enough to be evaluated at the 

results level, then the Pastoral, or any other policy to this matter, has no evaluability.  

This logic is related to the ex-post assumption, meaning that the evaluated object 

implementation is a sine qua non condition to conduct any form of outcome based ex-

post evaluative exercise.  In other words, when one tries to estimate the effect of a given 

program in a set of proposed outcomes of interest, and this program is not properly 

implemented, measured developmental changes will be estimating, at most, the effects of 

a poorly implemented initiative, and thus the lack of effectiveness of a given policy 

model cannot be falsified simply because it is not possible to conduct an adequate and 

comprehensive empirical test of the evaluated object.  However, if questions related to 
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the Pastoral’s design and implementation are properly addressed it is possible to sub 

sequentially understand if the Pastoral’s delivered outputs are actually causing changes in 

the variation of observed outcomes of interest what is the focus of the second analysis 

carried out in this dissertation’s conceptual framework.   

This second analysis complementarily addresses questions related to the Pastoral 

intervention’s effectiveness at the outcome and impact levels, based on the assumption 

that the Pastoral intervention is delivering the program’s intended outputs.  This analysis 

is related to the main question whether or not the Pastoral was effective in reducing infant 

and child mortality in Brazil, and stimulating women and communities’ empowerment 

from 1980 to 2000. 

Comprehensively, this dissertation’s proposed framework, besides addressing the 

evaluative ex-post assumption, also informs the construction of proper counterfactuals, 

and allows the falsification of the rival hypothesis assumption, guaranteeing the proper 

estimation of the impact the Pastoral might have caused in its beneficiary population.  

Establishing a rigorous theoretical and conceptual framework is a key element to 

address this dissertation proposed research questions and test proposed hypotheses.  

Parallel to that, the overall analysis of a program design and implementation also 

stimulates the identification of bottlenecks and fast tracks in terms of efficiency and 

effectiveness, providing the identification of learning opportunities for empirical 

improvement of developmental initiatives.   

 

3.1 PROGRAM THEORY AND LOGIC MODELING 

The theoretical framework used in this dissertation is mainly borrowed from 

Program Theory.  According to Rogers, Petrosino, Hubner and Hacsi, Program Theory 
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(as the similar concepts of theory-based evaluation and theory-driven evaluation)
39

 can be 

summarized as a modeled analysis of a given program’s pieces and their causal 

interactions (Rogers et al. 2000).  Since Program Theory works with a conceptual 

framework similar to an open and dynamic system it is possible to precisely define, 

through a set of assumptions and modeled interactions, the logic an intervention must 

have to effectively cause its intended developmental changes.  

The evaluation of open and dynamic systems in the social sciences is based on 

models characterized by the influence of environmental and institutional factors.  This 

assumption is well suited for evaluative exercises in the sense that the construction of 

counterfactuals, and the elimination of rival hypothesis make sense only when understood 

through the lens of their social context.  By adding social context to the evaluative 

analysis social scientists add complexity to the overall evaluative system, with the aim to 

define a model more likely to be representative of the empirical reality that defines the 

evaluative context, thus improving the overall validity of the empirical tests and analysis 

to be conducted. This is not, however, an easy task because, as noted by Leonard and 

Beer,  

 

adapting a systems approach [to evaluative exercises] means putting the emphasis 

on the big picture or the whole and considering the functions of a system’s parts 

based on their relation with one another and within the system’s larger context 

(cited in Frechtling 2007, 9).   

 

                                                 
39

 As noted by Rogers, Petrosino, Hubner and Hacsi (2000), similar concepts and approaches were devised 

by Suchman (chain of objectives, 1967), Bennet (outcomes hierarchy, 1975), Bickman (program theory, 

1987), Lenne and Cleland (program logic, 1987), Chen (theory-driven evaluation, 1990), Weiss (theory-

based evaluation, 1995 and 1997), and Schon (theory-of-action, 1997), among others. 



 
63 

This kind of big picture conceptual framework is based on the thoroughly 

description of the Pastoral program itself, thus the importance of design based 

mechanisms such as logic modeling tools, namely the Pastoral’s Complete Logic Model, 

and encapsulated Theory of Change.  This conceptual framework provides therefore an 

analytical model that supports the construction of proper evaluative exercises since it 

produces insights about the existence of unintended, unobserved, and confounding factors 

affecting the Pastoral intervention implementation and effectiveness, therefore suggesting 

which methods are better suited to control for contextual effects affecting the estimation 

of programmatic results.   

In the definition of the evaluative context, complexity and Theory of Chaos are 

key underpinning factors of an environment characterized by uncertainty, 

unpredictability, dynamism, chaos, and the constant emergence of a new order.  In this 

sense, analyzing how this complex and fuzzy context enclosures a given program is 

helpful because it leads to the development of a conceptual framework that allows for the 

isolation of effects on infant and child mortality rates that can be solely attributed to the 

Pastoral treatment since environmental sources of bias are presumably identified, 

accounted, and controlled for.  An appropriated metaphor would be thinking in terms of 

eliminating the noise as to enjoy all the quality of the music.  

Adding to that, and assuming that a program evolves over time, complexity in this 

dissertation is basically understood as organizational evolution.  In the original meaning, 

as used by Darwin, and against common sense, the long-term process of natural selection 

states the survival of the fit, and not the survival of the strongest, as the main cause of 

survival is the capacity to adapt.   

In organizational ways, moreover, Wallace’s idea of “struggle for existence” 

might be more suited to frame the evolutionist paradigm within the field of evaluative 
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sciences.  In fact, Wallace’s view is well integrated with commonly applied systemic and 

environmental analysis in the policy and managerial fields of knowledge in present days. 

Wallace, for example, acknowledged the existence of anthropogenic effects on the 

environment, he noticed that changes in species was not only due to biology, or in other 

words culture matters, he also stressed the importance of comparability, a key aspect of 

open-system evaluative studies such as the one carried out in this dissertation (Kutschera 

2003). 

This kind of analytical exercise has empirical uses as well.  First and foremost, 

this integrated approach provides a theoretical and conceptual map matching research 

assumptions, research questions, and hypothesis, thus informing the choice of methods, 

methodological tools, and appropriated designs to conduct a meaningful evaluative study.  

The fact is, when developed previous to a given intervention, or even just for evaluative 

purposes, design-based exercises show a comprehensive strategic view of the evaluative 

object, being able to generate knowledge for the policymaking process at any given point.  

This comprehensive view also provides stakeholders and researchers in general with a 

broad and yet simplified and visual “road map” of the object being evaluated, detaching 

for empirical and academic use, the role of institutional partnering, the identification of 

crucial inter-related events, thus providing a fair estimate of the inputs needed, 

accordingly to established plans and goals, to achieve expected programmatic results.   

Concomitantly, the use of integrated logic modeling promotes a common 

understanding, among all stakeholders, of the program implementation and its main 

concepts and determinants, thus leveraging consensus, ownership, and sustainability.  

Finally, the use of integrated logic models supports the production of monitoring and 

evaluating strategies, it helps in refining the definition of results and indicators, and in the 

clarifying the times and uses of evaluative exercises.   
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In sum, the Pastoral Theory of Change establishes the simplified sequence of if-

then key events of a given intervention from the output to the outcome level that 

structures the elementary results-based logic of the Pastoral.  Adding to that, the proposed 

Complete Logic Model’s Intervention Model, answers the question if the Pastoral 

program is logically sound up to the impact level, or in other words if the Pastoral 

intervention is changing communities and people’s lives.  Finally the Complete Logic 

Model’s Action Model highlights what kind of operational and programmatic work needs 

to be performed so the Pastoral intricate program is able to deliver expected outputs. 

In the integrated view of logic modeling proposed by this dissertation the Theory 

of Change is actually integrated in the Complete Logic Model as the Intervention Model.  

The Intervention Model, in this case, is translated as a set of conditionants that need to be 

achieved so the generation of outputs and changes in the outcomes of interest are linked 

through effective and sustainable causal effects.  Moreover, integrated Pastoral’s Theory 

of Change and Complete Logic Model provide an overall understanding of the Pastoral 

program’s efficiency and effectiveness within the program’s ecology, and in respect to its 

surrounding environment.     

 

3.2 THE PASTORAL PROGRAM THEORY OF CHANGE  

A simplified type of logic modeling is available in the form of the Theory of 

Change approach, traditionally linked with results-based management.  The Theory of 

Change approach, however, does not directly takes in account bias due to environmental 

factors, neither establishes necessary assumptions related to the Pastoral implementation 

on the ground other than the Pastoral has to be effective in terms of outputs to have a 

direct effect at the outcomes and impact level.   
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The Theory of Change simply shows if the internal results-based logic of the 

Pastoral program is sound, or in other words it shows, from a rational perspective, if the 

chain of causal events linking Pastoral outputs, to short, mid, and long term outcomes 

makes sense vis-à-vis the programmatic context in which the evaluative exercise is 

carried out.
40

 

Table 1, below, shows how the major components of the Pastoral treatment based 

on the GOBI methodology are supposedly able to build an overall impact on infant and 

child mortality by the combination of different outputs and their short, mid, and long term 

effects, suggesting a plausible and logical Theory of Change for the Pastoral treatment 

that is able to rationally explain if, why, and how, the Pastoral treatment can be effective 

in promoting maternal and child health at the community level.  

 

 

  

                                                 
40

 A common way of understanding this simplified assumption is believing that if activities are carried out 

and outputs are delivered, then outcomes and impacts would be “logically” achieved. 
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Table 1. The Pastoral’s Theory of Change (Results-Based Management Logic Model) 

INPUT 

ACTIVITIES 
OUTPUTS 

SHORT TERM 

OUTCOME 

MIDTERM 

OUTCOME 
LONG TERM IMPACT 

Growth 

Monitoring 

Number of 

monitored 

children 

Identification 

and 

monitoring of 

unhealthy 

children 

Increase on 

health access 
Long and healthier life 

Oral 

Rehydration 

Number of 

Leaders and 

volunteers trained 

and dehydrated 

monitored and 

treated children 

Multiplication 

and 

dissemination 

of oral 

rehydration 

methodology 

Rehydration of 

treated 

children 

Declining of child deaths 

caused by dehydration and 

other related treatable 

causes 

Breastfeeding 

Number of 

Leaders trained, 

monitored 

pregnant women, 

and children 

breastfeed 

Dissemination 

of 

breastfeeding 

stimulus 

information 

Children more 

nourished and 

with more 

developed 

immunology 

system 

Declining of child deaths 

caused by hunger, infect 

contagious diseases and 

other related treatable 

causes 

Immunization 

Number of 

monitored 

children properly 

inoculated 

Dissemination 

of 

immunization 

stimulus 

information 

More children 

immunized 

against infect 

contagious 

diseases
41

 

Declining of child deaths 

caused by infect 

contagious diseases and 

other related  treatable 

causes 

 

Source: Author’s elaboration. 

 

The Theory of Change is expanded by the Complete Logic Model approach.  This 

modeling approach adds complexity to the oversimplified if-then results-based relations 

identified in the Theory of Change construction.  First and foremost, complete models 

clarify the relation of the evaluated object with ecological context and surrounding 

environment.  Secondly, it informs more directly the evaluability of the evaluative object 

                                                 
41

 In Brazil immunization policy proposed by the Ministry of Health states that, from newborn to 10 years 

of age, infants should be inoculated sixteen times, including vaccination against Tuberculosis, Hepatitis B, 

Poliomyelitis, Diphtheria, Tetanus, Pertussis, Meningitis, Yellow Fever, Measles, and Mumps. 
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since it also focuses of program implementation.  Thirdly, is provides an overall view of 

the evaluative object, and a more detailed analysis of how the Pastoral pieces are put 

together as a comprehensive programmatic intervention.  

 

3.3 THE PASTORAL PROGRAM COMPLETE LOGIC MODEL  

In developing the Pastoral Complete Logic Model, and subjacent Intervention and 

Change Models, this dissertation draws heavily from the work of Chen (1990; 2005), but 

several adaptations and modifications were made in order to enhance the program’s 

evaluability and therefore improve this dissertation’s overall research design.   

The Intervention Model is comparable to Results Based Management (RBM)’s 

approach as an “if-then” exercise.  However, it underscores through determinants how the 

intervention, outputs, outcomes, and impacts are interrelated pieces of the program’s 

causal chain.  Moreover, the Intervention Model produces a more sophisticated 

presentation of the evaluative object logic that includes determinants of program 

effectiveness, as to better inform monitoring and evaluation activities, and therefore 

potentially leveraging the policymaking process overall quality.  

  

The Pastoral Intervention Model 

The Pastoral’s intervention model presented in Figure 7, below, facilitates the 

identification of links and determinants between Pastoral’s intertwined intervention, 

outputs, outcomes, and impacts.   
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Figure 7. Pastoral Intervention Model 
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Source: Author’s elaboration 

 

What the intervention model shows is that the Pastoral has to minimally organize 

communities, and train agents within these communities, to disseminate methodologies 

through the territory in which the intervention is carried out.  As per the rationale of the 

intervention these strategic activities are likely to increase the beneficiary population 

health status.   

For that to happen, at the output level, the Pastoral needs to reach targeted 

populations, these communities have to embrace the Pastoral’s work, and Pastoral’s 

capacities must be developed so main activities are properly implemented through a 

sustainable network of trained Pastoral’s leaders and volunteers. 

At the outcome level, assuming that the Pastoral intervention is effective, and 

outputs are delivered, communities’ beliefs, attitudes, and behaviors are “shaped” to 

become more aware of the causes of infant and maternal deaths, plus the knowledge 
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needed to prevent some of these causes is transferred, finally children are monitored at 

the household level, hence the Pastoral treatment’s is constantly replicated and results 

achieved become sustainable overtime.  

Promoting basic health is the cornerstone activity of the Pastoral, serving as an 

entrance point to several other modular “treatments” such as the services provided 

through the Promotion of Dignity, Citizenship, Spirituality and Education for Peace 

program, especially under its core project, namely Citizenship, Community and Personal 

Development that train Pastoral’s members to act in participatory spaces such as 

municipal councils of health, nutrition, education, etc.  The Pastoral activities are vast 

and diverse, offering a portfolio of complementary actions that goes from oral health and 

community gardening, to providing livelihood services linked with microcredit provision, 

as well as stimulating cooperatives.  It also has a vast media strategy, a stable and 

effective monitoring system, and projects to stimulate and organize social participation.  

The Pastoral has “side effects” in comparison to other basic health interventions.  These 

effects are produced by the combination of distinct programmatic modules, and in the 

medium to long term, the intervention models shows that the Pastoral aims to support the 

achievement of increased levels of citizenship, social capital, empowerment, and social 

inclusion. 

Finally, at the impact level, if all previous conditionants are attained and 

outcomes are achieved, than the Pastoral main strategic objectives are reached, resulting 

in declining levels of infant, child, and maternal mortality, and increased levels of human 

development. 

It is also worth noticing that accumulative and combined effects increase 

overtime, through the causality chain that links the intervention with its outputs, 

outcomes, and impacts (as the size and number of arrows aim to highlight), and, as in the 
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Theory of Change approach, the key determinants of program effectiveness are those 

linking outputs and outcomes, exactly when the levels of control over a given 

intervention is likely to end.
42

  

Although more detailed and robust than the Theory of Change approach, the 

intervention model alone yield limited power in terms of defining the complete chain of 

causality involved in this evaluative exercise. To complement the intervention model, in 

terms of designing a Complete Logic Model of the Pastoral program, is necessary to also 

define the Pastoral Action Model, and understand how the programmatic ecology and 

surrounding environment can affect implementation. 

 

The Pastoral Action Model 

The Action Model is a systematic visual plan for the coordinated use of inputs, 

through diverse institutional arrangements, that support the identification, localization, 

and reaching of the beneficiary population, and therefore the delivery of proposed 

programmatic activities, supposedly generating attribution between program activities 

and outputs, and after that between outputs and variations in observed outcomes of 

interest. 

Descriptively speaking, the Pastoral is, at its core, a faith-based social policy 

program, designed to reduce infant and child mortality, and promote maternal and 

community health, as well as to stimulate community and women empowerment.  This is 

a history written on daily basis by the thousands of Pastoral volunteers operating in 

Brazil’s social periphery from the bottom up, covering 3,821 Brazilian municipalities – 

                                                 
42

 A program control is likely to end at the output level, outcomes are by definition directly affected by 

environmental factors that lie outside the program intervention’s reach.  
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1,005,567 families – and 1,247,924 children (Pastoral da Criança 2013).  The number of 

people involved in Pastoral activities shows the magnitude of this intervention.  The 

Catholic Church, through the CNBB, and the Pastoral itself are the main primary 

stakeholders of the Pastoral intervention, and thus are characterized as the Pastoral 

program implementing organizations.  

There are three other key types of stakeholders involved in Pastoral activities as 

implementing agents: the Pastoral’s leaders, volunteers, and the communities in which 

the program is implemented.  In most cases, the Pastoral’s leaders are also volunteers, 

although in specific settings, leaders are financially rewarded for their work, as in the 

case where some sort of financial benefit is provided as fundamental condition to the 

Pastoral sustainability in a given context.  The number of Pastoral volunteers reached 

almost 200 thousand people in the first quarter of 2013 (Pastoral 2013).   

The communities are the other main implementing agent of Pastoral since 

community participation is a sine qua non condition to promote an efficient and effective 

intervention.  It is important to notice that the Pastoral’s leaders, and volunteers, are 

usually part of the community in which they develop the Pastoral’s activities, 

guaranteeing the adaptability of the Pastoral program in the implementation’s ecological 

context which is similar in terms of inequality and poverty, but very specific given the 

characteristics of the territory in which the intervention is implemented. 

The Pastoral has many partnerships, three of which are institutional partnerships 

with Gol Airlines, HSBC Bank, and Novartis Pharmaceutical.  These institutional 

partnerships aim to support the Pastoral’s overall logistics and administration.  The 

Pastoral also maintains partnerships with specific programs and projects. Brazil’s federal 

government has partnerships with the Pastoral through two ministries.  The Ministry of 

Health is the Pastoral main financial source, contributing with almost one third of all 
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financial resources, whereas the Ministry of Social Development and Fight Against 

Hunger works closely with Pastoral in some specific poverty reduction projects and 

programs, as for example the former Zero Hunger program, and other conditional-cash 

transfer initiatives.  The Brazilian Service to Small Business Support (SEBRAE), and the 

TV Globo, are also funding partners of the Pastoral, supporting the program through 

activities such as the Children Hope TV Show where people are encouraged to donate 

resources to the Pastoral through phone calls and internet access. 

The Pastoral also has a monitoring system that produces information used to 

support the participation of Pastoral’s representatives in participatory fora at the local and 

federal level, as well as to support daily activities and monitor epidemic outburst.  In 

addition, the Pastoral advocates for itself in the search for financial and technical support.  

In this case, the Pastoral’s advocacy works so well that the federal government finances 

around one third of its activities (2011).   

Moreover, several technical partners of the Pastoral are well recognized 

institutions working with maternal and child health policy, such as the UNICEF and the 

University of Pelotas’ Epidemiological Research Center, and professional organizations, 

as for instance the Brazilian Society of Pediatricians.  The Pastoral also promotes 

advocacy through media since it often appears in local and national newspapers as well as 

in TV shows.  Finally, the Pastoral has its own radio network used to disseminate 

programmatic and operational information, as well as support the Pastoral’s cause and 

promote fundraising.  

As stated before, the Pastoral’s leader is usually also a community leader.  Her or 

his first action is to identify children with less than 6 years of age and pregnant women – 

the target population of the program.  After the identification of the target population the 

Pastoral’s leader promotes the registration of targeted children and women.   
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Based on this initial database of the beneficiary population the Pastoral’s leader 

starts a process of monitoring the targeted population, inserting data on monthly basis 

regarding the well-being of its beneficiaries.  Finally, the Pastoral leader organizes a set 

of activities to support the identification and monitoring work, as well as different 

projects and programs developed by the Pastoral according to the communities’ 

characteristics.  

The volunteer work is extremely important to the development of the Pastoral in a 

given community.  In this sense is important to note that there is a clear gender bias 

regarding the Pastoral’s volunteers.  Around 90% of the volunteers are women, from 

lower social classes, aged 49 to 60, with no more than secondary level education 

(Pastoral 2014).    

The volunteers basically help families and children to acquire knowledge and 

resilience tools to combat the main causes of infant, child, and maternal mortality.  To 

help the families, the volunteers have to know and actively participate in the Pastoral’s 

basic activities.  They also have to help the leader to organize their communities, to 

identify and prevent the spread of epidemics, and to support social change.  Currently, 

more than 1.2 million children under six years of age are treated per month by the 

Pastoral’s volunteers in the poorest areas of Brazil, reaching 12.8% of all the poor 

children in the country (Pastoral 2014). 

One responsibility of the Pastoral’s leader is to organize the “Party of Life”, a 

community meeting where the children are weighted and fed.  During these meetings the 

Pastoral leader works to promote the community organization.  The leader also tries to 

implement other specific complementary programs of the Pastoral that aim to promote 

human development.  There are, for instance, special projects to reduce 
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undernourishment, improve oral health, and reduce domestic violence.  The Pastoral also 

offers programs to stimulate the increase of educational levels and income generation. 

There are three kinds of Pastoral activities that mainly focus on infant, child, and 

maternal mortality rate reduction.  The first one is the Monthly Household Visitation.  

Every month millions of children are visited in their households by Pastoral personnel.  

The household visitation improves the knowledge of the leader about his or her 

community and the Pastoral program, it also help leaders to gain access to individuals 

and families at social risk. These visits serve to train women and mothers on the use of 

the Oral Rehydration Therapy
43

 as well.  The other activity is the Weighing Day 

conducted during the festivities of the “Party of Life”.  The Weighing Day aims to bring 

all the children together in one specific place where the volunteers can weight them and 

collect information.  This is also a good opportunity to check the overall condition of the 

children against their growth curve.  The Party of Life is also an ecumenical celebration 

and a chance to train mothers and pregnant women on issues related to maternal and 

children’s health, as well as nutritional education.   

The third Pastoral activity focused on the infant, child, and maternal mortality 

rates reduction is the leaders’ monthly meeting.  In those meetings discussions are 

conducted regarding the previous month’s activities and the general behavior of the 

mortality rates indicators in their communities.  On the leaders monthly meetings the 

leaders also exchange experiences and talk about how to stimulate their communities and 

volunteers to participate in Pastoral related activities.  The meeting is also a strategic 

                                                 
43

 The focus of the following quantitative study is the Diarrheic Diseases Control program that aims to 

reduce the incidence of diarrheic diseases, which are the main causes of infant mortalities.  Yet, it should be 

noted that other projects and programs are likely to also have an impact on infant mortality rates as they 

focus on covariates of IMR such as education, income, and other infectious diseases such as pneumonia.  

The Diarrheic Diseases Control program is based on the dissemination of the oral rehydration solution 

methodology. 
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moment when the Pastoral leaders talk about how to gain support to future activities and 

how to establish a sustainable network of volunteers. 

A simplified and visual way of translating the description of the Pastoral program 

previously presented into a logic modeling tool is suggested in Figure 8, below, in the 

format of the Pastoral’s Action Model. Action Models show in detail how several 

institutions work together, through distinct institutional arrangements adapted according 

to a given context, to achieve the programmatic objectives detailed in the Intervention 

Model.   

The Action Model shows main institutional primary and secondary connections, it 

also highlights distinct institutional roles performed according to each partnering 

institution’s organizational culture, administrative format, and finalistic capabilities.  

Operational and service delivery protocols are detailed as to clearly define finalistic and 

intermediary activities, including basic and complementary actions.  Technical partners 

are of strategic importance as they support the technological development of the Pastoral 

intervention.  The ecological context is defined as the primary point of connection 

between the intervention and its programmatic environment.  Finally the Action Model 

clearly states the direct beneficiary population and key programmatic actors involved in 

the Pastoral’s targeting and coverage.  
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Figure 8. Pastoral’s Action Model 

Services Delivery Protocol

Catholic Church
CNBB

Dioceses
Parishes
Chapels

Pastoral da Criança
National Coordination

State Coordinations
Municipal Coordination

Primary Stakeholders

Action Model

Basic

• Pregnant monitoring

• Growth monitoring

• Oral rehydration

• Breastfeeding

• Immunization

Complementary

• Adult and young literacy

• Toy library

• Social control

• Food security

• Communications

• Job training

Pastoral’s Leaders

Volunteers

Communities

A

B

Main Institutional Partners

HSBC Bank

Gerdau Steel

Main Funding and

Operational Partners

Ministry of Health

Globo TV Network

Nestlé

Local Governments

NGOs

Main Technical Partners

UF Pelotas

PAHO

SBP

FEBRASGO

UF Paraná

University of São Paulo

CONASS

CONASSEMS

APAE Federation

Context of poverty and inequality, health services

characterized by institutional sexism and racism,

enduring levels of maternal mortality, low fertility

rate and decreasing infant and child mortality.

C

D

Operational Protocol

Provide technical and operational

support, through knowledge sharing

and capacity development, to

empower communities and

impoverished people

ETargeting and Coverage

Children age 0 to 6
Pregnant women

Poorest of the poor

Environment
Macro context of economic stagnation and income inequality

Poor health policy funding
Emergence and structuring of SUS

Implementation of Familly Health Initiatives

Implementation of conditional cash transfer
Federative diversity

Programmatic

Direct

Link

Programmatic

Bidirectional

Link

Institutional

Direct

Connection

Institutional

Seconday

Connection

 
Source: Author’s elaboration 

 

In summary, as stated before, the action model is a systematic visual plan for the 

coordinatination in use of inputs, and in building institutional arrangements that support 

the reaching of the target population and the delivery of the proposed programmatic 

activities, thus informing the process of generating attribution between the program 

activities and expected variations in outputs, outcomes, and impacts.  
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Together the Action Model and the Intervention Model compose the conceptual 

framework that allows the definition of the intervention rationality in terms of achieving 

intended results, and the basic assumptions regarding the functionality of the operational 

and programmatic logic that will create the conditions to the achievement of intended 

results.  In short, these models interaction logically shows how inputs and activities 

evolve into short, middle, and long-term effects, the conditionants, and the assumptions 

that sustain program efficiency and effectiveness.  Moreover, when put together the 

conceptual framework based on the Complete Logic Model allows further analyses of a 

given program’s Action and Intervention Models’ components and their interaction since 

it includes characteristics of the environmental context encapsulating the intervention 

that, as stated before, is characterized by complexity.   

This strategy informs the empirical study carried out in this dissertation by 

highlighting potential sources of bias due to environment context factors specifically 

related to, in this dissertation case, the Brazilian context from 1980 to 2000.  Since the 

idea is to reduce sources of bias, it was defined that the context in which this evaluative 

exercise was carried out resembles the country context after the end of the evaluative 

period, simply because there is more information available about the Brazilian 

developmental process in respect to this period in comparison to 1980 when the Pastoral 

was not even created, and 1990, the timeline middle year.  This strategy is also suited to 

promote understanding about the Pastoral evolution over time and space.   

This context shows Brazil as a middle-income country soared by identity based 

inequities, territorial disparities, and income inequality.  The macroeconomic scenario is 

of depression, stagnation, or limited growth, increasing inflation until the mid-1990s and 

then controlled inflation, rising unemployment for poorer citizens, conservative political 

wave, and episodic civil unrest.  Although politics tend mostly towards conservatism, the 
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Workers Party was founded in 1980, and the 1988 Constitutions was a turning point in 

terms of normative human rights.  Indeed Brazil in 2000 was a very different country 

than Brazil in 1980.  This dissertation main goal is to answer the question whether or not 

the Pastoral was an active part of this change in terms of reducing infant and child 

mortality, and promoting empowerment.  The Figure 9, below, shows the Pastoral 

Complete Logic Model and its surrounding environment.  
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Figure 9. Pastoral Complete Logic Model 
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From a policy perspective, this context is characterized by the nationwide 

implementation of Family Health initiatives, and the emergence of a massive conditional 

cash transfer, namely Bolsa Família.  As a result from the 1988 Constitution, there is also 

the emergence and structuring of the Brazilian universal public health system, the SUS, 

which some believe, to these days, is poorly funded and implemented, plagued by 

inefficiency, and negative externalities.  Complicating matters, the Brazilian federative 

structure that defines how most of social policy is funded and implemented is highly 

diverse and complex, and of course, due to systemic issues, there are the factors 

highlighted by the programmatic ecology, as the inequality observed within the Brazilian 

health system as a whole, the country’s demographic transition, and the ecological 

prevalence of poverty and rights violations, especially comprising specific cohorts of the 

Brazilian population. 

 Moreover, the Pastoral Complete Logic Model shows that Program Theory and 

logic modeling tools are powerful instruments to reduce the gap between theory and 

practice in evaluative exercises, laying the necessary theoretical and conceptual 

framework within which the Pastoral program can be evaluated by clarifying this 

research general evaluative opportunities and assumptions. 

 

3.4 EVALUATIVE OPPORTUNITIES AND ASSUMPTIONS  

The Complete Logic Model shows how the evaluative strategy fits into the overall 

policy design, helping the researcher with insights regarding the design of more robust 

and precise qualitative and quantitative analytical models.  The Pastoral’s Complete 

Logic Model shows the interaction between the Pastoral’s Action and Intervention 

Models and, therefore, it clarifies the “location” of evaluative opportunities. 
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In this dissertation the main focus is on the effectiveness of the Pastoral treatment 

(opportunity iii on the Complete Logic Model). Thus addressing presumable effects on 

infant and child mortality, and community and women’s empowerment that the Pastoral 

supposedly delivers.  Nevertheless, insights and information about other possible 

evaluative opportunities were addressed, as analysis about design and implementation, 

since they provided instrumental information for an effectiveness based evaluation (i and 

ii).  

This kind of exercise gains relevance in a wave of evaluative exercises leaning 

towards design based and natural experiments.  First, by addressing design based 

questions, the Complete Logic Model answers questions related to the “evaluability” of 

results based assessments addressing important validity issues.  Secondly, it facilitates the 

identification of the determinants that are necessary for the full implementation of the 

evaluated object in terms of operations and results.  Third, the logic model reinforces the 

learning role that evaluative exercises should have, generating knowledge and promoting 

smart policymaking.  Finally, through the definition of multi-level units of analysis 

explored in this dissertation this research leans towards the use of natural metrics in 

respect to the outcomes of interest under study, namely infant and child mortality.   

To build a model that reflects the logic of the Pastoral program is a sine qua non 

condition to conduct any qualitative or quantitative results based evaluation, since the 

logic model and functioning will be tested on empirical basis.  In times of complexity, 

modeling also has the potential to better inform research designs, methods and the 

construction of proper counterfactuals.   

Research assumptions, especially in the case of evaluative exercises, are rarely 

addressed in empirical studies.  This happen probably because the empirical focus of 

evaluative studies, and the fact that most evaluations are not concerned with evidence-
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based research at the impact level.  In general, validity issues are at most only formally 

addressed in evaluative exercises.  Adding to that is the fact that empirical impact studies 

are expensive and technically dense endeavors, with several methodological traps for 

practitioners in general.   

Three basic and consensual evaluative assumptions are addressed: 1) the 

evaluated object must come before the evaluation, or the ex-post assumption; 2) it is 

necessary to construct proper and comparable control groups, or the counterfactual 

assumption, and; 3) it is necessary to identify and control for other environmental 

programmatic factors affecting the outcomes of interest, or the rival hypothesis 

assumption.  Only if these assumptions are respected is possible to scientifically state the 

effectiveness of the Pastoral program.   

Complementarily, Action and Intervention Models facilitate the definition of 

prescriptive and descriptive assumptions that are likely to erode a given program 

evaluability and thus the study validity, when nor properly addressed.  Action Models are 

linked with prescriptive assumptions.  These assumptions  

 

prescribe those components and activities that the program designer and other key 

stakeholders see as necessary to a program’s success (H.-T. Chen 2005, 17).   

 

Prescriptive assumptions support the generation of evaluative knowledge since 

they can be seen as “how-to-do” analytical exercises that can provide useful information 

for program empirical improvement.  Only if the program is implemented, or its action 

model is in motion at least for some time, an evaluated object is evaluable.  In other 

words these assumptions state that is not possible to estimate the effect of a given 
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treatment that was not properly conducted and therefore relate to the basic ex-post 

assumption.  

In this dissertation case three prescriptive complementary assumptions are 

defined: 1) due to its nature the Pastoral program is likely to generate sustainable results 

in a given territory because the transference of technology from the Pastoral to 

beneficiaries is effective; 2) in all implementation sites the community participation 

reaches the necessary level to the effective delivery of services, so operational and 

finalistic conditions to execute activities are met, and; 3) at least the basic protocol of 

services in implemented in all communities, so the Pastoral impact can be effective at 

least for its core actions. 

Complementarily, descriptive assumptions are related to Intervention Model, 

these are   

assumptions about causal processes through which treatment or intervention is 

supposed to work [and they] are crucial for any program, because its effectiveness 

depends on their validity.  If invalid assumptions dictate the strategies of a 

program, it is unlikely to succeed. 

 

Descriptive assumptions truly test the logic of the program answering questions 

such as: Is the program effective in promoting change?  Is the program causal logic 

delivering expected results?  Descriptive assumptions in that sense can work as analytical 

tools to be used in ex-post evaluative exercises gaining relevance in outcome based, and 

especially impact evaluations, such as the one carried out in this dissertation.  Descriptive 

assumptions related to the rival hypothesis and counterfactual basic evaluative 

assumptions addressing effectiveness based issues at the long term. 

There are two key descriptive assumptions in the case of this dissertation.  First, 

due to its nature, the Pastoral is likely to have spillover effects in neighboring areas and 
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populations, and; secondly, the Pastoral program, due to its modular nature, is adaptable 

to a great range of territorial characteristics and therefore effective in distinct settings. 

In sum, once the analytical framework of the program’s underlined organizational 

and programmatic theory is understood, the resulting model makes it possible to design a 

complex open system of the evaluated policy, putting together in an integrated way 

Action and Intervention Models, the program’s Theory of Change, and the environment 

surrounding the intervention.  This complex open system design, called the Complete 

Logic Model, provides the evaluator with a broad picture of the policy to be evaluated, its 

protocols, main components, stakeholders, inputs, and expected outputs, outcomes and 

impacts (Chen 2005), and thus it lays down the structure of this dissertation’s conceptual 

framework.  Finally, the Complete Logic Model conceptual framework also informs the 

choice of methods to be used in this multidisciplinary research.   

 

3.5 METHODS INTEGRATION AND OVERALL RESEARCH STRATEGY 

To cope with complexity in the development of evaluative exercises is necessary 

to devise a conceptual framework that would allow the researcher to compare and 

contrast the evaluated object’s results, in simplified structural ways, against the 

implementation empirical reality. 

Paradoxically as it may be, in complex settings, constructing simple research 

models is more than merely fashionable, it is necessary.  Modeling also has practical 

implications.  Modeling a program helps stakeholders and policy analysts to understand 

the network of stakeholders involved in a given policy or program, the relationship 

between program, communications and operations, between program and its 

environment, and the program’s protocol of services, delivery tools, main activities, etc.  
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Modeling is also crucial to establish causal relations between inputs and outputs, and 

therefore, outcomes and impacts.  Modeling makes it possible to analyze a program’s 

logic and Theory of Change.  In other words, modeling helps to define the institutional 

format and the internal and external logics of a given intervention. It also helps to identify 

presumable developments of intended effect and possibly permits to speculate about 

unintended results, and observable, and unobservable confounding factors, as well as 

other potential sources of bias during the policy evaluation exercise. 

Methodologically speaking, after the definition of proper models, integrated 

quantitative and qualitative approaches are used to build research strategies suitable to the 

empirical tasks supported by the logic modeling approach.  The use of integrated 

methods, and of multidisciplinary methodological tools, aims at reinforcing internal and 

external validity of research findings, and thus producing representative qualitative 

empirical observations and robust quantitative estimations.   

Semi-structured interviews, focus groups and participatory observation are the 

main sources of qualitative data.  The fieldwork comprised four states.  Several 

interviews were conducted at the Pastoral National Coordination Unit in Paraná state.  In 

the Federal District, interviews were conducted at the Ministry of Health and the Senate, 

as well as with international organizations, and at the National Conference of Brazilian 

Bishops (CNBB).  In São Paulo, local health authorities and managers were interviewed, 

as well as scholars from the public health field.  In Bahia it was possible to interview, and 

more closely observe, different communities, families, and individuals, as well as 

Pastoral personnel from the State Coordination Unit and distinct communities.  

The quantitative chapter explores several quasi-experimental research designs, 

appropriate to the available data.  Comparative treatment and control groups are built to 

allow for the isolation of causal relations.  The basic difference-in-differences approach 
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used to implementing the research design is further refined through the use of multiple 

interaction terms, a fixed-effect approach, and propensity score methods to reduce 

endogeneity between treatment effect and the error term. 

Besides integrated methods, this multilevel study comprises national, municipal, 

community, and individuals observations.  This comprehensive set of units of analysis 

provides a panoramic view of the Pastoral operation to its national coordination, to 

communities and treated population.  Table 2, below, shows the approaches, methods, 

methodological tools, designs, and units of analysis used in the following chapters to 

empirically infer if the Pastoral treatment was effective in reducing infant and child 

mortality.   

 

Table 2. Approaches, Methods, Methodologies, and Units of Analysis 

Approach Method Methodology Design Unit of Analysis 

Qualitative 

Case Study 

Semi-Structured 

Interviews, 

participatory 

observation, and focus 

groups 

One-Group Posttest-Only 

Brazil 

Ethnographic Study 
Community and 

Individual 

Outlier Municipality 

Comparative Study 
Posttest-Only with 

Nonequivalent Groups 
Municipalities 

Quantitative Impact Evaluation 

Difference-In-

Differences, and 

Propensity Scores 

Weighted Regressions 

Untreated Control Group 

Design with Dependent 

Pretest and Posttest 

Samples 

Municipalities 

Two-Way Fixed 

Effects 

Untreated Control Group 

Design with Dependent 

Pretest and Two Posttest 

Samples and Treatment 

Effects 

 

Source: Author’s elaboration. 
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Integrated qualitative and quantitative methods, and non-experimental and quasi-

experimental research designs, are used in this dissertation to address several research 

questions and provide evidence to test whether or not the Pastoral is effective in reducing 

infant and child mortality rates, as well as promoting community and women’s 

empowerment.   

The case study comprises the Pastoral history, nature and the observational test of 

its implementation on the field.  This traditional format allows the analysis of the Action 

Model, and to check assumptions necessary for the development of subsequent methods 

and methodologies.  The case study also helps to inform the setting of the following 

ethnographic study, which is based on community immersion techniques.   

Community immersion is a research and data collection process that has been 

used around the globe in recent years to address developmental policy issues.   This is not 

a novelty though, as ethnographic research has been a core methodology of anthropologic 

studies since the beginning of the 18th century, and this methodology has been 

appropriated by the policy sciences at least throughout the past two decades (Cardoso and 

Costa 2014).   

In this dissertation community immersion facilitates the analysis, over time, of the 

access women have in terms of basic maternal health, and the impact that this access has 

on their lives, framing a way to address how the Pastoral stimulates women’s 

empowerment through increased access to basic health services during their pregnancy 

and neonatal period. 

Community immersion techniques are also useful to promote a better 

understanding of the cultural beliefs of research subjects, as well as their interaction with 

their surrounding environment at the individual, household, community and municipal 
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levels, including knowledge about institutional settings, capacities developed and 

available, and the coverage of policies affecting treated and control populations that can 

be observed throughout the fieldwork.   

In a highly regionally focused policy scenario, where accountability, 

transparency, democracy, and coordination are cornerstones of the policymaking process, 

given voice to targeting and beneficiary populations is a smart practice that helps the 

development of more tailored and bottom-up interventions, therefore improving the 

chances a program has of producing relevant and sustainable developmental changes.  On 

the top of all that community immersion configures a participatory evaluative strategy 

that informs the subsequent comparative study. 

Comparative studies, on the other hand, have great knowledge potential.  They 

inform researchers and practitioners, through a horizontal analytical perspective, about 

treated and untreated areas and populations similarities and differences, allowing the 

identification of contextual and ecological factors influencing program implementation 

and effectiveness.  Comparative studies are especially interesting due to their capability 

of providing contextual information in a scenario of institutional and territorial diversity.  

Moreover, comparative studies produce instrumental insights, when integrated with 

quasi-experimental designs, about causality and effectiveness with respect to scenarios of 

great programmatic heterogeneity. The quantitative analysis, in the format of impact 

estimation is built upon many sources and disciplines, the field of impact evaluation 

received consequently many scholar influences.  In terms of research design, for instance, 

one can say that currently used designs within the policy field are influenced from early 

agricultural Latin Squares to double blind tests in modern medical research.  The idea 

behind these techniques is to approximate, in quasi-experimental settings, the gold 
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standard of randomized experiments in an effort to avoid endogeneity issues such as 

selection bias. 

Given the characteristics of the data, the quantitative analysis exploits the 

advantages offered by panel data.  The use of multidimensional data with several 

measurements available over time is favored by Brazil’s federative structure and the 

existence of continuous censuses, household surveys, and others sources of data.   

The basic research design employed is the Nonequivalent Control Group Design 

that evolves into pre-test post-test comparison groups with municipalities as the unit of 

analysis.  The use of fixed-effect methods aims at controlling for space and time variation 

in factors related to treatment selection or the variation of outcomes of interest. 

Given its particular characteristics, this quantitative research faces four main 

challenges.  Initially, it is necessary to mitigate the effects of selection bias since 

assignment to the Pastoral program is very unlikely to have been random.  Propensity 

score methods were used to mitigate the effects of selection bias, as a control variable, 

and also as a weight to produce robust estimations of the Pastoral’s effect.   

Secondly, it was necessary to render Pastoral and control municipalities as 

comparable as possible.  It is very likely that the Pastoral impact has spillover effects in 

neighboring communities and municipalities. Moreover, as the Brazilian federative 

organization has changed a lot over the past decades, it is difficult to have sustainable and 

comparable units of analysis over time.  To address these challenges, distinct covariates, 

weights, sampling techniques, and unchanged comparable areas were used.   

Thirdly, there is a problem derived from the nature of the pre-test post-test 

comparison groups design as it is unable to isolate effects due to a similar treatment being 

implemented in the same unit of analysis at the same time.  This is specifically the case of 

the Pastoral and federal policies such as the Programa de Agentes Comunitários de Saúde 
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(PACS), and the conditional cash transfer Bolsa Família that are assumed to be covariates 

for child and infant mortality.  Finally, time related effects, correlated to the treatment, 

were used to address challenges regarding the estimation of treatment effects on models 

containing unobservable factors thus permitting a refined estimation of average treatment 

effects.   

Structured upon the Complete Logic Model the integrated qualitative and 

quantitative research conducted in this dissertation comprises four chapters.  Initially, is 

important to notice that targeting and coverage analysis is carried out throughout this 

research, as factors related to this important aspect of policymaking permeate the analysis 

carried out in both quantitative and qualitative chapters.   

Once evaluative opportunities and basic, prescriptive, and descriptive research 

assumptions are defined is possible to define the proper matching of the methods 

necessary to the research tasks at hand, accordingly to this dissertation’s research 

questions and hypotheses to be tested.   

The theoretical and conceptual framework defined in this chapter can be 

summarized as an overall research strategy map, depicted in Figure 10, below, showing 

how basic assumptions, models, descriptive and prescriptive assumptions, evaluative 

opportunities, models, and methods are used to address proposed research questions and 

hypotheses.  This research strategy map, therefore, supports the analysis of internal and 

external validity issues, and the use of triangulation, complementarity, development, 

initiation, and expansion as evaluative tools.  
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Figure 10. Overall Research Strategy Map 

 

Source: Author’s elaboration.

Program Theory and Logic Modeling

The evaluation comes after 
the evaluated object.

Action Model

Prescriptive Programmatic 
Assumptions

Pastoral Efficiency

Program 
History 

Case Study

Institutional and 
Organizational 
Evolution and 

Model 
Effectiveness

Comparative 
Analysis

Treatment 
Heteregeneity, 
Demographic  

and Institutional 
Analysis

Tageting 
and 

Coverage

Targeting , 
Effectiveness, 
Development 

and Replication

Proper counterfactuals are 
needed.

Intervention Model and 
Theory of Change

Descriptive Causal 
Assumptions

Pastoral Effectiveness

Ethographic 
Case Stud

Micro Level 
Implementation

Comparative 
Analysis

Local Level 
Implementation

Targeting 
and 

Coverage

Treatment 
Dosage and 

Geographical 
Pattern

Is necessary to falsify rival 
hypothesis. 

Theory of Change and 
Complete Logic Model

Descriptive and
Prescriptive Assumptions

Pastoral Efficiency 
and Effectiveness

Impact 
Estimation

Reduce Infant 
and Child 
Mortality

Ethographic 
Case Study

Empower 
Women

Comparative 
Analysis

Empower 
Communities



 
93 

Integrated Methods 

The wide variety of methods employed in policy sciences and program evaluation 

research reflects these disciplines’ multidisciplinary roots.  Policy scientists have 

borrowed tools and perspectives from a variety of disciplines and brought them to bear on 

research and practice on program evaluation and management.  Because policy 

encompasses a wide range of issues associated with a plethora of scholarly disciplines, 

the exploration of policy’s multidisciplinary tool bag is a sine qua non condition to 

promote the engagement of a broad range of academic traditions that relate to policy and, 

more even so, to program evaluation research.  Therefore, program evaluation, as a minor 

discipline and field of knowledge, is characterized by a spiral of rising theoretical 

complexity and disciplinary multi-interdependence.  

Given the importance of complexity and interdependence in policy sciences, and 

specifically in program evaluation, it is surprising that only a few academic publications 

target the study of the epistemology of policy sciences, or its major and minor disciplines, 

such as program evaluation, policy analysis, comparative policy analysis, etc. There are 

two likely causes for the lack of epistemological studies regarding policy sciences and 

program evaluation.  Primarily, both disciplines as a body of knowledge have developed 

only recently.  The second cause is the pragmatism of policy sciences and program 

evaluation.  The great majority of policy or evaluative studies focus on practical issues 

such as solving societal problems. 

In this constricted research framework, research on how policy science 

knowledge is built through evaluative exercises becomes a secondary goal, resulting in a 

gap in the scientific literature concerning the ontology and ethos of policy sciences within 

its major and minor disciplines.  
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Conceptualizing evaluation is, therefore, a challenge related to the multiple nature 

of program evaluation as a discipline.  The term evaluation research first appearance in 

print, in the academic world, came in in P. Hesseling’s Strategy of Evaluation Research: 

In the Field of Supervisory and Management Training (1966).  Hesseling’s book emerged 

in the wake of the proliferation of training programs in the industrial sector.  Soon after 

the emergence of these programs, scholars from the managerial and organizational 

sciences became concerned with the effectiveness of such trainings and how these 

trainings could be improved to “teach” average industrial workers to increase their 

productivity. 

Etymologically speaking the scientific meaning of evaluation was initially 

developed in the managerial sciences.  With Edward Suchman’s Evaluative Research, the 

concept of evaluation spread seamlessly to the realm of knowledge known as policy 

sciences.  Suchman enjoys the distinction of being the first modern scholar to write about 

the evaluation of public policy in a systematized way, applying to the policy sciences a 

tool that was already in use in other fields of knowledge such as the organizational and 

managerial sciences, agriculture, epidemiology, and education (Suchman 1967).   

Following Suchman’s seminal work, Carol Weiss published Evaluation Research: 

Methods for Assessing Program Effectiveness in 1972. With this piece of work she 

intended to provide a tool for practitioners rather than develop a theoretical exercise, 

compiling and discussing the foremost concepts and ideas of the evaluative process.  

Only recently evaluation reveals its rise as a postmodern body of scientific knowledge 

structured by specific institutions, methods and theories, and besides its fast 
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dissemination,
44

 there still remain the challenge of narrowing define evaluation as a 

concept.  

Because of that, on the early stages of the development of the concept of 

evaluation in the policy field, Weiss already referred to evaluation as an “elastic word 

that stretches to cover judgments of many kinds” (1972, 1).  Similarly, as noticed by 

Vedung, the multitude of definitions of evaluation from the beginning led Lundquist
45

 in 

1976 to characterize evaluation as a “semantic magnet” capable of attracting any kind of 

meaning (apud Vedung 2000, 3).  Hence it is not too much to characterize evaluation, in 

conceptual terms, as an elastic magnet that attracts and stretches any kind of meaning. 

Complicating matters, during the scientific development of evaluation, Vedung 

identified four main ontological diffusion waves.  The first being the scientific wave, 

based on laboratory alike experimental designs constructed under the assumption that 

policymaking involved rational agents compromised with the public interest.  In this case 

science and technology would drive society’s improvement. This approach draws on a 

Positivist way of seeing things and is very far from the complex realities of today.  This 

was also an authoritarian approach that would lead to a government of philosophers, as 

coined by Aristotle, where a few men will rule over others based on their pretense 

scientific knowledge.   

This ontology was questioned during the 1970s by the second wave of diffusion 

identified by Vedung; the dialogue-based wave.  With this wave, participatory processes, 

                                                 
44

 To illustrate, a keyword search in Google Scholar yields more than 790 thousand scientific articles with 

the word evaluation in their title. 
45

 Only available in the original in Swedish. Lundquist, L. 1976. Några synpunkter på begreppet politisk 

planering. Statsvetenskaplig Tidskrift: 121|-129.  
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non-experimental designs, and qualitative data collection gained importance.  Another 

positive effect of this wave was the inclusion of stakeholders in the evaluative process.   

The third wave, commonly referred to as the neoliberal wave, took place during 

the 1980s and the 1990s. This was an accountability based wave were value for money 

and customer satisfaction were pillars of a market oriented approach that can be 

symbolized by the OECD’s Paris Declaration (2005) and the Accra Agenda for Action 

(2008)
46

 where results-based management became a priority.  The Paris Declaration and 

the Accra Agenda for Action was a great advance, though.  It also promoted 

accountability, harmonization, alignment, ownership, and partnership.     

The fourth wave, based on the evidence-based ontology, reconnects, to some 

extent, with the first wave and the use of experiments.  It also highlights the assumption 

that what really matters is if it works.  Quasi-experimental designs, computational 

methods, targeting, and scaling-up gained importance as methodological and analytical 

tools, and the search for evidence became a mantra for practitioners (Vedung 2010).   

It might be possible that a fifth wave is underway.  Since the emergence of the 

Vienna School, mathematics and logical analysis are underpinning pillars of scientific 

knowledge and causal inference.  In the policy evaluation world, King, Keohane and 

Verba set the standard for these pretense quantitative predominance in their classic work 

Designing Social Inquiry: Inference in Qualitative Research (1994), in which they argue 

that statistical and econometric methods were the best tools for causal inference research.  

Although criticized, this work remains important, as it highlights the need to refine and 

                                                 
46

 Because of political reasons, Brazil is not a signatory country.  However, the Reform of the State initiated 

in the country in 1994, supported the migration from a patrimonial state to a managerial one, which was 

strongly focused on results, and the current President, Madam Dilma Roussef, was elected based on a 

platform that highlighted her managerial skills. 
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produce models of statistical analysis applied to the policy sciences, as well as to criticize 

research with too strong assumptions, which imposes limitations to their external validity.  

Recently, Randomized Control Trials (RCTs) are being highly questioned because 

of their limited practical usefulness and their lack of predictive power in complex 

settings.  In other words, whereas RCTs tell whether an initiative worked or not, it cannot 

assure that the same initiative will work in different settings (Cartwright and Hardie 

2012).  Moreover, RCTs cannot answer questions as to why it worked and how to 

transfer it to other settings. Given the limitations of a narrow results-based and evidence-

based approach, represented by their supposed gold standards, respectively accountability 

and randomized control trials,
47

 there is renewed interest of reproducing design-based, 

field, and natural experiments as research strategies that potentially improve the quality 

and application of causal inference analysis (Brady and Collier 2010; Gerber and Green 

2012; Dunning 2012).   

 Even more recently, as noticed by Tarrow, among other authors (Brady and 

Collier 2010), it became clear that the structured logic and rational thought that supports 

the evidence based evaluations of these days can be  applied to qualitative and 

quantitative methods alike, and both approaches can reinforce each other, when properly 

applied.
48

   

Understanding evaluation as an “elastic magnet” in the context of these waves of 

evaluation diffusion over academics and development practitioners, and in relation to the 

                                                 
47

 As highlighted by Befani, Ramalingam, and Stern we need to search for “evidence that would not 

sacrifice learning for accountability” (2015) 
48

 This is, for example, the case of logical counterfactuals that can be built solely relying in qualitative 

information. 
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nature of this evaluative exercise methodological approach, highlights the absence of a 

concrete, consolidated or unique definition of evaluation.   

However, the absence of a unifying concept or mainstream theory of evaluation 

research does not render evaluation untenable as a scientific concept or undeserving of 

theoretical engagement.  On the contrary, its complexity demonstrates its diversity, able 

to be horizontally applied as a scientific tool within a variety of disciplines, leading 

practitioners and scholars alike to characterize evaluation as a trans-discipline (Coryn and 

Hattie 2007; Scriven 2008). 

Although the “quali-quanti” approach has been used for a few decades now, 

recent methodological developments show the importance of integrating qualitative and 

quantitative methods,
49

 increasing the quality of scientific data collection and analysis in 

the search for evidences and findings.   

Mixed methods, or multi-methods studies, are becoming a standard approach in 

conducting evaluative exercises of any format.  Instead of relying in the proper 

integration of methods, most of studies are heavily based on quantitative or qualitative 

methods, and then later complemented by a “secondary” methodological approach.  That 

is the case, for example, of an anthropological evaluative case study complemented by a 

stakeholder survey about program efficiency that is properly analyzed through 

quantitative methods, or a difference-in-differences estimation of a given program impact 

complemented by a focus group to perform a quality assessment of the evaluative object 

by the beneficiary population. 

                                                 
49

 The Q2 integrated approach is nowadays used as a buzzword by practitioners in development and 

management alike. 
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Beyond the parallel use of methods proposed by the mixed or multi-methods 

approach, in the discipline of applied Geography, due to the preeminence of territorial 

analysis, scholars are discussing the use of hybrid methodologies related to how intricate 

networks of territorial characteristics and research strategies empirically merge to create 

something new – a hybrid methodology, grounded in the environmental context, that is 

able to address questions related to the territory, as well as subjective issues connecting 

stakeholders within this territory (Whatmore 2002).   

Although an interesting metaphor, in the case of evaluative exercises, the focus is 

on improving programs, and not on gathering the most precise information about a given 

social phenomena through territorial research.  Adding to that, by the original definition 

of hybrid, is hard to understand how this unique tailored methodology could be 

transferred, and even work in other settings.  

The idea of methods integration is simply to adapt to the evaluative context at 

hand, highlighting the importance of open and dynamic systems analysis. In systemic 

cases, as noted by Befani, Ramalingam, and Stern, a way to conduct proper integrated 

methods impact evaluations is through the use of an iterative approach 

 

where the specific objectives of the evaluation are likely to change in order to 

ensure that the ultimate objectives of the evaluation are met, in light of the 

continuous flow of relevant information (Befani, Ramalingam, and Stern 2015, 3).   

 

Integrating methods from a practical perspective means using knowledge from 

different approaches, qualitative and quantitative, and distinct methods within these 

approaches, to create an iterative process in which evidence and information are gathered, 

and refined as a constant loop of knowledge, aiming at support the building process of 



 
100 

robust findings and conclusion, thus providing a multi-level integrated methodological 

perspective  

Adding to the idea of using an iterative approach, Pritchet et al, for instance, 

propose a complementary approach based on structured experiential learning (e) as a tool 

that permits the comparison of alternative designs through real time monitoring data.  In 

this approach the learning feedback constantly informs decision loops that are responsible 

for incorporating the achieved learning into programmatic activities.  It is also worth 

mentioning that this iterative approach, when effectively implemented, reduces 

evaluative costs since more information is produced through monitoring.  Furthermore, it 

guarantees the incorporation of evaluative knowledge into practice (Pritchett, Samji, and 

Hammer 2012).     

The multi-level methodological approach used in this dissertation stimulates the 

collection and analysis of evidences and information at the micro empirical level, and 

strengthening the validity of findings and conclusions at the methodological macro level, 

simply because integrating methods and approaches improves the overall systemic view 

of the evaluated object.  The Figure 11, below, explores how research approaches, 

methodologies and empirical research tools interact to create methods integration at the 

micro and macro research levels.   
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Figure 11. Integrated Methods Compass Rose 

 
 

Source: Author’s elaboration. 

 

As an open system modeling exercise the evaluative exercise carried out in this 

dissertation leans towards theory-driven evaluations, surpassing the common evaluative 

framework led by methodological choices, or even the most general use of evaluations 

that is oriented towards accountability issues, or in other words, overly preoccupied with 

the need, typical of the results-based management, to measure results at any cost, without 

concerns about how and why an evaluative exercise needs to be carried out (H. T. Chen 

2012; Garcia and Zazueta 2015).  In this dissertation methods are integrated as to 
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leverage triangulation, complementarity, development, initiation, and expansion as to 

inform methodological empirical and theoretical choices.  The nature of integrated 

methods is such that measurements and methodologies are leaded by research design, and 

not the other way around, as it commonly happens.   

 

Triangulation, Complementarity, Development, Initiation, and Expansion  

Through the use of triangulation, complementarity, development, initiation, and 

expansion evaluative integrated designs – with its own virtues and shortcomings – this 

dissertation comes to grips with the complexities of development settings like the one 

studied here, and thus contributes to the theoretical development of the field of program 

evaluation and to the policy sciences more generally. 

Greene, Caracelly, and Graham’s work on the development of a conceptual 

framework for mixed-methods designs is adapted in this dissertation to clarify how 

several tools and designs can be used to reinforce evidences, information, findings, and 

conclusions validity (Greene, Caracelli, and Graham 1989).  

The use of these integrated designs in this dissertation aims to clarify how the 

challenging task of using integrated approaches, several methods, and distinct research 

designs can be surpassed to properly answer this dissertation research questions and to 

test whether or not the Pastoral is effective in causing sustainable developmental changes 

in the treated population.  As note by these authors, triangulation and complementarity 

are designs commonly used in evaluative exercises, but in many times, the use of these 

approaches yield no leverage of the potentials of integrated methods, simply because they 

focus in most of the cases the basic triangulation and complementarity of evidence.   
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This simplified and customary use of triangulation in present days goes even 

against this analytical design own development.  Greene, Caracelly, and Graham argued 

that  

from its classic sources, triangulation refers to the designed use of multiple 

methods, with offsetting or counteracting biases, in investigations of the same 

phenomenon in order to strengthen the validity of inquiry results (1989, 256). 

 

The logic behind using triangulation, complementarity and similar analytical 

designs identified by Greene, Caracelly, and Graham is to recognize that all 

methodological approaches have inherent biases and limitations, therefore the integrated 

methods approach enhances the evaluative exercise’s internal and external validity 

through the appropriated choices of analytical designs that are likely to minimize these 

methodological inherent biases and limitations. Moreover, these authors highlight the 

idea of using different integrated methods to enhance validity as an  

 

argument [that] requires that the two or more methods be intentionally used to 

assess the same conceptual phenomenon, be therefore implemented 

simultaneously, and, to preserve their counteracting biases, also be implemented 

independently (1989, 256). 

 

The Table 3, below, developed by Greene, Caracelly, and Graham shows how to 

use these analytical designs, in the case of integrated methods evaluations, by detaching 

their purpose and rationale.  In other words, these authors build a taxonomy of mixed-

methods designs that is able to inform best research choices in terms of methodological 

strategies among distinct methodological alternatives, and according to the purposes of 

use of evaluative information.    
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Table 3. Purposes and Rationale of Integrated Methods Research Designs 

INTEGRATED 

DESIGNS 
PURPOSES RATIONALE 

TRIANGULATION 

Seeks convergence, corroboration, 

correspondence of results from different 

methods. 

To increase the validity of constructs and 

inquiry results by counteracting or 

maximizing the heterogeneity of 

irrelevant sources of variance attributable 

especially to inherent methods bias but 

also to inquirer bias, bias of substantive 

theory, biases on inquiry context. 

COMPLEMENTARITY 

Seeks elaboration, enhancement, 

illustration, clarification of the results 

from one method with the results of 

other method.  

To increase interpretability, 

meaningfulness, and validity of 

constructs and inquiry results by both 

capitalizing on inherent methods 

strengths and counteracting inherent 

biases in methods and other sources. 

DEVELOPMENT 

Seeks to use the results from one 

method to help develop or inform the 

other method, where development is 

broadly construed to include sampling 

and implementation, as well as 

measurement decisions. 

To increase the validity of constructs and 

inquiry results by capitalizing on 

inherent methods strengths.  

INITIATION 

Initiation seeks the discovery of 

paradox and contradictions, new 

perspectives of frameworks, the 

recasting of questions or results from 

one method with questions or results 

from the other method.  

To increase the breadth and depth of 

inquiry results and interpretations by 

analyzing them from the different 

perspectives of different methods and 

paradigms. 

EXPANSION 

Seeks to extend the breadth and range 

of inquiry by using different methods 

for different inquiry components.  

To increase the scope of inquiry by 

selecting the methods most appropriate 

for multiple inquiry components. 

 

Source: (Greene, Caracelli, and Graham 1989, 259). 

 

Adding to that, Greene, Caracelly, and Graham, highlight how the use of these 

integrated designs is flexible and adaptable to specific research settings, as well as 

theoretical and conceptual choices.  In this dissertation triangulation is pursued, at the 

macro level of methods to the micro level of evidence, as to increase validity, reduce 

methodological biases, and maximizing heterogeneity of data and information sources.   

In conjunction the case study, the ethnographic study, and the comparative study 

allow the triangulation of findings and lessons learned in respect to the Pastoral’s 
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implementation, scaling-up, and potential to generate empowerment and social capital, 

improving the overall quality of the qualitative research and producing more reliable 

conclusions.   

The use of these three methodological approaches also promotes complementarity 

since it is built as a multi-level analytical exercise.  Findings and lessons learned from the 

national case study, complements findings and lessons learned from the municipal 

comparative analysis that in turn, complements the individual based ethnographic study, 

providing different perspectives and perceptions from managers, beneficiary population 

and stakeholders in general in respect to the Pastoral implementation, and the possible 

existence of rival hypothesis programs that can explain variations in the outcomes of 

interest that were not caused by the Pastoral program.   

In the case of the quantitative analysis, one methodology or method provide 

insights about the other, triangulating findings and lessons learned in respect to the 

Pastoral impact and complementing findings and lessons learned in respect to the 

Pastoral’s treatment heterogeneity.  The Figure 12, below, shows how triangulation of 

methods is used in this dissertation in the qualitative and quantitative chapter. 
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Figure 12. Qualitative and Quantitative Methods Triangulation 

Qualitative 

Implementation, Scaling-up,  

Empowerment and Social Capital Generation 

Quantitative 

Impact Estimation 

 

  
Source: Author’s elaboration. 

 

Complementarity is used as a transversal design in respect to methods integration, 

as each one of the qualitative and quantitative methods used provide complementary 

insights about the Pastoral implementation and effectiveness, especially because this 

theory-driven exercise was based on the premise that each method would have a specific 

role according to its strengths and characteristics.    

In the case of the multilevel qualitative studies the perception and knowledge 

from managers, beneficiary population, and stakeholders in general complement each 

other from the national perspective case study, passing by the municipal comparative 

study, to the individual based ethnographic study.  Besides the complementarity in terms 

of stakeholders’ perceptions, it was possible also to produce refined information about 

the Pastoral implementation, and the identification of rival hypothesis initiatives that 

might have caused changes in the outcomes of interest that are not due to the Pastoral 

program implementation.  In the case of the quantitative chapter the Difference-in-

Differences approach provide information about unobserved and confounding factor, 
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being complemented by Fixed-Effects and Random-Effects approaches that are capable 

to control for the effect of omitted variables, which in turn is complemented by the 

weighted regressions approach that controls for selection bias.  The Figure 13, below, 

shows how complementarity is used to refine lessons learned and findings from different 

methodological approaches. 

 

Figure 13. Qualitative and Quantitative Methods Complementarity 

Qualitative 

Stakeholders’ perception, Pastoral’s 

implementation, and identification of rival 

hypothesis 

Quantitative 

Impact Heterogeneity and Stratification Strategy 

 

 

 
 

 

Source: Author’s elaboration. 

 

Development integrated design was achieved in early stages of this research, as a 

main strategy to refine quantitative methods through evidence and findings from the 

qualitative research, and vice-versa.  The case study, for example, provided insights about 

the measurements to be used in the comparative study and impact research, as well as the 

definition of a proper approach for the targeting and coverage analysis.  Parallel to that, 

the comparative study development provided insights about the possible effect that 
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confounding factors and rival hypothesis effects might have in the estimation of the 

Pastoral’s impact, as depicted in the Figure 14, below. 

 

Figure 14. Qualitative and Quantitative Methods Development 

 

  

 

Source: Author’s elaboration. 

 

Initiation designs are used in this dissertation as a comprehensively umbrella 

framework based on the assumption that different qualitative and quantitative approaches 

triangulate and complement each other, and their specific methodological tools are also 

complementary within the scope of each one of these approaches, allowing the 

crosschecking of the Pastoral effectiveness, from within, and in between different 

paradigms and methodological perspectives.  Initiation, as the Figure 15, below shows, 

can be understood as the nemesis of triangulation allowing the crosscheck of contrasting 

information, insights, and lessons learned.  The Figure 15 shows contradictory 

information in respect to the role of the family basic health program sometimes detached 

as a rival program, sometimes as having complementary effects.  Contradictions were 

also identified in respect to the Pastoral’s role in terms of promoting gender equality 

Case Study

Measurements 
Selection, and 
Targeting and 

Coverage

Comparative Study 
Sampling

Confounding Factors 
and Rival Hypothesis

Methods 
Development

Quantitative 
Studies

Quantitative 

Impact 



 
109 

versus women’s empowerment, and finally in respect to the Pastoral’s nature that 

sometimes is referred to as religious and evangelical, and sometimes as ecumenical and 

based on scientific knowledge.  

 

Figure 15. Qualitative and Quantitative Methods Initiation 

 
 

Source: Author’s elaboration. 

 

Finally, expansion is a basic characteristic of this research since this dissertation 

is built upon a comprehensive and systemic view of the Pastoral program and its 

surrounding environment which is depicted in the Figure 16, below, that shows how this 

research evolves through the integration of methods, in a series of methodological 

approaches that are likely to produce more precise and robust findings, lessons learned, 

and conclusions. 
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Figure 16. Qualitative and Quantitative Methods Expansion 

 
 

Source: Author’s elaboration. 

 

In the following chapters of this dissertation this integrative strategy is thoroughly 

developed.  Chapter 4 evolves as a qualitative historic case study instrumental in 

promoting the understanding of the Pastoral’s implementation and evolution on the 

ground, including daily processes and tasks, adaptation over time and space, main 

failures, key challenges, identified opportunities, achievements in terms of capacity 

development, and results in regard to institutional strengthening.  This multilevel case 

study comprises the national and state coordination and also has managerial empirical 

implications. 

Chapter 5 complements, and is complemented, by Chapter 4 through an 

ethnographic study structured as the meticulous research of a small set of untreated and 

treated individuals and families to analyze if, and how, they access basic health services, 

also providing insights in whether or not the Pastoral is able to empower women through 

this access.  Chapter 5 also provides data about the potential effect that Pastoral has in 

empowering communities, which is conducted in deep in the following chapter. 
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Chapter 6, therefore, applies the insights of Chapters 4 and 5 to conduct a 

qualitative comparative study of institutional and environmental sources of bias likely to 

affect the implementation of the Pastoral, thus impacting the delivery of expected results.  

In that sense, this chapter also analyzes institutional arrangements observed at the 

municipal level that can either jeopardize or boost Pastoral’s treatment effect.  

Complementarily, this chapter helps in the identification of confounding factors that 

might bias Pastoral’s quantitative effect estimation since it addresses municipal level 

factors that might have an effect in infant and child mortality rates.  Chapter 6 also 

focuses the question whether or not the Pastoral program is able to promote community 

empowerment by stimulating civil participation of community leaderships in municipal 

councils and other kinds of participatory fora implemented at the municipal level.  

Finally, Chapter 6 is built with a comparative design that supports the subsequent 

empirical quasi-experimental analysis of the Pastoral’s impact on reducing infant and 

child mortality.   

Finally, the quantitative study, concentrated in Chapter 7, analyzes the targeting 

and coverage of the Pastoral from a quantitative perspective, and then uses a set of 

approaches and methods to produce evidences, in terms of causal relations, between 

Pastoral treatment and infant and child mortality covariates at the municipal level.   
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Chapter 4: Qualitative Case Study 

 

 

Faith is taking the first step even when you don't see the whole staircase. 

  

Martin Luther King, Jr. 

 

This chapter details and analyses the Pastoral’s institutional, programmatic, 

political, historical, and operational development.  It begins by outlining the Pastoral’s 

genesis and history in the context of Brazil’s policies to reduce infant and child mortality, 

followed by a discussion of the intersections of religion, politics, and policy in Brazil and 

how this complex network of power relations shapes the Pastoral’s nature and presumed 

effectiveness. This chapter also offers a modeled comprehensive and adaptive analysis of 

the Pastoral Program’s overall implementation. 

   In doing so, this chapter also addresses a suite of ancillary research questions: 

Where did the Pastoral come from and how did it emerge?  What is the context within 

which it has evolved?  What does it do and how?  How does the Pastoral intersect and 

interact with government and religious politics in Brazil?  These answers will be useful in 

refining the Pastoral’s Complete Logic Model, and in providing the basis for the 

subsequent quantitative analysis. 

The Pastoral da Criança social action program is a faith-based, largely 

government-funded effort that claims to have played a significant role in the reduction of 

infant mortality that Brazil has experienced in recent decades.  The Pastoral is community 

organized, theoretically targeted to the poorest of the poor, and shares important links 

with gender-related, and religious politics in Brazil. 
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The Pastoral initiated its activities in 1983 in Florestópolis, in the southern state of 

Paraná.
50

  Working through the Catholic Church's firmly established network of dioceses, 

the Pastoral model has subsequently been exported to a number of settings outside of 

Brazil, including Angola, Guinea-Bissau, Mozambique, Argentina, Bolivia, Chile, 

Colombia, Ecuador, Haiti, Mexico, Paraguay, Peru, Venezuela, Uruguay, the Philippines, 

and East Timor.   

Academics, journalists and civil society at large have lauded the success and 

innovation of the Pastoral Program.
51

 The Pastoral was officially nominated to the Nobel 

Peace Prize five times: in 2001, 2002, 2003, and 2005 by the Brazilian Presidency, and in 

2011 by Brazil’s Lower Chamber of Congress.  Several agencies of the UN, including 

UNICEF, PAHO/WHO, UNDP, and UNESCO have recognized the program with 

multiple awards. These institutions view the Pastoral program as a model to be replicated. 

Such recognition has helped the program to spread to Africa, Asia, and elsewhere in the 

Americas where governments and civil society organizations have adopted similar 

initiatives using the Pastoral as a model.  

In present days the death of millions of children per year due to preventable 

causes is difficult to translate into economic terms, but the human cost and the drag 

placed on socioeconomic development is clearly of great consequence. Especially in the 

developing world the loss of children can have impact on the demographic transition, 

economic growth, and social development.  In this context programs like the Pastoral, 

considered supposedly effective, are likely to disseminate to other settings.    

                                                 
50

 At the Saint John the Baptist Parish from the Archdioceses of Londrina under the leadership of Dom 

Geraldo Majella Agnelo. 
51

 A simple Google search listed more than half million citations of “Pastoral da Criança” in Portuguese. 
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Indeed, programs modeled after the Pastoral are now operating in fifteen 

countries.  Behind this alleged success, however, lie complex challenges to the daily 

implementation of this kind of program.  Initiatives like the Pastoral thrive only if, and 

when they adapt to distinct cultural and political contexts.   Initiatives with proven 

success in a given place are never guaranteed to find success elsewhere. Therefore the 

process of adapting the initiative to diverse contexts is the central challenge facing 

policymakers who wish to import the Pastoral methodology. 

 

4.1 THE ORIGINS OF THE PASTORAL DA CRIANÇA PROGRAM 

The Pastoral was first implemented in 1983 as a pilot project in the city of 

Florestópolis, a small municipality in the southern Brazilian state of Paraná.
52

  The most 

common anecdote
53

 regarding the Pastoral’s Genesis involves James P. Grant, former 

Executive Director of UNICEF, and Cardinal Dom Paulo Evaristo Arns, the former 

Metropolitan Archbishop of São Paulo.  They met in Geneva, Switzerland in 1981 at a 

conference on world peace.  By then Grant had amassed a great deal of experience 

working with foreign aid and development, especially child survival, and Dom Paulo had 

made a name for himself as a champion of human rights and had become famous for 

denouncing the practice of torture by the Brazilian military dictatorship. During that 

meeting they briefly discussed poverty and health in Brazil, and James Grant then 

                                                 
52

 In 1980 Florestópolis had 12,140 inhabitants, in 2000 it had 12,190 inhabitants, and in 2010 Florestópolis 

had 11,222 inhabitants (IBGE 1980, 2000 and 2010). 
53

 Very similar versions were documented in printed materials and this anecdote was described by Zilda 

Arns, Nelson Neumman Arns, and other interviewees.  However, it was not possible to find any document 

about the event in question.  This anecdote was based on Dom Paulo Evaristo Arns’ recollection of the 

facts and according to him this meeting took place during an event to discuss global peace.   
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persuaded Dom Paulo to help involving the institutional network of the Catholic Church 

to reduce the nation’s rates of infant and child mortality.
54

 

After a brief series of meetings and negotiations the Pastoral was founded as a 

social organization of the Catholic Church in Brazil.  Approved by the General Assembly 

of the Brazilian National Council of Bishops (CNBB) in 1981, the Pastoral began as a 

small-scale experiment to test the conceptual design of the Pastoral treatment and 

evaluate its effectiveness in improving maternal and child health at the community level.   

The CNBB appointed Dom Geraldo Magella, then Bishop of Londrina, later 

Cardinal of Salvador, to supervise the Pastoral pilot project.  To lead the Pastoral, the 

church tapped the younger sister of Dom Paulo Evaristo Arns, Zilda Arns, a pediatrician 

and public health officer based in Paraná state capital, Curitiba.  

The Pastoral began its activities in Florestópolis (PR) in 1983, under Magella's 

supervision and Zilda Arns' coordination.  In less than one year the infant mortality rate 

in Florestópolis’ treated communities began to decline sharply. Government and Church 

leaders trumpeted the program’s success and the Pastoral quickly began to spread across 

other settings. 

After the introduction of the Pastoral, the infant mortality rate (IMR) in 

Florestópolis dropped from 69.96 per thousand live births in 1980 to 20.16 per thousand 

live births in 2000,
55

 a stunning 75 percent.  Most of this improvement in infant mortality 

appears to have taken place in the very wake of the introduction of the Pastoral program,
56

 

                                                 
54

 In 1980 Brazil’s infant mortality rate was 87 deaths per thousand live births. 
55

 Ipeadata, 2009. 
56

 One common mistake regarding impact evaluation is the ex-post fallacy. One wrongly thinks that because 

development changes took place after the intervention implementation, the latter causes the former.  This 

disregards at least two assumptions for conducting impact evaluation: the counterfactual, and the rival 

hypothesis.   
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and from this pilot Bishop Magella agreed to scale up and disseminate the Pastoral 

treatment throughout his Diocese, and since then the Pastoral has expanded to become a 

major player in community-based health policies and politics in Brazil. 

The success of the Pastoral should not, however, be viewed in isolation. The 

infant and child mortality transition observed in Brazil in recent decades coincided with 

the introduction of other health policy interventions as well as vast infrastructure 

investments, with economic development as a leading force.  This development saw an 

across-the-board increase in real wages, urbanization, industrialization, a drop in fertility 

rates, increased levels of inoculations (now standard procedure in all but the very least 

developed areas and populations within the country), the introduction of the oral 

rehydration solution, and gains in education coverage. 

Nevertheless, it remains crucial to understand how Brazil reduced its infant and 

child mortality, and the role that the Pastoral program has played in this process.  The 

lessons to be learned from such an understanding would aid thousands of organizations 

dealing with development, child and maternal health, gender equality, and community 

empowerment all around the world. 

Comprehending the emergence of the Pastoral program requires context. The 

program is a product of a discrete moment in time, and the interplay of faith, politics, 

globalization, and technology.  A contextualized historical perspective reveals that, in 

fact, the structural and theoretical foundations of the Pastoral were planted years before 

the Geneva meeting.  These foundations are evident in the personal histories of three key 

actors: James P. Grant, Dom Paulo Evaristo Arns, and Zilda Arns Neumann; and their 

various relationships with development, human rights and community health. 
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James P. Grant and the Child Survival Revolution 

The son of an internationally recognized public health specialist, James P. Grant 

was born in Beijing in 1922.  Following in his father’s footsteps, he acquired vast 

experience working with international organizations on issues related to socioeconomic 

development before he became the third Executive Director of UNICEF in 1980. 

Following World War II, Grant worked for the UN Relief and Rehabilitation 

Administration (UNRRA) in China.  Dating back to his childhood, his experiences in 

China eventually afforded him a position in the U.S. State Department, where he served 

as Deputy Director of the International Cooperation Administration
57

 and, for a brief time, 

as Assistant Secretary of State in the Kennedy administration.  

 

Illustration 1. James Grant at Rwanda UNICEF facility, 1994 

 

Source: UNICEF Website 

                                                 
57

 The precursor to the Agency for International Development (USAID). 
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Throughout his diverse professional life James Grant witnessed, from many 

privileged positions, the emergence and evolution of the idea of "development”.  Over the 

years he accumulated experience and knowledge from three different perspectives: the 

American federal government, multilateral international organizations, and Third Sector 

institutions. 

By the time Grant met with Archbishop Arns, at the beginning of the 1980s, he 

had published several articles on socioeconomic development in academic journals. 

These articles illuminate Grant’s lines of reasoning in the decades leading up to the 

emergence of the Pastoral.  Particularly relevant to the themes of this study is the article 

“Perspectives on Development Aid: World War II to Today and Beyond” (1979),  in 

which Grant argued a point that, though now taken for granted, was then quite 

controversial: international aid has political implications. 

The emergence of international aid and development as we know them today took 

place right after the Second World War, through the implementation of the Marshall 

Plan.  In 1947 Secretary of State George C. Marshall laid out the main characteristics of 

an assistance plan to reconstruct Europe’s devastated infra-structure and economy.  In 

1948 the US Congress approved the Marshall Plan, and by 1952 the United States had 

already invested almost thirteen billion dollars in several war-torn West European 

countries (USAID, 2011).
58

 

The Marshall Plan was already in place when President Truman, in his inaugural 

address in 1949, spoke of the  

                                                 
58

 Those US$ 13 billion represented 3.48% of the United States’ GNP at 1952 of US$ 373.3 billion (U.S. 

Department of Commerce: Bureau of Economic Analysis: 2011), far more than the US$ 30 billion overseas 

development aid (ODA) provided by the American government in 2010, 0.2% of the of the United States’ 

GNP at 2010 (OCDE/DAC: 2011 and U.S. Department of Commerce: Bureau of Economic Analysis: 

2011). 
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first formal recognition of the desirability of providing technical assistance to the 

emerging countries and developing economies of Asia, Africa, and Latin America 

(Grant 1979, 3). 

 

His speech delineated what become known as Truman’s Point Four Program, a 

policy statement that expressed the United States' willingness to share scientific and 

industrial advances that could lead to improving lives in underdeveloped areas of the 

world.  The other points in the Point Four speech were, in their original order of 

importance: support the United Nations system; keep the world economic recovery 

programs working; and “strengthen freedom-loving nations against the dangers of 

aggression.”   

The Point Four Program was just one element of Truman’s foreign policy, it is 

clear that the overall objective of his foreign policy was to stop the influence of the Sino-

Soviet bloc through the use of economic and political power in conjunction with military 

power
59

 instead of promoting human development per se.  

The era of European colonialism began to draw to a close in Africa and elsewhere 

in the world by the beginning of the 1960s, and with the growing influence of the Soviet 

Union and China on politics and social movements in the developing world, U.S. foreign 

policy priorities during the Cold War began to expand their reach to developing countries 

aligned with neither the Unite States nor the Soviet Union, or as they became collectively 

known by that time: the Third World. 

                                                 
59

 Joseph Nye (1990) developed the concept of soft power that could clearly be applied to define Truman’s 

foreign policy program. For more see Nye’s “Bound to Lead: The Changing Nature of American Power” 

(1991). 
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Examples of this shift in foreign policy priorities include Kennedy's creation of 

the Agency for International Development and the Alliance for Progress in 1961, part of 

a broader strategy to advance a “cooperative effort to promote economic and social 

progress through U. S. economic aid and self-help measures by the Latin governments” 

(Grant 1979, 4).  These realignments in U.S. policy marked a conceptual shift in foreign 

aid and international development, resulting in commonly accepted ideas of today, such 

as Nye’s Soft Power (1990) and Anne-Marie Slaughter´s New World Order (2009). 

At the same time, the international arena began to engage in development.  In 

1961, the politically expanding General Assembly of the United Nations launched its 

own set of development goals and guidelines in what became known as the First UN 

Development Decade.  During the Development Decade UN member nations recognized 

that  

 

the economic and social development of the economically less developed 

countries is not only of primary importance to those countries but is also basic to 

the attainment of international peace and security and to a faster and mutually 

beneficial increase in world prosperity (UN A/RES/1710-XVI). 

 

The UN Development Decade called on members to pursue policies that would 

increase the share of international commerce commanded by less developed countries, 

work to equalize the distribution of export commodities, increase of the flow of private 

investment capital for these countries, and  

 

to pursue policies that will lead to an increase in the flow of development 

resources, public and private, to developing countries on mutually acceptable 

terms (UN A/RES/1710-XVI).  
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International technical cooperation known today as North-South cooperation 

emerged during the Development Decade.  While the Development Decade initiated the 

financing of aid, the central priority of this development effort actually focused on 

promoting self-sustained economic growth, in accord with each country's own goals, 

which would lead to a targeted five percent increase in aggregate economic income per 

year in each country by the end of the decade.  

By 1970, it became abundantly clear that the world had fallen far short of meeting 

the goals of the First UN Development Decade program, as stated in the UN’s Second 

Development Decade document: “the level of living of countless millions of people in the 

developing part of the world is still pitifully low.”   

The 1970s, or Development Decade II, called attention to the importance of 

human development in contrast to more general economic development. At this point in 

time, development became increasingly understood as closely related to the well-being of 

children and female empowerment.  The development process was still based on 

economic progress, however, and in that sense the chief goals remained economic: 6% 

annual increase of gross national product and 3.5% increase of gross domestic product 

per capita.  In furthering those goals, the UN continued to hold developed countries 

responsible for financing international aid (UN A/RES/2626-XXV). 

For its part, the United States found itself in the midst of internal political 

conflicts and social unrest that contributed to the U.S. Senate suspending foreign aid 

completely in 1972.  By the time U.S. foreign aid was restored, a year later, the world 

was a different place and international development strategies had shifted.  While the 

world economy had grown a great deal, most of the new wealth had not been shared 

equitably with the needy.   
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 Aware of existing inequalities, James P. Grant delineated in 1979 what he called 

the new imperative of development cooperation with a set of proposals aimed at: (1) 

creating specific programs for two different kinds of countries: low income nations and 

middle income nations; (2) focusing on effective actions addressing basic human needs; 

(3) increasing the amount of resources transferred; and (4) increasing the quality of aid.  

Just a few years later Grant joined UNICEF with the promise of putting his plan into 

action.
60

 

The development strategy of economic growth articulated in the First and Second 

UN Development Decade programs fell short of their goals.  Complicating matters, the 

world faced a series of severe economic crises during the 1980s, leading to a global 

economic recession that affected the developing world particularly hard. In Latin 

America, for example, the 1980s were dubbed the Lost Decade, with development efforts 

largely stunted. 

Global economic conditions thus complicated development efforts when James P. 

Grant became Executive Director of UNICEF.  His predecessor in that position, Henry R. 

Labouisse, had a more conservative view on how to promote children's well-being 

worldwide.  Under Labouisse, UNICEF pursued strategies to promote basic health at the 

community level, but focused on changing correlates of infant mortality also traditionally 

linked with economic development, such as access to basic education, overall health 

services, and sanitation, all being long-term structural policies.    

Starting immediately after his nomination, according to UNICEF, Grant asserted 

himself as an "energetic advocate for children" (2014a).  Over a period of merely three 

years, Grant changed the world’s understanding of infant mortality and its reduction.  

                                                 
60

 By 2014 it is remarkable that Grant’s plan remains relevant to this day.  
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Instead of relying solely on long term, strategic and curative health, Grant’s UNICEF 

developed a preventive methodology to defeat a "global silent emergency”, the premature 

death of millions of children from preventable diseases.  By disseminating the idea of a 

“global silent emergency”, Grant called political attention to the problem of infant and 

child mortality. In parallel he also initiated a discussion of his proposed solution, “The 

Child Survival and Development Revolution” (CSDR).  Aimed at reducing infant and 

child mortality attributable to preventable diseases, the CSDR was launched by Grant in 

1982. 

The timing of the CSDR was opportune.
61

 In 1979 the United Nations declared the 

International Year of the Child, calling attention to preventable infant and child mortality.  

During this period, UNICEF reinvented the successes of its mass disease campaigns of 

the 1950s.
62

  In doing so, UNICEF borrowed elements from a set of four techniques from 

a basic services package called GOBI (Growth monitoring, Oral rehydration, 

Breastfeeding, and Immunization).  Each of these complementary techniques represented 

a simple and low-cost tool for fighting infant and child mortality, and their combined 

result had exponential potential to lower infant and child mortality rates. 

Growth monitoring promotes regular health check-ups for infants; oral 

rehydration neutralizes the scourge of diarrhea, one of the main causes of infant 

mortality; breastfeeding promotes early child nutrition and bolsters immune systems; and 

immunization prevents six childhood diseases: tuberculosis, diphtheria, whooping cough, 

                                                 
61

 The CSDR was officially launched in the 1982 Annual State of the World’s Children Report. 
62

 Together with the Scandinavian Red Cross, UNICEF implemented an international campaign aiming to 

immunize and disinfect European children from tuberculosis in 1947. After that, the scope was broadened 

to include other epidemic diseases, such as yaws, malaria, and leprosy.  As declared by UNICEF “these 

campaigns were among the first, and certainly the most spectacular, extensions of non-war-related 

international assistance” (UNICEF 2014b).    
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tetanus, polio, and measles.  Together the GOBI techniques constitute a powerful tool to 

fight infant and child mortality due to preventable causes. 

Grant’s next challenge was to achieve the degree of social mobilization needed to 

successfully implement the CSDR.  For that UNICEF worked on two fronts.  First and 

most importantly, the development of innovative low-cost techniques such as the GOBI 

package.  Second, UNICEF used newly developed mass communication systems.  

Advances in communication technology made the world smaller, and by the 1980s 

almost every corner of the planet was accessible through radio and television networks.  

The aggressive use of advertising not only disseminated public health information but 

also helped to attract significant support for this cause.  UNICEF put a great deal of effort 

into reaching a diverse sample of civil society to carry their message: religious leaders, 

sport figures, federal and local governments, politicians, trade unions, professional 

associations, and even artists
63

 were invited to collaborate to these efforts. 

UNICEF created a Task Force for Child Survival and Development to assist in 

promoting the CSDR with representatives from all major international players in the field 

of children's health.  The Rockefeller Foundation, UNDP, the World Bank, and WHO 

became responsible for working with UNICEF to build momentum for the CSDR and to 

solve technical and managerial problems as they arose (UNICEF 2014c). 

                                                 
63

 The building of a network like these is usually done within country and coordinated by UNICEF’s 

National Committee.  The use of “famous personalities” is a major media strategy for UNICEF.  Current 

(2009) International Goodwill Ambassadors include: Amitabh Bachchan, the Berliner Philharmoniker, 

Roger Federer, Ricky Martin, Shakira, Mebarak, Lord Richard Attenborough, David Beckham, Harry 

Belafonte, Jackie Chan, Judy Collins, Mia Farrow, Danny Glover, Whoopi Goldberg, Angélique Kidjo, 

Johann Olav Koss, Tetsuko Kuroyanagi, Femi Kuti, Leon Lai, Lang, Jessica Lange, Sir Roger Moore, Nana 

Mouskouri, Youssou N'Dour, Vanessa Redgrave, Sebastião Salgado, Susan Sarandon, Vendela 

Thommessen, and Maxim Vengerov.  There are also country level ambassadors, of which examples from 

Brazil are Renato Aragão and Daniela Mercury.  Recently, UNICEF also signed contracts with soccer clubs 

such as Barcelona, Flamengo, and Boca Juniors to disseminate its brand. 
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According to UNICEF, over a period of ten years, the CSDR is credited with 

saving the lives of around 12 million children.  Grant recognized, however, that the 

international organizations that had been marshaled for the CSDR could not be counted 

on to continue their valuable efforts indefinitely, but turned instead to nation states and 

their civil societies as more sustainable long-term partners, guaranteeing national 

ownership of developmental changes, which is in present days a cornerstone of aid as 

recognized by the Paris Declaration on Aid Effectiveness (2005).  The CSDR  

 

was never aimed exclusively at saving children's lives and preventing childhood 

disease and disability. The wider purpose of the revolution was to revitalize the 

flagging cause of human-centered development and to place children at the 

leading edge (UNICEF 2014d).  

 

James Grant personally took the lead in building the UNICEF network to support 

the CSDR. First and foremost he visited hundreds of heads of state, presidents, monarchs 

and prime-ministers to promote children’s health, obviously an issue of broad popular 

appeal.  Using the diplomatic skills he developed over decades in the international arena, 

Grant implemented an intense lobbying strategy focused on regional bodies including the 

Association of South-East Asian Nations (ASEAN), the League of Arab States (LAS), 

the Organization of American States (OAS), the Organization of African Unity (OAU), 

the Organization of the Islamic Conference (OIC) and the South Asian Association for 

Regional Cooperation (SAARC) (UNICEF 2014d). 

According to UNICEF, Brazil was ranked number 139 out of the 175 countries 

that submitted infant mortality statistics to UNICEF in 1980.  Complicating matters, 

Brazil had a very large and young population, including over 16 million children from 0 
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to 5 years of age (DATASUS),
64

 many of those living in conditions of extreme poverty 

and rampant inequality.  This placed Brazil at the top of Grant’s agenda for promoting 

children's health.  This was also the time when Grant met Dom Paulo Evaristo Arns, 

Archbishop of São Paulo; a man that shared Grant’s passion for human rights. 

 

Dom Paulo Evaristo Arns and Human Rights  

By the time Dom Paulo Evaristo Arns met James Grant in Switzerland he was 

already fighting his own “revolution” against torture and the Brazilian military 

dictatorship (Gaspari 2002a; Gaspari 2002b; Gaspari 2002c; Gaspari 2003).  As a human 

rights advocate under the dictatorship, Archbishop Arns played a prominent and 

important political role in combating the widespread “official” practice of torture by the 

state apparatus and the military dictatorship oppression. 

He also found time and energy to embrace the cause of children that Grant was 

championing at UNICEF.  Born in Forquilhinha, Santa Catarina, in September 1921, 

Paulo Evaristo was the fifth child of Helena Steiner Arns and Gabriel Arns.  Both were 

descendants of German immigrants to Brazil, arriving towards the end of the 19th century 

in the "third wave" of German immigration (Klug 1994).
65

  Paulo Evaristo Arns was only 

thirteen years old when he left home to study at a Franciscan seminary.  That was the 

beginning of a long and successful academic and religious career.  His motto, chosen 

when he was just a priest, was “From Hope To Hope”.
66
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 The total population of Brazil at the time was 119,011,052 people.  Children aged 0 to 5 years 

represented 13.8 percent of the total population at the time. 
65

 The third wave of migration from Germany (1895-1914) differed from the previous waves because it was 

mainly a private enterprise, different from the first and second waves that were sponsored by the 

government.  It also took place in areas already occupied by other migrants (mostly Italians), resulting, in 

that sense, in culturally mixed entrepreneur communities. 
66

 EX SPE IN SPEM. 
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After finishing his undergraduate studies in 1947 with degrees in philosophy and 

theology, he interned at a number of academic institutions in Germany, England, 

Holland, Belgium, the United States, and Canada (1948 to 1950), finishing his studies 

with graduate degrees in ancient literature (linguistics) and education.  Dom Paulo 

Evaristo Arns earned his doctorate at the University of Paris (Sorbonne) in 1952, 

presenting the dissertation “La technique du livre d’après Saint Jérome,” that was 

approved with a très honorable distinction (Projeto Dhnet, 2008), establishing Dom Paulo 

as an expert in Patristics, the study of the philosophies of early Christian writers. 

Archbishop Arns went on to enjoy a successful religious career.  From his first 

position as a member of the Franciscan Order of Friars Minor
67

 in 1943 to his retirement 

as Cardinal and Metropolitan Archbishop of São Paulo in 1998, Dom Paulo Evaristo 

Arns spent more than five decades actively working in the Roman Catholic Church and 

for 35 years held the position of Cardinal.  Dom Paulo Evaristo Arns participated in the 

second Vatican Council,
68

 two Conclaves
69

 (1978), and witnessed a third (2005) but was 

unable to vote due to rules restricting the voting rights of octogenarian Cardinals.
70

 

Cardinal Arns was indeed a prestigious figure within the bureaucracy of the 

Church.  In 1966, Dom Paulo was invited to become Adjunct Bishop of São Paulo.  He 

                                                 
67

 The Order of Friars Minors (Ordo Fratrum Minorum) is a Franciscan mendicant order which motto is 

“Praised be my Lord God with all his creatures”. This is the most famous of the Franciscan groups and it is 

commonly referred to as the Franciscans.   
68

 The Second Vatican Council focusing on the relation of the Catholic Church with the modern world, 

convened from 1962 to 1965. 
69

 Conclave from the Latin cum clave (with a key) is a close and rigorous meeting of the College of 

Cardinals that happens every time they have to elect a new Pope.  They have to stay in the Vatican with no 

contact with the external world until they choose a new pope and the elderly Cardinal can make the famous 

proclamation “Annuntio vobis gaudium magnum: Habemus Papam!” (I announce to you a great joy: We 

have a Pope!) at which point white smoke from the burning of electoral ballots is emitted from the chimney 

of the Sistine Chapel signaling that a new pope has been chosen. 
70

 In 1970 Pope Paul VI issued a decree stating that Cardinals of more than 80 years of age were not 

allowed to vote during Conclaves (Catholic Encyclopedia 2011). 
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promptly refused the invitation arguing that he was not ready for the job, preferring 

instead to continue working with a team of theological experts at the Franciscan Curia on 

measures needed to adapt the Franciscan Order to the changes promoted by the Second 

Vatican Council.  Dom Paulo only accepted the position after a third invitation in which 

the Vatican messenger, Dom Huber Mozzoni, made clear that that he was the personal 

choice of Pope Paul VI (Arns 2001). 

Toward the end of the 1960s, as Bishop in São Paulo, Dom Paulo rose to 

prominence as a champion of human rights in Brazil.  With a military dictatorship ruling 

the country from 1964 to 1985, taking up the cause of human rights was a dangerous 

decision that imperiled the Bishop politically as well as personally.  But his gamble paid 

off.  While he was commended as a professor, journalist, and community organizer, his 

voice emerged as one of the first and few against the institutionalized practice of torture 

in Brazil.  Dom Paulo Evaristo Arns became one of the most well-known and celebrated 

cardinals in modern Brazilian history, wielding considerable political and social influence 

(Serbin 2008, 166). 
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Illustration 2. Dom Paulo Evaristo Arns at Journalist Wladimir Herzog’s Funeral at the 

Albert Einstein Hospital, 1975 

 

Source: http://kmspagu.wordpress.com - Author: Elvira Alegre 

 

Much of the torture that took place under the military regime was carried out by 

special military organizations operating ostensibly in the interests of national security.  

Within these groups were several repressive units operating outside or on the fringes of 

the law.  Known as the “Tigrada”
71

 these men were directly responsible for severe and 

successive human rights violations, especially during the “anos de chumbo,”
72

 the most 

violent years of the military dictatorship under the Médici government.  Usually 

composed by low-level military and police personnel, these groups operated 

                                                 
71

 “The Tigers”. 
72

 “The Years of Lead”. 
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“autonomously” and in line with what they believed to be the best interests of the country 

(Gaspari 2002b; Gaspari 2002c).   

Dom Paulo first learned of the Tigrada, or the systematic practice of state-

sponsored torture in 1969, through the testimony of Sister Maurina Borges, a nun from 

Ribeirão Preto in São Paulo state who was imprisoned at the Carandiru Feminine 

Presidium,
73

 a place that Dom Paulo visited monthly (Leone 1998; Gaspari 2002c, 265).  

Later on, Dom Paulo was appointed by the Archbishop of São Paulo, Cardinal Rossi, to 

visit a group of Dominican Friars who were under arrest as “terrorists” and allegedly 

being tortured at São Paulo city.  According to Dom Paulo the visit to the Dominican 

friars marked the beginning of his public denunciation of the practice of torture that 

would define his term as São Paulo’s Bishop (Arns 2001, 147). 

To fight state-sponsored torture in Brazil, Dom Paulo established a Peace and 

Justice Commission (Comissão de Justiça e Paz) under the authority of the Archdiocese 

of São Paulo.  Through the Commission, Cardinal Arns searched and catalogued 

evidences of state-sponsored torture in Brazil.  His work led to the publication of the 

“Brazil: Nunca Mais”
74

 report in 1985, that was, according to Kenneth Serbin, "the 

bitterest pill for the military regime" (2001, 11). 

                                                 
73

 The Carandiru Presidium was part of a large complex known as the Carandiru Penitentiary.  Carandiru 

was originally designed to hold around 3,500 prisoners.  However, by the end of the 1990s there were more 

than 8,000 inmates there, making it the largest prison in Latin America at the time.  Carandiru was located 

in Dom Paulo Evaristo Arns' diocese.  It is also famous for the massacre that took place there in 1992 when 

111 unarmed prisoners died.  Carandiru was shut down and dismantled at the beginning of the 21st century.  

The site of the old prison is now a public park.  Early in 2014 after twenty and one years, 73 police officers 

were found guilty of the murdering of the inmates, most of them waiting for trial.  The trial was collective 

and organized according to the pavilion the murdering took place.  The penalties range from 48 to 624 

years of prison.  Colonel Luiz Nakaharada another suspect of the deaths died before trial.  The 

Commanding Officer of the Carandiru massacre Colonel Ubiratan Guimarães, by that time an elected state 

representative, was sentenced to 632 years of prison but had his penalty voided by mistrial. Later on 

Colonel Guimarães was supposedly assassinated by his girlfriend in a crime of passion in 2006.      
74

 The project “Brazil: Never More” was conducted under Dom Paulo Evaristo Arns, Rabi Henry Sobel, and 

Presbyterian Priest Jaime Wright’s leadership.  From 1979 to 1985 the project secretly compiled 
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The evidence gathered by the Commission consisted of more than a million 

clandestine copies of official paperwork connected with the handling of political 

prisoners.  These copies were made by lawyers institutionally connected to the Catholic 

Church, which may have saved them from torture.  So sensitive was the collected 

evidence that it was not published for several years since publishing houses refused to 

print the report in fear of violent reprisals by the military.  Considered the authoritative 

source on torture carried out by the military regime in Brazil, the Commission's report 

records 1,918 cases of state-sponsored torture carried out between 1964 and 1979, and 

especially under the particularly repressive regime of Emílio Garrastazu Médici, when 

the Tigrada freely operated (Gaspari 2002c). 

Dom Paulo Evaristo Arns is certainly most well-known as a human rights 

champion.  Less known are his communitarian roots, ethics, and beliefs.  He experienced 

the “colono” way of life of German immigrants at Santa Catarina state during his 

childhood and early teen years.  His father’s role as an “informal” judge, peacemaker, 

community organizer, and leader is well documented (Z. A. Neumann 2003), and 

throughout his life these communitarian beliefs and ethics would remain central.  

Combining his personal background and values acquired through his family beliefs with 

the ideals of the Second Vatican Council, Dom Paulo helped to establish a pioneer form 

of organization based on a model that become widely known as the Basic Ecclesial 

Communities (CEBs).
75

 

                                                                                                                                                 
information from 707 legal process and more than one million pages to prove the practice of torture by the 

Brazilian government.  In present days the Brazil Never More documents are the most accessed files of the 

Edgard Leuenrouth Archive from the University of Campinas (UNICAMP).  The Report published by 

Catholic press Editora Vozes was instrumental in the identification and denouncing of torturers in Brazil 

(Dhnet, 2011).  
75

 Comunidades Eclesiais de Base in Portuguese. 
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The Church’s Historical Role in Promoting Development  

In the late 1960s Dom Paulo Evaristo Arns lived in Petrópolis, Rio de Janeiro, 

teaching at the city’s Franciscan Theology Institute.  Early in 1966 the city suffered from 

heavy rains, severe flooding, and lethal landslides.  Dom Paulo led a band of 80 seminary 

students to aid victims, many hailing from seven slums that the institute had already been 

serving.  At one point Dom Paulo personally counted 100 coffins of community members 

that he had visited and ministered to.  This experience led him to advocate for social 

justice in conjunction with his spiritual services (Arns 2001). 

In his biography Dom Paulo wrote that many times when facing the struggle of 

poor people, “his suffering brothers,” he wished to no longer be a priest but a simple friar 

working directly with the poor.  Influenced by St. Francis’ philosophy, he thought of 

himself as a brother to poor people, and viewed himself as “a companion to men hurt on 

their way through life” (Arns 2001, 60). 

Arns admired and partially accepted a way of life typical of medieval friars from 

the four mendicant orders (Dominicans, Franciscans, Carmelites, and Augustinians). 

Theirs was a life of deprivation, committed to community service.  Though the roots of 

Dom Paulo’s beliefs lie in the Middle Ages, they were also part of a broader 

contemporaneous movement in Brazil and Latin America, the Liberation Theology that 

was emerging as a controversial approach to Church-led human development.  One 

response to the Second Vatican Council in Latin American was the emergence of the 

CEBs; small service organizations that proliferated around urban parishes and rural 

chapels at the initiative of laymen, fathers, or even bishops (Betto 1985). 
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Due to his progressive role within the Catholic Church, Dom Paulo Evaristo Arns 

became labeled as one of Brazil’s Red Bishops, leftist clergy
76

 engaged with political and 

social issues at a time when protest was forbidden, even for the press, politicians, and 

public officers.  This happened at a time in which it was widely held that being a Cardinal 

and a communist were mutually exclusive, since communists are atheist by principle. 

Dom Paulo and other preeminent “leftist” Bishops of that time, such as Dom Helder 

Câmara,
77

 in fact strongly opposed the spread of communist regimes in the developing 

world (M. de Castro 2002, 44).  He was nevertheless viewed by the dictatorial regime as 

a threat influenced by communism mainly because of his links with Liberation Theology 

and his criticism of the Alliance for Progress, in contrast with his support of President 

Goulart’s “Reformas de Base”.
78

  

Within the Catholic Church Pope John XXIII was thought to be merely a 

transitory pope because of his advanced age, yet his legacy still affects the way the 

Church is seen and operates today.  Before completing 100 days as pope, John XXIII 

convoked the Roman Catholic Church for what become known as the Second Vatican 

Council. Produced in four sessions, between 1962 and 1965, Vatican II was implemented 

by two Popes, John XXIII and his successor Paul VI.   

                                                 
76

 On the other side, according to Gaspari (2002), Catholic Ultramontane religious people in Brazil 

collaborate with the infamous DOPS (Political and Social Order Department).  Gaspari remembers that as 

much as leftist religious people were linked with the Marighelismo – communist inspired group of leftist 

militants, linked with the religious left, that opted for the armed struggle, and was responsible for the 

“Guerilha do Araguaia,” and the kidnapping of the American Ambassador in Brazil, – there were also right 

wing Catholic militants associated with the “porão” (the basement, the obscure piece of the State involved 

with torture) and the “Tigrada”.   
77

 Dom Helder Câmara was another prominent leader of the Church famous for being a “communist.”  The 

Pope John Paul II once greeted him: “Brother of the Poor, my Brother” but under his papacy Dom Helder 

was ostracized and Liberation Theology persecuted (M. de Castro 2002).  Even in this way, Dom Helder 

Câmara was appointed to receive the Peace Nobel Prize from 1970 to 1974 (Broucker 2008, 14). 
78

 A set of structural reforms proposed by President Goulart that were used as an excuse for the military 

coup d’état of 1964. 
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Vatican II surprised most theological experts, especially from the Roman school, 

many of whom considered the second Council unnecessary, simply because the first 

council concentrated most of the power in the pope’s hands, and councils were essentially 

power sharing negotiations (Beozzo and Alberigo 2006, 11; Broucker 2008, 15).  This 

move signaled Pope John XXIII’s intent to democratize the Catholic Church and also to 

render it a more transparent and sustainable Church, reorganizing leadership and 

organizing a new political structure. 

The most prominent changes promoted by Vatican II were liturgical.  For the first 

time people could witness a mass in their native language instead of Latin. In addition, 

priests no longer turned their backs to the faithful, facing instead the congregants.  These 

changes aimed at bringing the people and the church closer together in a process of 

aggiornamento.  Roughly translated, aggiornamento meant a “process of updating” and 

that was what the Vatican II did indeed, modernizing the Church, marketing it to a 

modern audience. 

Theologically speaking, Pope John XXIII played an important role in issuing his 

encyclical
79

 Pacem in Terris (Peace on Earth) as well as the Pastoral Constitution 

Gaudium et Spes (The Joy and Hopes).  Signaling a new reality for both the Church and 

the international community, these documents clearly identified with the United Nations 

Declaration of the Human Rights, and served as a bridge between the two.
80

  With Vatican 
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 An encyclical is a circular letter from the Pope to the bishops all over the world. 
80

 On the section “Order Between Men”, paragraph 11, one can read “but first We must speak of man's 

rights. Man has the right to live. He has the right to bodily integrity and to the means necessary for the 

proper development of life, particularly food, clothing, shelter, medical care, rest, and, finally, the 

necessary social services. In consequence, he has the right to be looked after in the event of ill-health; 

disability stemming from his work; widowhood; old age; enforced unemployment; or whenever through no 

fault of his own he is deprived of the means of livelihood”.  It is known that the Pastoral Gaudium et Spes 

was the great documental source behind for the emergence of Christian Humanism (Lorscheider et al. 

2006). 
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II, the Pope linked international development goals with the fundamental teachings of 

Christ, with the Sermon on the Mount serving as a point of departure.
81

 

The “new” Catholic Church began to take shape even before Vatican II. One 

month before its opening, the pope laid the foundations of liberation theology calling in a 

radio proclamation for support of his encyclical Mater et Magistra (Mother and Teacher) 

stating that  

 

on the face of underdeveloped countries, the Church presents itself – as it is and 

wishes to be – as the Church of all and specifically the Church of the Poor 

(Beozzo and Alberigo 2006, 11).
82

 

 

Besides Vatican II, the aggiornamento process involved other social actors and 

Church bodies.  For this dissertation the II General Conference of Latin America 

Episcopate that took place at Medellin in 1968 is of great importance as is the Conference 

of Puebla in 1979.  When Pope Paul VI convened the Medellin conference he thought of 

it as the first step of the implementation of the Vatican II in Latin America, but it actually 

went far beyond that (Lorscheider et al. 2006).   

1968 marked the UN’s International Year for Human Rights, and the world went 

through a great deal of change in its wake.  It was also the year of the May mobilizations 

in Paris, an escalating Vietnam War, the USSR invasion of the Czech Republic, and the 

assassinations of Dr. Martin Luther King, and United States presidential candidate Robert 

Kennedy. 
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 “Blessed are the poor in spirit, for theirs is the kingdom of heaven”. Matthew 5-7. 
82

 Free translation. 
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In Latin America, 1968 marked the Tlatelolco massacre in Mexico and a left-

leaning populist coup d’état in Peru.
83

  It was a pivotal election year in Ecuador and 

Brazil.  By December, Brazilian President Costa e Silva signed the Institutional Act 

Number Five
84

 (AI-5), lifting constitutional guarantees and establishing the longest 

dictatorial rule in Brazil’s history. 

After centuries of oligarchical dominance and oppression backed by the Church, 

the Medellin Conference severed the tacit alliance between the Catholic Church and the 

status quo, the conservative forces of Latin America’s oligarchies (Lorscheider et al. 

2006; Libanio 2007).  The progressive wing of the Latin American Catholic Church saw 

a window of opportunity and began to organize at the community level. These groups 

proliferated on the fringes of society, growing in settings characterized by poverty, 

violence, and without adequate healthcare, education, and housing. Their ideology was 

based on the principles of Liberation Theology, drawing heavily from Paulo Freire’s 

seminal work “Pedagogy of the Oppressed” from 1970. 

For his part, Dom Paulo Evaristo Arns led the implementation of a series of 

training and events related to Vatican II in São Paulo in 1971.  Together with Adjunct 

Bishops Dom Lucas Moreira Neves, Dom José Thurler, and then Canon Geraldo Majella 

Agnelo, Dom Paulo Evaristo Arns mobilized an effort to democratize and popularize the 

Catholic Church that spread quickly across peripheral areas.  

At Santana neighborhood, on the north part of São Paulo city, Dom Paulo created 

the “Mission of God’s People” where he worked together with priests, religious leaders, 
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 General Juan Velasco Alvarado led a military “junta” that was supported by the Peruvian Communist 

Party and the Peruvian left. 
84

 Ato Institucional Número Cinco (AI-5).  Gaspari believes that the AI-5 marked the beginning of the 

longest dictatorial period in Brazil (Gaspari, 2002: p. 35). 
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and laymen to promote the continuous “training” of clergy, and the lay population.  There 

Dom Paulo oversaw the establishment of many CEBs, or in Dom Paulo Evaristo Arns’ 

own words, a  

 

group of people gathering together to watch over the population’s wellbeing – 

health, education, transportation, housing – with religious motivation
85

 (Arns 

2001, 116).  

  

Arns was thus coordinating what was in essence a Church-led development 

program. 

The knowledge and experience Dom Paulo amassed in the CEBs led him to agree 

with James Grant’s proposal to enlist the Catholic Church in the alleviation of infant and 

child mortality. Dom Paulo could count on the support of the recently realigned Catholic 

Church to assume a hands-on role in promoting development at the community level.  In 

fact, Dom Paulo himself had been organizing communities for years, and was a strong 

advocate for the Church’s engagement in development efforts.  Dom Paulo Evaristo Arns 

could also count on the efforts of a trusted confidant to implement his program on the 

ground; a person whose biography is itself intertwined with the Pastoral history, namely 

Zilda Arns, Dom Paulo’s younger sister. 
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 Free translation. 
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Zilda Arns Neumann and the Pastoral da Criança  

The Pastoral da Criança is considered by many to be one of the most successful 

social endeavors of the Catholic Church in Brazil’s recent history, and Dr. Zilda Arns 

Neumman is certainly the person who made that happen.   

The analysis of the Pastoral’s genesis shows that James Grant had developed the 

idea, Dom Paulo made it possible, politically speaking, and Zilda Arns moved the engine 

of social change in the field from day one in Florestópolis until her death in the 2010 

Haiti earthquake.  Obviously, being Dom Paulo Evaristo Arns’ sister helped Dr. Zilda 

Arns to become the Pastoral Coordinator.  However, by the time the Pastoral was created, 

Zilda Arns was already an extremely competent and recognized pediatrician and public 

health expert who already was Infant and Maternal Health Director of the Paraná State 

Public Health system.  By 1983 she already had thirteen years of experience in dealing 

with infant and maternal health.  

Dom Paulo used his political capital to bring the children’s cause to the Catholic 

Church’s social agenda, and was therefore capable of mobilizing resources.  Moreover, 

he had connected the dots that indirectly united Zilda Arns and James Grant.  Dom Paulo 

Evaristo Arns knew from his experience working with thousands of communities from 

the time of the implementation of the CEBs in Brazil that bottom-up development 

initiatives, community organization, and empowerment, when properly carried out, could 

effectively change the social reality of the world. 

Dom Paulo Evaristo Arns may have been the key person in bringing the Catholic 

Church, UNICEF’s Grant, and Zilda Arns together.  However, Zilda Arns was the key 

person in transforming the Florestópolis pilot project into a model that has influenced 

Brazil’s basic health policy, covering almost two thirds of Brazilian municipalities, and 

mobilizing around two hundred thousand volunteers all around the country.  Through 
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these lenses the Pastoral clearly filled the implementation gap, something that remains 

one of the prominent challenges of policy practitioners. 

Dr. Zilda Arns was also the founder and coordinator of the Pastoral do Idoso 

(Elderly’s Pastoral), a position that she held after stepping down from the Pastoral da 

Criança in 2004.  Dr. Zilda Arns also was Coordinator of the Pastoral da Criança 

International.  She was in Haiti when the earthquake hit the country (2010) and died 

inside a church where she was talking about implementing the Pastoral da Criança in 

Haiti.
86

    

 

Illustration 3. Zilda Arns at a Pastoral Activity in the Amazon Region 

 
 

Source: http://www.istoe.com.br/reportagens/42228_A+VIDA+POR+UMA+CAUSA- Author: Moacyr Lopes Junior 

 

Zilda Arns’ history is intertwined with the Pastoral’s history.  She was Pastoral’s 

public face and a prominent Brazilian in civil society and governmental circles.  By the 
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time of her death she also represented the CNBB at the National Health Council,
87

 and 

was a member of the National Council of Economic and Social Development, both of 

which are two major participatory spaces in the Brazilian state, directly linked with the 

Presidency. 

There is now a consensus among development practitioners that history and 

institutions matter when analyzing development interventions and their outcomes.  What 

is missing is the recognition that history’s analytical tools and techniques are not used as 

they should be.  When it comes to adaptation and replication of effective development 

initiatives, history is an instrument for interpreting different kinds of evidence that can 

answer questions related to the chains of causality behind these interventions, why they 

work in specific settings, how this adaptation can be reinforced through institutional 

characteristics, and how the adaptation and replication should be conducted (Bayly, Rao, 

and Szreter 2011; Woolcock 2012).   

As noted by Woolcock, the English novelist L. P. Hartley once said: “The past is 

a foreign country; they do things differently there” (2012).  This is certainly the case in 

countries like Brazil, a middle income and high human developing country that is at the 

same time marked by demographic diversity, territorial disparities, economic inequality, 

as well as by age, gender, ethnic-racial, and other identity based inequities.  The result of 

such a mix is that many elements of the country’s social indicators resemble the reality of 

the early 19th century.   

Low HDI communities in Brazil share similarities with Sub-Saharan or South 

Asian countries immersed in poverty.  Despites Brazil’s image of success, there is still an 
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entire Argentina (around 40 million people) of poor people, and at least 14 million people 

living in extreme poverty within the country.  The case of Brazil underscores the need to 

continue working with middle income countries with great social inequality, as middle 

income countries account for 75% of the poorest of the poor population worldwide 

(Sumner 2010).   

Woolcock also noticed that 

 

 where economists are primarily concerned with resolving identification issues, 

seeking to build clean mono-causal explanations, others—historians and some 

economic historians—strive instead to understand complex processes, contexts 

and contests, and the manner in which selective remembrances of this “foreign 

country” are invoked to justify actions in the present (2012).   

 

In the scope of this dissertation, the economic and the historic approaches are 

complementary, and methodologically reinforce each other.  There is much to learn from 

simplified models and straight causal inference in regards to what kinds of initiatives are 

truly effective.   Likewise, an evolutionist and historical analysis of this development 

initiative is useful to explain why and how the Pastoral “succeeds” whereas many other 

institutions have failed before. 

The detail oriented analytical approach of history is instrumental for 

understanding how an initiative develops in a given physical and temporal setting.   

Complementarily to causal inference methods, history is a fundamental tool for 

producing better and refined modeling, and to identify possible sources of bias.   

Historical analysis is clearly helpful when it comes to the discussion regarding 

promoting adaptation and replication in contexts of increasing complexity, as this cannot 
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be made without a previous understanding about what is effective, how it operates, and 

why it is effective.    

Thus, it is clear that understanding the Pastoral within a broader historical 

perspective has a great deal to offer to an effectiveness based evaluation analysis.  The 

focus of this research is not to recap the rich and complex history of the Pastoral in all its 

extent, but to produce an historical overview that will help frame this evaluative exercise 

in the context within which it has evolved and to identify sources of bias and institutional 

characteristics that could explain the program’s evolution.    

Methodologically speaking, this brief historical overview of the Pastoral will be 

told through the lenses of Pastoral’s fierce critics.  This strategy helps to limit the analysis 

to what matters in terms of helping practitioners and technicians conceptualize the 

Pastoral as a development initiative (model) which is obviously permeated with the 

shortcomings typical of most development initiatives.   

Examining the main failures of any kind in the Pastoral’s organizational or 

programmatic development helps to frame questions related to the Pastoral’s nature, 

which will be the focus of the next section.  The improving of the Pastoral depends upon 

learning from its past errors to deductively identify what kind of element can lead to the 

construction of a better policy,
88

 and history is an instrumental toll to this continuous 

learning process. After the pilot project in Florestópolis, during the 1980s, the Pastoral 

refined its design and become a model for spreading the initiative.  It is clear that the 

                                                 
88

 In general, public officers and politicians make decisions more based on their own restricted knowledge 
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for example, of a policy constructed through a trial and error perspective. 
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Pastoral conceptualization was based on the GOBI methodology.  However, as with any 

other successful initiative many adaptations were required. 

During the 1990s the Pastoral scaled-up and found itself in the middle of a 

discussion with respect to the use it had made of the Multi-Mix supplementary diet flour, 

which became the first main controversy concerning the work of the Pastoral.  In 1994 

the federal government began the implementation of the Programa Saúde da Família 

(PSF), which was similar to the Pastoral. The same year the first official replication of the 

Pastoral in international settings was carried out.
89

  After that the Pastoral became 

primarily government-funded; another controversial moment since by definition it might 

not make sense for the laic government to invest in non-governmental initiatives of 

religious nature.  Another controversy emerged when Dr. Zilda Arns stepped-down from 

the position of National Coordinator of the Pastoral in 2004.  Last, but not least, there 

was the controversy regarding the Pastoral’s linkages with the Catholic Church, which 

detaches Pastoral’s nature as a faith-based policy. 

Figure 17, below, shows the timeline of key events in the Pastoral’s history.  It 

also points out main normative elements as well as political and programmatic events of 

key significance throughout the Pastoral’s history.  UNICEF played an important political 

role in this process.  In an interview, Dr. Zilda Arns said that the UNICEF Regional 

Director to Latin America and the Caribbean, Tereza Albanez, visited Florestópolis in 

1986 and became enchanted with the initiative.  Although UNICEF invested some time 

and money to promote the Pastoral initiative among infant mortality eradication 

practitioners, the scope of the work was limited because providing support to a faith-
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based institution was not consensual, even among UNICEF’s technicians and managers.  

UNICEF’s initial support demonstrated to the general public that the Pastoral model was 

technically robust and presented promising results.  In so doing, it facilitated the eventual 

support of the federal government in the 1990s.  
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Figure 17. The Pastoral Timeline and Major Historical Facts in Brazil since 1980 
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This view is triangulated and complemented by another interview carried out with 

Agop Kayayan, former UNICEF Representative in Brazil during the Pastoral program’s 

initial implementation.  He also says that indeed, Ms. Albanez was personally involved 

with Pastoral advocacy.  In fact the Pastoral also partnered with another UN agencies such 

as the UNESCO, and UNDP.  Mr. Kayayan states that many times Zilda Arns helped him, 

as a UNICEF Representative, to negotiate issues related to children and adolescents policy 

with the power structures of the Catholic Church, including the National Conference of 

Brazilian Bishops (CNBB).   

 

The Multi-Mix Debate and Pastoral’s Use of Scientific Evidence 

For some time after its initial development the Pastoral was widely known for its 

use of the Multi-Mix flour.  The Multi-Mix is a sort of enriched flour of putatively great 

nutritious value.  The use of Multi-Mix flours had quickly spread by the 1980s.  By the 

1990s, the scientific community began to examine the question whether or not Multi-Mix 

had an impact on food security in Brazil.  It is important to understand that hunger 

remained an issue for Brazil in the final decades of the 20th century, and the first term of 

President Lula gave top priority to the eradication of hunger in the country.     

The Federal Council for Nutritionists (Conselho Federal de Nutrição, CFN) in 

Brazil felt obliged to make a public statement about the Multi Mix, stating that it was no 

different or richer than any other comparable foodstuff, and that the amount of additional 

ingredients in the Multi-Mix had an insignificant impact on combatting undernourishment.  

The Council also threatened its fellow nutritionists by proclaiming that prescribing Multi-

Mix was unethical and could be subject to legal action (Conselho Federal de Nutrição 

2014).   

CFN’s point of view not withstanding by the Pastoral, as well as by the federal 

government, and many other institutions, that used the Multi-Mix for several years.  People 
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like Dr. Clara Takaki Brandão, a former consultant of the Pastoral, and high level Public 

Officer at the Ministry of Health, argues that the CFN’s position is aligned with market and 

corporate interests and far from supporting the legitimate interests of citizens and 

consumers.   

Dr. Takaki Brandão has a distinct point of view of the overall social reality of Brazil 

in present days.  She calls attention to the fact that even today the federal government does 

not have a completely integrated food security policy,
90

 and that the conditional cash 

transfer program relies on paternalistic relations even though tens of millions of Brazilians 

have left poverty since 1994.  Although the Brazilian policy is a global benchmark in 

hunger reduction, Dr. Takaki Brandão seems to believe that the government could have 

done better in eradicating hunger in the country.
91

   

Dr. Humberto Morimoto, a pediatrician and public health officer in São Paulo state 

presents an intermediate point of view in comparison with the CFN, and Dr. Clara Takaki 

Brandão.  He says that the PSF teams he helped to create at São Paulo metropolitan area 

also worked with the multi-mix.  He calls the attention to the fact that the Multi-Mix does 

not solve protein or caloric undernourishment issues, but does have an effect in regards to 

micronutrients
92

 undernourishment, which, according to him, has an important effect on the 

neuro-psychomotor development of the children.  He also argues that this kind of 

undernourishment is harder to identify and, in his own words, “particularly affects low 

wage families.”   
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 The WHO’s 1996 World Food Summit defined food security as effectively existing “when all people at all 

times have access to sufficient, safe, nutritious food to maintain a healthy and active life”. 
91

 The Fome Zero program, however, was indeed considered by many to have been a flawed policy of the Lula 

government. 
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 According to the FAO, micronutrient undernourishment “is a term used to refer to diseases caused by a 

dietary deficiency of vitamins or minerals”.  FAO also states that vitamin A, iron, and iodine deficiency are 

the most common forms of micronutrients deficiency, and that besides the fact that this kind of 

undernourishment is more likely to take place in developing settings, people from developed settings are also 

affected by several nutritional problems (FAO 1997).   
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His vision is backed by evidence collected by Rahman, who argues that 

micronutrient malnutrition is an important problem in developing countries.  He also states 

that women and children are more likely to be vulnerable to micronutrient malnutrition 

because of their elevated micronutrient requirements in the processes of reproduction and 

growth.  This author also found out that children, adolescents, and adults experience 

prominent differences in calorie adequacy ratio, that pregnant and lactating women receive 

less nutrients that they need, and more important, that women’s bargaining power, 

contrasting to their husband’s positively affect the allocation of nutrients to   the children 

and adolescents of both sexes and adult females (Rahman 2013).   

Providing micronutrients for impoverished populations is an important nutritional 

policy that also clearly has a gender inclusive impact.  Not surprisingly, in present days, 

Multi-Mix remains on the government’s agenda.  One of the last meetings on the National 

Conference of Health (2005) specifically supports the production of the Multi-Mix by the 

Basic Health Units and its distribution among vulnerable populations.
93

 

The NFC study was based on several distinct governmental samples of the Multi-

Mix, and it found that there was no nutritional supplement different from those of the 

original amounts of foodstuff used in the production of the multi-mix, which seems to be 

somewhat obvious.  But this is exactly the point, as the Multi-Mix policy focus is on 

people’s access to specific nutrients, and thus not on what or how much they eat.  Using the 

Multi-Mix is effective in promoting the use of non-culturally accepted foodstuff with high 

nutritious and micronutrients added value, and it complements the daily caloric intake of 

poor people.  In incisive levels of poverty the Multi-Mix can indeed collaborate to the 

peoples’ nourishment as their diet is fiercely poor.  Last but not least, the Multi-Mix 

implementation increases community knowledge about nourishment, sustainability, and 

access to foodstuff, which by itself can justify this kind of treatment.  
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This debate reflects the distinction between best and smart practices.  The 

monolithic position of the CFN criticizes the composition of the Multi-Mix and its diversity 

in formulation and use, which makes it impossible to pre-define a correct or standard 

pattern of multi-mix.  This further means that it is almost impossible to estimate its 

effectiveness due to issues of treatment heterogeneity.  That is why the CFN study has low 

external validity, even though it used several different formulations of the multi-mix.  In 

some sense, the CFN sees the Multi-Mix as a best practice, even though it is likely to be 

rather useless if simply transferred to other settings as a “cake recipe.”  On the other hand, 

the bigger picture shows the Multi-Mix to be an adaptive concept that articulates and 

advocates for food security policies, according to specific regional characteristics.  From 

this perspective, Multi-Mix is useful as a smart adaptive practice, structuring a 

multidisciplinary and adaptive approach, not a predefined formula. 

With respect to the Pastoral, the program came to see itself in the eye of the storm 

of the countrywide debates surrounding Multi-Mix effectiveness. Even though Multi-Mix 

was only one part of the Pastoral treatment implemented at the community level, questions 

arose as to whether or not the Pastoral, a faith-based organization, adopted scientific 

standards and evidence in developing their program or simply relied on what some people 

referred to either as a Multi-Mix placebo effect, or as a miracle. 

Although the Pastoral made efforts to go beyond the Multi-Mix debate that made 

the institution so well known in Brazil, it never stopped its work on food security.  The fact 

is that alimentary education and nutritional relief for people suffering from starvation 

remain highly important for the Pastoral’s work and for the Brazilian government and civil 

society. The Pastoral actually still has a Handbook on Enriched Food and Home 

Gardening
94

 and, given the Pastoral’s decentralized structure, it is up to the communities to 

choose whether or not they want to use any form of the Multi-Mix food supplement.  The 
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Pastoral Information System shows that to these days, more than twenty one thousand 

people have been trained by the Pastoral to work with enriched alimentation and home 

gardening (Pastoral 2013).  

The Pastoral has over the years proven that it does take scientific evidence into 

account in their programming.  In fact, the Pastoral has become an important player in this 

context as it influences and is influenced by the Pediatricians Professional Organizations, 

governmental institutions, the academy, and research centers.  The Pastoral actively 

participates in public multidisciplinary discussions in regards to ways of improving 

community, maternal, and children’s health.   

During one of the interviews conducted in the scope of this dissertation, officials of 

the Pastoral’s National Coordination were preparing a campaign based on a technical 

document from the Brazilian Pediatric Society (Sociedade Brasileira de Pediatria, SBP) 

about the safe way of putting a baby to sleep.  A major TV show in Brazil
95

 had aired, a few 

days before, a set of tips to mothers on how to put the baby to sleep, one of which was 

contrary to the scientific evidence regarding the incidence of sudden infant death syndrome 

(SIDS).
96

 This incident led the Pastoral to prepare a communications strategy by which it 

questioned the tips of the TV show and disseminated the Pastoral’s and SBP’s 

understanding of the issue. 

The Pastoral also partners with several high-level scientific-oriented institutions, 

such as: the Pan-American Health Organization, UNICEF, the Brazilian Society of 

Pediatricians, the Brazilian Federation of Gynecology and Obstetrician Associations 

(FEBRASGO), the Informatics Department of the Federal University of Paraná, the 

Nutrition Department of the University of São Paulo, the National Council of State Health 

Secretaries, the National Council of Municipal Health Secretaries, and the Epidemiological 
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Research Center from the Federal University of Pelotas. The Pastoral thus plays an 

important and active role within scientific discussions about infant and maternal health. 

As any other institution, the Pastoral’s view and use of science (or methodology) is 

shaped by its own set of values and beliefs, and usually, those cannot be changed.  The 

Pastoral’s position on scientific knowledge, with its limitations in regards to comprehensive 

reproductive and sexual rights, originates in the National Conference of Brazilian Bishops 

(CNBB).  As the head and soul of the Catholic Church in Brazil CNBB is an active pro-life 

advocate and fiercely combats stem cell research and legalization or decriminalization of 

abortive practices.
97

   

The Feminist movement and its strong pro-choice position, recurrently criticizes the 

Pastoral as a program that reinforces gender based stereotypes, imposing an understanding 

that women are the only ones responsible for community and family care.  This 

understanding has direct implications on the use of time of women, with limitation on their 

insertion into the productive sector and public sphere.   This position is backed by UNFPA 

that states in its last report on the state of the world population that family planning should 

be a development priority, as a basic human right, and a sound economic initiative in a 

world where most of the population remains young and have no access to sexual and 

reproductive rights, which results in high levels of teen pregnancy, that led to a higher 

probability that young women would drop out of school, and spread sexual transmitted 

diseases (UNFPA 2013).   

Although it is against the use of contraceptives, the Pastoral did have a family 

planning strategy based on natural methods.
98

 As part of this strategy, the Pastoral used to 
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distribute a necklace where each bead represents a day of a woman’s menstrual cycle.  The 

necklace has a ring that should be moved day after day.  The potentially fertile days are 

represented by fluorescent beads that one can see in a dark room, when the ring reaches 

these days, celibacy is recommended. 

Former CNBB Secretary General Dom Dilmas Lara Barbosa, interviewed for this 

work, argues that the Catholic Church and Science, although the general knowledge states 

differently, are historically intertwined institutions.  He remembered the historical role of 

the Catholic Church on education and that many important universities remain as Catholic 

institutions. Thus, according to him, in most cases, science and Catholicism go hand-in-

hand, the problem occurs in the few cases when there is no consensus between the two.  

These arguments are backed up by the fact that the Vatican has won 24 Nobel 

Prizes in sciences (Physics, Medicine, and Chemistry), and the former CNBB Secretary 

General himself has degrees in philosophy, theology, and electronic engineer from the 

prestigious Technological Institute of Aeronautics (Instituto Tecnológico de Aeronáutica, 

ITA), which is linked with Brazil’s aeronautic industry, and had a direct effect on the 

creation and development of EMBRAER,
99

 a leading company in this field that exports 

airplanes to, for example, the United States and China.  Furthermore, Vatican-linked 

research institutions are world famous in a number of fields. The Pontificia Academia 

Scientiarum, for example, founded in 1936, housed, among others, scientists such as Ernest 

Rutherford, Max Planck, and Niels Bohr. 

As a concluding remark, it is worth noting that besides the well-known differences 

between the Church and development advocates with regard to reproductive and sexual 

rights as well as stem cell research, there are no disagreements with respect to most of the 

basic health procedures with potential to save human lives, especially children. With regard 

to the evaluation of the Pastoral, this is what really matters.   
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The Pastoral’s Model Replication and Scaling-Up 

Immediately after its introduction the Pastoral began to spread rapidly throughout 

the country.  It is impressive that the Pastoral replication became so successful after the 

pilot-project intervention implemented in Florestópolis.  The Pastoral is a modular multi-

disciplinary intervention implemented in environments of great complexity, and this 

modular multi-disciplinary approach might be the exactly reason why it was possible to 

replicate the Pastoral and scaling-up its treatment in so many places if only because the 

Pastoral model is built upon an adaptive approach.  The Figure 18, below, show the 

location of Florestópolis, where the Pastoral’s Pilot-Project was firstly implemented in 

1983. 

 

Figure 18. Florestópolis: Where the Pilot Project Was Firstly Implemented In 1983 

  
Source: Case Watkins, 2014. 
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Pastoral’ officers interviewed for this dissertation believe that the structure of the 

Catholic Church certainly influenced Pastoral’s activities geographic expansion.  The use of 

the Church’s capillary structure supported the Pastoral scaling-up in two ways: First, as the 

Brazilian federative arrangement, the Church has a hierarchical structure that allows for the 

interaction between several levels of leadership, from communities, to municipalities, to 

states, and finally the federal government.  The Pastoral and the government have similar 

structures that create many points of contact between these institutions, and these contact 

points are likely to produce synergy and alignment, leveraging the Pastoral’s scaling-up.  

Secondly, because the Church reaches even the most remote areas of the Brazilian territory 

it facilitates the Pastoral expansion towards these places.  

From its initial creation in 1983 in Paraná state until 2000, the Pastoral increased its 

activities to cover more than 60% of the Brazilian municipalities.  Data from the Table 4, 

below, shows the existence of high levels of heterogeneity in the Pastoral replication and 

scaling-up between 1991 and 2000 at the state level.  Nevertheless, is possible to say that 

newer states, and those with less municipalities, experienced a higher relative increase of 

the Pastoral presence during the period under analysis. 

The state with the higher level of coverage is Paraná, where the Pastoral began and 

its national coordination is located. Amazonas, Acre, Mato Grosso, and Bahia are also 

states where the Pastoral is present in more than 85% of the municipalities.  With the 

exception of Bahia, that has 417 municipalities, these are states with lower numbers of 

municipalities.  In Mato Grosso there are 141 municipalities, in Amazonas 62, and in Acre 

there are only 22 municipalities. 

On the other hand, Roraima, Rio Grande do Sul, Tocantins, Pernambuco and São 

Paulo are the states where the relative presence of the Pastoral is less intense, covering little 

less than 50% of the municipalities, with the exception of the state of Roraima, where the 

Pastoral only covers 20% of the municipalities.  Again is necessary to account for the fact 

that states like São Paulo and Rio Grande do Sul have larger numbers of municipalities, 
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respectively 645 and 497, Tocantins has 139 municipalities, Pernambuco 185, and Roraima 

only 15.   

 

Table 4. Pastoral Relative Presence by State 1991-2000 

 2000 Pastoral  Treated 1991 Pastoral Treated 2000 
Pastoral 

1991-2000 

STATES MUNICIPALITIES N % N % % increase 

Rondônia 52 4 7.69% 37 71.15% 825.2% 

Acre 22 8 36.36% 19 86.36% 137.5% 

Amazonas 62 37 59.68% 55 88.71% 48.6% 

Roraima 15 0 0.00% 3 20.00% - 

Pará 143 48 33.57% 109 76.22% 127.0% 

Amapá 16 3 18.75% 9 56.25% 200.0% 

Tocantins 139 32 23.02% 63 45.32% 96.9% 

Maranhão 217 90 41.47% 149 68.66% 65.6% 

Piauí 221 66 29.86% 144 65.16% 118.2% 

Ceará 184 79 42.93% 112 60.87% 41.8% 

Rio Grande do Norte 166 32 19.28% 104 62.65% 224.9% 

Paraíba 223 72 32.29% 142 63.68% 97.2% 

Pernambuco 185 47 25.41% 99 53.51% 110.6% 

Alagoas 101 39 38.61% 60 59.41% 53.9% 

Sergipe 75 32 42.67% 47 62.67% 46.9% 

Bahia 415 193 46.51% 354 85.30% 83.4% 

Minas Gerais 853 172 20.16% 489 57.33% 184.4% 

Espírito Santo 77 26 33.77% 58 75.32% 123.0% 

Rio de Janeiro 91 10 10.99% 59 64.84% 490.0% 

São Paulo 645 168 26.05% 349 54.11% 107.7% 

Paraná 399 138 34.59% 360 90.23% 160.9% 

Santa Catarina 293 63 21.50% 162 55.29% 157.2% 

Rio Grande do Sul 467 103 22.06% 194 41.54% 88.3% 

Mato Grosso do Sul 77 15 19.48% 58 75.32% 286.7% 

Mato Grosso 126 33 26.19% 108 85.71% 227.3% 

Goiás 242 34 14.05% 133 54.96% 291.2% 

Brazil 5,507 1.545 28.06% 3.477 63.14% 125.0% 
 

 Source: Author’s elaboration based on Pastoral’s Database. 
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Another way of analyzing the Pastoral scaling-up is through georeferenced data, as 

depicted in the Figure 19, below, that shows that Pastoral’s early expansion took place 

initially in more urbanized areas, close to the coastal line, that concentrates most of the 

Brazilian population.  It also shows that the Pastoral treatment covered most of the main 

areas of the country in terms of demographic density.  On the other hand, the Pastoral 

presence in the North and West Center regions was only incidental and limited to specific 

areas such as the Western Amazon. 

 

Figure 19. The Pastoral Coverage in 1991 

 
Source: Case Watkins elaboration based on Pastoral’s Database, 2014. 
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A second wave of expansion towards the Northeast and the Center West was 

concentrated in the last years of the 1980s and early years of the 1990s.  It seems that the 

Pastoral belated implementation in the North region and parts of the Center-West is due to 

the overall Brazilian developmental process.  Figure 19, above, shows the Pastoral insertion 

in the Center West and North regions in 1991.  The Pastoral distribution in these regions 

has a distributional pattern similar to the one observed in the spread of economic activities 

related to agribusiness exploitation, covering an area known as the western border of the 

agribusiness frontier in Brazil.   

This area developed along the construction of highways such as the BR 364 that 

links Limeira in São Paulo state to Cuiabá, the Mato Grosso state capital, and then cross the 

country diagonally reaching the states of Rondônia and Acre, and the BR 163 that cross the 

country vertically from Tenente Portela in Rio Grande do Sul state to Cuiabá, and from 

there to Santarém in the Pará state.  Around these two main highways, in the Western 

Amazon it is said that there is more cattle than people.  Corn and soy plantation are, 

together with cattle, the main drivers of economic development in this areas, producing 

exported commodities of great importance to the Brazilian economy. 

Together with these economic activities there are severe deforestation problems as 

well as several social problems related to land conflicts, violence, poverty, and inequality.  

The Mato Grosso state for example, concentrates most of indigenous people homicides in 

the country.  It also presents high levels of suicide among indigenous people, piking levels 

of domestic and urban violence, and prevalence of problems such as human trafficking, and 

drug trafficking through the border with Bolivia.   

The North and West Center regions also experienced many energy related and 

transportation problems.  The government is investing heavily in infrastructure in these 

regions, and a growing numbers of workers have moved to these places searching for jobs, 

and inclusive opportunities generating a hotspot from migration within the country and 

from Bolivia, Peru, and Paraguay.   
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Figure 20. The Pastoral Coverage in 2000 

 
Source: Case Watkins elaboration based on Pastoral’s Database, 2014. 

 

The Figure 20, above, shows the final result of the Pastoral spread process.  The 

Pastoral is present in most of the North and Center West regions now.  Once the Pastoral 

reached the Amazon River, it appears that its distribution followed the river, increasing its 

coverage towards the Amazon tributaries, a major transportation system within the North 

Region, covering from the border with Colombia, Peru, and Venezuela to the Marajó Island 

in the point where the Amazon reaches the Atlantic Ocean. 

The Pastoral’s spatial distribution pattern seems to be highly influenced by the 

administrative organization of the Catholic Church, as the organization of the Pastoral’s 

activities are based on the Catholic Church’s network of parishes and dioceses.  The 

diocese’s Bishop appears to have the final decision regarding the willingness of that 
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diocese to stimulate the Catholic Church to develop a specific social role.  Therefore, the 

decision regarding the implementation or not of the Pastoral ultimately belongs to the 

bishop of the region.   

The Figure 21, that follows, shows the Pastoral distribution by dioceses, and the 

intensity of coverage of poor children in 2010 by municipalities.  The Figure 21 shows that 

municipalities within a given diocese appear to have a more homogeneous presence of the 

Pastoral’s in terms of its treatment intensity, in comparison with municipalities from 

different dioceses, suggesting that indeed the Pastoral implementation is affected by the 

Catholic Church spatial organization.  The Figure 21 also suggests that the Pastoral`s 

treatment intensity is more pronounced in specific states, such as Paraná in the South 

region, Minas Gerais in the Southeast region, ad Bahia in the Northeast region.  On the 

other hand, it is possible to see that the Pastoral presence in the North and Northeast 

regions is less intense in terms of the coverage of poor children.     

 

Figure 21. The Pastoral Coverage of Poor Children by Dioceses and Municipalities in 2010 

 
Source: IBGE Indicadores Sociais Municipais, 2010. Pastoral da Criança Annual Report 2012. 
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It appears that the turning point of the Pastoral scaling-up is the commitment that 

the catholic authority develops towards the Pastoral implementation.  In the twenty years 

period addressed in this dissertation is likely that dioceses in which the Pastoral was 

implemented experienced changes in their ecclesiastic authority, what might jeopardize or 

boost the Pastoral implementation, depending on the ecclesiastic authority’s choice.  Over 

time, however, according to Pastoral officers and volunteers, the Pastoral sustainability in a 

given community is, more than everything, supported by the community’s appropriation 

and ownership of activities, outputs, and outcomes.  

By any perspective the Pastoral scaling-up is impressive.  The Pastoral is active in 

present days in most of the Brazilian municipalities, it covers most of the country’s 

population, and it became a global player having exporting its model for many other 

countries. 

 

The State Funding Debate and the Health Family Program (PSF) Emergence  

There is some criticism regarding the fact that most of the Pastoral’s resources draw 

from public funds. Complementarily, there is also criticism regarding the fact that the 

Pastoral supposedly replaces the state in many communities, and in this process promotes 

religious values.  The criticism regarding the Pastoral replacing the state was emphasized in 

the wake of the health family based policy in the 1990s.  

To recognize that combating infant mortality is a governmental task is not a novelty, 

yet in a historical perspective it is important to recognize that the Pastoral was active even 

before the promulgation of the Constitution of 1988, which officially recognizes the role of 

the state in combating infant mortality, and thus before the creation of the Unified Health 

System (Sistema Único de Saúde, SUS), that supposedly guarantees the population 
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universal access to health services, and even before the creation of the Family Health 

Program (PSF)
100

 in Brazil, which took place in the 1990s.  

Besides that, at a time in which no solution for infant mortality was in place as a 

universal public policy, the apparent effectiveness of the Pastoral challenged government 

officials, as the cost of the Pastoral’s treatment was extremely low (less than US$ 1 per 

child a month).
101

   

Based on this low cost, many argue that the Pastoral’s expenditures were this low 

due to its exploitation of voluntary unpaid work involved.  Indeed, the analysis of the US$ 

70 million of the Pastoral’s resources in 2007 shows that non-monetary resources (mostly 

voluntary work) amounted to around two thirds of all Pastoral´s resources that year.  This 

should not necessarily be a problem, though.  Yet, in a country with little tradition of 

volunteer work it seems that many people believe that having volunteers threatens the 

sustainability of initiatives.  

Financial resources from the Ministry of Health represented just 14.2% of the total 

amount of resources whereas other governmental institution
102

 contributed with another 

2.4%. Thus governmental resources represented 16.6% of the US$ 70 million-a-year 

program. 

However, if taking into account the fact that financial resources constitutes only 

26% of the total resources one can see that almost two thirds the of Pastoral’s financial 

support comes from the government.  This supposed governmental dependence leads to a 

broader question whether a religious organization should receive that sort of investment 

from public funds since the state is laic in Brazil, which leads to a broader debate over the 

separation of church and the state in the spheres of power, politics, and policy. 

                                                 
100

 Although also referred to as the Family Health Strategy, this dissertation uses the term Family Health 

Program to refer to national programs based on the practice of family or community health. 
101

 Around, R$ 1.70 by the time. 
102

 Around US$ 1.6 million from states, municipalities, the Ministry of Education and the Ministry of Social 

Development. 
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The Pastoral is a faith-based social policy and in that sense it raises the question of 

the proper divide between Church and state since most of its financial resources stem from 

governmental sources.  Dr. Zilda Arns, however, sees no problem in this case because, in 

her own words, “the money is from the people and goes for the people”.  The Pastoral is 

non-denominational in its treatment coverage and the people who work for the Pastoral 

come from a variety of religious backgrounds. However, the material is indeed permeated 

by Catholic parables and citations, the majority of the people involved are Roman 

Catholics, and the dissemination of the Program takes place mostly through the Catholic 

Church’s diocesan network all across the country. 

Nevertheless, the Pastoral is in principle an ecumenical endeavor, thus religion is 

not an obstacle to participation and several examples were cited by different stakeholders 

about specific cases of the Pastoral, in a given community, having support from a 

Presbyterian minister, or from a “Pai de Santo,”
103

 instead of the local priest from the 

Catholic Church who did not condone that kind of activities by the Church.  These are, 

however, exceptional cases.   

Given the separation between church and state in Brazil that took place in 1889 with 

the Republic Proclamation, in the scope of the laic Brazilian state, public funding of 

religious-based activities can obviously be a problem.  Moreover, since the Pastoral and the 

PSF are quite similar they can be competing initiatives within their territories of 

implementation, which may lead to duplicated efforts and higher costs for the state and 

society.  On the other hand, the Pastoral and the PSF can be complementary to one another 

and thus leveraging joint results in terms of developmental changes. 

The Pastoral was implemented before the PSF and the timeframe of implementation 

and design of both programs suggests that the PSF was somehow inspired by the Pastoral, 

                                                 
103

 Babalorishá, or “Father of the Saints” in a free translation from Yorubá, are high level authorities within 

traditional Afro-Brazilian religions.   
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although it is difficult to affirm that the Pastoral directly influenced the creation or design 

of the PSF that is known to be inspired by the Cuban model of preventive collective 

medicine. 

The PSF is described by the Ministry of Health as a model of remodeling social 

assistance, implemented by 

  

multidisciplinary teams in Basic Health Units (UBS). These teams are responsible 

for monitoring a defined number of families, located in specific geographic areas 

(Ministério da Saúde, 2014). 

  

There is no doubt that both initiatives are quite similar.  In fact they both appear to 

be based on the family health model implemented in Cuba; a country that has some of the 

lowest infant and child mortality rates in the hemisphere. One can also cite the innovative 

experiment conducted in Sobral at the Ceará state in the 1980s on family and child health, 

as an influencing factor for the PSF development.
104

  

However, since the Pastoral was in place before the PSF, it is not too much to argue 

that the Pastoral did, in some way, contribute to the implementation of the PSF, even if just 

by helping proving that a community based health program in Brazil was plausible to be 

implemented in political and operational ways. 

The intersection of the PSF and the Pastoral is an interesting point.  As they are 

quite similar in the way they operate, they theoretically shared the same target population, 

and the working methodology is to a large extent the same.  Yet, this interaction is 

permeated by both conflict and convergence.   

In an interview, Dr. Zilda Arns stated that in several communities, when the PSF 

was implemented, the Pastoral lost almost 50% of its voluntary leaders as they were hired 

                                                 
104

 For more on this subject, see Anamaria Cavalcante e Silva’s “Saúde da Família - Saúde da Criança - A 

Resposta de Sobral,” 2007. 
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by the federal program.  She also said that the use of voluntary work, often criticized in 

Brazil, was a key aspect of the Pastoral’s success. 

She also emphasizes the fact that Pastoral agents, in contrast to their PSF 

counterparts, were more personally attached to their activities and therefore more able to 

reinforce community self-esteem and empowerment.  This reflects an important part of the 

Pastoral’s work that deals with the information asymmetry amongst the communities, the 

Pastoral, and PSF agents.  In Dr. Arns’ opinion, the Pastoral believes in the learning 

capacity of communities, as this makes the results more effective and sustainable over time. 

Dr. Humberto Morimoto participated in the PSF implementation in three poor and 

semi-rural municipalities at the Ribeira River Valley, the poorest region of São Paulo state.  

He says that the implementation of the PSF mainly depends on the municipality interest 

towards this federal program, and several adaptations are needed according to the 

municipality’s institutional characteristics, and population profile.  He also states that the 

PSF is an effective initiative but that the results obtained by this kind of program also 

depend on external factors such as sanitation and educational policies.  According to 

Morimoto, the competition of PSF and the Pastoral does not occur at the community level, 

since the PSF and the Pastoral usually do not work at the same time in the same 

community.  For him the two programs are complementary. 

Morimoto’s description of the nature of PSF corroborates the understanding that the 

PSF and the Pastoral are quite similar initiatives.  They both begin their work monitoring 

pregnant women and both efforts are carried out by trained local agents; in the PSF, 

community health agents.  Both programs are multidisciplinary and they both monitor 

children from the day they are born. 

Most of the discussions related to the role of the Pastoral vis-à-vis state 

responsibilities relate to the fact that many locations in Brazil are likely to be out of reach 

of state interventions, whereas few of these locations lack a Catholic Church or any other 

religious presence.  The capillarity of the diocesan structure of the Catholic Church in 
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Brazil was instrumental for the Pastoral’s success and in many cases it guarantees that 

ordinary citizens have access to some level of health services, no matter where they live. 

 

Transition of Power within the Pastoral 

One issue that was raised a number of times during the field research was a concern 

over the transition of power within the Pastoral.  Dr. Zilda Arns was cited as an 

authoritarian leader who ruled with an iron fist and some interviewees suggested that her 

authoritarian leadership posed risks for the sustainability of the Pastoral. 

In 2008, after 25 years of leadership, Zilda Arns conducted the transition of power 

within the Pastoral’s National Coordination.   Through a transparent and public process, 

Sister Vera Altoé became the Pastoral’s National Coordinator. Since Dr. Zilda Arns’ son, 

Dr. Nelson Arns Neumann, remained as the Pastoral’s Technical National Coordinator and 

since Sister Vera Altoé was already part of the national coordination team, the political 

changes were not so deep and had not, as some suggested, have profound organizational 

implications. 

This smooth transition shows that besides the fact that Dr. Zilda Arns was the 

Pastoral’s primary leader, the institution was so widespread and coherent in terms of the 

initiatives implemented, that the sustainability of the Pastoral was guaranteed 

independently of its leadership. 

Dr. Zilda Arns has being accused of being a person of strong temper and she was 

famous for speaking honestly about any subject.  That does not mean, as suggested by 

many critics, that she was an authoritarian ruler.  The Pastoral is a private philanthropic 

organization under the Catholic Church and it is governed under a statute.  There is a five 

level governance scheme that goes from the community level coordination to the National 

Coordination. It also has a Directive Council, an Economic Council, a Fiscal Council, and a 
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Beneficiary Population and Voluntary Council, as well as a General Assembly composed in 

its majority (88%) by representatives of the state-level coordination. 

This overall organizational arrangement facilitates the flow of information within 

the Pastoral, and suggests the existence of a system of checks and balances that guarantees 

the proper institutional management of the Pastoral.  A few years after Dr. Zilda Arns death 

in the Haiti earthquake is possible to conclude that the Pastoral`s sustainability is 

guaranteed by the very own institutional arrangement built to support Pastoral’s activities.  

Therefore, it is not defined by any specific personal characteristics of its leaders.      

  

4.2 THE NATURE OF THE PASTORAL DA CRIANÇA 

The convergence of progressive Catholicism and the shift in geographical priorities 

of the Catholic Church from Europe to the developing world resulted in the creation, by the 

CNBB, of several “Pastorais Sociais”, that are organizations whose work is organized 

around the Catholic community from bottom-up, oftentimes based on voluntary work or 

charity.  They are characterized by actions concretely designed to address problems faced 

by specific demographic cohorts, or issues related to social exclusion (CNBB 2003, 17 and 

18). 

The CNBB understands the Pastorais Sociais as the translation of Catholicism’s 

compassion into social actions directed to the poorest sectors of society (2003, 19).  The 

CNBB also usually refers to the Pastorais Sociais as the social transformative dimension of 

the Catholic Church, that is part of the evangelization work implemented in Brazil, and was 

stimulated by the Conference of Aparecida (Comissão Episcopal Pastoral para o Serviço da 

Caridade, da Justiça e da Paz 2003, 34).  They are therefore faith-based initiatives aiming at 

improving the life of the poorest of the poor in which religious beliefs play an important 

role. 
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This is not an exclusive arrangement of CNBB, however, as several similar 

initiatives exist also in other countries, and even in other religions.  Moreover, the role of 

Catholic Church in development is so widespread that it might suggest some kind of 

confusion with respect to the nature of the Catholic Church itself.  This led the Pope 

Francis to reaffirm, in his first homily,
105

 that the main ethos of the Catholic Church is a 

religious one, stating that 

 

we can walk as much as we want, we can build many things, but if we do not 

profess Jesus Christ, things go wrong. We may become a charitable NGO, but not 

the Church, the Bride of the Lord.
106

    

 

Implementing faith-based policies is not a policy peculiar to Brazil. The United 

States’ State Department, for example, has a specific Office of Faith-Based Community 

Initiatives,
107

 even though Jefferson, one of the founding fathers of the American state, 

advocated for the establishment of a “wall of separation” between religion and state.  

Although small in size, this innovative initiative is framed in the scope of the current 

“smart” foreign policy context of the American government.   

Albright, Woodward, and Clinton argue that systematized knowledge about the 

religious dimension of aid interventions is likely to produce better policy (2007).
108

  This 
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 According to the Catholic Encyclopedia, homily is “a commentary, without formal introduction, division, 

or conclusion, on some part of Sacred Scripture, the aim being to explain the literal, and evolve the spiritual, 

meaning of the Sacred Text.” (Catholic Encyclopedia 2014). 
106

 "Missa Pro Ecclesia" with the Cardinal electors, Homily of the Holy Father Pope Francis - Sistine Chapel, 

March 14 2013. 
107

 According to its webpage the Office “reaches out to faith-based communities to ensure that their voices are 

heard in the policy process, and it works with those communities to advance U.S. diplomacy and development 

objectives.” 
108

 The Catholic Overseas Development Agency, Christian Aid, the Adventist Development and Relief 

Agency, the American Jewish World Service, the Christian Reformed World Relief Committee, the Church 

World Service, the Islamic Development Bank, the Islamic Relief Worldwide, the Lutheran World Relief, and 

the World Vision International, are all faith-based organizations with relevant and active roles in the industry 

of aid, with leadership roles, depending on the subject.  In the case of infant mortality, the Catholic Overseas 

Development Agency, for example, plays a prominent role (Coscia, Hausmann, and Hidalgo 2013). 
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vision is shared by the UK Department for International Development (DfID) that 

developed a specific handbook on Faith Partnership Principles that highlights how 

development and faith-based organizations can reinforce each other. Complementarily, the 

overall idea of building policy on agreed common agendas with religious organizations 

seems to be an interesting, although challenging, if not a necessary one since 85% of the 

world’s population have some sort of religious belief (Marshall 2013). 

It is actually not too bold to affirm that the “Church”, in organizational ways, is the 

biggest corporation in the world, and its scale and coverage can certainly be helpful in 

targeting the extremely poor.  In a comparative study on the role of faith-based 

organizations in regards to HIV prevention, Edward Green found out that faith-based 

organizations were able to reach populations and areas neglected by the government.  He 

also recognizes that public officers in the health field have biased views of the importance 

of faith-based organizations, and, as a result of this prejudice, the support that the Catholic 

Church can provide for development is usually neglected (Green 2014).  

Another USAID publication explains why the church has such a potential in terms 

of promoting development.   

 

The Church can be viewed as the largest, most stable and most extensively 

dispersed non-governmental organization in any country. Churches are respected 

within communities and most have existing resources, structures and systems upon 

which to build. They possess the human, physical, technical and financial resources 

needed to support and implement small and large-scale initiatives. They can 

undertake these actions in a very cost-effective manner, due to their ability to 

leverage volunteer and other resources with minimal effort” (Calderón, Martinez, 

and Dulaney 1997, xii). 

 

In addition, Kerness and Arkush, and Ayling point out that distinct religions all 

have great potential to insert themselves in the development field, being able to leverage 
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developmental results, including coverage, ownership and alignment with community 

based needs (Kessler and Arkush 2009; Ayling 2013).   

The Pastoral program, as a faith-based program, can also be seen as a successful 

health strategy inspired by international organizations. This fact corroborates the idea that 

the Pastoral can also be implemented where there is no substantive presence of the Catholic 

Church.  In fact, James Grant’s bet on the Catholic Church in Brazil seemed to be part of a 

larger CSDR strategy to work with religious organizations in general, and with the Catholic 

Church specifically in Latin America, a statement repeated during an interview by a former 

UNICEF representative in the country during the time when the Pastoral was implemented.  

The truth is that Brazil was not the only country in which UNICEF implemented its 

strategy, nor was its Catholic Church the only religious organization within UNICEF’s 

CSDR network. 

Aside from Dom Paulo Evaristo Arns’ identification with the progressive Church, 

ideologically speaking, there are several points of conflict with the Pastoral and leftist and 

progressive instances of the Brazilian society.  Dr. Zilda Arns herself said during an 

interview that she had more problems with the “Left” than with the “Right”. Such 

statements might suggest that the Pastoral’s implementation agenda relates to progressive 

and conservative politics alike, but philosophically, ideologically, and politically tending 

towards conservatism. 

As an ecumenical endeavor, the religious nature of the Pastoral is not, however, 

imposed on treated communities.  The Word Cloud Figure 22, below, is based on the 

Pastoral’s main publication, the Leader’s Handbook. In its 304 pages of more than 30 

thousand words are dozens of Biblical citations, however, after eliminating the most 

common words (mostly prepositions, articles and nouns) and grouping similar words such 

as “criança” and “crianças” (child, children), one can see that the five most recurrent terms 

are children (743), baby (660), family (286), pregnant (256), and mother (214).  Among the 

twenty more cited words one also finds the terms Pastoral (168), health (135), parents 



 
170 

(133), people (131), foodstuff (102), and community (94).  Catholic-related terms are 

ranked well below. Jesus, with 52 citations, appears in the list as the 67th most used term. 

The term God appears 37 times, the word Church appears only 15 times, and the word 

Catholic appears only 4 times.  

Although faith is an important part of Pastoral’ activities, the Pastoral’s Leader 

Handbook Word Cloud therefore implies that materials used by the Pastoral in their daily 

activities do not intend to catechize targeted and treated populations, on the contraire the 

Pastoral is indeed an ecumenical endeavor, and participation on Pastoral’s activities is not 

conditional in adherence to the Catholic Church.  

 

Figure 22. Pastoral’s Leader’s Guide Word Cloud  

 
Source: Author’s elaboration. 

 

As stated before it is no exaggeration to say that the Pastoral’s printed materials are 

not intended to promote catechization.  Instead, the use of Catholicism, or religion for that 

matter, works as a tool to promote maternal and children health, rather than to convert the 

beneficiary population, the majority of whom are already Catholics. 
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The Pastoral is a product of the context in which it has emerged, as a complex 

endeavor influenced by the Catholic Church but that has many operational and institutional 

characteristics generally observed in state led institutions, or civil society organizations.  

That Pastoral is a modular, multi-disciplinary intervention adaptable to distinct 

socioeconomic and institutional settings.     

Viewed through the lens of public policy, this picture reveals a myriad of promising 

analytical perspectives and innovative ideas that can be applied to a country wise 

evaluation of the Pastoral program.  There is a great deal to learn from the Pastoral and its 

contributions to social development in Brazil and abroad. Yet, to do so, it is important to 

understand if the Pastoral Program “model” is properly implemented on the field. 

 

4.3 THE EFFECTIVENESS OF THE IMPLEMENTATION OF THE PASTORAL MODEL  

During the fieldwork it was also possible to crosscheck the implementation of the 

proposed Pastoral’s Complete Logic Model, which was previously constructed based on 

interviews mainly conducted at the Pastoral National Headquarters, and refined after the 

fieldwork research.  One initial advantage of logic modeling is the possibility it offers of 

dissecting an entire policy to understand its individual components, and thus, get to 

understand how the pieces behave individually, as well as, how they interact when put 

together as a whole.  The analysis of the effectiveness of the Pastoral model depends on 

being able to crosscheck the functioning of each modeled piece, a useful step in informing 

the evidence-based quasi-experiments that follows in the next chapter.  

In terms of the role performed by primary stakeholders it was possible to crosscheck 

information related to the political importance, institutional commitment, and strategic 

understanding that implementing and partner organizations have about the Pastoral 

program’s community level activities.  Evidence collected at the national headquarters was 

triangulated and complemented by evidence collected at the CNBB, the Pastoral’s Bahia 
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state headquarters, Salvador’s Archdiocese, communities, and the Ministry of Health in 

Brazil.  It was clear that implementing organizations had a common perspective on the 

importance of the Pastoral, as well as a shared understanding about the main elements of 

the Pastoral’s operational and programmatic work. 

In terms of political participation, the Pastoral sees itself as an important social 

actor.  In the state of Bahia, the Pastoral participates in social and public policy councils 

such as the Food and Nutritional Security Council (CONSEA), occupying a spot that 

“belongs” to the Archdiocese of Salvador.  At the municipal level the Pastoral is also an 

active institution in participatory spaces.  In Uruçuca, for example, the Pastoral participates 

on the Social Work Municipal Council, as well as in the Children and Adolescent Council, 

which is a participatory space which implementation is demanded by the federal Statute of 

the Child and Adolescents in Brazil.  The political power of the Pastoral is such that in 

Milagres and Uruçuca, several Pastoral leaders said they had no doubt that the children who 

are treated by the pastoral are better received in their local Basic Health Unit as compared 

to non-Pastoral children, because Pastoral people learn how to demand their rights.  

The Pastoral itself claims to be an important player in supporting child and maternal 

health in Brazil.  This perception of political power was backed by the perceptions of 

former Secretary General of CNBB, as well as by a senator from the state of Acre, a 

physician, and one of the leaders of the so-called Health Caucus in the Brazilian 

Congress.
109

  Senator Viana, from Acre, praised the Pastoral’s achievements in his state, and 

nationwide, describing himself as well as the other congressmen under his leadership in the 

Health Caucus as inspired by the leadership of Zilda Arns and the success of the Pastoral.  

At CNBB the Pastoral’s work was cited by former General Secretary Dilmas Barbosa, as an 

example for the Church’s other social organisms, as an innovative and successful endeavor 

and an example of Christian’s charity.  
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 Tião Viana is now the State governor of Acre and a candidate for reelection in the October 2014 elections. 
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International and civil society organizations also recognize the Pastoral’s political 

power, yet from a more critical point of view.  Pastoral’s soul is conservative since it is 

molded by religious values. Thus, when imposed over non-Catholic populations the 

Pastoral may be seen as oppressing, especially in terms of reproducing a patriarchal society 

characterized by the oppression of women’s rights.  This ideological conservatism, 

however, does not disqualify the pragmatic work of the Pastoral in favor of a progressive 

agenda focused on the rights of children and pregnant women in terms of having access to 

basic child and maternal health services. 

In relation to implementing agents, it was possible to see that the participation of 

volunteers in the activities of the Pastoral is indeed instrumental to the Pastoral‘s model and 

operational sustainability.  Throughout the fieldwork it was possible to see that the 

voluntary work is accounted for and extremely valued by the Pastoral.  In Brazil in general, 

on the other hand, there remains significant room for the expansion of volunteerism by 

individuals and institutions alike.  Even philanthropy is not widespread in Brazil.  In 

comparison to other countries, Brazil has no culture of philanthropy, and most private 

donations are directed to charitable institutions.   

Although volunteerism support is sustainable overtime, Pastoral’s headquarters in 

Bahia, and the Pastoral municipalities themselves corroborated the National Coordination’s 

view that older people are more likely to remain working as volunteers for the Pastoral than 

are younger people.  The cohort of younger Pastoral leaders suffers a high turnover rate. 

These young people are forcefully disengaged from the job market and much more likely to 

choose a remunerated job, and carry on their professional lives, than to keep working as 

volunteers with the Pastoral.  This view was backed by several young volunteers from 

different locations who said that it was hard supporting the Pastoral because they had to 

work to help their families.  Furthermore, the activities of the Pastoral were referred many 

times as very time consuming.   
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This, however, might not be as bad as an adult-centric view suggests. The 

population in Brazil is aging and social importance and participation of the elderly in the 

public sphere will certainly increase. In the case of the Pastoral, the fieldwork provided 

evidence that among older volunteers, being the majority of the overall population of 

volunteers, there is a high level of commitment and ownership regarding the Pastoral’s 

work.  Complementarily, young volunteers can use the Pastoral experience to improve their 

employability, their attractiveness in the job market, and to stimulate the kickoff of a 

professional career.   

In some cases, a blurred line of separation was noticed between Pastoral volunteers 

and paid community health agents operating in the same municipal territory.  There are 

thousands of basic health agents operating in Brazil, and several thousands are constantly 

being recruited. Often, Pastoral volunteers apply and are selected to these jobs, as they 

already know the particulars of the job to be performed as pubic community health agents. 

Just as the Pastoral leaders, basic community agents are praised by international 

organizations and academia as a leading force behind the infant and child mortality 

transition in Brazil. Many times during the fieldwork examples were given of Pastoral 

volunteers who became basic health agents. It also became evident that the Pastoral 

sometimes finds ways to financially support its volunteers, even if indirectly.  This mixed 

context certainly poses challenges to eliminate the rival hypothesis regarding the Pastoral’s 

treatment, biasing the treatment effect estimations if not correctly managed.  

As already cited, it was clear from the interviews with leaders and volunteers from 

the Pastoral that volunteerism helped in mobilizing the targeted communities since most of 

volunteers used to work in their communities of origin.  One volunteer from Dias D’Ávila 

clearly stated with joy that “the Pastoral is contagious, we join the Pastoral and it is 

impossible to leave”, and several of the volunteers interviewed for this dissertation had 

worked for the Pastoral for several years.   
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In one of the interviews, a volunteer said that she began working with the Pastoral 

in 1995, monitoring fifteen families and eighteen children.  She also explain that the main 

reason for joining the Pastoral was the opportunity to help other people.  She began 

volunteering after being invited by a friend who was a Pastoral volunteer.  This is a similar 

anecdote to the one cited by another leader that began working with the Pastoral in 2007, 

and now oversees 29 families.  In her case, however, her initial contact with the Pastoral 

was through the civil society since she worked with a NGO focusing on the improvement 

of living standards for children and adolescents. She learned about the Pastoral in a meeting 

of the municipal council of children and adolescents that she and a Pastoral leader attended 

as councilors.   

The history of the Bahia State Pastoral Coordinator shows that even when the 

leaders are not from the community in question, they do know how a community-based 

policy can intervene in social reality.  A Polish national, the Pastoral’s state coordinator 

arrived in Brazil in 1979 as a lay missionary invited to come to Brazil by a Polish priest she 

knew, that was living in the state of Paraná by that the time.  In Paraná she quickly took 

knowledge of the Pastoral, and after a long time working with the Pastoral in several places 

she became state coordinator of the Pastoral in Bahia state. 

Another aspect detached by the Pastoral’s Action Model is the multitude of 

partnerships involved in the Pastoral’s activities.  During the fieldwork evidence of this 

diversity was constantly present within both operational and programmatic activities.  In 

Bahia, specifically, the Pastoral had a funding partnership with the electricity distribution 

company that provides energy services for the entire state population.  This funding 

partnership allowed consumers in general to make small donations to the Pastoral through 

the payment of their electricity bill.  Another funding partnership, with the state 

government, was implemented through a project called “Seu Recibo É um Sinal de 

Solidariedade”, a governmental project aiming at improving the state’s tax revenue by 

stimulating people to request a registered receipt from their daily purchases.  In this case 
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the Pastoral support group would collect receipts and present them to the government who, 

in turn, would give back part of the tax revenue collected to the institutions that supported 

the gathering of receipts.   

A partnership with the local government to occasionally support training activities 

and even provide payment for Pastoral personnel operating at the municipal and community 

level were identified in some cases, or referred to by interviewees during the fieldwork.  

Resources from the receipt gathering project were distributed to the municipal coordination 

that contributed with the collection process, and then, each locality would be able to 

determine how to best invest this money to leverage the Pastoral program treatment.    

As explained by the state coordinator in Bahia, other types of occasional 

partnerships were organized around the promotion of specific events.  Organized with 

communication and technical partners, these events would have multiple functions, with 

emphasis on promoting different forms of funding, stimulate social mobilization, and 

increase awareness regarding child and maternal health.  In 2013, for example, the Pastoral 

organized a show with famous singer Margareth Menezes to celebrate the 30th anniversary 

of the Pastoral.   

In Milagres, a treated municipality even basic health agents were cited as partners of 

the Pastoral in specific communities, as well as for limited activities.  In another treated 

location, Dias D’Ávila, other religious agents were cited as partners of the Pastoral.   To 

increase its coverage, the Pastoral sometimes works with other religious groups.  However, 

this does not happen very often, especially not in the Northeast region of the country, given 

the context of religious intolerance in this region, especially in the state of Bahia.
110

  Even 

though the Pastoral is ecumenical, volunteers many times cited the implementation of 

                                                 
110

 The numbers of notifications of religious intolerance to the Secretary of Human Rights, and the 

Ombudsman of the Secretary for the Promotion of Racial Equality grew significantly throughout the initial 

years of this decade, especially with regards attacks on traditional Afro-Brazilian sites and people.  

Confrontations of Afro-Brazilian religious groups with members of the Universal Church and Jehovah's 

Witnesses’ are common in Salvador, state capital of Bahia.  Until 1960 Afro-Brazilian religious groups 

needed authorization from the police to conduct their ceremonies.  
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Pastoral activities in evangelical Baptists
111

 churches, as well as among Spiritism
112

 

practitioners. They also cited occasional implementation of Pastoral activities in 

Candomblé and Umbanda sites
113

 as well as in temples of the Assemblies of God.
114

  

However, such practices seem to be exceptions to the rule.   

A volunteer in Dias D’Ávila stated that one major difficulty lies in working with 

evangelical people from the Universal Church of the Kingdom of God
115

 and Jehovah’s 

Witnesses,
116

 as their participation is forbidden by their pastors.  Evangelical Pentecostal 

groups are among the religious denominations groups with the fastest growth in the 

country. Established mostly in the 1990s, these groups currently represent 22% of the 

religious Brazilians. In 1980, according to the national Census, the figure was 6.6% (IBGE 

2010).  

In terms of the Action Model it was also possible to crosscheck the fact that many 

of the Pastoral volunteers and leaderships recognize that most of the Pastoral work is based 

on organizing communities.  As cited by Dr. Zilda Arns, and as proposed by the Pastoral’s 

operational protocol, the perception suggests that the Pastoral is far more than a basic 

health initiative, as it effectively promotes community development and empowerment.  

The importance of constant training was also registered by many Pastoral interviewees 
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 Baptists are Protestants who spread through English colonization.  The Baptist Church arrived in Brazil 

with Confederate soldiers in search of a better life in the aftermath of the American Civil War.  In Brazil, 

according to the 2010 Census there are 3.7 million Baptists from the principal denomination in Brazil (“Censo 

- Religião” 2014). 
112

 There are 3.8 million “spirits” in Brazil according to the 2010 Census (“Censo - Religião” 2014).  The 

Spiritism originated in France through the writings of Hypolite Léon Denizard Rivail under the pseudonym 

Allan Kardec. In Brazil, Chico Xavier, a popular medium, was instrumental in popularizing this faith.   
113

 These Afro-Brazilian traditional religious groups currently comprise 170 thousand, and 400 thousand 

people respectively (“Censo - Religião” 2014). Yet, this number is certainly underestimated, given the 

extensive prejudice that Afro-Brazilian religious groups suffer, and Brazilian religious syncretism.  
114

 The estimated number of supporters of the Assemblies of God amounts to 12.3 million, being the biggest 

Evangelical and Pentecostal denomination in Brazil (“Censo - Religião” 2014).     
115

 Universal Church has 1.3 million followers in Brazil, but might be among the richest denominations in the 

country. It owns a TV Network and has been a polemic denomination in Brazil.  
116

 There are almost 1.4 million Jehovah’s Witnesses practitioners in Brazil (“Censo - Religião” 2014). 
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operating at different levels, which suggests a common and shared agenda in terms of 

capacity development and knowledge generation.   

A Pastoral mother said, during the Weight Day Ceremony, that the community 

participation is instrumental in implementing the Pastoral’s activities. She gave an example 

of a mother who opened her house to conduct the Weight Day Ceremony and how this 

helped the Pastoral mothers not only in terms of providing a space to work in, but also in 

the sense that it facilitates the Pastoral access to the communities where this initiative is 

implemented. The fact that Pastoral leaders advocate for the presence of community 

representatives in participatory spaces suggests the existence of an empowering process in 

place. 

With respect to the service delivery protocol, it was possible to triangulate 

information from the national headquarters with that from the state and local Pastoral 

authorities, which made it clear that a complementary service delivery protocol was in 

place.  In every location visited it was possible to see complementary activities in place, 

including accountability mechanisms, communication, and training.  At the community 

level Pastoral events also appeared closely similar, even though the scale of intervention 

varied significantly. 

It is worth mentioning that the Pastoral state coordination participated in several 

important public fora with the support of the Salvador’s archdiocese, that appointed the 

Pastoral to have a seat in the State Council of Food Security, the State Council of Health, 

and the State Council of Children and Adolescents, all of which are important participatory 

spaces in the Bahia state government and clearly linked with the Pastoral’s mission and 

activities.   

The next section presents the case study’s main finds and lessons learned, detaching 

how the Pastoral’s origins, nature and structure interact to support the process in which the 

Pastoral evolve over time, and how this process resulted on an effective implementation of 

the Pastoral program.    
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4.4 CASE STUDY FINDINGS AND LESSONS LEARNED 

The case study provide detailed information about the Pastoral program model, 

highlighting interesting insights and findings about how this initiative was created and 

evolve over time.  The Pastoral emergence was the result of complex and intertwined 

political, economic, geographic, and historical events.  Rather than being a standalone 

phenomenon, the creation and development of the Pastoral has deep roots in the industry of 

aid, and in the international arena, as well as in the historic charitable work of the Catholic 

Church in Latin America. 

Besides being a faith-based program the Pastoral is not dogmatic in relation to the 

use of scientific evidence to promote more effective community health interventions.  The 

Pastoral treatment is ecumenical, and although permeated by biblical references, there is no 

evidence that the Pastoral aims to promote the evangelization of its treated population.   

The Catholic Church network played a crucial role in the replication and scaling-up 

of the Pastoral program.  However, there is no consensus among Catholic Church’s 

leadership in Brazil, and for this matter elsewhere in the world, as to whether the Church 

should be involved or not in activities aimed directly at promoting human development.  

The Catholic Church is no monolith.  The Vatican, and the CNBB in Brazil, for instance, 

are very different institutions, the Catholic Church in Brazil is fundamentally different too 

in comparison to the one operating in India, for example.  Rather than a problem, this 

fractious institutional arrangement is suitable for the task of promoting development in 

settings of great complexity under very different environmental characteristics. 

As stated before, the Pastoral coverage and scaling-up was driven by the Catholic 

Church administrative organization, in this sense it was instrumental the ability the Pastoral 

had in terms of building political support within the Catholic hierarchy.  Nonetheless, once 

implemented and appropriated by treated communities is likely that the Pastoral presence 

becomes sustainable over time.   
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State based funding is a reality in the Brazilian health system, different forms of 

funding are adequate for different institutional natures.  More flexible ex-ante controls 

might facilitate the achievement of robust developmental results in environment of great 

institutional diversity.  The truth is that the religious institutions and private providers 

compose the buck of the network of health facilities in the country, although most of the 

financial resources are governmental funds.  In this sense the Pastoral receiving state funds 

is rather the rule, than the exception.  

Faith-based policies are not automatically conducive to human rights, the Catholic 

Church’s agenda might differ from the traditional UN based human rights approach in 

relation to many issues, and specifically in terms of sexual and reproductive rights.  On the 

other hand, the “capillarity” of the Catholic Church in Brazil, a driving force behind the 

replication of the Pastoral program, should be better explored by governmental, 

international, and non-governmental organizations, where and when these institutions’ 

policymaking agendas present some level of complementarity and overlay in terms of the 

agenda of the Catholic Church.    

Although it is not possible to generalize the statement that all faith-based initiatives 

are conducive to development, it is plausible to believe that in the specific case of the 

Pastoral there is qualitative evidence to support this statement, even if one takes in 

consideration the policy flaws related to guaranteeing sexual and reproductive rights, and 

the conservative ethos of the Pastoral program. 

Volunteer working should be stimulated in Brazil among non-governmental 

organizations, rather than criticized, and stigmatized as a way to explore unpaid workers.  

The high rate of turnover among Pastoral’s volunteer is actually due to the fact that the 

voluntary work in the Pastoral consequentially facilitates the volunteers’ access to the job 

market. 

Even though the Church is one of the main charitable institutions in the country, the 

use of voluntary sustainable work as the Pastoral Action Model preconizes is an interesting 
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side-effect of the Pastoral’s organizational culture in terms of management and can be 

classified as a smart practice to the institutions conducting social work in the fringes of 

society with no granted access to monetary funds, be flexible and adapt. 

The proven ability of the Pastoral to adapt to different circumstances leverages this 

program’s sustainability and relevance.  The Pastoral is a learning organization that 

stimulates the production and dissemination of information as a main strategy to promote 

development.  A great part of the Pastoral’s success may derive from its use of information 

systems, only in that way can a countrywide organization monitor and effectively 

implement its core activities. 

There is a great deal of heterogeneity in the implementation of the Pastoral, in terms 

of intensity and design.  Its effectiveness is built upon the context in which this institution 

operates.  The presence of the Pastoral, measured in terms of outputs such as trained 

leaders, suggests that the intensity of treatment presents a high level of heterogeneity.  In 

some places the Pastoral plays a crucial role in promoting community health, and, in other 

places it has only a marginal presence.   

Rather than a hierarchical vertical structure, the Pastoral operates as a network.  The 

quality of the Pastoral treatment, however, seems to be standardized.  The participation in 

Pastoral activities, and anecdotes collected throughout the fieldwork, seems to suggest that 

stakeholders from different places share the same programmatic understanding, and similar 

organizational values.   

The implementation of the Pastoral is also diverse in the sense that distinct modules 

are attached to provide a tailored intervention adapted to the implementing context, and 

built with the support and participation of stakeholders in general, and especially the 

beneficiary population.  The overall perception on the fieldwork, shared by governmental 

officers and Pastoral’s stakeholder alike, is that the Pastoral is effective in reducing levels 

of infant and child mortality.  
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So far, the empirical crosschecking of the Pastoral model shows that although 

challenging, it is possible to conduct a meaningful evaluation of the Pastoral program.  The 

case study shows, through participatory observation and similar descriptions from 

Pastoral’s volunteers and representatives collected mainly in Dias D’Ávila, and Milagres, 

that similar activities were implemented in distinct sites and that those activities were based 

on the intended protocol of operations and service delivery, suggesting that the 

intervention’s effect is based on similar outputs and outcomes generated in distinct 

localities. 

The next chapter presents a concise ethnographic study of the Pastoral program in 

the municipality of Dias D’Ávila.  This study focuses on questions related access to basic 

health services, as well as women’s empowerment.  This approach helps in crosschecking 

the external logic of the Pastoral program, testing the Theory of Change of the Pastoral 

intervention against empirical changes, in terms of women’s empowerment, observed in the 

communities and families that are part of the study. 
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Chapter 5: Qualitative Ethnographic Study 

 

Although we are in different boats, you in your boat and we in our 

canoe, we share the same river of life. 

Dom Helder Câmara 

 

Spread love everywhere you go: first of all in your own house. Give love 

to your children, to your wife or husband, to a next door neighbor . . . . 

Let no one ever come to you without leaving better and happier. Be the 

living expression of God's kindness; kindness in your face, kindness in 

your eyes, kindness in your smile, kindness in your warm greeting. 

 

Mother Teresa 

 

 

It has long been recognized that an essential element in protecting human 

rights was a widespread knowledge among the population of what their 

rights are and how they can be defended. 

Franklin D. Roosevelt 

 

The knowledge about the history, nature, and structure of the Pastoral is now used 

to formulate questions related to the Pastoral’s implementation on the field, in the form of 

the community based ethnographic study presented in this chapter.  Does the Pastoral 

increases pregnant women access to proper care?  Are women empowered in this process?  

At the community level the Pastoral operation resembles this initiative Complete Logic 

Model?   

The goal of this concise ethnography is to gather data regarding the Pastoral’s effect 

in terms of promoting pregnant women access to basic health services, and women’s 

empowerment.  This concise ethnography also focuses on crosschecking the Pastoral 

operation at the community level vis-a-vis this dissertation’s conceptual framework 

provided by the Pastoral program’s Complete Logic Model, its assumptions, and 

determinants. 

This community based assessment of access to basic health services was conducted 

in Dias D’Ávila, a municipality with both rural and urban characteristics, the presence of 
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both the Pastoral and PACS, and, moreover, one that is located at the outskirts of the 

Caatinga, and at the same time, close to the urban coast.  Three communities were part of 

this ethnographic study: The Barragem Santa Helena, the Genaro, and the Entroncamento. 

The ethnographic research developed in Dias D’Ávila comprises three distinct 

intertwined analyses.  The first analysis was made through an assessment of the access that 

pregnant women and children have in terms of basic health services within the 

Entroncamento, Genaro, and Barragem Santa Helena communities in comparative fashion.  

Secondly, a series of interviews and participatory observations within Pastoral events were 

conducted to infer as to which degree the Pastoral implementation on the field followed the 

model suggested by the of the Pastoral’s Action Model in the Genaro Community.  Thirdly, 

the ethnographic study was useful to shed some light about the potential the Pastoral has in 

terms of promoting women’s empowerment through improved health access.  

The methodological approach of this part of the fieldwork is based on commonly 

used qualitative tools, such as semi-structured interviews, focus groups, and participatory 

observation.  All these methodological tools were used to produce ethnographic evidences 

of the implementation of the Pastoral, and its presumable effect at the individual level.   

Roberto da Matta defines the profession of anthropology was permeated by what 

Dr. Jean Cater Lave
117

 called the anthropological blues.  According to this author 

anthropological blues is the paradoxical, unstable, and unpredictable relation that the 

researcher has with the researched object, in his view this relation is like a blues, and its 

constantly repeated riff and frequently metamorphosed melody.  He also says that 

anthropological blues is the sad feeling of exclusion derived from the researcher immersion 

in a different cultural context to the one he is culturally adapted to.   

                                                 
117

 Dr. Lave is an emeritus scholar at UCLA Berkeley’s Graduated School of Education.  She had conducted 

extensive research in Brazil, and the anthropological blues was cited in one of her letters from the field. 
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The seminal anthropological question posed by Lévi-Strauss “what are we doing 

here” suggests that the researcher’s emotions, and even scientific objectivity, are many 

times exogenous to the observational empirical reality under study.  Moreover, Lévi-

Strauss defined the researcher’s emotions and sentiments as the “uninvited guests of the 

ethnographic situation” (Matta 1978).   Da Matta complementarily states that the 

anthropologist is never alone, she or he, are  

 

in the middle of an exotic system of rules, that she or he intends to transform in a 

familiar setting, related – and more than ever connected – to the researcher own 

culture (Matta 1978, 34). 

 

The anthropological blues is a source of bias that need to be addressed.  The way of 

doing that is by becoming familiar with the research setting to the point that the 

relativisation of cultural perspectives is achieved, anthropology is a discipline that 

addresses great tipping point transformations, and in spite of that, is also connected to the 

accumulated and progressive result of quotidian interactions among beings and their 

environment. 

As the Blues metaphor suggests, evidences from ethnographic studies are gathered 

through a constant flow of information, like recurring riffs in an old song.  Several 

individual independent sources stating an argument increases this argument’s validity.  On 

ethnographic studies, once this preliminary knowledge is learned, the flow of information 

accelerates and intensifies in previously unthinkable ways, simply because the researcher is 

now grounded in the territory.   

Nevertheless, the researcher’s subjectivity remains a source of bias.   If before the 

researcher felt “out of the box,” now he feels out in the dark, losing his own identity, as 

witnessing life from a different perspective can be a groundbreaking event.  Single well 
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positioned sources can deliver tipping point strategic knowledge, like a virtuous blues solo 

crying a melody that subverts the harmonious monotony of the musical accompaniment. 

Most of the anecdotes collected in the course of this research concern the poorest of 

the poor in Brazil, and they need to be understood and relativized through the lens of 

archetypes and stereotypes related to the image of the “sertanejo.”  Assuming that these 

people are even able to survive their early years, they will probably remain living in 

unacceptable conditions, facing such lack of opportunity that they appear to be doomed 

from birth to live a life of social exclusion.  Historically, it is a common practice among 

“sertanejos” to not name their kids until they reach a certain age that their parents believe 

they will survive.  Part of the nameless kids that actually die before this certain age, are 

buried in small white coffins, and simply called “little angels.” 

Josué de Castro, former chairman of the UN’s Food and Agriculture Organization 

(FAO), once wrote a fictional story entitled O Homen Caranguejo.
118

  Castro studied 

populations who were literally living in mangrove swamps of the Capiberibe River in the 

Northeastern state of Pernambuco.  He saw people spending their entire day diving in 

swamps to catch crabs, and witnessed undernourished families living in unsafe conditions.  

He also witnessed these people selling the products of their daily efforts for mere pennies, 

only to continue to be consigned to the lowest levels of society (J. de Castro 2001). 

In his fictional account Castro argues that the crab men are human beings made of 

crab meat, because they think and act like crabs living in the swamp.  Castro also wrote 

several scientific books including the classic work Geography of Hunger (J. de Castro 

1952), but, as he explained himself, although his scientific reputation, he felt that he had to 

use fictional prose to describe the life of deprivation that those people face, since their 

quotidian struggle is more akin to the magical realism portrayed in Latin American fiction 

than to literature based on systematic scientific knowledge. As Scheper-Hughes states 
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 Of Man and Crabs in English. 
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The magical realism of Latin America fiction has its counterpart in the mundane 

surrealism of ethnographic description, where it is also difficult to separate fact 

from fiction, rumor and fantasy from historical event, and the events of the 

imagination from the events of the everyday political drama (Scheper-Hughes 1993, 

229). 

 

Most of the recurrent anecdotes collected throughout this dissertation cannot 

adequately capture the real life of poor people and their struggle to have access to basic 

health and limited opportunities.  As noted by Josué de Castro, it is not possible to translate 

all the suffering, pain, and unheard voices of people living in complete poverty, at the 

fringes of society, and even of humanity, into scientific terms. 

Sad histories told by the Pastoral “mothers” usually end with an infant or child 

death, which illustrates the first injustice faced by those infants and children whose most 

fundamental right, the right to survive, is denied shortly after their birth (Gortmaker and 

Wise 1997).  Given the religious foundations of the Pastoral program, the stories of success 

told by the Pastoral “mothers,” on the other hand, can quite often be referred to as 

“miracles.”  They too can acquire features of magic realism if taken literally.  This sort of 

magic realism represents the soul of an organization of religious nature whose 

comprehensive policy story has never been told. This is certainly an important 

methodological aspect of the data gathering and analysis of this case study, since in many 

cases fragments of speeches cannot be taken literally. 

The systematized use of anecdotes, as structured and recurrent or unexpected pieces 

of oral history, is a powerful research tool at the community and individual level that can be 

used to promote an understanding of how these people’s life have changed over time, 

including their own perception about, whether or not, the Pastoral has contributed to these 

changes.   
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5.1 THE FIELDWORK SETTING 

In terms of defining the evaluative environment in which this ethnographic exercise 

was carried out, is necessary to have some understanding of the major biome called 

Caatinga, as the context of the community based field study is closely tied to this biome’s 

ethos and culture.
119

  The Caatinga comprises 10.3% of Brazil’s territory, mostly in the 

Northeast Region, the poorest in the country.  In a country of such abundance of 

biodiversity the “limitations” of the semi-arid are representative of the suppose dryness of 

life in this area.  In Tupi language caatinga means literally “white grass.”  Besides the 

dryness of the climate, and its eroded soil, the Caatinga is, indeed, fertile.  In many areas 

there are even islands of humidity, or brejos (bogs), as they are called there.  The semi-arid 

vegetation has almost no leafs, so plants can avoids the loss of water.  Another 

characteristic is the proliferation of species with widely spread roots, a feature that 

facilitates the absorption of water.  When it rains in the Caatinga, even if just a little, the 

biodiversity shows up through the multiplication of emergent flowers from a myriad of 

colors.  Because of its unique characteristics of climate and soil there are several endemic 

species in the region, including 327 animals and 323 plants (“Curiosidades Sobre a 

Caatinga” 2014). 

Together with the Amazon, the caatinga (or sertão as it is traditionally called) 

occupies a special place in the Brazilian culture and identity.  Among Brazilians, the 

Amazon is usually referred as God’s Garden on Earth.  The Caatinga, on the other hand, 

relates to hell, to deserted areas where nothing grows or survives.  Not surprisingly, in the 

early 1900s, during the first Rubber Boom, and the following decades, thousands of people 

migrated from the Caatinga to the Amazon, trying to run away from the drought, escaping 

from the hell on Earth straight to God’s garden (Guillen 2006). 
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 According to the IBGE (Mapa de Biomas do Brasil, 2004) there are six major biomes in Brazil.  The 

Amazônia (Rainforest), the Cerrado (Savanna), the Mata Atlântica (Atlantic Forest), the Caatinga (Semi-

Arid), the Pampas (Steppes), and the Pantanal (Wetland) having each one of them particularities that can 

stimulate or jeopardize the infant mortality transition.   
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Caatinga is the official name of this biome, ordinary people, however, commonly 

referred to the Caatinga as the “sertão,” and people who live there are called “sertanejos.” 

Graciliano Ramos’ seminal work Vidas Secas, from 1938, tells the story of a family 

fighting for survival during a long-standing drought, as they tried to run away from the 

“sertão” (Ramos 2013).  In this epic book, Ramos challenged the reader to go into the semi-

arid people’s mind and soul, delivering a heartbreaking story.  Ramos’ novel is about a 

family, Fabiano the father, Sinha Vitória the mother, two kids whose characters are not 

named, and Baleia,
120

 the family’s dog.  The book is built in cyclical waves, so there is no 

need to read it from the first chapter to the end, Fabiano’s struggles and progress a little, 

just to fall again.  He is tortured but his lack of capacity to provide for his family.  Ramos 

uses this structure to show that there is no scape for Fabiano’s family, they are doomed to 

live in a place plagued by dryness, poverty, and desperation.  The most remembered and 

emotive event of Ramos’ book is detailed in Chapter 9, when the dog, Baleia, dies after a 

long struggle against starvation and disease.  Ramos uses this format to characterize an 

environment where animals are more human than people, leading Fabiano to question 

himself during the book if he is man, when he spots an opportunity, or just another animal 

of the Caatinga, every time he is captured by the oppressive environment.  

The family is trying to escape their doomed destiny, and through this epic voyage 

they have to deal with Fabiano’s employer dishonesty, the oppression of Northeastern rural 

elite, and the lack of basic opportunities for self-improvement and social inclusion, a 

scenario to some extent culturally similar to the one where this ethnographic study was 

conducted. 

Cândido Portinari’s panel, Vidas Secas, inspired in Ramos’ book, and exposed at 

the São Paulo Art Museum (MASP), is probably the most famous and iconic image of the 

sertão and maybe Brazil.  The picture of sertanejos running from the drought, depicted 
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 Whale in English, as to contrast the body of the maritime mammal with the dog skeletal appearance.  
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below, is therefore one of the most powerful images in the creation of the Brazilian 

identity, especially for northeastern people.   Portinari, a leftist artist from São Paulo 

countryside, that run for senator and congressmen as a candidate from the Brazilian 

Communist Party, intended to use his art to produce social criticism, calling the attention to 

social and political problems of his times.  By the end of the 1930s, Portinari produced a 

series of paintings depicting the reality of “retirantes,” “sertanejos” flying from their 

oppressive environment.  One of these paintings, the one more constantly linked to Ramos’ 

book is presented in Illustration 4, below. 

 

Illustration 4. The Sertanejo in the Brazilian Imaginary: Portinari’s Iconic Panel Vidas 

Secas 

 

Source: http://masp.art.br/masp2010/acervo_detalheobra.php?id=438- Author: Cândido Portinari 
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Ironically, as noted by Ramos (2013), what caused the death in the semi-arid was 

not the environment per se, but the productive system of the region, mainly based on the 

exploitation of oppressed rural workers, and the monopolistic export of raw commodities.  

Anyway, at least in the ordinary people’s mind, the sertão became an iconic image of a 

shameful Brazil that remains actual, besides the country overall development, as in this first 

decade of the 21st century the country faces some of the worst ever registered droughts. 

The true is that droughts are frequent in the Northeast region, and for many decades, 

the mystic people from the “sertão” believed that they were being punished by God, as the 

waves of death and starvation brought by the dry climate proliferated year after year 

(Cunha 2012). 

The Canudos War was another crucial event in shaping the creation of Brazilian 

modern identity. Canudos was a religious revolt that took place in the Northeast by the end 

of the 19th century.  Canudos’ leader Antonio Conselheiro, was an important religious 

leader that ascend to preeminence during one of the worst droughts in Brazilian history.  

His followers devotion were understood by the press in that time, as evidence of a religious 

cult, since thousands of people running from the drought convened to Canudos, in the heart 

of the “sertão,” in what is now the state of Bahia.  These people abandoned their homes 

simply because they believed that Antonio Conselheiro was a sacred figure, and Canudos 

would become their promise land.   

Rather than a fight against the Brazilian government this revolt was against the 

proclamation of the Brazilian republic, an event that, in the vision of Antonio Conselheiro, 

brought God’s wrath upon the Brazilian people.  According to him, the never-ending 

drought observed by that time was a punishment sent by God because the proclamation of 

the republic turned Brazil into a laic state (Cunha 2012).  An understanding the gained 

relevance after waves of thousands of soldiers sent by the federal government were 
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defeated by Canudos small, impoverished, and with limited fire power militia.  Cunha was 

by that time a reporter from the newspaper A Província de São Paulo,
121

 and he traveled to 

the site with the Ministry of War entourage, as to register a game changing victory of the 

republican forces. What he saw and describe in his book was a massacre, no single adult 

men survived, a few women and children were held captive from what once was a few 

thousand houses village.  

This collective imaginary of the caatinga was created by the end of the 19th century 

when the Canudos War occupied great part of news coverage, and in the first few decades 

of the 20th century.  It remains, however, up to date.  As stated before, Brazil is today again 

facing a very severe drought, and during the fieldwork, access to water was by far, the most 

common complaint cited by ordinary citizens interviewed in the course of the fieldwork.   

Cunha (2012) stated in his masterpiece Os Sertões that “the sertanejo is, before 

everything, a fortress.”  This phrase says a lot about how the sertanejos see themselves, 

they never complain because they think that in the end they will get by and survive.  

Sertanejos are also very religious, and they organize themselves around great extended 

families, suggesting to some extent a clan like social organization.  They are considered 

conservative, sexism is a plague, and femicide abounds, especially in the countryside.  The 

culture of the Northeast region, where the fieldwork was conducted, to these days 

corroborates the image of sertanejos as they were defined by Ramos, Cunha, and Portinari. 
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 To these days one of the most renowned Brazilian newspaper, renamed O Estado de São Paulo. 
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Illustration 5. Picture of Prisoners of the Canudos War’s: Only Women and Children 

Survived This Famous Conflict 

 
 

Source: http://pt.wikipedia.org/wiki/Guerra_de_Canudos#mediaviewer/Ficheiro:Canudos_rebels.jpg, Author not identified 

 

The fieldwork site in sum is characterized by the sertanejo culture.  Although, an 

urban and developed municipality in terms of Bahia, cultural archetypes described by 

Ramos, Cunha, and Portinari are still there.  Dias D’Ávila is known as the city of waters, 

however the fieldwork was conducted in a community plagued by scarcity of water.  

Clientelism and patronage are key political factors, as it was in the times of Canudos, and 

moreover, the Northeast region remains the land of Coronéis
122

. 
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 Local leaderships that control political and economic assets, first land and now communications.  For long 

time, and still in some place in present days, Coronéis have their own militias and pistoleiros (hit men).  
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5.2 DIAS D’ÁVILA: THE CITY OF WATERS  

Being the Northeast the region that accounts for most of the poverty in the country, 

in both absolute and relative terms, it was only natural that the fieldwork should be 

conducted in the Northeast.  Within this region, the state of Bahia was then chosen as the 

fieldwork site location since it accounts for most of the population on the Northeast region.  

Bahia it is also a diverse state in terms of its geography, it has the largest concentration of 

black population in Brazil, which adds a particular ethnic-racial analytical perspective, and 

it offers interesting insights due to its religious diversity and the presence of Afro-Brazilian 

traditional religions.  Finally, it is a state with significant Pastoral presence.  As of 2010, all 

dioceses in Bahia had some level of Pastoral implementation in place (382 out of 415 

municipalities in this state are treated municipalities).   

Within Bahia, Dias D’Ávila is strategically located at the BA 093 road, and is a 

place historically famous for the quality of its water.  According to the City Hall, Dias 

D’Ávila originated from the village called Arraial do Capuame that was owned by Garcia 

D’Ávila, an affiliate to Tomé de Souza’s family and possibly his illegitimate son.   Related 

to Tomé de Souza, the first General Governor of Brazil, who ruled from 1549 to 1553, 

Garcia D’Ávila quickly became a rich man, especially because Tomé de Souza donated him 

what is the biggest land grant in colonial Brazil (Bandeira 2000). The Arraial do Capuame 

became known centuries later as the Feira Velha (the Old Market) since the locality served 

as a meeting point for farmers and service providers that quickly became a commercial 

outpost towards Bahia’s countryside. 

On the second decade of the 20th Century the place was named Dias D’Ávila after a 

descendant of Garcia D’Ávila.  In the 1940s, the place became famous for its water 

resources which are believed to have curative properties, which in the 1950s turned Dias 

D’Ávila into a touristic district of the municipality of Camaçari, in the state capital 

Salvador’s outskirt.   
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With the creation of the Industrial Complex of Camaçari, by 1978,
123

 Dias D’Ávila 

became a bedroom community for people working in Camaçari,
124

 one of the richest cities in 

Bahia given the size of its industrial park, the biggest in the Northeast.  It was only in 1985 

that Dias D’Ávila became a municipality, and through the State Law 4404, finally in 2003, 

the city acquired its current territorial configuration (IBGE Cidades 2012). 

The city’s population of 66,440 inhabitants is in its majority composed by Roman 

Catholics (39.3%), however in recent years the number of Evangelicals has increased 

considerably, and now comprises 28.9% of the population.  Demographically speaking, 

Dias D’Ávila population is quickly growing.  Complementarily, the age pyramid leans 

towards its basis, characterizing a fairly young population, which can results in either a 

demographic bonus, or a demographic divide for the municipality, in the decades to come.  

This demographic scenario is presented in Figure 23, below.   
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 According to Fonseca, the Industrial Complex in Camaçari was in the first decade of the 20th century the 

largest industrial complex of Latin America, with more than 70 industries (2004). 
124

 www.diasdavila.ba.gov.br 
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Figure 23. Dias D’Ávila Demographic Profile 

 

 

 

 
 
 

Source: IBGE 2012. 

 

Dias D’Ávila’s economy is basically industrial, although the sector of services 

comprises one third of the municipal GNP (IBGE Cidades 2012).  These services are 

usually related to industrial activities.  The GNP per capita of Dias D’Ávila is around USD 

7,000. However, this value is mainly due to the presence of several industries in the city 
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which shares borders with the Camaçari Industrial District, one of the most developed 

industrial settings in the Northeast Region.   

Household average income, on the other hand, is USD 800 for urban families, and 

USD 450 for rural families (IBGE 2012).  The population is mostly literate (81.8%) and 

there are 14 health service providers in the city, ten operated by the municipality, and four 

owned by the private sector (IBGE, 2012).  The city is an important transportation gateway, 

and it serves as an entrance point to Bahia’s countryside, and other northeastern states.   

It is not an exaggeration to say that Dias D’Ávila quotidian live is similar to several 

other municipalities in terms of population size and development level.  Dias D’Ávila ranks 

number 2,532 among 5,560 municipalities in Brazil in terms of municipal HDI, as 

measured in 2010, thus being representative of the average municipality in terms of level of 

development.  In terms of the infant mortality profile of the fieldwork setting, because this 

municipality did not exist in 1980, it was only possible to analyze the infant mortality rate 

variation from 1991 to 2000.  Figure 24, below, shows the evolution on infant mortality 

rates in Dias D’Ávila from 1991 to 2000. 

 

Figure 24. Infant Mortality Rate Evolution in Dias D'Ávila, Bahia – 1991 to 2000 

Source: Ipeadata: 2012 (Census 1991 and 2000) 
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During this period Dias D’Ávila went from a 66.26 deaths per 1,000 live births in 

1991 to 32.83 deaths per 1,000 live births in 2000.  This decrease of 50.4% in the infant 

mortality rate positions Dias D’Ávila as a municipality that experienced an average 

decrease in infant mortality rates in comparison with the overall Brazilian IMR reduction.  

Moreover, Dias D’Ávila is again located towards the average Brazilian reality.  However, 

this reduction has to be put in the context of a municipality that, despite several social 

problems identified during the fieldwork, is one of the municipalities with the highest 

income per capita and HDI in the state of Bahia.   

The level of development of a given population clearly impacts the infant and child 

mortality rates evolution in a chain of events that can be observed at the community level 

(Gortmaker and Wise 1997).  In Brazil, for example, poor women lack adequate health and 

nutrition.  When poor women become pregnant they are more likely to deliver premature 

and low birth-weight infants.  The principal causes of death among these premature and 

low-birth weight infants are diarrheic diseases, because the diarrheic diseases cause 

dehydration, and dehydration is the single principal preventable cause of death of children 

under one year of age in Brazil.  As a consequence, infant mortality rates are in general 

higher in lower class communities, the same is true for Dias D’Ávila.   

As an urban location of medium size, near the state capital, Dias D’Ávila represents 

a set of Brazilian municipalities dispersed through 16 metropolitan areas and several other 

regional hubs in Brazil that have similar socioeconomic characteristics and size.  As Figure 

25, below, shows, Dias D’Ávila is located around 35 miles north of Salvador, the Bahia 

state capital, and although the municipality resembles a semi-rural area, it is part of 

Salvador’s metropolitan area.  Among 16 metropolitan regions in Brazil, the Bahia state 

capital’s metropolitan area is the eleventh less developed according to data from the HDI 

Ranking of 2010.  Around 4 million inhabitants live in the thirteen cities that comprise 

Salvador’s metropolitan region, the most populated in the Northeast, 80% of them are Afro-

Brazilians.    
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Figure 25. Dias D’Ávila Location North of Salvador City 

 

Source: Google Maps 
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In Dias D’Ávila the fieldwork analysis comprises three communities: The 

Entroncamento community, the Genaro Community, and the Barragem Santa Helena 

community. Although located only around 5 to 10 miles away from each other, these 

communities had points in common, but at the same time, structural distinctions in terms of 

their infrastructure and social cohesion.   

Comparatively speaking, among these three communities, the Barragem community 

is the most impoverished one, the Entroncamento impoverished, and the Genaro, more 

traditionally located by the old downtown, is more urbanized but far from being developed.  

A more meaningful comparison would be allowed by the grouping of Entroncamento and 

Genaro communities together, as they share more similarities than differences, and keeping 

the Barragem community aside as a more incisive example of a community plagued by 

extreme poverty and human rights violations. 

The Entroncamento
125

 community, as the name suggests, is a community built upon 

the location where the BA 093 passes through Dias D’Ávila.  According to community 

leaders interviewed there, around two thousand people live in this part of the town that is 

located five miles away from downtown.  

Most of people living in the Entroncamento are working class people living there 

for long time.  A small part of the community resembles the “new middle class”
126

 urban 

houses that can be found at Salvador’s metropolitan area recently urbanized “favelas.”  

These are “middle class” settlements in the sense that their inhabitants live in households 

with internal water and basic sanitation structures, they have TVs, refrigerators, and many 

managed to buy a car, or more commonly a small motorcycle.  The “new middle class,” as 

these cohorts of the Brazilian population became known are now the bigger socio-

demographic group in the country.  The Illustration 6, below, shows a set of households at 
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 The Cross in English. 
126

 These are poor people include in the consumers market but plagued by human rights violations. 
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the center of the Entroncamento Community, close to the place where the BA 093 closes on 

the weekends for a very popular fair. 

 

Illustration 6. Arlindo Martins Santos Street - One of the Oldest Streets at Entroncamento 

Community  

 
  

Source: Google Maps, Google Street View.  

 

Most of the Entroncamento community, however, comprises more humble 

households where lower income families are trying to make a living.  These people aspire 

to become themselves part of the “new middle class,” as they witnessed their neighbors’ 

improvement.  The people living in the Entroncamento community, however, are mostly 

happy.  On weekends and holidays, you can see all people on the streets, chairs on the 

sidewalks, loud music, and always something to eat and drink.  There are businesses 

operating at the Entroncamento community, but not a lot, and nothing minimally 

sophisticated.  Every block seems to have at least one “family owned” informal little 

market or bar.  Once in a week, at Saturdays, the BA 093 is invaded by merchants turning 

the road into a big street market at the fringes of the highway, where is easy to find from 

wildlife smugglers trying to sale birds, to clothes, foodstuff, and ailments to cure any sort 

of problem.  



 
202 

In general, in the Entroncamento community, it is very likely that among lower 

income inhabitants, many of the connections to the electricity, water, and sanitation 

networks were to same extent irregular.  In fact several houses with no access to water and 

sanitation were identified during the fieldwork.  With respect to sanitation, people mainly 

use outhouses that simply dispose their waste on homemade cesspools with obvious impact 

on their health status.  Even under better housing conditions, access to water and sanitation 

is to same degree restricted to most of the community.   

In terms of appearance, besides the access to irregular services, the Entroncamento 

community lower income areas resemble an urban slum, with no paved streets, several 

dumpster locations, children and adolescents using drugs in broad day light, and several 

accounts of violence.  In this sense, the Entroncamento community is just like thousands of 

other communities in Brazil plagued by violence and crime, where most of people are 

honest working class individuals trying to make the best out of their complicated situation.  

There is no Catholic Church close by the Entroncamento community, but several 

evangelical ones operate in bars, houses, and any place that would allow the gathering of 

people.  It is common to see ongoing cults in many days during the week, and most of the 

weekend.  Some people believe evangelicals provide social cohesion to their communities, 

in moral and practical ways, but, on the other hand, others argue that this role can be 

performed by any religion in different contexts.  Catholicism also had an important 

presence in the community, as well as Afro-Brazilian religions. 

The Illustration 7, below, provides a glimpse of how low income households in the 

Entroncamento community look like.  These places are mostly “under construction” as they 

are build little by little according to the owner’s financial situation.  Electrical connections, 

if any, are also irregular. Thus the Entroncamento inhabitants are accustomed to living 

without proper access to water, sanitation, and electricity.   
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Illustration 7. Entroncamento Community’s Set of Lower Income Households 

 
 

Source: Google Maps, Google Street View.  

 

Even though Dias D’Ávila is the city of waters, and several people in the 

Entroncamento community work at water bottler industries in the city, access to water was 

the main developmental issue faced by people who lived in this place, as the proliferation in 

the using of water tank trucks to bring water to this community seems to evidence. 

When the truck arrived people join in the street to gather some water, kids play 

around, and everyone seems to be smiling.  The water truck’s hose is connected to several 

households, for about half an hour each, time enough for the residents to fill as many water 

tanks and bottles as possible.  Some people did have private water wells, but even those had 

to struggle with the quality and quantity of water. 

In general, water will flow and be distributed two times a week.  However, even in 

this case, due to pressure problems, significant parts of the households will have no access 

to water despite the fact that their houses are located at streets that do have the public 

service water pipeline in place.  For these people the only solution was to request water 

trucks that the municipality, after receiving several requests, sent once in a while.  The 

access to water, as a valuable asset in Dias D’Ávila, is also used as a payback scheme of 

patronage, clientelism, and political bargaining.  Illustration 8, below, shows a water tank 
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truck operating in the Entroncamento community, a scene that seems to suggest that access 

to water is a main issue for the Entroncamento population during great part of the year.   

 

Illustration 8. Water Tank Truck Bringing Water to the Entroncamento Community 

 
 

Source: Fieldwork – Author: Case Watkins. 

 

The other neighborhood of this ethnographic study, the Barragem Santa Helena, is 

located on the fringes of the city, on the shores of the Barragem Santa Helena lake where 

you can see the petrochemical complex from the other side of the margins not more than 10 

miles away.  As a result of the implementation of the petrochemical complex in the 70s, 

and its increased presence during the past ten years, the lake has become polluted. It seems 

that industries from the petrochemical complex use the lake to cool-off its machines as well 

as a dumpster of liquid hazards. 

The Barragem Santa Helena,
127

 as the name suggests, began after the Jacuípe River 

Dam was built in the 1970s as a fishermen community.  In the 1980s the Jacuípe River 

Dam was destroyed in one of the highest historical floods of the Jacuípe River, and only in 
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 The Dam in English. 
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1999 the Dam was rebuilt by the Bahia state government, occupying in present days an area 

of 30,000 hectares. 

The actual Barragem community is the result of a recent land invasion and consists 

of around 150 houses.  The constructions are humble and lack access to water, sanitation, 

and electricity.  It appears to be a slum with semi-rural characteristics.  A few houses were 

destroyed two nights before the field visit.  The owner of a “small business” said that a 

gunmen and a small tractor went to the neighborhood to expel entire families and to destroy 

their houses.  The land has a legal owner, and he wants to sale it to the municipality, so 

Dias D’Ávila can have its own industrial complex as a mirror of Camaçari, the most 

developed city in the region.  

The land conflict was also confirmed by other people. Another resident said that one 

man was killed, however, that information was neither confirmed by other residents nor the 

news.  Four houses were indeed destroyed and there were people fishing in the highly 

polluted lake, mostly women and children.  The small businessman, the main source of 

information about this community, said he used to be a fisherman. However, as fishing on 

those extremely polluted waters is now prohibited, he makes his life with his small 

commerce and by providing construction services.  As one of the oldest inhabitants of the 

neighborhood, his house was one of the biggest. He also shares this house with two of his 

sons and their respective families.  People in the Barragem community avoided look you 

into the eyes.  They speak in a low tone and they use a very customary language, they seem 

to hope that someday the place will be a prosperous village, and not just a faraway place 

where it possible to build a home, even if a very humble one.  Illustration 9, below, shows a 

glimpse of this community’s visualization of the industrial complex of Camaçari, and 

fishing women working in the polluted lake. 
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Illustration 9. Fishing Women (on the top) and the Industrial Park (on the bottom): Two 

Sides of the Same Polluted Lake 

  

 
 

Source: Fieldwork – Author: Case Watkins. 

 

The Genaro community developed towards the eastern end of Dias D’Ávila, closely 

to an arm of the Jacuípe River that seems to embrace the place.  In Genaro most of the 

streets were paved, and most of the houses have access to water and sanitation public 

services.  However, the Genaro community did not look that differently in comparison to 

the upper scale Entroncamento’s houses. 

The Genaro might be the most urbanized of the three communities where this 

anthropologic study was carried out.  The Pastoral is very active in the Genaro community, 

but most of the people participating in Pastoral’s activities said they use to perform 
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domestic work for downtown inhabitants.  The Genaro also had more and better small 

businesses in comparison to the Entroncamento community.  Another difference is that the 

Catholic Church seems to be more present in Genaro than in the Entroncamento.  Similarly, 

the people in this community occupy the streets enjoying themselves on the weekends.   

The Illustration 10, below shows the urban face of the Genaro community, and that this 

community is not that different in comparison with the Entroncamento community. 

 

Illustration 10. The Urban Genaro Community 

 
 

Source: Google Maps, Google Street View.  

 

Visually comparing these three communities appears to show they are not that 

different, as poor households of the Entroncamento can relate to the Barragem, and 

Entroncamento’s upper scale households are similar to those at Genaro.  However, looks 

can be deceiving.  The Genaro community is always on the news, although more urbanized, 

it remains a low income neighborhood plagued by drug trafficking and violence.  As stated 

before, this is a place where the Pastoral is active, and to some extent all these three 

communities are comparable, they are poorer in comparison to downtown Dias D’Ávila, 

resulting in an appropriated setting to this dissertation’s analysis of women’s empowerment 

and gender equality. 



 
208 

5.3 ACCESS TO MATERNAL HEALTH AS EMPOWERMENT 

In the past few decades, Brazil achieved relevant results in terms of promoting 

intersectional gender and race equality policies.  In terms of institutional achievements, in 

2003 were created the Secretariat of Policies for Women (Secretaria de Políticas para as 

Mulheres – SPM), and the Secretariat for the Promotion of Policies for Racial Equality 

(Secretaria de Promoção de Políticas para a Igualdade Racial – SEPPIR), both of them 

connected to the Brazilian Presidency.  Moreover, hundreds of state and municipal gender 

and race organisms were formed throughout Brazil.   

In terms of politics, National Conferences organized every three or four years, 

mobilize thousands of women from the community level all the way up to the national 

conferences.  These participative conferences are used to produce National Plans for 

Policies for Women, and for Policies for the Promotion of Racial Equality (PNPM and 

PLANAPPIR, respectively).  There are also participatory fora, in both of these Secretaries, 

for the monitoring and evaluation of these national plans.  It is never too much to remember 

also, that besides the low overall participation of women as elected officers, Brazil has a 

woman in Presidency Ms. Dilma Roussef.  

The Maria da Penha law, from 2006, is another example of Brazil innovative 

approach to gender equality policymaking.  The law is recognized by Un Women as one of 

the more progressive laws focusing gender based violence in the world.  As a result, in 

present days, only 2% of the population has never heard of it, and the number of legal 

processes due to gender based violence in on the rise.
128

   Complementarily, in 2013, more 

than 6 million domestic workers – largely Afro-Brazilian women – achieved equal labor 

rights that had been denied to them for decades, showing an institutional intersectional 

achievement able to improve the lives of Black women all around the country.  The “Bolsa 
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 Complementarily Brazil passed a law in 2015 turning femicide into a hideous crime, therefore increasing 

related penalties. Texto para Discussão 2048, IPEA 2015.  The study about the Maria da Penha Law was 

conducted using a difference-in-differences approach. 
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Família” programme, which benefits millions of families, is also an international reference 

as a policy that combats poverty, inequality, and promotes social inclusion.  In this case, 

operationally speaking women are the main recipient of governmental transferred funds 

within the household.  Adding to that the Brazilian government is implementing a new 

model of women’s shelter for victims of gender based violence, namely the Casa da 

Mulher Brasileira, and the Brasil Carinhoso program, focusing the poorest of the poor in 

Brazil is working to provide complementary support to Bolsa Família’s beneficiary families 

that have children under six years of age.  

These achievements would not have been possible without a black and women’s 

movements that are both consolidated and articulated in Brazil.  Yet, despite these 

progresses, promoting women’s empowerment and gender and race equality in Brazil still 

remains a great developmental challenge.  Brazil occupies the 116th place in respect to 

women’s participation in politics, in a ranking compiled by the Inter-Parliamentary Union, 

which comprises 141 countries.
129

  As in 2013, white men unemployment rate (4.1%) is less 

than half of the unemployment rate for black women (10%).  Even black men have lower 

unemployment rates (5.5%) in comparison to white women (6.6%), showing a clear 

intersectional bias that affects the participation of women and Afro-Brazilians in the job 

market.   Complementarily, the average salary for men is 30% higher than for women 

occupying the same position.  A little more than one third of families in Brazil are headed 

by women, half of those are also single-parent families.  The homicide rate for women was 

multiplied by two in between 1980 and 2011.  Today one woman is killed every two hours 

in the country, the majority by men with whom they have affective or familiar relations 

(IPEA 2014).  

There is accumulative knowledge and experience in Brazil in respect to promote the 

intersectionality of gender, race, age and ethnicity, mainstreamed into policies, plans, 
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 http://www.ipu.org/wmn-e/classif.htm. 
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budgets, data, and statistics.  However, among several distinct gender and race based policy 

areas, the one in which the achievements were much less significant is sexual and 

reproductive health.  The United Nations in Brazil’s Common Country Program (CCA – 

2010) lists several developmental challenges that need to be addressed in Brazil as to 

reduce gender and race inequality in the field of health. 

In the case of family planning, for example, when a woman can choose when, and 

how many times, she wants to become pregnant, she has increased opportunities to achieve 

the resources needed to guarantee access to full maternal health services, and therefore 

proper reproductive rights.  According to the National Demographic Health Survey (2006) 

the proportion of women aged 15 to 19 who are already mothers increased from 14% in 

1996, to 16% in 2006.  Similarly, the median age for women 25 to 49 years old having their 

first child decreased from 22.4 to 21.0 years old during the same period.   

On the one hand it can be argued that these percentage changes were small.   On the 

other hand, however, they seem to evidence a sustainable trend, showing that women are 

becoming mothers earlier and earlier even in the first decades of the 21st century in Brazil.  

Adding to that finding, there is the fact that women aged 15 to 24 years accounted for 47% 

of live births in 1996, and for 53% of live births by 2006. On the other hand, live births of 

women 35 to 49 years of age declined from 13% in 1996 to 11% in 2006.  The 2006 Survey 

also shows that slightly half of the births in the period 2000 to 2005 had been accordingly 

planned, 28% were planned to later times, and 18% were not planned at all.  Although a 

new survey had not been conducted, perceptions from health professionals interviewed for 

this dissertation corroborate this trend existence, as they commonly refer to women getting 

pregnant at younger ages.   

A negative effect of the lack of family planning is increasing numbers of maternal 

deaths.  The number and rates of maternal death are proxy indicators for the health status of 

a given population.  The true is that in developing countries, birth and pregnancy related 

causes are still the leading causes of death among women and girls of reproductive age.   



 
211 

The UNFPA estimates that more than 1,400 women and girls die every day from 

complications related to pregnancy and childbirth in the  world, amounting to more than 

half million women dying because of these causes every year.  On average, from every 

ninety two women who become pregnant one will die.  In some countries the risk of 

maternal death is even higher: one in each seven women who become pregnant will die.  It 

is also estimated that the damage caused by inadequate care during pregnancy, delivery or 

postpartum, affects in between 16 and 50 million women annually, causing problems not 

just for these women, but for their children and communities as well (UNFPA 2010). 

The prevalence of higher levels of maternal deaths in Brazil is a clear violation of 

rights, especially if taken into account the technological development of the health sector in 

Brazil, the adoption of preventive policies by the unified health system, and the astonishing 

fact that, according to the Ministry of Health (2010), 92% of maternal deaths are due to 

preventable causes. Although the coverage of health services for women before, during and 

immediately after birth is high, these services are of poor quality.  As a result, 97% of 

pregnant women are attended by trained professionals during childbirth but postpartum 

hemorrhage is a leading cause of maternal mortality in Brazil. 

The previously cited case of Alyne Pimentel shows that race inequalities are 

intertwined with direct causes of deaths for black women.  For example, a major cause of 

maternal mortality in Brazil is related to pregnancy induced hypertension (pre-eclampsia 

and eclampsia).  According to the Ministry of Health (2010), from 2000 to 2008, 

considering only these two causes of maternal death, the proportion of black women aged 

10 to 29 year old that died because of eclampsia and pre-eclampsia were, respectively, 

18.3% and 8.5%.  For white women, the same causes accounted for 15% and 5% of the 

causes.  Hypertensive disorders related to pregnancy are easily identified and treated during 

prenatal care, and because of that, maternal deaths from eclampsia and pre-eclampsia can 

be understood as evidence of the lack of access to health services, or the lack of quality of 

care providers.  Deaths from eclampsia and pre-eclampsia are rare in developed countries.   
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In the case of deaths related to abortions, the proportion of deaths among white 

women age 10 to 29 years old was 6.9%, almost half of the percentage of deaths among 

black women (12.1%).  Moreover, maternal mortality rates seem to be reproducing a 

scenario of increasing inequality.  In 2000, the ratio of maternal deaths among black and 

white women was 1.1, in 2007 this ratio increased to 1.8, showing that the difference 

between racial groups, that was around 10% in 2000, increased to 80% in 2007 (Ministry of 

Health 2010). 

In this dissertation, access to proper sexual and reproductive rights is considered an 

instrumental vector of women’s empowerment.  This is not a novelty, though.  The Human 

Development Index is indeed a powerful tool to study development among different areas 

of the world.  More recently, UNDP developed the Gender Inequality Index (GII).  The GII 

calculations is similar to the one applied in the HDI calculation.  The GII is a composite 

indicator comprising three intertwined factors: reproductive health, political empowerment, 

and labor market participation. 

The GII shows that, in terms of its calculation, reproductive health is a standalone 

factor in reducing gender inequality.  However, in the real world, obviously access to 

reproductive health, empowerment, and decent work are connected variables.  This 

interaction, nonetheless, reduces the importance of access to sexual and reproductive rights, 

on the contrary this interaction shows that sexual and reproductive rights are a key aspect of 

promoting women’s empowerment and, therefore, gender equality.  The logic of the GII 

calculation, involving these three aspects of women’s lives is presented in Figure 26, 

below.    
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Figure 26. Gender Inequality Index (GII) Calculation 

 
 

Source: UNDP (http://hdr.undp.org/sites/default/files/hdr14_technical_notes.pdf) 

 

This ethnographic case study aims at identifying evidence of women’s 

empowerment at the individual level achieved through the access to proper prenatal care.  

The way of achieving that was conducting a series of interviews, and participatory 

observation, in three communities in the city of Dias D’Ávila.  An initial analysis was 

carried out as to identify the geographical characteristics of this field study setting, 

including locating: Pastoral treated areas, Basic Health Units (BHS) located at close 

neighborhoods, and fieldwork sites.   

The Figure 27, below, shows the location of the ethnographic study setting 

including: The Entroncamento community, the Genaro Community, and the Barragem 

Community.  The Figure 27 also shows areas covered by the Pastoral within the 

municipality of Dias D’Ávila, and the location of Basic or Family Health Units close to the 

areas under study. 
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Figure 27. Distribution of Basic Health Service Providers, Identified Pastoral Areas and Targeted Communities in Dias D’Ávila 

 

  Source: Google Maps – CNES DATASUS – Pastoral da Criança.
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In the Entroncamento community there was, by the place where the avenue Raul 

Seixas crossed the BA 093 highway, a Basic Health Unit responsible by the provision of 

health services.  In the Entroncamento community there was actually one community leader 

that worked as a Basic Health Agent.  She also ran, without success, for councilwomen in 

the 2008 elections. 

 This Basic Health Agent said that she supports part of the families in the 

Entroncamento community.  Yet, according to her, most households in the Entroncamento 

community were not monitored or treated by the Basic Health Agents program.  She also 

said that she was aware of the Pastoral operating in Dias D’Ávila, however, to her 

knowledge, the Pastoral was not active in her community, although she said it was active in 

the community on the other side of the main avenue (Concórdia) which, according to 

information collected, was similar to the Entroncamento community but worse in terms of 

the recurrence of violence and drug abuse.  The majority of the population in these two 

similar places have their rights suppressed in daily basis, but they remain living, they go to 

work, they study, they like to socialize, they are humble dignified people but living in harsh 

conditions.   

Pregnant women residing in the Entroncamento clearly stated that they have no 

proper access to basic reproductive or sexual rights health, neither education opportunities.  

They said they know people that go around checking on pregnant women and children from 

time to time, however, they did not know if they were Pastoral’s volunteers, Basic Health 

Agents, or both.  Most likely is that they are Basic Health Agents, given their proximity 

with the Basic Health Unit, and the fact that the Pastoral does not to work in the 

Entroncamento community. 

Out of four pregnant women that were interviewed in this community, none had 

proper monitoring of their pregnancy.  Three of them had some form of access to prenatal 

care, whereas one of them had none whatsoever.  Although they were all young women, 

only one of them was experiencing her first pregnancy.  The young woman in the first 
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pregnancy was six month pregnant at the time of the field study, and so far she have not 

seen a doctor, despite the fact that a Basic Health Unit was located near by the place where 

she lived with her husband’s family.  

Her “husband” was a 19 year old man who had already spent some time in jail for 

drug related transgressions, and other small crimes.  He look like a very young person that 

had only few opportunities in life, born and raised in a context of social disaggregation.  He 

was a crack addict, but he say he wanted to stop and find a job to provide for his unborn 

kid.  In his opinion her pregnancy was fine as long as she did not complain or present any 

bleeding or pain, he said as well, that his mother was looking over her, and she knew about 

“these things.”   

The other three couples were also very humble, one of the households was a one-

room unfinished house, and none of them had internal bathrooms or pipelines for water and 

sanitation.  Even under these conditions, to the extent possible, these places were organized 

and clean.  On the afternoons it was not rare to see children playing on the streets, as these 

young women were hopefully talking about how happy they were for their coming children.    

None of the young mothers were able to properly identify the Pastoral, although two 

of them said they have heard something about it.  These two women that have heard about 

the Pastoral said that their overall perception was that the Pastoral was a “good thing.”  The 

four young pregnant women in the Entroncamento did not exactly know about the Basic 

Health Agents program either, although all of them acknowledged the existence of the 

Basic Health Unit in the neighborhood.   

It is worth stressing that the households visited for these interviews had no piped 

water, no internal bathroom, and irregular electrical connections.  The children in these 

houses all seemed to be in poor health facing low hygiene conditions.  Even in these 

situations, when asked about what could be better in their life, the mothers of these children 

talked about finding a job for their husbands, or any other form of improving the extremely 
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low familiar income, so one of them said she would be able to buy a blender to make 

smoothies and juices for her children.   

When questioned about how their life could be improved, all of the women 

surprisingly said that they were happy, besides the fact that they lived in a slum with no 

proper access to rights and public services.  Their children all appeared to be hungry, with 

inflated bellies typical of children with nourishment problems, and intestinal worms. 

Moreover, their houses had no kitchen, bathroom, proper access to electricity, water or 

sanitation.   

These young women were in their essence “sertanejas,” coping with their 

surrounding environment and taking the best of it through resilience strategies developed 

by these people and their ancestor for long time, a typical feature of the “sertanejo” way of 

life.  For them life was not that bad, they seem to think that they were actually lucky for 

living where they live, or at least having a place of their own.  One can only imagine where 

they come from, and how few opportunities to self-improvement these women had in life.  

After being asked to name what they would choose if they could be granted a wish 

only one of said she would choose proper access to water, whereas the other three simply 

said they just wanted their husbands to find a minimally stable job, or if that was not 

possible, a gig to make quick money to daily expenses.  Sometimes they complained about 

the lack of water, but they are mostly happy, one of them was even proud to show her new 

blender, saying that she will use it to feed her baby in the future. 

As any other community in Brazil, the Entroncamento community was marked by 

diversity, there was even a Kalon community comprising several families and dozens of 

people.  In the afternoons all the old ladies sit on the streets, interacting while the children 

play.  Although all their problems, people from the Entroncamento are proud of their 

community, and certain that the future will be better. 

The Barragem community also has a Basic Health Unit nearby.  Although the 

residents described a group of people going around, now and then, to perform what seems 



 
218 

to be the GOBI methodology, it was not possible to confirm who provided these services, 

most likely these also were Basic Health Agents.  Moreover, it became clear that the 

community was isolated, with little presence of the state, under very harsh living 

conditions.  There were no governmental building to be found, nor was there any church. 

However, the community did have an Evangelical Temple, and few bars and small markets.   

The Barragem community has definitely high fertility rates in comparison to the 

Entroncamento community.  In the Barragem is easy to spot numerous very young pregnant 

women on the streets, many of whom have no access to proper prenatal care, even though 

this is a small community.  When asked about what could be better in their lives, all women 

interviewed mentioned the ownership of the land, as a prerequisite for a peaceful life, free 

from gunmen.  They seem not to even care about their pregnancy or children, since survival 

was a basic more urgent necessity. 

The assessment of the Pastoral implementation in Dias D’Ávila included 

participatory observation, as well as a set of semi-structured interviews with Pastoral 

volunteers in the Genaro neighborhood, which, in comparison with the two previously cited 

communities, was more like a “new middle class” neighborhood, counting on access to 

electricity, water, and sanitation in most of its households, what did not preclude the 

Pastoral work, or the presence of children during Pastoral’s activities.  This appears to be 

the most violent of the three communities, as the news describe a drug related turf 

involving rival gangs in daily basis. 

In this community it was possible to observe the implementation of the Weighting 

Day’s activities.  As cited before the Weighting Day is a programmatic event that also 

allows the monitoring of treated children that are weighted, evaluated, and accounted for. 

As part of this exercise, the weight of the children is carefully registered and compared with 

the growth curves produced by the World Health Organization, and adapted by the Pastoral. 

Around 25 children were weighed; several catechism and training materials were 

disposed at the walls of the venue where the event took place, a small and dark little room 
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that seemed to be used as a garage or deposit.  The discussions carried out during this event 

were about the Pastoral work, but permeated by Catholic citations, and biblical references.  

After the weighting process, the children were able to play and interact, and a humble lunch 

was served.  

According to the Pastoral leader present to this event the number of volunteers 

working at the Genaro community varied a lot.  She also expressed that young Pastoral 

volunteers have high rates of turnover, as they are continuously looking for better 

opportunities, especially in terms of remunerated work.  Moreover, she explained that the 

set of beliefs and ideology of the Catholic Church often facilitates the work performed by 

the Pastoral.  As witnessed on numerous occasions throughout the fieldwork, the Pastoral’s 

mothers in Dias D’Ávila often referred to the Pastoral work as something of a miraculous 

nature, as they supposedly save “lost” children through their faith and hard work. 

In terms of the competition between the Pastoral program and the Basic Health 

Agents, the Pastoral state coordinator said that, from her point of view, the government 

began to copy the Pastoral program during the last decade.  According to her, this attests 

the effectiveness of the Pastoral program.  She also added that the Basic Health Agent 

program does not cover all kinds of people and territories.  According to her, this is due to 

the high cost of the program, as well as the fact that many medics and other health 

professionals do not want to work on the Brazilian countryside with community based 

health, as they can make more money, and enjoy a better life in urban centers.  As stated by 

a researcher previously cited in this dissertation,
130

 medic and health professionals find it 

easier to provide more complex services in urban settings, which generate significantly 

higher remuneration in comparison with the provision of collective medicine in smaller 

communities.  

                                                 
130

 Aurea Ianni, from the University of São Paulo. 
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A small number of mothers were directly interviewed after the Weighting Day to 

infer about the prevalence, and quality of prenatal care for Pastoral treated women.  One of 

the mothers said she did have access to prenatal care during her three pregnancies.  

However, she did not attend all the scheduled returns.  The Pastoral call her attention about 

the importance of monitoring her pregnancy, she had access to prenatal care through the 

Basic Health Unit in her neighborhood, and she believes that the services were of good 

quality.  Previous to this pregnancy, she had three cesareans, and one premature baby, that 

was hospitalized in an intensive care unit for ten days.  Another mother also had three 

children, of whom one is currently living with the grandmother, as the mother herself could 

not afford to care for him.  Similarly to the previous mother, she attended most of her 

prenatal care returns and considered the health services of her Basic Health Unit of good 

quality.  Although the Genaro was a more central community the access to health care for 

pregnant women is not that much different from the other research setting areas. 

Although described as of good quality by these two mothers, the health services 

provided by Basic Health Units were mostly cited, in other interviews with civil society 

leaderships and even researchers dealing with family health, as precarious.  A Pastoral 

leader had a far more critical view of the women’s access to prenatal care, arguing that in 

general prenatal care in her community is being jeopardized by the poor offer and quality of 

sexual and reproductive health services.  Even when there are scheduled appointments, 

pregnant women said they did not attend those because she could not afford the 

transportation costs, and they did not feel “comfortable” in the Basic Health Unit located 

close to their home.  Given the difficulties in accessing prenatal care, this Pastoral’s leader 

said that only pregnant women under risk are closely monitored by services from the 

unified public health system.  According to her, the Pastoral adds great value and gains 

strategically importance in this case, as it helps in the identification of pregnant women 

under any kind of risk of complications and also supports their insertion in the Brazilian 

unified health system. 
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Evidence from the fieldwork support the initial idea that the Pastoral promotes 

women empowerment since women acquired recognition from community members and 

public officers by the work they perform with the Pastoral.  Pastoral meetings are also a 

good opportunity for networking, and the exchange of information and experiences about 

infant and maternal health.  Moreover, after serving as Pastoral’s volunteers women are 

able to enter related professional careers, and participate in institutional governance spaces 

at the municipality level, a clear sign of political empowerment. 

It was possible to collect evidence during the fieldwork about the paradoxical effect 

the Pastoral has in terms of promoting women’s empowerment.  Given the context of 

poverty and lack of personal development opportunities several Pastoral’s mothers cited the 

fact that they now have a “job,” even if it is a volunteer one, and they feel better about 

having a role that supports community health and development.  One Pastoral volunteer 

however said that their family sometimes complains that she spends too much time working 

for the Pastoral without receiving any payment for that.  Another volunteer said that 

sometimes she does not have the drive to keep performing her household tasks, and that her 

husband complaints about that.   

These anecdotal evidences show that the Pastoral has an effect in the household 

organization and distribution of power.  In this sense is ironic that women are demanded to 

perform care work, within the household, when they are actually doing that at the 

community level, a clear sign of the reinforcement of gender based stereotypes that enforce 

the view that women belong to the private sphere and men operate in public spaces. 

On the other hand, even with limitations, Pastoral’s volunteers operate in the public 

space, and they certainly gain relevance for doing that, since their efforts are praise by the 

communities in which they work.  In the Pastoral national coordination, the person 

responsible for the implementation of livelihood interventions, a complementary activity of 

the Pastoral program, stated that the financial gain produce by these interventions generally 

promote women’s financial independence, since they are more likely to be involved in 
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these activities.  Complementarily, Pastoral’s volunteers themselves cited many times 

during interviews that they feel that their work with the Pastoral reinforces their self-esteem 

simply because they feel that they are performing an important work with relevant results, 

in their own words they say that they are “doing good” for their communities and that 

makes them feel good.  The idea that healthier communities in the long term means less 

burden and work for women is likely to be true, however that does not automatically means 

that women will be empowered neither that they will enjoy more opportunities of self-

development, reshaping power relation within their households and even at the community 

level in Pastoral treated areas simply because there is a lot of heterogeneity in respect to the 

treatment implemented, as well as very distinct environmental effects in place, according to 

the territory in which the Pastoral program is developed. 

Finally, it become clear that the Pastoral was implemented accordingly to the 

Complete Logic Model in the anthropologic study field setting.  The main components of 

the Action Model where in place, community participation, volunteers, leaders, partners, 

etc.  The protocols of operation and services seemed very similar to what was depicted in 

the models developed in the conceptual framework of this dissertation.  Recurrent pieces of 

oral history from Pastoral’s treatment women seem to refuse the hypothesis that the 

Pastoral did not promote women’s empowerment. 

The overall picture of this ethnographic study, showing how poor women have 

limited access to infant and maternal health, is not a novelty in Brazil neither exclusive of 

Dias D’Ávila.  In her book Death Without Weeping: The Violence of Everyday Life in 

Brazil anthropologist Nancy Sheper-Hughes describe a similar setting located in the state of 

Pernambuco.  As Dias D’Ávila, the municipality researched by Sheper-Hughes transformed 

in two decades from  
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a traditional, patriarchal town of patrons and clients into a thoroughly modern, more 

open, and “republican” but still –,  gender -, and race stratified society (Scheper-

Hughes 1993, 80). 

 

She spend most of her time living and working in the Alto Cruzeiro
131

 community, a 

neighborhood plagued by poverty that initiated, similarly to the Entroncamento community, 

as a land invasion turned into a semi-rural shantytown.  Moreover, her work also focused 

the access to infant and maternal health services in the impoverished Brazilian Northeast.  

In respect to the societal stratification of her research setting she states that   

 

perceived class and gender differences emerge at birth. Alto women comment on 

the natural beauty of infant of the rich, born fat, strong, fair, unblemished, pure, 

whereas their own infants are born, weak, skinny, ugly, already blemished with 

marks and spots.  Some poor infants are born weak and “wasted” before their lives 

have even begun, and they are labeled with the folk pediatric disorder gasto (spent), 

a quality of incurable nervoso infantil.
132

  Similarly, adolescent girls are prone to 

sickness at puberty, a time when the força de mulher – female principle, sexual 

heat, and vitality – comes rushing from the girl’s loin in her regras, her periodic 

menses, the “rules,” the discipline of life.  The softer among the girls sicken at this 

time, and even some die (Scheper-Hughes 1993, 190). 

 

The context of Scheper-Hughes research could be easily adapted to describe what 

happens in Dias D’Ávila’s quotidian reality, and as another example of the cultural ethos 

that structures the “sertanejo” way of coping with life.  It is worth mentioning, however, 

Alto Cruzeiro’s inhabitants were mostly working in sugarcane fields, a business activity 

that to these days is famous for working related transgressions, and even forced labor.   

In Scheper-Hughes’ book she also described riots during the great drought of 1987, 

as people began to loot deposits, stores, and to promote land invasions.  She talks, as it 

                                                 
131

 The High Cross in English, because of the cross located in the top of the hill over the invaded area. 
132

 Sheper-Hughes defines the nervoso infantil as the free-floating level of anxiety of women obliged to care 

for too many sick children.  The symptoms of the nervoso are irritability, sadness, fatigue, headaches, and 

nervousness.  
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happens in Dias D’Ávila, about the widespread violence and the killing of young men 

involved with drugs and small crimes, she even describe the existence of armed gunmen 

working for the sugar cane industry operating in the neighborhood.  More than everything 

she talks about resilience.  According to her Alto’s people said that “life is harsh, man 

makes, but God destroys,” as they are doomed by drought and floods depending on the time 

of the year.    

Dias D’Ávila’s communities and Alto Cruzeiro were very similar places in terms of 

the neonatal challenges experienced by impoverished women in both locations.  Scheper-

Hughes says that Alto’s women had to give birth and raise their children in an environment 

hostile to child survival, and to these women’s own well-being.  A description that clearly 

fits the previous narrative of the reality observed in Dias D’Ávila, in respect to the access to 

sexual and reproductive rights.  Adding to that, is the fact the she was working as a 

visitadora and community organizer, being a door-to-door frontline health worker in poor 

and marginalized communities, a profession that resembles a lot the work performed by 

Pastoral’s mothers and leaders, especially because in Scheper-Hughes’ case the work was 

also inspired by Liberation Theology, and especially Paulo Freire’s work Pedagogy of the 

Oppressed, a text many times cited by Pastoral’s officers and volunteers. 

In sum, it became clear in the ethnographic study, that pregnant women access to 

basic health also means accessing sexual and reproductive rights, and therefore 

empowerment.  Moreover, it also became clear that most of the women from lower income 

cohorts in Dias D’Ávila, interviewed for this dissertation, did not have access to proper care 

throughout their pregnancy.  It seems that Pastoral treated pregnant women have an average 

better access to basic prenatal care.  Pastoral treated women certainly did have much more 

information about their pregnancy, and about how to cope with the main causes of infant 

mortality, even though the Pastoral did not directly address some of the main 

developmental challenges linked with maternal mortality, and sexual and reproductive 

rights in Brazil, since they do not work with proper family planning, neither preventing 
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maternal deaths due to abortive procedures that especially violates black and young women 

access to human rights, simply because these procedures are usually conducted illegally, in 

poorly adapted places, by untrained professionals.  

The role that the Pastoral plays in supporting women’s access to basic prenatal care 

highlights how this initiative can potentially promote women’s empowerment at the 

individual and community level, but with specific and important limitations.  The next 

section, based on the integration of knowledge acquired during the production of the 

Pastoral historic case study, complements the key discussion conducted in this chapter, 

whether or not is possible to affirm that the Pastoral promotes women’s empowerment and, 

therefore, gender equality. 

 

5.4 FROM WOMEN’S EMPOWERMENT TO GENDER EQUALITY 

This fieldwork analysis focused on the Pastoral’s potential capability of generating 

empowerment to women is, through the use of evidence and information from the historical 

case study, triangulated, further developed, complemented, initiated – as to clarify distinct 

understandings, and expanded, as to promote a broad overview of how the Pastoral 

promotes gender equality through women’s empowerment.  

The analysis carried out in Chapter 4 highlighted characteristics related to the 

Pastoral program’s nature.  The ethos of the Catholic Church strongly permeates Pastoral’s 

activities.  The Pastoral is ecumenical, and it does not intend to promote Catholic faith.  

Nevertheless, the Pastoral does promote Catholicism, even if just by quoting the Bible in 

their materials.  This seems to be a planned approach though, as faith and culture are 

important elements of the Pastoral’s success in reaching communities and transforming 

their life. 

Complementarily, is necessary to answer the question: What Church are we talking 

about?  As Rosling says that there are multiple countries, there are multiples Catholic 
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Churches as well.  The Catholic Church in Latin America is very different from the one in 

North America.  The Catholic Church in Africa has little similarity with the one in the 

Vatican.  In Rome, the Church is strongly influenced by conservatism.  Things are very 

different in Bahia, where the Catholic Church seems to be more progressive and active in 

terms of reducing poverty and simulating social justice, a clear influence of Liberation 

Theology. 

Even if one assumes that there is a progressive Catholic Church there is limitations 

about the church’s role in promoting gender equality.  As noticed by Scheper-Hughes, 

 

the contemporary Brazilian Church is caught in the clutches of a moral double bind.  

The theology of liberation imagines a kingdom of God on earth, one based on 

justice and equality, a world without hunger, sickness, or child mortality.  But a t 

the same time the church, even under the new guise of liberation theology, has not 

modified its hostility toward female sexuality and reproduction, and so it remains 

mute on the theological sources of gender oppression (Scheper-Hughes 1993, 529). 

       

The task of understanding the Pastoral’s effect in terms of gender equality is more 

complex than it appears.  Initially, is necessary to recognize that the Catholic Church is an 

important player in the global industry of aid. In terms of politics, a report from the 

Norwegian Agency for Development Cooperation (NORAD) about the Church lobby 

within the UN System states in its introduction that 

  

religious organizations are a relatively small minority of NGOs at the United 

Nations (UN). Still, they are able to make themselves clearly heard and seen (Vik, 

Stensvold, and Moe 2013). 

 

According to Vik, Stensvold, and Moe, Catholic organizations are able to build 

tactical alliances to impose a critical and defensive agenda 
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against modern socio-political developments (secularization, feminism, the sexual 

revolution), which they see as a serious threat, not only to religion, but to society, 

which depends for its stability on traditional moral values and a patriarchal social 

order, framed as “family values”, and conceived as absolute moral standards laid 

down in pre-modern sacred texts or authoritative religious teachings (Vik, 

Stensvold, and Moe 2013, 4). 

 

The argument that imposing a strict religious agenda upon development initiatives 

can reproduce values and beliefs not aligned with human rights, equality, equity, and social 

justice is used by other authors.  Tadros, for example, explores the gender conundrums 

presented in the work of faith-based organizations.  Tadros begins arguing that one should 

not characterize all faith-based organizations within a monolithic category.  Then she points 

out that not all faith-based organizations leverage development because, she argues, some 

of them have a set of unsolved gender conundrums.   

Tadros’ proposed first unsolved gender conundrum is about the nature of faith-

based organizations’ gender agenda, which according to her is multiple and contradictory, 

addressing different gender issues at different levels, and with different approaches.  For 

example, whereas domestic violence is condemned by feminists and the Church alike, 

family planning is approached and understood by these two same groups from diametrically 

opposed positions.   This is indeed an unsolved conundrum of the Pastoral program in 

terms of promoting gender equality.  In the one hand the Pastoral empowers women simply 

by highlighting their community work, but at the other hand, and at the same time the 

Pastoral fails to directly address sexual and reproductive rights violations especially 

towards young black women.  The Pastoral work seems to leverage Pastoral’s mother’s 

self-esteem and political importance, and paradoxically, it might create problems for them 

because their husbands are not that happy when they “supposedly” fail to carry “their” 

domestic chores.  

Pastoral’s volunteers enjoy opportunities of working in the public space, acquiring 

sometimes real political power through the participation in institutional participatory for a, 
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in a process that is institutionally supported by the Pastoral.  As paradoxical as it might be, 

powerful women are a common feature of matriarchal family arrangements in the 

Northeast, especially at the community level.  Complementarily, is not odd to Pastoral’s 

volunteers, especially young ones, to professionalize their community work, becoming 

remunerated to do what they did as Pastoral’s volunteers.   

Another of Tadros’ unsolved conundrum relates to the provision of social and 

spiritual services for women that might impose a set of beliefs and values that women are 

expected to meet, which gender progressive institutions believe are not always in the best 

interest of women as citizens.  Roles socially expected to be performed by women are relate 

to sex based stereotypes, especially the one that indicates that women need to be pious and 

altruistic, a perfect match for what you will expect of traditional motherhood in places 

plagued by sexism.  As a results women are before seeing as mothers, and then as women.  

According to Stevens (1973), marianismo is a burden for women all over Latin America.  

The idea that women need to be pious, cast, modest, and virtuous as Mary, the mother of 

Jesus Christ, certainly jeopardizes women’s participation in government, politics, and in the 

productive system.  To same extent, the marianismo actually devalues the Pastoral’s work, 

because activities of this kind are “naturally” understood as women’s responsibility.  

Adding to that, there is the obvious burden that triple journeys impose on women, besides 

their productive, and reproductive work, they are also responsible for the communitarian 

work.   

Tadros’ third gender conundrum questions the connection between women, their 

communities, and faith-based organizations, arguing against the work that these 

organizations enforce at the community level, as these may be, in many cases, at odds with 

community’s values or cultural beliefs.  In this case the Pastoral nature works in favor of 

program implementation.   That happens because Brazil is the biggest Catholic country in 

the world.  The Pastoral uses not just the capillarity of the Catholic Church, but also its 

system of values and ethics, to mobilize communities in the effort of salving children’ lives.  
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There are examples of Pastoral operating even in non-Catholic settings, although these are 

clear exceptions to the rule.  In general the Church is very present in people’s daily lives in 

Brazil, and the work performed by the Pastoral seems to be boosted in locations where the 

Catholic Church is stronger.  

Finally, Tadros’ last unsolved conundrum highlights the fact that controlling 

women’s behavior has traditionally been a symbol of conformity to religious ideology 

(Tadros 2010).  The Pastoral does not seem to be doing that directly, but as the activities 

are permeated by Catholic citations it is only natural to believe that the Catholic Church 

ethical and moral values related to women’s oppression are present indirectly in Pastoral’s 

activities, as a set of archetypes defining what is to be a women, and how they should 

behave a good Catholics.  

Fiddian-Qasmiyeh and Ager share the vision present in this dissertation that faith-

based initiatives do not always leverage development.  Fiddian-Qasmiyeh and Ager focused 

their research on the role of religion in conflict resolution.  For them faith-based initiatives 

can equally boost, or jeopardize developmental initiatives since  

 

religions are complex and powerful phenomena, often at the center of societies, that 

have the potential to support or obstruct the pursuit of such outcomes (Fiddian-

Qasmiyeh and Ager 2013; cited in “The Humanitarian Role of Local Faith 

Communities” 2014). 

 

Given the overall critical understanding of the role played by faith based initiatives 

in terms of gender equality, the promotion of gender equality by the Pastoral might be a 

debatable issue, although evidence seems to suggest that the Pastoral indeed promotes 

women’s empowerment.   
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5.5 ETHNOGRAPHIC STUDY FINDINGS AND LESSONS LEARNED 

The fieldwork ethnographic research showed that given the high level of 

heterogeneity of the Pastoral treatment the levels of access to basic prenatal care for 

pregnant women treated by the Pastoral also varies a lot, although it seemed higher than the 

access experienced by untreated pregnant women in treated municipalities.  The access to 

prenatal care is determined by specific features of the treated population, by characteristics 

of Pastoral’s volunteers operating in a given context, and by institutional arrangements in 

place. 

The main limitation of the ethnographic study derived from the fact that, in terms of 

institutional and contextual characteristics, the ethnographic study distinct sites were more 

homogenous than different.  On the other hand, and according to inequality and specific 

demographic characteristics, as race, gender, and age, inhabitants of these communities can 

have very similar standards of living.  One community, the poorest one (Barragem), was a 

pure control.  Other community was untreated by the Pastoral (Entroncamento), but had the 

presence of Basic Health Agents operating in its territory.  The third one was the Pastoral 

treated setting (Genaro).   

In sum, difficulting matters in terms of causal effects, the Entroncamento 

community was partially covered by PACS, the Barragem was not covered by Pastoral or 

PACS, and the Genaro community was covered by the Pastoral.  Although all beneficiary 

population seemed poor in the three studied settings, the poorest one had no treatment, and 

the Pastoral was implemented in the more urban community (Genaro).  

On the other hand, it was possible to crosscheck the Pastoral implementation against 

proposed models detached in the case study, but not the reasons related to the fact that the 

Pastoral was implemented in one community (Genaro) and not in the others 

(Entroncamento and Barragem).  Ethnographically speaking, and adding to that this 

panoramic view of Dias D’Avila might be comparable to other middle development 
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municipalities in Brazil as this city is nearly the median position of the HDI distribution in 

Brazil.   

Overall speaking it seems clear that the Pastoral has a great potential to leverage 

women’s access to basic health care when a certain number of conditions are met.  In this 

case is important to highlight the fact that the basic condition to guarantee pregnant 

women`s access to proper health care is the provision of this kind of service by the 

governmental apparatus.    

As stated by the Pastoral volunteers, the coverage and effect of their work varied 

greatly.  Moreover, they also gave examples of many challenges they face, most of which 

were related to financial constraints. Yet, they made it clear that they were, nevertheless, 

happy about what they were doing as part of the Pastoral program.  They also seem to 

believe that the Pastoral is indeed effective in promoting access to basic health care in 

treated communities when this kind of service is available. 

PACS Agents interviewed stated that is rare for the Pastoral and the PACS to 

operate in the same areas. Their relation is based on complementarity not competition.  As 

it was states many times throughout this research, PACS and Pastoral compete sometimes 

because of human resources.  It seems that in many locations several Pastoral’s volunteers 

ended up becoming PACS’ agents, as the work is clearly similar and basic health 

community agents is a remunerated federal career within the Brazilian bureaucracy.   

The Pastoral appears to have a paradoxical effect in terms of promoting women’s 

empowerment and gender equality. On the one hand, the Pastoral does have an effect in 

empowering women, especially the Pastoral’s mothers that developed an important and 

recognized leadership role in their communities.  Pregnant women treated by the Pastoral 

are also empowered by the simple fact that they experience an increase in their access to a 

proper monitoring of their pregnancy, and better access to proper prenatal care means 

access to sexual and reproductive rights.  On the other hand, the Pastoral reinforces sex-

based stereotypes linked with the phenomenon of marianismo in Latin America.  
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Marianismo and sexism are two side of the same coin, promoting a sex-based stereotype 

such as this forbids the Pastoral of generating initiatives that would have a sustainable 

positive effect on gender equality. 

The next chapter presents a comparative study of outlier municipalities in terms of 

the infant mortality transition to infer to which degree there are confounding factors in 

place that could jeopardize the quantitative estimation of the Pastoral treatment effect, and 

to identify possible effects that the Pastoral might have in terms of generating 

empowerment at the community level.   
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Chapter 6. Qualitative Outlier Municipalities Comparative Study 

 
You cannot predict the outcome of human development.  

All you can do is, like a farmer, create the conditions under which it will begin to flourish. 

        

Ken Robinson 

 

 

 

Such as geography, public policy and evaluation are territorial disciplines.  In this 

sense, is easy to understand that, in the case of meaningful exercises of policy analysis and 

evaluation, territories matter a lot.  The roles that environment and spatial setting play in 

the policymaking process is highlighted, in this dissertation, through the use of a conceptual 

framework structured as an open and dynamic evaluative system, and specifically, in the 

case of this chapter, through the use of comparative territorial designs.   

From an empirical perspective, the fieldwork described in Chapter 5 was 

instrumental in promoting an integrated understanding of institutional and environmental 

characteristics of Pastoral’s treated as well as untreated communities.  Analyzing the 

Pastoral program within the territory in which the program was implemented, with all its 

specificities, similarities, and paradoxes is a research strategy that allows the identification 

of confounding factors that can potentially affect the Pastoral implementation, and 

therefore, the achievement of intended results in terms of infant and child mortality 

reduction.  Is never too much to stress that analysis of this kind are instrumental in 

producing precise estimations of the Pastoral’s effect.  In this chapter, however, this 

analysis is expanded, through a complementary comparative approach, to the municipal 

level.   

According to Whatmore the ontology of geography is such that hybrid 

methodologies and spatial theories are two sides of the same coin.  Whatmore argues that 

the development of tailored hybrid methodological tools is a sine qua non condition to 

properly address research questions related to the presumed uniqueness of the geographic 
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territory (Whatmore 2002).  In this dissertation methods are integrated, rather than merged 

into a hybrid form.  However, the challenge to conduct a territorial based analysis of the 

Pastoral program at the municipal level is built upon Whatmore’s premise that a specific 

methodology needs to be developed to account for the uniqueness of the Brazilian 

developmental and spatial context.  In this country’s federative organization the presumed 

uniqueness of the territory can be translated in one concept: diversity.  Municipalities are 

distinct in terms of their environment, institutional arrangements, politics, policy, as well 

as, social and cultural characteristics.   

In terms of methodology, as stated before, this chapter is organized in the format of 

a comparative study inspired by quasi-experimental designs.  More specifically, this 

chapter focuses on the institutional and territorial analysis of outlier municipalities in terms 

of their performance in respect to infant mortality rates reduction from 1980 to 2000.  As 

stated before, this approach supports the identification of potential confounding factors that 

could jeopardize the estimation of the Pastoral program’s impact conducted in the next 

chapter.  Moreover, this methodological approach also supports the production of 

knowledge about how specific institutional arrangements and environmental factors could 

jeopardize, or by analogy leverage, the Pastoral’s treatment effect.   

This municipal level analysis is structured around two main sets of questions.  

Initially, this chapter focuses questions related to identification of possible sources of bias 

to the Pastoral’s treatment implementation and presumable effect.  Are environmental 

characteristics and institutional arrangements able to explain variations in the format and 

intensity of Pastoral’s implementation in treated areas?  Institutional arrangements and 

territorial characteristics are different when compared across treated and untreated areas?  

Are territorial characteristics and institutional arrangements able to explain differences in 

infant mortality rates variation?  Can these characteristics and arrangements be a potential 

source of bias in estimating the Pastoral’s impact in respect to the reduction of infant and 

child mortality rates?   
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Drawing on a comparative research design, this set of questions helps in the 

identification of potential environmental and institutional sources of bias in territories in 

which the Pastoral operates, directly addressing the question whether institutional and 

environmental characteristics are able to explain how the implementation of the Pastoral 

evolves over time, and how this evolution is linked with the Pastoral’s effectiveness.   

Complementarily, this chapter addresses the question of whether or not the Pastoral 

is able to promote community empowerment at the municipal level.  Is the Pastoral a 

relevant political player at the municipal level?  Does the Pastoral presence leverages the 

institutionalization of participatory fora related to the promotion of children’s health and 

development?  Are Pastoral’s leaders and volunteers participating in these institutional 

spaces?   

The historic case study presented in Chapter 4 shows that the Pastoral promotes 

accountability and social control through organized participation in institutional 

participatory spaces in all federative levels in Brazil.  Adding to that, this chapter aims to 

understand to which level this participation results in community empowerment.  The main 

source of data to address these questions comes from Pastoral’s report about its activities in 

terms of social control, and a complementary analysis contrasting the functioning of 

municipal councils of health in treated and non-treated municipalities.   

Data from IBGE’s Basic Municipal Information Survey (Munic) is compiled in two 

distinct points in time, and crossed with the Pastoral presence, as to inform if Pastoral’s 

treated municipalities have more active and effective municipal councils of health.  These 

municipal councils of health are present and active in most of Brazilian municipalities in 

these days.  In fact the organization of the Brazilian state proposed by the Constitution of 

1988 suggests that creation of several participatory for a at the municipal level, not just of 

health, but also of policies for women, policies for racial equality, education, sanitation, 

children and adolescent, etc.  As a quasi-mandatory participatory space, since access to 

federal funds sometimes depends on the existence of these municipal councils, in some 
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places these councils are barely operative.  In other places they have several functions, 

constituting dynamic and democratic public management participatory organisms. 

Another feature of this research design of this comparative study is the use of 

outliers.  The idea behind the use of extreme cases (outlier municipalities in this 

dissertation) is suggested by theoretical constructions from Davies (2002), Taleb (2008), 

and Acemoglu and Robinson (2012).  In an article published in 2002, Davies shows that the 

distribution  of successful individuals across different fields of professional activity has a 

stretched exponential distribution, highlighting the need to understand underlying 

mechanisms leading to the performance of extreme cases, as this information has the  

potential to determine causality and generate learning (Davies 2002).   

This mainly happens because the chain of causality at the extreme ends of a given 

distribution is potentially distinct from the causality mechanism observed in the overall 

sample. Thus, there is much to be learned from both successful and unsuccessful 

individuals, or in the case of this dissertation successful and unsuccessful municipalities in 

terms of implementing developmental policies (Acemoglu and Robinson 2012). 

Concomitantly, there is a need to account for the possibility of an outlier being a 

“black swan” as discussed by Taleb (2008).  By definition the black swan is an unexpected 

outlier that has the potential to generate a great effect in the policy field that might be 

translated into “silver bullet” types of policy that can generate tipping point kinds of 

positive change, or by analogy, tipping point disastrous effects. 

In the case of the Pastoral, and given the overall distribution of the Pastoral program 

across the country, it is plausible that several innovative institutional arrangements were 

developed at the municipal level that have great potential to leverage the overall Pastoral’s 

treatment effect.  Outlier cases are those in which the probability of identifying this type of 

policy-boosting effect increases exponentially (Taleb 2008).  

Although methodologically relevant, the study of outlier municipalities is not an 

easy task, involving the development of a proper sampling strategy that, at the same time, 
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distinguishes very different municipalities in terms of their performance in the infant and 

child mortality transition observed in Brazil, and produces a minimally comparable 

framework, as to make possible the identification of contrasts between treated and 

untreated, successful and unsuccessful municipalities.   

This task is facilitated by the fact that the Brazilian federative mosaic is 

characterized by diversity, offering a mosaic of opportunities that hold this entire 

comparative exercise meaningful, even in light of the uniqueness experienced by every and 

each of the Brazilian municipalities in daily basis. 

 

6.1 OUTLIER ANALYSIS  

Changes in the boundaries of municipalities, including mergers and divisions over 

time, pose a challenge for carrying out any kind of comparative evaluative exercise based at 

the municipal level in Brazil.  Analysis focusing evaluating issues of health or development 

at the municipal level might produce biased estimations simply because most of these 

federative entities’ governmental structures changed over time.   

The state of Acre, for example, was once a federal district.  In 1962 it became a 

state, and from then on the same area was divided until it reached 22 municipalities in its 

actual structure.  Furthermore, an area where a single municipality existed back in 1980, 

that now comprises three municipalities, can be cited as a concrete example of how changes 

in the municipalities’ boundaries could jeopardize this municipal based comparative 

analysis.   Rather than having one Municipal Secretary of Health operating within a given 

territory, as it was the case in 1980, in this hypothetical case, where one municipality 

originates three new ones, the same space has now three Municipal Secretaries of Health, 

and obviously distinct institutions are in place in each one of these new municipalities, 

resulting in distinct institutional arrangements and environmental characteristics that are 

hardly comparable to a single municipality area.  
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In this sense, the logical option was to work with municipalities that did not have 

changes in their political and administrative boundaries during the period from 1980 to 

2000, focused by the research conducted in this dissertation.  Nevertheless, one could argue 

that municipalities changed a lot over the twenty years period in between 1980 and 2000, 

even when they have maintained the same administrative and political boundaries.  

However, studying places that still have one municipal government, and consequentially 

one Secretary of Health during the time period focused in this research, certainly facilitates 

the development of any kind of institutional and environmental analysis based at the 

municipal level in comparison to the multi-municipality minimal comparable area 

approach, that simply re-aggregates municipalities to the territory they had previously to 

their disaggregation in smaller territorial units. 

Thus, the selection of municipalities for the comparative qualitative case study of 

the Pastoral treated and untreated municipalities was originally drawn from the sample of 

unchanged municipalities in the state of Bahia, as to guarantee complementarity, in terms 

of methods, in respect to the ethnographic study carried out in Chapter 5.   

The sample of unchanged municipalities identified in the state of Bahia comprises 

264 municipalities, equivalent to a little over 63% of all the municipalities in the Bahia 

state (N=415).
133

  In other words, these 264 municipalities kept the same (or at least similar 

and comparable) areas, and therefore they have similar governmental structures from 1980 

to 2000.  Among the unchanged municipalities in Bahia, there are many Pastoral treated 

municipalities, 87.8% of the unchanged municipalities have some level of presence of the 
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 There are among the unchanged Brazilian municipalities 16 out of 26 state capitals: São Paulo, Rio de 

Janeiro, Belo Horizonte, Brasília, Porto Alegre, Curitiba, Fortaleza, São Luís, Natal, Florianópolis, João 

Pessoa, Maceió, Belém, Campo Grande, Aracaju, and Vitória. The changing process of municipal political 

and administrative boundaries seems to be concentrated in rural and less populated areas, where there is a 

higher level of dependence from federal financial resources.  Another driving force of the process of changing 

municipal boundaries is temporality, areas of new colonization are more prone to be transformed.  In this 

case, the area that in present days comprises the state of Bahia is a perfect setting for this study as the 

Brazilian colonization began exactly in this state, around Salvador city, which was the first colonial capital of 

Brazil.  That also might explain why most of municipalities in Bahia remain unchanged.  
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Pastoral program (N=232).  On the other hand, only in a smaller set of unchanged 

municipalities, the Pastoral has not been introduced at any level in between 1980 and 2000 

(12.1% or 32 municipalities).  

Adding to that, the selection of municipalities for this comparative field research 

was driven by sampling techniques inspired by quasi-experimental designs that smoothly 

integrate quantitative and qualitative approaches, as to properly reduce site selection bias.   

An initial step for the fieldwork site selection was to create a ranking among the 

unchanged municipalities, in the Bahia state, based on the intensity of their infant mortality 

transition, measured as the percentage variation in terms of reducing infant mortality rates 

observed from 1980 to 2000.    The main idea was to identify municipalities that have 

proved to be successful in terms of reducing their infant mortality rates, as well as 

municipalities that have failed in terms of reducing their infant mortality rates.  For each 

category of “success” and “failure,” it was necessary to select distinct minimally 

comparable Pastoral’s treatment and control municipalities.    

Complementarily, this sampling approach is designed to allow the identification of 

neighboring municipalities, as to minimize bias related to environmental characteristics.  

Two distinct pairs of “neighbor” municipalities were selected from two different 

environments, semi-arid rural locations, and coastline urban locations. Moreover, this 

complementary approach based on the urban-rural dichotomy supports the process of 

controlling for possible territorial differences between researched areas.   

On the other hand, it is never too much to address operational and methodological 

pitfalls linked with this complex sampling strategy.  Limited human, financial, and 

administrative resources are operational issues that play an important role in any sort of 

empirical analysis.  The selection of municipalities for this comparative study was, 

therefore, also oriented by pragmatic questions, as to facilitate the research development.   

Finally, and related to operational issues, there is always the question of the size of 

the sample.  In this case, it is clear that a more robust sample would include a higher 
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number of municipalities.
134

  Nevertheless, in sampling processes quality matters more than 

quantity, and for a qualitative study, anyways, external validity issues will always be more 

present than internal validity issues.  In other words, the sample of municipalities used in 

this study might produce relevant knowledge for this specific areas, but that knowledge 

needs to be carefully extrapolated since the uniqueness of territories and the methodology 

used in this research are not likely to be easily replicable in distinct settings. 

In sum, the proposed design uses unchanged outlier municipalities in terms of their 

performance in respect to infant mortality rates variation, double crossed by treated and 

control municipalities, as well as by rural and urban territorial characteristics, generating an 

analytical matrix based on several complementary territorial and institutional dimensions.  

Table 5, below, presents the result of this comparative fieldwork site selection rationale, 

showing the four municipalities that were selected for the institutional and environmental 

analysis comparative case study carried out in the state of Bahia. 

 

Table 5. Selected Sites – Municipal Level Case Study Matrix 

Comparative Study Site 

Selection Categories 

High Performance on  

Infant Mortality Rates 

Reduction 

Low Performance on 

 Infant Mortality Rates 

Reduction 

Neighboring  

Urban Coastal Line 

Municipalities 

Uruçuca 

(TRT) 
Itacaré 

(CTL) 

Neighboring  

Rural Semi-Arid 

Municipalities 

Elísio Medrado 

(CTL) 
Milagres 

(TRT) 

 
Source: Author’s elaboration. 
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 Up to 64 municipalities, or 32 pairs, since there are only 32 controls for Pastoral treatment in the sample of 

unchanged municipalities from the state of Bahia. 
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Complementarily, Figure 28, below, presents a map of the location of the fieldwork 

comparative case study municipalities within the state of Bahia.  It shows that neighbor 

municipalities were chosen, in rural semi-arid and urban coastal line areas, as to guarantee 

that the comparison between municipalities’ institutional and environmental characteristics 

were valid, since each pair of chosen municipalities are located in the same, or at least very 

similar, environment.  As to inform how these municipalities locate with Dias D’Ávila, 

where the ethnographic study presented in Chapter 5 was carried out, this city is also 

highlighted in the map presented by Figure 28. 
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Figure 28. Comparative Fieldwork Site’s Location within the State of Bahia 

  
 
 

Source: Google Maps, 2013. 
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6.2 ENVIRONMENTAL ANALYSIS AND CONFOUNDING FACTORS 

The four compared municipalities, Uruçuca, Itacaré, Milagres, and Elísio Medrado 

can be categorized as small or micro-municipalities in terms of the Brazilian federative 

mosaic.  Uruçuca and Itacaré have populations of around 20,000 inhabitants, thus being 

categorized as small municipalities.  Milagres has around 12,000 inhabitants, and Elísio 

Medrado less than 8,000 inhabitants, hence these two municipalities can be categorized as 

micro municipalities.   

In fact, in terms of the overall population of Brazilian municipalities, and their great 

diversity, the sites selected in the scope of this dissertation are indeed quite similar.  As of 

the year 2000, with some degree of variation, these four municipalities presented similar 

levels of human development, as measured by the HDI, which placed them all between the 

second and the fourth decile of the HDI distribution between the 5,560 existing 

municipalities in Brazil.  Although this proximity in terms of human development does not 

guarantee their full comparability, it does highlight the fact that this comparative study was 

conducted in similar municipalities within the country, that, however, are not among the 

poorest of the poor.  

A pair of the comparative study selected municipalities are located at the semi-arid 

fringes (Milagres and Elísio Medrado), another two are close to the coast (Uruçuca and 

Itacaré), in the Atlantic Forest areas that in nowadays have little resemblance to the 

exuberance of this biome in colonial times.
 135

  The culture of the population living close to 

the coastline, however, is mainly influenced by the “sertanejo” culture as it was in the case 

of the previously conducted ethnographic case study.  This territorial dichotomy between 

urban and rural areas presents, therefore, an interesting perspective of comparison between 
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 Worse than that, the knowledge accumulated during thousands of years will possibly be lost, as the 

originally endemic populations of this biome is virtually fading among the tens of millions of urban people 

that now populate the Brazilian coastline, where the exuberant Atlantic Forest once existed.   
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semi-arid rural areas (the sertão), and coastal areas, in which most of the population is 

urban, but that also have the same cultural ethos. 

Uruçuca and Itacaré are located at the South coastal line of Bahia state, at the Ilhéus 

micro-region.  This is a region of old colonization, between Salvador, the state capital, and 

the place where the Portuguese arrived in Brazil for the first time in the beginning of the 

16th Century.
136

  This is a land filled with cocoa plantations and touristic hotspots, with 

white sand beaches and coconut trees.  Milagres and Elísio Medrado are located at the 

Jequié micro-region, leaning towards the sertão, where the semi-arid drought culture 

originate.  This micro-region is a regional hub for transportation and related services, and 

both municipalities are located close to important roads.  In this region it was noticeable the 

presence of communitarian laundries, a policy feature not commonly present in other 

places. 

Given the heterogeneity of infant deaths within smaller municipalities in Brazil is 

challenging to address questions related to the infant mortality variation in these 

municipalities.  However, given the fact that this variation is observed over a twenty years 

period is plausible to assume that the infant mortality rates registered by official statistics 

provide acceptable insights about the overall trend of this variation, and therefore inform 

the Pastoral effectiveness in treated municipalities.   

Uruçuca and Elísio Medrado are municipalities that experienced a significant 

decrease in infant mortality rates between 1980 and 2000.  On the other hand, Milagres and 

Itacaré experienced modest decreases in infant mortality during the same period.  Two of 

these municipalities have Pastoral presence (Uruçuca and Milagres), whereas two do not 

(Elísio Medrado and Itacaré).  According to the proposed analytical design, one Pastoral 
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 Pedro Álvares Cabral arrived in Brazil in April 26, 1500, at the location where today is located the city of 

Santa Cruz de Cabrália. 
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municipality was very successful in promoting the decline in infant mortality rates 

(Uruçuca), meanwhile the other was not that successful (Milagres).   

Two of the municipalities in the comparative case study were closely located on the 

coast, and two were close to the sertão.  The fieldwork aimed to identify environmental 

characteristics that had the power to possibly explain the observed variation on infant 

mortality rates.  In that sense it would become plausible to identify what kind of 

environmental characteristics can stimulate, or by contrast jeopardize, the presence of the 

Pastoral in a given municipality, and thus this program’s effectiveness. 

The Figure 29, below, shows the evolution of the IMR in these four municipalities 

from 1980 to 2000.  Uruçuca, a Pastoral municipality, experienced a 70.7% decrease in 

infant mortality over this period. In Elísio Medrado, where the Pastoral was not present, the 

decrease was of 62%.  On the other hand, Milagres, a Pastoral municipality, and Itacaré, a 

non-treated municipality had, respectively, decreases in the IMR of only 26.6%, and 25.4%. 

 

Figure 29. IMR Evolution in Selected Treated (blue) and Control (red) Municipalities from 

Rural (continuous) and Urban Settings (dotted) between 1980 and 2000 

 
 

Source: Ipeadata 2012 (Census 1980, 1991 and 2000) 
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Grouping the municipalities by their success in reducing infant mortality rates 

shows that for both cohorts, high decrease level and low decrease level, the Pastoral 

municipalities hypothetically presented a certain advantage in contrast to non-treated 

municipalities.  This does not automatically guarantee, however, that the Pastoral was the 

leit motif behind the observed difference in infant mortality rates.   

It was not possible to observe a sharp distinction between rural and urban localities 

in terms of the infant mortality rates evolution.  The semi-arid rural municipality of Elísio 

Medrado, a control municipality, had a much better performance than the coastal line urban 

municipality of Itacaré, which supposedly is better equipped in terms or urban 

infrastructure.   

It also became clear that successful and non-successful municipalities in terms of 

reducing infant mortality, presented a similar evolution in the infant mortality curve, 

regardless of their affiliation to the Pastoral treatment.  On the other hand, unsuccessful 

municipalities presented a higher level of variation in terms of their infant mortality 

evolution.  In conjunction, the variation in these four municipalities’ infant mortality curves 

seems to be a sign that the environment matters in respect to the promotion of human 

development and the reduction of infant mortality. 

The supposed advantage of the Pastoral treatment in successful municipalities 

appears to increase over time.  A comparison among the successful municipalities shows 

that they were close together in the beginning, in terms of the number of deaths per group 

of one thousand live births. Yet, after the intervention the Pastoral treated municipality had 

a better performance in reducing those rates even in comparison to another successful 

municipality not treated at any level by the Pastoral program.  The same, with much less 

intensity, is true for the unsuccessful municipalities, although Itacaré’s curve trend suggests 

that in the long run this untreated municipality will surpass the performance of Milagres, a 
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Pastoral treated unsuccessful municipality.  In sum, in the time frame used in this study 

Pastoral’s municipalities perform better than non-Pastoral municipalities. 

Although the criteria for selection of case study sites was the overall evolution of 

the infant mortality rates, as observed from 1980 to 2000, further inquiry is needed as to 

better understand the degree to which the selected sites are comparable to one another, and 

what other causal factors, besides the Pastoral presence, could potentially explain the 

success or failure that these municipalities experienced in terms of decreased infant 

mortality rates. 

Another way of reading the infant mortality variation is to couple the municipalities 

simultaneously according to their territory.  In this comparative design the Pastoral’s 

treated municipality located at the shoreline presented better IMR reduction rates as 

compared to its mirror non-treated municipality (i.e. Uruçuca in comparison with Itacaré).  

On the other hand, that was not the case observed in the sertão municipalities, where 

Milagres, a Pastoral treated municipality had a smaller decrease in infant mortality in 

comparison to its neighboring non-pastoral municipality Elísio Medrado. 

Since just pairing similar municipalities did not help the understanding of the 

Pastoral’s role in the observed decrease in infant mortality, further analysis is necessary to 

clarify the role that other environmental factors play in the observed evolution on infant 

mortality.   

This analysis is presented in Table 6, below, and structured around several possible 

covariates of infant mortality identified during the bibliographic review, the historical case 

study, and the ethnographic study.  This information presented in comparable fashion might 

support the identification of insights related to the kind of factors that could have caused 

the variations in infant mortality rates in these selected municipalities, regardless the 

presence of the Pastoral program.  The variables under analysis can be grouped as 

demographic factors, policy factors, and developmental factors, presenting an interesting 
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multi-disciplinary picture of similarities and differences among this comparative study 

selected outlier municipalities. 
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Table 6. Selected Socio-Demographic Indicators 

 
Uruçuca 

Treated 

Elisio 

Medrado 

Control 

Milagres 

Treated 

Itacaré 

Control 

Infant Mortality Rate reduction 

between 1980 and 2000 
70.7% 62.0% 26.6% 25.4% 

Population  

(2000) 
20,323 7,860 12,067 18,120 

Roman Catholic Population 

(2010) 

11,293 

(55.5%) 

6,157  

(78.3%) 

8,333  

(69.0%) 

13,592 

(75.0%) 

Human Development Index 

(2000) 
0.652 0.655 0.624 0.588 

Number of Life Births (2000) 365 106 260 244 

Population with Access to Piped 

Water in the Household (2000) 

10,499 

(51.6%) 

4,026  

(51.2%) 

6,260  

(51.8%) 

4,991  

(27.5%) 

Population with No Access to 

Sanitation in the Household 

(2000) 

4,625  

(22.7%) 

2,361  

(30.0%) 

4,394  

(36.4%) 

9,798  

(54.0%) 

Percentage of Female 

population with more than 15 

years of age with less than one 

year of study (2000) 

26.45% 19.87% 26,58% 34.77% 

Percentage of Poor People 

(income per capita smaller than 

half minimum wage) 

66.5% 62.6% 61.7% 73.2% 

Population Covered by Basic 

Health Agents (2000) 

12,540 

(61.7%) 

6,953  

(88.4%) 

9,976  

(82.6%) 

3,296  

(18.2%) 

Population 0 to 6 years of Age 2,458 748 1,572 2,813 

Pastoral Children 0 to 6 years of 

Age Coverage (2000) 

145  

(5.9%) 
0 

445  

(28.3%) 
0 

Number of Families  

(2000) 
5,556 2,268 3,169 4,595 

Bolsa Família Household 

Coverage (2004) 

1,698  

(30.5%) 

399  

(17.5%) 

1,000  

(31.5%) 

795  

(17.3%) 

 

Source DATASUS and Ipeadata: Census 2010; UNDP Brazil; Sistema de Informações sobre Nascidos Vivos – SINASC; Sistema de 
Informação de Atenção Básica – SIAB. 
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In Uruçuca, for instance, a treated municipality where the highest reduction in infant 

mortality was observed, there is a set of programmatic and developmental characteristics 

that potentially can explain variations on infant mortality.  What especially stands out in the 

analysis of Uruçuca, as a potential covariate of the IMR, is the high level of coverage of 

both Basic Health Agents and the Conditional Cash Transfer program – Bolsa Família.    

More than 61% of Uruçuca’s total population is, to some degree, treated by Basic Health 

Agents, a rival program to the Pastoral, whereas approximately 30% of the families are 

treated by the CCT Bolsa Família.  The combination of the coverage of these two programs 

suggests that there is a social protection scheme in place at Uruçuca that can explain its 

good performance in terms of reducing infant mortality, since these programs are both 

focused on health and income, two important covariates of the infant mortality variation. 

The same appears to happen in Milagres, another treated municipality where the 

presence of Basic Health Agents and CCT Bolsa is more intense in comparison with its 

mirror control Itacaré.  Besides that, the Pastoral is present in municipalities with Basic 

Health Agents and CCT Bolsa, suggesting that this combination have a boosting effect.  

Such a conclusion suggests that, when combined, these programs have a higher impact on 

infant mortality rates reduction than each one of them per se. 

However, the Pastoral presence in Uruçuca is not numerically significant, the 

Pastoral is able to reach only than 5.9% of the population aged 0 to 6.  There were 145 

children treated by the Pastoral per month in Uruçuca in 2000.  A Pastoral report based on 

the FABS
137

 compilation registered that 25% of the children born during 2000 had low birth 

weight.
138

  It also showed that 93% of all treated children up to one year of age have their 

immunization completed, and that 71% of all monitored children increased their weight 

over time, according to the several measurements conducted throughout this entire year. 

                                                 
137

 Folha de Acompanhamento Básico de Saúde (Basic Health Monitoring Sheet) 
138

 According to the Ministry of Health infant with less than 2,500g at their birth are considered low birth 

weight newborns.  
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This suggests that the Pastoral is able to make a difference for its treated population, but 

again, in this municipality, the treated population composes only a fraction of the Pastoral’s 

target population. 

Itacaré, the neighboring non-Pastoral municipality of Uruçuca, on the other hand, 

also experienced a decline in infant mortality.  However, this was no higher than 25%, less 

than one third of the reduction observed in Uruçuca.  Although these two municipalities 

were closely located, with a distance of only 35 miles between one another, the observed 

variation in the infant mortality appears to have another explanation than endogenous 

territorial characteristics.   

Itacaré is a touristic hotspot where people from all around the world go to enjoy 

their vacation.  Although a touristic hot spot, poverty is widespread in Itacaré, as the visible 

number of beggars and children working under harsh conditions may suggest.  Itacaré had a 

peak of infant mortality in 1991, right in between the censuses of 1980 and 2000.  Instead 

of dropping like all other municipalities, Itacaré’s infant mortality rate increased more than 

10% from 1980 to 1991, before finally decreasing to 65 deaths per 1,000 live births in 

2000. 

As illustrated in Table 6, Itacaré has a significantly lower coverage of Basic Health 

Agents (18.2%) and a comparative lower coverage of the Bolsa Família CCT program 

(17.3%) in comparison to the other three selected municipalities.  It is also the poorest of 

the four and the one with the least educated female population over 15 years of age.  

Besides that has the lower level of access to piped water, and the largest relative population 

living in households with no sanitation.  In comparison with Uruçuca, the variation in the 

infant mortality from 1980 to 2000 in Itacaré seems to be correlated with the absence of 

access to treated water and sanitation.  

Elísio Medrado, a non-Pastoral municipality that succeed in reducing its infant 

mortality rates, has the highest coverage of Basic Health Agents among all four 
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municipalities (88.4%).  It also has the smallest percentage of female population 15 years of 

age or older with less than one year of study (19.8%). In other words, Elísio Medrado is 

likely to have mothers with higher levels of education, as compared to the other 

municipalities.   

Elísio Medrado also has the smallest population and the lowest number of live 

births registered among the four municipalities.  In that sense it was clear that the Basic 

Agents Heath coverage together with the educational level of women of fertile age in the 

municipality are likely to have explanatory power in terms of explaining the reduction in 

infant mortality in this municipality. 

 Milagres, a Pastoral treated municipality, also has a substantial coverage of Basic 

Health Agents (82.6%).  It is also the municipality with the highest coverage of Bolsa 

Família (31.5% of all households).  Milagres also presented the highest coverage of the 

Pastoral program, which provides treatment for 28.3% of all children in the municipality, 

aged 0 to 6. In Milagres, 328 families were registered by Pastoral volunteers, comprising 

445 children and 28 pregnant women, all of whom were monitored and treated on a 

monthly basis.  All the pregnant women did the prenatal care, and on average 12 children 

were born per month.  From all live-born children, 19.7% were low weight births. 

Virtually, all children were weighted on a monthly basis, with an increased weight 

registered in 75.5% of the cases.  Of all treated children, 97.6% had their immunization 

records up to date, and approximately two children per month presented signs of diarrhea.  

A better performance in respect to the other treated municipality Uruçuca. 

The fact that Milagres, as the name suggests, is a religious tourism location in the 

state of Bahia might explain the presence of the Pastoral, although the percentage of Roman 

Catholics within the population is similar to the other case study sites.  The city is famous 

for its religious tourism, which in fact, according to residents of Milagres, is the only 

remaining source of economic dynamism in the city.  During at least four months of the 
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year there are several peregrinations to Milagres, especially to an image of Our Lady of 

Milagres located at the Morro da Bandeirinha grotto.  However, this city’s population is 

shrinking and getting older, the population in fertile age is migrating to other cities, and 

Milagres has the lowest number of births, thus mortality rates in this municipality are less 

reliable.   

A final way to analyze the variation in the IMR among selected municipalities is to 

compare municipalities that had similar levels of infant mortality in 1980.  In this case, the 

comparative pairs of Pastoral and non-Pastoral municipalities are: Uruçuca and Elísio 

Medrado, and Milagres and Itacaré.  The comparison suggests that the Pastoral 

municipalities appear to have a steadier and more incisive decline in infant mortality in 

light of the covariate analyses, it seems that the Pastoral is but one contributing factor to the 

decrease in infant mortality, as it works in synergy with the Basic Health Agents and the 

Bolsa Família program.   

Corroborating findings from the qualitative case study and the ethnographic study 

the Basic Health Agents program has been a key player in the infant mortality transition in 

Brazil since its establishment in 1994.  The Bolsa Família also was cited as a transforming 

lives program in several interviews through the qualitative studies.   The Pastoral, on the 

other hand, appears to have an effect in respect to reduced rates of infant and child 

mortality even considering its smaller size in comparison with Basic Health Agents 

Program, and Bolsa Família’s coverage. 

This environmental analysis shed some light in possible confounding factors related 

to the Pastoral program’s effectiveness in terms of reducing infant mortality.  The rival 

effect hypothesis needs to be refuted, otherwise is not possible to test whether or not the 

Pastoral was effective in reducing infant mortality.  It became clear that presumably, the 

parallel implementation of Bolsa Família and Basic Health Agents could be the main factor 

behind the infant mortality transition observed in Brazil during the period of analysis.  
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Other productive and socio-demographic aspects of the territories under study might also 

act like confounding factors, as for example, maternal level of education, fertility, and 

access to water and sanitation.   

As learned in the historic case study, and the ethnographic study, however, the 

Pastoral also seems to have an effect in empowering communities through the 

institutionalized participations of Pastoral’s volunteers and leaders in social control 

organisms implemented at the municipal level.  The next section looks at this participation 

in detail as to inform whether or not the Pastoral, parallel to reducing infant and child 

mortality rates, also promotes community empowerment.   

 

6.2 INSTITUTIONAL ANALYSIS AND COMMUNITY EMPOWERMENT 

Geographer Milton Santos’ concept of space is based upon a view of the territory as 

an intertwined system of natural objects and human actions.  Santos proposes the use of the 

concept of dynamic landscapes, as the result of the interaction between people and 

environment.     In his work Santos describe this interaction as a systemic dynamic structure 

in continuous process of adaptation to the productive relations in place.  According to 

Santos, the landscape is always renewing itself as to adapt to new environmental 

circumstances (M. Santos and Marques 2002; M. Santos 2004).   

This metaphor is easily adapted to any form of organizational analysis, except that 

organizations should be learning something during Santos’ dynamic system renewing 

cycles, as every adaptation might generate the knowledge to produce a better intervention.   

It was learned before in this dissertation that the presence of the Catholic Church 

per se does not guarantee, or solely explain, the presence of the Pastoral program.  As 

expressed by Pastoral national and state officers, the implementation of the Pastoral 

program has a lot to do with the individual interest of religious leaders in the dioceses, 

municipalities, as well as the community interest, and the availability of volunteers.  
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Among the four fieldwork comparative municipalities, the one with the biggest share of 

Catholic population, Elísio Medrado, for example, is not a treated municipality.   

In places where the Pastoral is present, for any given set of reasons, it is expected 

that the Pastoral treatment supports community empowerment, and Pastoral’s leader and 

volunteers’ participation in institutional fora, specifically in the case of this dissertation, 

Municipal Health Councils. 

Most of the work of collecting data, through semi-structured interviews and focus 

groups, has to do with the identification of recurrent fragments of discourse.  Throughout 

the fieldwork, approximately three days were spent in each one of the municipalities.  

Interviews were conducted with Pastoral people, Basic Health Agents, municipal officers, 

and ordinary people.  Most data was collected in Milagres, as this was the municipality 

with the major presence of Pastoral program.  To preserve their confidentiality, people cited 

in this dissertation are referred to in terms of their function rather than their names. 

Public officers at Milagres referred to the Pastoral as an important program 

implemented at the municipality, however they did not want to state to which degree the 

Pastoral was responsible for the infant mortality rates reduction.  It is worth mentioning that 

the Municipal Secretary of Health refused to answer any question regarding the municipal 

network of health services, or the implementation of the Basic Health Agents program in 

the municipality simply because she was suspicious of the use of this kind of information.   

Another governmental officer, responsible for implementing federal projects in the 

municipality, was indicated by the municipal Secretary of Health, a former nurse, to answer 

research questions regarding the Pastoral.  He said he knew the Pastoral, however, in his 

view, the infant mortality was reduced in the municipality not because of the Pastoral or 

any other program.  Instead, he argued, the main cause of IMR reduction was the fact that 

the population of Milagres was shrinking. Thus, in his view, the causal factors were that 

young people were leaving in search of better educational and economic opportunities, and 
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fewer women were giving birth.  Besides his point of view, most of his arguments were 

partially refuted by data regarding the city’s population and the number of life births in 

Milagres.  

On the other hand, every Basic Health Agent interviewed said that they knew the 

Pastoral Program and had a positive view of their work.  Corroborating the fact cited many 

times by Pastoral people, from the National Coordination, as well as the state coordination, 

two Basic Health Agents said that they were Pastoral leaders before working as Basic 

Health Agents. Another three said that they knew other Agents that used to work as 

Pastoral volunteers previously to become Basic Health Agents. 

One Agent cited problems in the relation between Basic Health Agents and Pastoral 

personnel.  She cited a problem in regards to borrowed equipment that was not returned.  

Rather than evidencing a problem between Basic Health Agents and Pastoral personnel, 

this statement showed a perception that was commonly cited in both treated municipalities 

as well as by the Pastoral’s state coordination, regarding the fact that there is some level of 

proximity between the Pastoral and the Basic Health Agents operating on the field, 

evidenced by the fact the equipment, specifically weighing scales, were shared between 

these two programs when needed.  

Another commonly cited fact is that in general, Pastoral and Basic Health Agents do 

not operate in the same communities.  The Pastoral’s state coordinator as well as two Basic 

Health Agents stated that the Pastoral usually works in far located communities which are 

not covered by the Basic Health Agents. In this sense, the Pastoral program complements 

the work of the Basic Health Agents.   

Recurrent narrative fragments and observational analysis allow the identification of 

the power and interest of infant maternal health stakeholders in respect to their interest in 

terms of the reduction of infant and child mortality rates.  
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6.3 INSTITUTIONAL ANALYSIS OF POWER AND INTEREST IN REGARDS TO INFANT AND 

CHILD MORTALITY RATES REDUCTION 

This comparative institutional analysis comprises the main social actors and 

programs involved with infant and maternal health policy at the municipal level.  In terms 

of political power, it became clear that the ordinary citizens in general are not empowered 

in comparison with other institutional groups.  The Catholic Church, nonetheless, remains 

an important political and social actor.  Pastoral volunteers and beneficiary population, on 

the other hand, seem to be more empowered than the cohort of ordinary citizens, but even 

in this case they do not experience high levels of power in comparison with other political 

actors operating at the municipalities under study.  The municipalities themselves, for 

example, are also dependent on the state and federal governments’ resources and good will.  

As stated by a public officer from Milagres, in a recurrent speech, there is not much that the 

municipal authorities can do on their own.   

Federal initiatives such as the Bolsa Família and the Basic Health Agents, two 

governmental initiatives that have a presumable effect on reducing infant and child 

mortality rates were present and active in all municipalities, with distinct levels of power 

and interest, mainly measured as their relative coverage of the municipal population. 

Figure 30, below, presents the perception of power and institutional relations 

identified at the municipal level analysis.  In sum, the Catholic Church was identified as 

one of the more powerful actors, a trend that might be true for the majority of 

municipalities, especially small or micro-municipalities, that sometimes do not have proper 

governmental structures in place, but always count on the presence of the Church. 

The Pastoral power was measured as the percentage coverage of target populations, 

but in this way the Pastoral does not seems to be a powerful actor.  However, interviewees 

knew about the Pastoral and considered its presence as a positive issue.  In three out of four 

researched setting the Basic Health Agents were considered the more powerful program in 

operation because of its high levels of coverage.  Municipalities per se and the Bolsa 
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Família program have diverse power, according to the context in each one of the 

municipalities. In general it was also clear that citizens are the less powerful actors.  

 

Figure 30. Institutional Analysis of Power and Interest in Regards to Infant and Child 

Mortality Rates Reduction 

 

Source: Author’s Perception 

 

In sum, it appears that the Pastoral is not, in institutional terms, a compelling actor 

in the municipalities under study, although the Pastoral was famous, and had its work 

praised for most of Basic Health Agents and public officers working in the research 

settings.  However, the Catholic Church is recognized in all the places as a political social 
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actor of relevance, and that might provide some political and institutional support for the 

Pastoral implementation. 

Complementarily, the historic case study previously showed that the Pastoral works 

to promote social control.  There are trainings conducted every year to prepare Pastoral’s 

volunteers and leaders to participate in Municipal Health Councils, and a similar 

monitoring system to collect information about this participation.  The Table 7, below, 

shows a summary of the Pastoral participation in Municipal Health Councils in between 

2009 and 2013. 

 

Table 7. Pastoral’s Social Control Indicators  

 2009 2011 2013 

Pastoral Agent is a Board 

Member of Municipal Health 

Council  

473 454 405 

Pastoral Agent is an Alternate 

Board Member of Municipal 

Health Council  

144 131 125 

Pastoral Agent is not  a Board 

Member of Municipal Health 

Council 

756 699 607 

Participation of Pastoral Agent 

in Municipal Health Council 

Meetings 

72.9% 73.1% 73.8% 

 

Source: Pastoral Information System. 

 

Another way of inferring how effective the Pastoral is in promoting community 

empowerment and social control is to look over Municipal Health Councils in treated and 

untreated municipalities.  The Law no. 8,142 from December of 1990 states that the 

Brazilian unified health system must have participatory councils in all of its operating 

levels, including the federal, states, and municipal governments.  At the municipal level 
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councils must be at least deliberative and consultive.  These are institutional participatory 

fora, with representation from government, service providers, health professionals, and 

beneficiaries.  In parallel, it was imposed the creation of Health Municipal Funds.  The 

existence of Municipal Councils and Health Funds are the two most important requirements 

that municipalities in Brazil need to comply to have access to financing from the federal 

unified health system. 

In between 2009 and 2013, a period that comprises governments elected in the 2008 

municipal elections, the Pastoral was implemented in roughly 70% of the municipalities 

across Brazil.  Data from the IBGE`s Municipal Profile Survey shows that during the same 

period, virtually, all municipalities in Brazil had a Municipal Health Council 

institutionalized.  The same data shows that around 95% of those have parity in terms of 

different social actors and sectors participation.   In 2009, 96.2% of these councils held at 

least one meeting per year.  In 2011 there was a small increase to 98.9% in respect to 

municipalities that actually held Municipal Health Council meetings.  More detailed data 

from 2013, however, allows a complementary analysis in respect to the number of 

Municipal Health Council meetings held in a given municipality per year.  Around one 

third of the Brazilian municipalities have 12 monthly meetings of these councils, and only 

15% of these municipalities held more than twelve meetings per year. 

Adding to that these Municipal Councils can aggregate new functions according to 

the municipal legislation and institutional structure in place.  Figure 31, below, shows that 

overtime Municipal Councils of Health aggregated normative functions.  This analysis, 

based on treated and untreated municipalities, shows that places where the Pastoral is active 

are steadily aggregating normative functions to their health councils, a clear sign of 

institutional strengthening and, therefore, empowerment.  This trend appears to suggest that 

in the long run Pastoral treated municipalities will have more strengthened Municipal 

Health Councils in comparison with basic functions councils.  Non-Treated municipalities 
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show an opposite picture, in fact in between 2009 and 2013, the number of municipalities 

that have councils with normative functions was surpassed by the number of municipalities 

with basic functions Municipal Health Councils.    

 

Figure 31. Pastoral Treated and Untreated Municipalities with Normative Health Councils 

 
 

Source: Author’s elaboration based on Munic and Pastoral data. 

 

Another way of looking into this question is to analysis the performance of Pastoral 

and Non-Pastoral municipalities in respect to controlling functions developed by Municipal 

Health Councils.  Figure 32, below, shows a similar picture in respect to the presence of 

this specific function in Pastoral treated municipalities.  Among those there a growing 

number of municipalities that aggregated the controlling function and a reduction of 

Pastoral treated municipalities in which Municipal Health Councils only perform basic 

functions.  The intensity of this trend, however, appears to be less intense in comparison 

with the institutionalization of normative functions. 

Differently to the trend noticed for untreated municipalities in respect to 

aggregating normative functions, there are an increased numbers of Municipal Health 
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Councils aggregating controlling functions in Non-Pastoral municipalities, suggesting that 

in comparative perspective the Pastoral effect has been more intense towards establishing 

normative functions instead of controlling ones.  This might results from the fact that the 

great majority of Pastoral treated municipalities already have aggregated controlling 

functions.    

 

Figure 32. Pastoral Treated and Untreated Municipalities with Controlling Health Councils 

 
 

Source: Author’s elaboration based on Munic and Pastoral data. 

. 

 
 

Finally, it is possible to investigate is the Pastoral presence is correlated with the 

concomitant presence of Municipal Health Councils’ controlling and normative functions.  

In this case this double aggregation of new functions might suggest that the Pastoral 

presence promotes empowerment and strengthened institutions at the municipal level. 

Evidence from the Figure 33, below, seems to suggest that indeed the Pastoral 

promotes empowerment and more active and strengthened Municipal Health Councils.  

This analysis, based in the comparison of treated and untreated municipalities that have 

basic councils and councils that aggregate both normative and controlling functions, it 
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become clear that Pastoral has increased presence in municipalities that incorporate both 

function in comparison with treated municipalities with basic functions health councils.  

Moreover, no difference was observed in respect to untreated municipalities.  There are no 

clear distinction, among untreated municipalities, in respect to the performing controlling 

and normative functions besides these councils’ basic functions. 

 

Figure 33. Pastoral Treated and Untreated Municipalities with Controlling and Normative 

Health Councils 

 
 

Source: Author’s elaboration based on Munic and Pastoral data. 

 

Evidence and information from previous chapters were used in this chapter to infer 

to which degree the Pastoral is able to promote community empowerment as measured by 

the participation of Pastoral’s agents in Municipal Health Councils in Brazil. The data 

collected seems to suggest that the Pastoral is effective in promoting community 

empowerment.  Nevertheless, more detailed analysis would be necessary to address 

questions related to how this empowerment affects the Pastoral implementation, and 

effectiveness.  
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6.3 COMPARATIVE STUDY FINDINGS AND LESSONS LEARNED 

One focus of the comparative study was to infer the degree to which people had 

knowledge of the Pastoral.  Besides its own members, the Pastoral was well known by 

municipal public officers, as well as Basic Health Agents.  In regards to ordinary people, 

most of them knew about the Pastoral, whereas is a smaller scale, a few others did not.  

Most of the people, however, knew something about people going from community to 

community to weigh children and talk to pregnant women. It was not possible, though, to 

infer, in these cases, if they referred to Pastoral volunteers or to Basic Health Agents. 

The ethnographic study shows that the Pastoral and PACS are similar programs 

whose relation is marked by convergence and conflict.  Although thought to be rival 

programs, these two initiatives rarely are implemented at the same community.  The 

Pastoral loses personnel to the PACS that relies in professional relations rather than 

volunteerism and that creates a connection between them that is characterized by common 

support on the field.  In that sense, at the municipal level rather than rival effects, the 

Pastoral and PACS seem to have complementary effects. 

Given the overall environment of complexity in which the Pastoral emerged and 

operates several potential observable confounding factors to the Pastoral effect were 

identified during the fieldwork.  Possible sources of rival effects at the aggregated 

municipal level are the community health federal program PACS, and the CCT initiative 

Bolsa Família.  It is not common for the Pastoral to be implemented in the same community 

as the PACS, an initiative that has a similar treatment, and the CCT Bolsa Família and the 

Pastoral program might have complementary effects.  

One limitation of the comparative study is related to the fact that it was not possible 

to produce any inference, in detail, about differences and similarities in respect to the 

possible effects that the Pastoral, the family health program, and the CCT program might 
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have when operating in the same territory, and related to that if these interventions have any 

form of accumulated intertwined interaction effect when implemented in conjunction.  

Although it was not possible to precisely infer as to whether there is an institutional 

arrangement that boosts the Pastoral effect, it became clear that the overall effect of the 

Pastoral and the Basic Health Agents, in terms of reducing IMR is greater in municipalities 

that count on the complementary presence of both programs.  One plausible and logical 

explanation is that when operating together, the coverage of the GOBI methodology 

increases. Another conclusion, as to the sustainable and long term impact of these two 

programs on infant and child mortality, is that in conjunction with the income support of 

the Bolsa Família program, these two programs are indeed able to transform, organize and 

empower communities as well as to provide simple, effective, and low-cost methodologies 

to avoid infant deaths when properly implemented. 

Finally, the Pastoral seems to have an effect of promoting community organization 

and empowerment.  In the three scenarios analyzed in this comparative study Pastoral 

treated municipalities appear to have a more steady presence of municipal councils than in 

untreated settings.  The Pastoral treatment should be understood as an initiative that 

promotes community empowerment.  As stated by Dr. Zilda Arns, the Pastoral is about 

spreading information and raising awareness to causes related to children and pregnant 

women’s health, as it is about directly implementing basic health activities at the 

community level.  The secret is that cultural and organizational changes at the community 

level are based on ownership, and therefore sustainable because they tend to have a 

spillover continuous cultural effect, differently from the effects of a pure basic health 

intervention that is most of the times limited to the one treated unit.  Data about the 

characteristics of Municipal Health Councils in treated and untreated municipalities seems 

to suggest that the Pastoral is effectively organizing communities and therefore generating 

empowerment. 
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It was clear during the fieldwork that Pastoral also generates social capital, another 

evidence that the Pastoral is effective in promoting empowerment at the community level.  

By applying Putnam’s concept of social capital (1994 and 2000), and the dichotomist 

taxonomy of social capital that he proposed, is possible to argue that the Pastoral is able to 

promote, at the same time, the bridging of similar people and organizations, with related 

backgrounds and interests, and the bonding of people and organizations from distinct 

backgrounds, and sometimes with conflicting interests, as people from other religions that 

are involved in the Pastoral implementation, or even PACS’ agents.   

This chapter also addressed the question related to possible confounding factors 

related to infant and child mortality variation, namely the CCT Bolsa Familia.  In the 

development of this dissertation this knowledge is integrated in the next chapter that 

presents a quantitative impact evaluation of the Pastoral program at the municipal level. 
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 Chapter 7. Quantitative Evaluation  

 

We may at once admit that any inference from the particular to the general must be attended 

with some degree of uncertainty, but this is not the same as to admit that such inference 

cannot be absolutely rigorous, for the nature and degree of the uncertainty may itself be 

capable of rigorous expression. 

 

Sir Ronald A. Fisher 

 

A core part of this dissertation is the quantitative analysis of the Pastoral program’s 

impact on the reduction of infant and child mortality in Brazil from 1980 to 2000.   To 

estimate such impact, variation of the outcomes of interest – infant and child mortality – in 

municipalities with the Pastoral (the “treatment group”) are contrasted with those for non-

Pastoral communities (the “control group”) in three different timeframes between 1980 and 

2000.  A set of covariates is used to adjust models and specifications to control for potential 

sources of bias in estimating the net effect of the Pastoral.  These include observed social, 

economic, institutional, and policy differences across treatment and control municipalities.  

Prior to the formal analysis, the success of the Pastoral’s targeting and coverage 

strategy is analyzed by exploring the rates of undercoverage and leakage.  Distinct rates of 

undercoverage and leakage were calculated for selected cohorts of municipalities grouped 

according to their level of development.  To complement this, distinct thresholds of the 

IMR were used to produce a more detailed analysis of undercoverage and leakage rates 

with respect to the targeting of the Pastoral program.  Finally, the Pastoral’s targeting is 

analyzed through the use of logit propensity score models.  In this case the probability of 

assignment to the Pastoral program is estimated through the use of a set of socioeconomic 

covariates that attempt to account for why the Pastoral is implemented in some 

municipalities and not in others.   

Subsequently a set of quasi-experimental designs as well as several research 

methods and techniques are used to formally estimate the Pastoral’s net effect in reducing 
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infant and child mortality in Brazil over the last two decades of the 20th century. 

Difference-in-Differences (DiD) and Fixed Effects (FEM) estimators are used to produce 

robust estimates of the net effect of the Pastoral, employing model specifications that 

evolve to control for unobservable and confounding factors, as well as to adjust for the 

presence of other policies that presumably have similar effects in terms of reducing infant 

and child mortality, namely the conditional cash transfer program Bolsa Família, and the 

community based health program called PACS.  The key underlying assumption of the DiD 

and FEM approaches is that the effects of unobservable confounding factors on outcomes 

of interest are time-invariant.  Finally, propensity scores, previously calculated in the 

targeting analysis, are used as weights, as suggested by Morgan and Winship (2007), to 

correct for potential sources of endogeneity due to selection bias.  In combination with the 

use of the DiD technique, this analytical procedure adds an additional perspective on the 

robustness of the average treatment effect of the Pastoral program in reducing infant and 

child mortality. 

Philosophically speaking, regardless the methodological approach adopted, 

estimating treatment effects microeconometrically has a value in itself because it provides 

useful scientific evidence for policymakers, managers, and stakeholders in general.  The 

basic assumption is that scientific evidence provided by treatment effects estimators 

stimulates the production of knowledge.  This knowledge, when properly used to improve 

the efficiency and effectiveness of social interventions like the Pastoral, makes it possible 

to leverage the overall developmental impact of the analyzed treatment.  In the course of 

any form of policymaking, the use of scientific evidence provides better feedback, and 

therefore stimulates the production of relevant information that can be used to support the 

conceptualization, design, planning, and implementation stages of similar initiatives that 

are yet to be developed.  Finally, the use of treatment effect estimation methods and 

techniques stimulates accountability and transparency, as they produce information, that 
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once disseminated, has the potential to empower clients and stakeholders, improving 

accountability and transparency over governmental policies, non-governmental initiatives, 

and even market-oriented practices with presumable effect on development. 

Identifying cause and effect linkages is a crucial part of estimating the impact of 

programs or policies.  Simply speaking, as pointed out by Heckman and Smith (1998), the 

use of applied econometrics and statistical methods in the field of program evaluation is of 

great relevance for policy studies in general because it amplifies the utility of evaluation 

studies, supporting the production of more precise and robust estimations, which in turn 

generates better and more useful information.   

The literature concerning causal effects of programs or policies has blossomed 

dramatically in the past three decades, and the fundamental problem of causal inference in 

the policy analysis, as historically systematized by Holland (1986), is influenced by  the 

work that statistician Donald Rubin developed in the 1970s and 1980s. 

In contrast to scientific practitioners, politicians and policymakers alike often make 

the common mistake of assuming that changes in the outcomes of interest following a 

treatment or intervention, are automatically attributed to that treatment or intervention, 

when in fact many other endogenous and exogenous factors could be key triggers of these 

changes.  This kind of mistake is often called the ex-post fallacy. 

Identifying causal links between any given treatment and a related outcome of 

interest is a complex endeavor.  As underscored by the ex-post fallacy, due to endogenous 

and exogenous factors, a policy or program only rarely has a crisp, tidy, linear, and clear 

causal effect.   

Deriving from the pioneering work of Rubin, Rosenbaum, and Holland (Rubin 

1974; Rubin 1976; Rubin 1977; Rubin 1978; Holland and Rubin 1980; Holland and Rubin 

1983; Rosenbaum and Rubin 1983a; Rosenbaum and Rubin 1983b; Rosenbaum and Rubin 

1984; Rosenbaum and Rubin 1985a; Rosenbaum and Rubin 1985b), the basic model for 
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causality in policy and program evaluation can be stated, for any particular unit of analysis, 

by assuming that the dummy variable 𝑻𝒓𝒕 is an indicator of the implementation of a 

program or policy, and 𝒀 is an outcome of interest.  If 𝑻𝒓𝒕 = 𝟎, then the program is not 

implemented at the particular unit of analysis.  If 𝑻𝒓𝒕 = 𝟏, then the program is 

implemented at the particular unit of analysis.  In this way, variations on 𝒀 are measured 

against changes on the binary variable 𝑻𝒓𝒕.   

The causal relation expressed by this basic model is built upon the idea that 

differences in outcomes of interest 𝒀, as observed between units of analysis, are due 

exclusively to the assignment to treatment 𝑻𝒓𝒕.  If this assumption is valid, then it is logical 

to say that the average difference between treatment and control units, in terms of the 

outcome of interest 𝒀, would be the net effect of the treatment 𝑻𝒓𝒕 on 𝒀.   

Although logically straightforward, estimating the impact of a given treatment is not 

an easy task basically because this simple causal framework faces many threats to its 

internal validity.   For one, this framework is only valid if treatment and control units are 

plausibly comparable to one another from the beginning.  As a thought experiment, one 

could think of resolving this problem by using the same unit of analysis in a pre-treatment 

post-treatment comparison.  However, if the unit of analysis is treated there is no way to 

know what the status of the treated unit would have been had it not received the treatment. 

This is true simply because once the treatment is implemented the unit of analysis is no 

longer comparable to what it originally was.   

If possible, the perfect setting to identify differences in an outcome of interest 

between treated and untreated units would have to be built upon the comparison of the 

same unit of analysis, at the same time, and under the same environmental conditions, 

meaning that the experiment should be conducted under absolutely comparable internal and 

external conditions. To address questions of causal inference in the policy world a 
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researcher should try to create a strategy where all other factors affecting a given outcome 

of interest remain unaltered, except for the treatment effect itself.139   

As pointed out earlier, it is empirically impossible to achieve this ideal, as once the 

unit of analysis is treated there is no way to know what would have happened if it had not 

been treated in scientific comparative terms. Once a person receives a treatment there is no 

way of knowing what that person’s status would have been without the treatment, simply 

because that person is no longer the “same” person as the one who received the treatment in 

the first place.  

In the literature this hypothetical value of 𝒀 is referred to as the counterfactual, 

meaning the hypothetically unobserved value of the dependent variable of interest absent 

the treatment.  In that sense, causal inference in the policy field is based on the comparison 

of the factual with the fictional counterfactual impact on a given outcome of interest, which 

brings an evolution from conventional regression based modeling, were counterfactuals 

were not explicitly stated (A. Colin Cameron and Trivedi 2005).140 

Simply speaking, the counterfactual aims to address the question of what would 

have happened to the unit of analysis had treatment not been assigned.  Knowing that a 

perfectly true answer to this kind of what-if question is impossible in practice, scholars 

tried to develop hypothetically unbiased estimators of the impact of absence of treatment.   

The estimation of the counterfactual effect is based on the Potential Outcomes 

Framework (POM).  The POM, initially proposed by Neyman (1923) in a paper published 

in Poland by the beginning of the 20th century,
141

 assumes that every unit of analysis of the 

                                                 
139

 In this case one possible source of bias would be a similar program implemented at the same area. There 

are ways to minimize these kinds of bias which will be addressed later in this chapter. 
140

 That is why the use of simple OLS regressions techniques fails to address the estimation of causal 

relationships of treatment and outcomes of interest.  OLS estimation results show the correlation between 

explanatory variables and a dependent one.  They do not have the explanatory power of research settings that 

clarifies the relations of causality between treatment explanatory variables and dependent outcomes of 

interest.  
141

 Neyman also suggested the use of counterfactuals, but in his case, in the agricultural sciences.  
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targeted population can potentially be exposed to the treatment.  Neyman’s work from 1923 

also delineated what is known as the Fundamental Problem of Causal Inference.  Table 8, 

below, shows the Fundamental Problem of Causal Inference, meaning that, at the individual 

level, half of the information to estimate the effect of a given intervention is missing, since 

this “half” of the information is unobservable and therefore purely based on 

counterfactuals.   

 

Table 8. The Fundamental Problem of Causal Inference 

 True Potential 𝒀𝐭 True Potential 𝒀𝐜 

Actual 𝑻𝒓𝒕: 𝑫 = 𝟏 Observe 𝒀𝐭 
Counterfactual 

(Mean Outcome of Untreated Population) 

Actual 𝑪𝒕𝒓: 𝑫 = 𝟎 
Counterfactual 

(Mean Outcome of Treated Population) 
Observe 𝒀𝐜 

 
Source: Author’s elaboration. 

 

Neyman’s basic solution for the lack of information related to the fundamental 

problem of causal inference, also depicted in Table 8, proposes, in the most trivial case, the 

use of the mean outcome value of the opposite experimental group as the counterfactual.  

Methodologically speaking, this leads to the difference-in-means estimator, which works 

nicely in ideal RCTs settings, and has the main virtue of simplicity.   

This traditional notion of a null hypothetical that leads to the calculation of average 

treatment effects (ATE) thus defines the counterfactual as the hypothetical estimate of the 

gap of the treatment effect on an outcome of interest for the treated in comparison to the 

untreated.  Therefore, for a given population the measure of causal impact is equivalent to 

the average difference in the mean outcomes of the treated and non-treated groups (Adrian 

Colin Cameron and Trivedi 2009, 5:33). 
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In comparison to research where counterfactuals are not explicitly defined the 

counterfactual theory gains importance because  

 

it helps researchers to stipulate assumptions, evaluate alternative data analysis 

techniques, and think carefully about the process of causal exposure (Morgan and 

Winship 2007, 7).  

 

This POM framework, and its use of counterfactuals to estimate causal effects, was 

later improved by a model that is now commonly referred to as the Rubin Causal Model 

(RCM) in light of Donald Rubin’s key contributions to this line of thinking elaborated in a 

series of papers published from 1974 to 1985 with authors such as Rosenbaum and Holland 

(Rubin 1974; Rubin 1976; Rubin 1977; Rubin 1978; Holland and Rubin 1980; Holland and 

Rubin 1983; Rosenbaum and Rubin 1983a; Rosenbaum and Rubin 1983b; Rosenbaum and 

Rubin 1984; Rosenbaum and Rubin 1985a; Rosenbaum and Rubin 1985b).   As a result of 

the work of these authors, the RCM is now the dominant framework in the evaluation 

sciences.   

The RCM extends Neyman’s classical notion of the counterfactual, applied in 

RCTs, to a more general framework for scientific thinking in both observational and 

experimental studies.  The RCM framework allows the researcher to more than simply 

consider the conventional average treatment effect.  It is possible, for instance, to entertain 

a distinction between the average treatment effect for the treated, and the average treatment 

effect for the untreated, assuming that in the non-parametric reality of policy observed in 

present days, spillover effects of a given policy are able to produce impact even on 

untreated populations.   

One important detail regarding the counterfactual estimation is the assumption of 

the random assignment of the treated group, as to ensure that treatment and control groups 

will be theoretically comparable from the beginning.  To bridge the gap between the 
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assumption of random assignment to treatment and the fact that most policy assignments 

are not random, scholars have focused on techniques that attempt to control for selection 

bias.  This is why most of the recent microeconometric techniques, traditionally used to 

estimate treatment effects, are based on discussions regarding endogeneity or self-selection 

issues, like for example in the work of Heckman and Smith (1998) about labor market, 

developed on the late 1990s. 

The basic idea behind the development of these techniques is that individuals who 

choose (or were chosen) to enroll in a program are, by definition, different from those who 

choose not (or were not chosen) to enroll.  The classic example explored by Heckman and 

Smith concerns market programs, in which individuals who choose not to enroll in a given 

training program may, for example, already be employed and in no need of such treatment 

(Heckman and Smith 1998). 

The use of ex post statistical adjustment techniques to mitigate problems of 

endogeneity aims to render treatment and control groups comparable from the beginning, as 

if they were randomly assigned.  For many years, the literature on treatment effects focused 

primarily on fixed-effects methods and instrumental variable techniques to address 

endogeneity.  More recently, semi-parametric methods have gained popularity since they 

entail simpler functional forms and fewer homogeneity assumptions (Imbens and 

Wooldridge 2009, 6). 

The RCM perspective has also made significant contributions to the field of 

program evaluation by emphasizing the importance of the notion of conditional mean 

independence (or unconfoundness) in non-experimental studies.  The classical assumption 

states that the selection of the explanatory variable 𝑻𝒓𝒕 is assumed to be independent of the 

outcome of interest 𝒀, once you control for 𝑿, a standard assumption in regression analysis.  

This classical assumption does not hold where endogeneity or selection bias is present.  As 

a consequence, the assumption that assignment to treatment is independent of outcomes 
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becomes problematic for researchers aiming to estimate the net treatment effects of a given 

intervention in most quasi-experimental settings. 

The Conditional Independence Assumption, in contrast, highlights the fact the 

counterfactual must take into account potential confounding variables in order for 

independence of assignment to treatment and outcomes to hold.  Once accounted for, 

selection into treatment is considered independent of potential outcomes.  

 

𝒀𝒊
𝟏, 𝒀𝒊

𝟎 ⊥ 𝑻𝒓𝒕𝒊|𝑿𝒊 

 

The RCM neatly motivates the use of propensity scores to reduce the 

dimensionality of problems encountered in pure matching techniques or regressions.  This 

distinctive use of the RCM is explored in this dissertation through the use of propensity 

scores as weights applied to the DiD models, to minimize potential endogeneity due to 

selection biases arising from the effect of covariates 𝑿 on the binary Pastoral treatment 

variable 𝑻𝒓𝒕.  This proposed use of propensity scores is equivalent to thinking of 

propensity scores as balancing scores that yield robust estimators through balancing and 

adjusting models that are more likely to be able to control for selection bias and, therefore, 

endogeneity.  This use of propensity scores remains distinct in that the most popular use of 

propensity scores lies in non-parametric techniques for matching treatment observations 

with controls.  

Constructing models to estimate proper counterfactuals and research assumptions is, 

first of all, a theoretical exercise. The formulation of econometric models and specifications 

in this dissertation is based on logic modeling tools, such as those proposed by the 

Complete Logic Model and the Theory of Change approaches. 

Besides having a good model, theoretically and logically fitted to estimate causal 

inferences between a given treatment and an outcomes of interest, the choice of estimators 
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to be used, as well as the knowledge about the availability of data suitable for this kind of 

exercise are instrumental issues.  Together, these factors greatly influence the choice of 

counterfactuals that can actually be estimated.   

Research constraints derive from external validity issues.  The initial challenge in 

this case is to model the causal relationship of a given treatment, and the changes in the 

outcome of interest that can be ascribed to the treatment in question.  Then, one must be 

sure that the findings are robust and applicable to similar populations or settings.  It is in 

this context that the Program Theory and the conceptual framework developed in Chapter 3 

gain importance.   

In this dissertation the proposed quantitative impact evaluation aims to test the 

Pastoral effectiveness regarding the overall observed reduction of infant and child mortality 

in Brazil.  In this particular case it is important to, on beforehand, address questions related 

to the proposed analytic strategy, the quality of data, and the selection of proper and 

available methods to perform the task at hand.  

 

7.1. ANALYTIC STRATEGY 

Methods of treatment effect parameters estimation are built upon many technical 

sources and disciplines, consequently receiving many scholar influences.  In terms of 

research design, for instance, one can say that currently used designs within the policy field 

derive from a variety of methods, including from early agricultural Latin Squares and 

modern medical double blind tests.  The relevance of experimental designs draws on the 

fact that the random assignment to a given policy greatly strengthens the comparability of 

treatment and control units of analysis. 

The gold standard in so-called evidence-based research (or evidence based 

management for that matter) is achieved through the use of randomized control trials 

(RCTs) that resemble laboratory-like experiments.  The terminology used in the policy 
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evaluation field is actually mostly borrowed from medical sciences.  Experimental 

assignment to the treatment in terms of policy means that a random mechanism, such as a 

lottery, is used to determine who will be selected into treatment and who will not.   

The truth is that besides its scientific value, the use of experimental designs is 

limited within the policy evaluation field of knowledge.  This is mainly due to the fact that 

social scientists, M&E professionals and researchers in general have little control over the 

assignment process that determines who is treated, or not, by a given program.  These 

professionals are also challenged by their lack of control over the collection and 

manipulation of administrative and input data.  Even when there is an opportunity and the 

will to conduct experimental research to evaluate a policy before its broader dissemination, 

there are still moral and ethical problems regarding the non-assignment of needy people 

just because they are part of a social experiment.  Furthermore, collecting experimental data 

is usually very expensive and time consuming, which makes it hard to find experimental 

data for treatment effect research. 

The next best thing to do in the absence of random assignment is to conduct quasi-

experiments.  Quasi-experiments use research designs that resemble treatment and control 

groups, comparable at the beginning of a given experiment, as if the treatment was 

randomly assigned.  In this way a social scientist is capable of isolating and estimating the 

counterfactual effect of a given intervention even if the assignment to the treatment is not 

random.  Given the fact that most policies in present days are targeted policies, the gold 

standard of randomized control trials are difficult to achieve in the real world of policy 

making.  

Recent developments in causal inference research seems to suggest the emergence 

of a trend based on the use of design-based evaluations and natural experiments rather than 

the traditional approach towards treatment effects estimation, characterized by 

observational studies, randomized control trials, experimental, and quasi-experimental 



 

 

 

278 

designs (Dunning 2012).  The tendency of using design-based evaluations and natural 

experiments also underscores a growing proximity between theory and practice, as these 

approaches are more likely to produce policy relevant implications of practical use.  

Given the lack of experimental data in this study of the Pastoral, the estimates 

produced in this research are all based on quasi-experimental designs and observational 

data, although the use of logic modeling and observational data approximates design-based 

evaluation and natural experiments.   

Quasi-experiments can be thought of  

 

as a setting in which some causal variables change exogenously and independently 

of other explanatory variables, making it relatively easier to identify causal 

parameters (Cameron and Trivedi 2009, 5:32).   

 

Complementarily, Cook and Campbell define the distinction of quasi-experiments 

in relation to experiments.  According to these authors, quasi-experiments  

 

have treatments, outcome measures, and experimental units, but do not use random 

assignment to create the comparisons from which treatment-caused change is 

inferred (Cook and Campbell 1979, 6).   

 

Although different, quasi-experiments, like experimental designs, are useful in 

establishing links of cause and effect that cannot be inferred through plain correlation 

analysis.  The so-called Age of Regression underscores the importance of understanding 

and surpassing the correlation-causation divide.  It is important to differentiate the focus on 

equations on outcomes, as typical for the Age of Regression, where counterfactuals are not 

properly stated, from the proposed strategy of quasi-experiments that is based on the careful 

identification of causal inference, of which the main result consist in the estimation of 

proper counterfactuals (Morgan and Winship 2007).  In this dissertation this discussion is 
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further developed since the quasi-experiments here developed are guided by the principals 

of natural experiments.   

Estimating impact is a fundamental part of the academic development of policy 

sciences, and more specifically policy and program evaluation.  Through the use of quasi-

experimental designs as well as appropriate methods and techniques it is possible to isolate 

the net effect of a treatment from the effect of other unobservable and confounding factors.  

That said, it is easy to understand a proposed analytical framework were holding all other 

factors constant makes it possible to build a ceteris paribus model where just changes due 

to treatment effects can be measured in relation to a given outcome of interest variation. 

Given the characteristics of the data and the Pastoral program implementation this 

analyzes entertain both parametric and non-parametric estimators of the Pastoral program’s 

impact, as measured throughout the entire country. 

The analytic strategy proposed in the scope of this dissertation is based on condition 

on variables as suggested by Morgan and Winship (2007),  

 

with procedures such as stratification, matching, weighting, or regression, that block 

all back-door paths from the causal variable to the outcome variable (pp. 26). 

 

The analytic strategy of condition on variables supports the identification of causal 

inference and thus the estimation of proper counterfactuals to the Pastoral program.  Quasi-

experimental designs, Difference-In-Differences (DiD), Fixed-Effects, and propensity 

scores are combined to produce a modeling strategy where the aim is to have the policy 

counterfactual as the most comparable perfect element to the factual (the measured 

treatment effect).  In other words, these methods are used to produce a better estimation of 

the counterfactual, aiming at reducing bias due to endogeneity, which results in smaller 

overall error terms, and therefore producing robust estimators of the Pastoral net effect.   
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The estimation of the effectiveness of the Pastoral in reducing infant and child 

mortality rates will be derived basically from three intertwined main research strategies: i) 

the use of  the Differences-in-Difference (DiD) technique, which evolves to incorporate 

control variables and interaction terms; ii) the adaptation of the DiD into a two-way fixed-

effects format, supposedly able to address bias due to time and space variation; and iii) a 

strategy built upon the need to correct for selection bias, using propensity score methods 

and inverse probability weights (IPW), resulting in a more sophisticated analysis.   

 

7.2. DATA AND SAMPLE 

The quantitative analysis of this dissertation draws from seven main sets of data. 

Primary input data is provided by (1) the Pastoral program.  Outcomes of interest are 

provided by (2) the Municipal Human Development Index (HDI-M) database produced by 

UNDP Brazil and the Fundação João Pinheiro (FJP), and by (3) the Ministry of Health 

database (DATASUS).  Control variables are also provided by the HDI-M database and the 

DATASUS as well as databases from (4) the Ipeadata, and (5) censuses and household 

surveys of the Brazilian Institute of Geographic and Statistics (IBGE).  Finally, policy data 

on conditional cash transfer and basic health programing, presumed confounding factors of 

the Pastoral’s effect, is produced, respectively, by (6) the Ministry of Social Development, 

and (7) the Ministry of Health. 

The Pastoral dataset consists of monthly community reports on thirty variables, 

including input and monitoring covariates as well as 2.8 million observations.  Each 

observation represents a monthly report from a given community.  The panel data used in 

this dissertation began to be collected in January 1988, when the Pastoral started to produce 

records. In total, there are 184 monthly registers up through April 2004. 

The Pastoral database comprises more than thirty thousand communities, and 5,121 

parishes, which are organized around 252 dioceses, distributed over 5,506 municipalities.  
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The data collection instrument is called the Basic Health Monitoring Worksheet 

(Formulário de Atenção Básica de Saúde – FABS).  The FABS includes responses to many 

questions regarding the characteristics of each community as well as many indicators of the 

evolution of the Pastoral’s work, including descriptive data on treated families, monitored 

pregnant women and children, as well as infant death records.  The FABS are collected in 

paper at the community level and processed by the Pastoral at municipal, state, and the 

national levels. Every record is registered three times and cross-checked to assure 

consistency and robustness.  Although the Pastoral’s presence in a given municipality is 

ultimately defined in terms of a binary indicator variable, the richness of the Pastoral data 

was instrumental in refining the overall research strategy, to address questions related to 

targeting and coverage, and to support the definition of what constitutes the meaningful 

impact of the Pastoral program. 

The database of the Municipal Human Development Index (HDI-M), developed by 

UNDP Brazil and the Fundação João Pinheiro (FJP), is built upon data from the Brazilian 

Census.  This is an innovative form of using the HDI in Brazil and facilitates cross-

municipal (i.e. territorial) comparison.  With 200 socio-economic indicators, calculated for 

all 5,507 municipalities in Brazil, this is the data set most used in the scope of this 

dissertation.      

The DATASUS is designed to be the government’s main instrument for 

accountability in the area of health policy, providing information for users and 

policymakers, with different levels of access and aggregation, about the health policy 

coverage and its presumable effect on a series of health outcomes, and demographic, and 

socioeconomic characteristics.  The DATASUS database also comprises indirect estimates 

of infant mortality from 1989 to 1998, which are used in the scope of the fixed effects 

analysis.  The DATASUS database is organized as a pooled cross-section time series with 

integrated data on demographic characteristics such as age groups, sex, race and ethnicity, 
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etc.  However, the DATASUS faces problems in dealing with the harmonization of data 

over time, due to observed changes in the definition of spatial units of analysis.  

The DATASUS is the main source of information provided by the Ministry of 

Health on matters relating to Brazil’s unique and universal health system, one of the largest 

public systems of universal health in the world.  The DATASUS recently underwent a 

managerial reform that improved its efficiency, increased its coverage, and improved data 

quality.   

Three national information systems of the DATASUS interact to provide data for 

the indirect demographic estimations of infant and child mortality: (1) the Mortality 

Information System (SIM –  Sistema de Informações sobre Mortalidade) that registers 

deaths; (2) the Live Births Information System (SINASC – Sistema de Informações sobre 

Nascidos Vivos) that registered life births, and; (3) the  Basic Health Care Information 

System (SIAB - Sistema de Informação da Atenção Básica), comprising complementary 

information about deaths and births, as collected from PACS and PSF teams in locations 

where the other two civil registration systems lack presence. 

Besides providing data about the outcomes of interest used in the scope of this 

dissertation, the DATASUS produces data and information on the coverage of public health 

within the country, the financing of health policy, institutional characteristics of health 

providers, and demographic profiles of users and health professionals.   

The Ipeadata database is another pooled database of macroeconomic, regional, and 

social information that draws from Census data and other sources to produce harmonized 

macroeconomic indicators based on municipalities, states, and minimal comparable areas 

(MCAs), where possible.  Although focused on macroeconomics, the Ipeadata database 

offers a standard format for accessing data, and thus facilitates the merging of data from 

distinct sources of metadata.  Most recently, IPEA began to work with themes supposedly 

external to its main mandate, such as for example gender and ethnic-racial equality.  
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Although some criticism about the proper role of IPEA has dominated the Brazilian media 

in recent years, especially under Dilma’s administration, IPEA remains an important 

research institute, with close links to the federal government, one that produces a 

significant quantity of relevant information on the status of Brazil’s development.  

The Brazilian National Institute of Statistics and Geography, IBGE, is the main 

source of metadata in Brazil.  IBGE is a renowned institution, famous world-wide for the 

quality of its work as well as for its widespread use of smartphones and GPS devices during 

the data collection process.  Finally, data from the Ministry of Social Development and the 

Ministry of Health provide information on coverage and input data of the Bolsa Família 

conditional cash transfer program and the Basic Health Agents (PACS) programs, used in 

this dissertation as controls in policy adjusted models and specifications.  

On the one hand, having multiple data sources adds complexity to the task of 

estimating the impact of the Pastoral program.  On the other hand, the multitude of views 

and comparisons offered by the use of several databases in the scope of this dissertation 

supports a layered view of the Pastoral’s impact, making it possible to approach and 

analyze this impact from different perspectives accordingly to the data at hand, in different 

periods of time, and in different contexts.  The complexity notwithstanding, this multiple 

view does help facilitate the identification of tendencies and strategic changes of 

controlling variables and outcomes of interest.   

The sample used in the scope of this research includes information on all Brazilian 

municipalities that existed in 2000, 1991, and 1980.  During this time period, however, the 

map of Brazilian municipalities underwent a great deal of change.  As in the case of 

Brazilian institutions more generally, many changes were made – and continue to be made 

– in wake of the adoption of the 1988 Constitution, including the definition of the current 

makeup of Brazilian subnational governments. The 1988 Magna Carta also determines the 

shape of the current structure of government, its key characteristics and general policy 
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obligations.  The Constitution therefore defines the distribution of attributions and 

responsibilities to the different levels of government that establishes how the federative 

units relate to each other administratively and financially. 

As illustrated in Table 9, below, the number of municipalities in Brazil increased by 

38% over the period of study.  In 1980, Brazil had 3,991 municipalities compared to 5,507 

municipalities in 2000.  The North region more than doubled its number of municipalities. 

In the South and West Center regions the increase in numbers of municipalities was around 

60%, and even in the regions where the original occupation of Brazil began, the Southeast 

and the Northeast, the increase was, 18% and 30% respectively. 

 

Table 9. Growth in the Number of Municipalities (1980 to 2000) 

 1980 1991 1993 1997/2000 
Growth 

Rate 

Brazil 3,991 4,491 4,974 5,507 38.00% 

North 205 298 398 449 119.00% 

North East 1,375 1,509 1,558 1,787 30.00% 

South East 1,410 1,432 1,533 1,666 18.20% 

South 719 873 1,058 1,159 61.20% 

West Center 282 379 427 446 58.20% 

 

Source: IBGE. Divisão Administrativa Municipal. Ajustamento da Divisão Regional and  
IBAM. Banco de Dados Municipais (IBAMCO). 

 

According to these figures, it appears that regions with the greatest number of 

municipalities in 1980, such as the Northeast and the Southeast regions, did not experience 

as significant an increase as the other regions.   

In 1980, municipalities in the Northeast (NE) represented 34.4% of the total.  At the 

same time, the Southeast (SE) accounted for 35.3% of the total.  Today, the figures have 

decreased to 32.4% (NE) and 30.2% (SE). 
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The states with the highest number of new municipalities were Rio Grande do Sul 

(16.9%), Minas Gerais (8.3%), Paraná (6.9%) and Piauí (6.9%).  The states with the lowest 

number of new municipalities were Goiás (4.8%), São Paulo (4.7%), Pará (3.8%) and 

Paraíba (3.8%) (Bremaeker 2001, 7). 

Many municipalities developed from small settlements, usually stimulated by some 

special form of economic activity, historical context, and political interest.  One clear 

example is the municipality of Curionópolis, created in 1988 in the state of Pará.  The gold-

mining area of Serra Pelada provided the economic leitmotif for the creation of 

Curionópolis.  By 1980 this was considered the biggest gold-digging area in the world, with 

an estimated 80 thousand Brazilians who went there to pursue the dream of a better life and 

sometimes instant wealth.   

The city was named after Colonel Sebastião “Curió” Rodrigues de Moura, a corrupt 

military officer linked with the torture and assassination of members of the Araguaia 

guerilla that were part of the armed movement against the military dictatorship in Brazil in 

the 1960s.  The Araguaia revolution was organized by militants from the Communist Party 

of Brazil who were trying to promote a communist revolution in Brazil, inspired by the 

teachings of Mao Zedong.   

In line with Curió’s background, this settlement was governed with an iron fist. 

Moreover, Curió saw great political opportunity when discussions about the creation of a 

municipality began by the mid-1980s.  As a result, Curionópolis was created in 1988 

drawing from parts of what are now the municipalities of Marabá, and Eldorado do Carajás, 

in a region that remains scarred by violence and land conflict.  Sebastião Curió became a 

congressman and mayor of Curionópolis, which remained the source of most of his 

political support.  Curionópolis now has around 18,000 inhabitants (IBGE Censo: 2010). 

Given Curió’s participation in torture and assassinations during the dictatorship, a proposal 

to change the name of the municipality is currently under consideration.  The history of 
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Curionópolis is similar to the history of hundreds of new municipalities in Brazil, in the 

sense that a combination of political and economic interests, in a given historical context, 

prevailed over reasoned policy deliberation in terms of setting the political boundaries of 

Brazilian federative entities.  

Figure 34, below, shows that the process of creating new municipalities was 

centralized in the years that followed the 1988 Constitution, and was marked by three 

waves.  In 1991, the increase in the number of municipalities from 1980 was 12.5%. In 

1993, the figure had increased to 24.6%, and in 1997 the number reached 37.9%.  The 

average number of new municipalities per year inflated 1.13% throughout the first wave. In 

a second wave, the increase accelerated to 1.89%, followed by a third wave of 2.22%. 

 

Figure 34. The Creation of New Municipalities Took Place Especially After the 1988 

Constitution 

 
 

Source: IBGE, 2008. 

 

By 2001, Brazil incorporated an additional 54 municipalities. All of these 

municipalities had been established before 1996 but had been subject to delays in 

implementation.  Currently, there are 5,561 municipalities in Brazil.  Since 2001 no new 

municipality has been established in Brazil.  This abrupt change is due to the proclamation 

of the Constitutional Amendment no 15 of December 12, 1996, which altered the text of 
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Paragraph 4o in Article 18 of the Brazilian constitution.  The new text establishes that the 

creation of a new municipality must be a subject of a new complementary federal law that 

determines the time frame of the creation process, the criteria for the now requested 

“Municipal Viability Study”, and that the population of all origin municipalities should 

participate in the plebiscite.  Although a new proposal to change the Constitution, and 

permit the creation of new municipalities, was approved in 2013, President Dilma Roussef 

exercised her right to veto this law, with the argument that such new law would generate 

new and substantial expenses, as around 200 municipalities were expected to be created if 

the law was promulgated by the Presidency.  

For the purposes of this dissertation, these dramatic changes in territory can be 

addressed from several different perspectives, including dropping units of analysis that 

changed over the period, or by harmonizing data so that units of analysis have comparable 

areas.   Dropping municipalities that have changed their territory over time will result in a 

substantial decrease in the number of municipalities used as units of analysis.  This would 

mean that all new 1,516 municipalities as well as a similar, or even higher, number of 

municipalities that supplied part of their territories for the creation of these 1,516 

municipalities would have been dropped.  Furthermore, it is reasonable to think that the 

changed municipalities would be radically different from the unchanged ones.  In this case, 

besides the reduction of the number of municipalities addressed in the scope of this 

dissertation, due to internal and external validity issues, results obtained from this 

diminished sample, composed only by unchanged municipalities, could hardly be 

extrapolated by the totality of the Brazilian municipalities.   

Given the challenges of working with territorially unchanged municipalities, the 

decision was made to mainly use harmonized data that would allow for a proper 

comparison between the similar units of analysis over time.  In this case, two options were 

available.  Initially, as proposed by the Ipeadata, this could be achieved by grouping 
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municipalities in minimal comparable areas (MCAs).  These MCAs can be defined as 

already existent aggregation of meso-regions and micro-regions, established by the 

Constitution of 1988 that are used to integrate the planning and organization of the public 

sector.  Currently, Brazil has 137 meso-regions and 558 micro-regions. As an example, one 

can cite the work performed by Potter, Schmertmann and Cavenaghi to address how 

Bayesian methods can be used  in development affected the evolution of fertility rates in 

Brazil from 1960 to 1991 ( Potter, Schmertmann, and Cavenaghi 2005).  However, given 

the fact that, in this case, the MCAs would have different institutional settings, the use of 

this approach might jeopardize the proper identification of policy implications, since most 

health and social policies in Brazil are directly implemented by municipalities, as is the 

case of the CCT Bolsa Família and the PACS community health program.  Simply put, one 

MCA could be composed by up to several municipalities,
142

 while others by only one (as in 

the case of the unchanged municipalities), and that would make them hardly comparable in 

terms of social and health policy. 

The second strategy to harmonize the data to produce comparable units of analysis 

is the one implemented in the FJP and UNDP Brazil database.
143

  Here, the municipal 

boundaries of 1991 and 2000 are used to retroactively produce indirect estimations of 

outcomes of interest as well as socioeconomic and demographic covariates that are used in 

the scope of this dissertation to infer to which degree the Pastoral program was responsible 

for the decrease of infant and child mortality rates in Brazil from 1980 to 2000.  The FJP 

UNDP database is already harmonized to allow for the proper comparison of municipalities 

over time in Brazil. It therefore seemed to be the best choice for the production of relevant 

                                                 
142

 As an example, the states of Acre, Roraima, and Amapá would have to be aggregated to MCAs composed 

respectively by 22, 15 and 16 municipalities to create comparable areas between 1980 and 2000.  
143

 The author thanks Dr. Diana Sawyer from the International Policy Centre for Inclusive Growth (IPC-IG) 

from the United Nations Development Programme (UNDP) for her guidance in identifying the FJP UNDP 

database as the appropriate database to conduct this aspect of the evaluative exercise proposed by this 

dissertation. 
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information that could support the proper identification of evidence and findings, which in 

turn could answer the main hypothesis regarding the effectiveness of the Pastoral in 

reducing infant and child mortality. Moreover, it allows for the systematization of relevant 

and applicable policy implications.   

 

Figure 35. The Mosaic of Brazil’s Municipalities (2000) 

 
Source: Author’s elaboration. 
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7.3 MEASUREMENTS 

Outcomes of Interest 

Infant and child mortality are synoptic indicators that symbolize a comprehensive 

view of the level of development of a given territory.  This is so because the infant and 

child mortality of a given population is partially determined by general social conditions, 

such as maternal access to education, availability of clean water, and proper sanitation.   

Usually, the primary sources of data for the calculation of infant and child mortality 

rates are civil registration systems.  For the United Nations, civil registration systems are 

conceptualized as  

 

the continuous, permanent, compulsory and universal recording of the occurrence 

and characteristics of vital events pertaining to the population as provided through 

decree or regulation in accordance with the legal requirements of each country 

(United Nations Statistical Division 2002, 84:5). 

 

Examples of civil registration documents are certificates of birth, death, marriage, 

and divorce.  These documents are parts of anyone’s quotidian life, since they support the 

establishment of citizenship by providing documental proof regarding one’s age, birth 

place, parental relationships, civil status, etc.  Apart from the role of guarantors of 

individual rights, civil registration systems also serve as the main source for vital statistics.  

Although these systems do not provide perfect data, there is no other data gathering method 

as universal and constant as civil registration systems (UN Statistical Division 2002).  

Theoretically, civil registration systems are also less likely to be biased from 

sampling errors, as they are supposedly universal regarding the data collection process. 

Vital records are customarily used to build population estimates and projections, to produce 

health indicators such as infant and child mortality rates, and for planning and evaluation of 

health interventions, especially regarding child and maternal health services. Table 10, 

below, shows the main statistical uses of vital records, as listed by the UN (2002). 
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Table 10. Statistical Uses of Vital Records 

Item Specific Use 

1 For preparing population estimates and projections; 

2 In cohort and periodic studies; 

3 For construction of life tables; 

4 

In preparing health indicators, such as infant mortality rates, 

neonatal mortality rates, post-neonatal mortality rates, maternal 

mortality rates, etc.; 

5 As starting points in retrospective epidemiological studies; 

6 
In public health programs in the absence of morbidity data, or for 

health education; 

7 In maternal and child health services for planning and evaluation; 

8 For fertility data in family planning; 

 
Source: UN Handbook on Training in Civil Registration and Vital Statistics Systems 2002. 

 

Civil registration systems also play an important role in monitoring causes of death, 

guiding interventions to prevent the spread of epidemics, and developing policies focused 

on specific sub-populations. Table 11, below, shows selected administrative uses of vital 

records, listed by the UN and related to this dissertation. 

 

Table 11. Administrative Uses of Birth and Death Records 

Birth Vital Records 

1 In public health programs in post-natal care of mother and child; 

2 In other public health programs to identify population at risk; 

3 For administering social services and social programs; 

Death Vital Records 

4 In public health programs to control infectious diseases; 

5 In health research of maternal or infant death; 

6 In epidemiological research; 

7 For studies of mortality differentials by age, sex, occupation etc. 

8 In historical demography research involving long-term trends; 

 
Source: UN Handbook on Training in Civil Registration and Vital Statistics Systems 2002. 
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   Despite the tremendous value of civil registration systems as a data source, they 

remain open to biases attributable to practical administrative and other problems.  These 

biases are especially acute in the estimation of infant and child mortality rates in developing 

settings. 

As previously mentioned, Brazil’s main source of information on vital statistics, the 

DATASUS, is built by merging three separate database systems: 1) the Mortality 

Information System (SIM – Sistema de Informações sobre Mortalidade), that register 

deaths; 2) the Live Births Information System (SINASC – Sistema de Informações sobre 

Nascidos Vivos), that register life births; and 3) the Basic Health Care Information System 

(SIAB – Sistema de Informação da Atenção Básica), that comprises complementary 

information collected by PACS and PSF teams.  Two of these three systems are directly 

linked with the civil registration system (SIM and SINASC), whereas the third (SIAB) is 

based on family health strategies, providing important information, specifically in micro-

municipalities, about the poorest of the poor populations, as targeted by this strategy.  

According to two officers from the Ministry of Health interviewed in the process of 

carrying out this dissertation research (who chose to remain anonymous), up to 6% of the 

number of reported deaths in any given year can be attributed to flaws in the process of data 

collection and manipulation. According to the two informants, this is mainly due to 

operational problems and is geographically concentrated in specific areas of the Northeast 

region, as well as to the North as a whole.   

The truth is that the quality and coverage of civil registration systems vary widely 

across and within countries.  Therefore, the rule of thumb for a demographer (or policy 

analyst and/or evaluator) should be, first of all, to have deep knowledge of the vital records 

system under analysis, including its main characteristics, strengths, and weaknesses, and 

then devising a proper strategy for using this data. This includes using it as it is presented, 

or by producing indirect estimates.   
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In the case of Brazil, estimates of infant mortality rates in micro-municipalities is to 

some extent unreliable, simply because the rarity of births, or infant and child deaths might 

hinder the calculation of proper infant and child mortality rates in cities with fewer than 

20,000 inhabitants.  A way of dealing with these unreliable estimates is to use indirect 

estimation methods. An interesting example of indirect methods is the use of the Brass 

Method, or other approaches based on Bayesian methods.  Good examples of this are 

proposed by Assunção, Schmertmann, Potter, and Cavenaghi (2005), and McKinnon 

(2010). Working with census data, these authors use a spatial smoothing Bayesian process, 

which borrows information from neighboring areas, to produce more robust and accurate 

information about child mortality patterns in Brazil at the municipal level.    

Infant and child mortality rates are composite indicators.  The estimation of infant, 

as well as child mortality rates, consists of two components.  The first component is the 

number of children born in a given year.  The other component is the number of children 

that die in that same year under the age of one completed year (for infant mortality) or 

under the age of five completed years (for child mortality rates).  Thus, the infant or child 

mortality rates are calculated as the ratio of infant and child deaths to total live births. 

According to Carvalho, Sawyer, and Rodrigues (1994), by definition, the outcome 

of interest 𝐘 the infant mortality rate, is measured as follow: 

 

 

𝐘(𝒏𝒋) =  
 𝟏
 𝑶𝒐,𝒋

     (𝒏,𝒋)
+  𝟏

 𝑶𝒐,𝒋+𝟏
     (𝒏,𝒋)

𝑵𝒋
 (1) 

 

where:   

𝑵𝒋 represents the number of live births;  

 𝟏
 𝑶𝒐

     (𝒏,𝒋)
 is the number the children that died under one year of age (or five if one intends 

to measure child mortality rates) in year j, and; 
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 j and  j+1 are the years in which the deaths and births occurred.
144

   

 

The numerator of infant or child mortality rate takes into account the deaths of 

children under one year, as occurred over a two years period, to properly calculate the 

infant mortality rate.  Most of the time, however, the use of the two-year period is 

practically impossible due to the process of the data collection within the scope of the civil 

registration system.  Therefore, the infant mortality rate estimated for the North and 

Northeast regions of Brazil is based on a simplified formula: 

 

 
𝒀𝒋 =  

 𝟏
 𝑶𝒐,𝒋

     

𝑵𝒋
 (2) 

 

where: 

 𝟏
 𝑶𝒐,𝒋

      is the number of children under one year that die independently of the year they are 

born. 

 

Child mortality rates have an analogous formula in which the numerator is replaced 

by the number of children up to five years of age that died in a given year. 

The DATASUS and HDI-M databases, which are main sources of outcomes of 

interest data for this dissertation, pose similar problems in the estimation of infant and child 

mortality rates in Brazil, including high heterogeneity due to rarity of infant and child 

deaths in micro-municipalities.  With technical support from the Centre for Development 

and Regional Planning (CEDEPLAR) of the Federal University of Minas Gerais (UFMG), 

FJP and UNDP coordinate an effort to produce indirect demographic estimations, using 

methods such as the Brass Method and a Bayesian approach, that are then adapted to 

                                                 
144

 In this more sophisticated indicator, as children born within a given year will only become one year old in 

the next year, usually a period of two consecutive years is used for any given calendar year.   
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Brazil’s micro-municipalities.  In the HDI case, state level mortality patterns are used to 

produce a function of the municipal mortality pattern, using (when necessary) similar 

demographic cohorts as a benchmark.  Methods like these are also used by the DATASUS 

to deal with problems linked with sub-registration of deaths and births (in this case to a 

smaller scale), as well as changes in demographic dynamics observed in municipalities with 

20 thousand inhabitants or less.  

 

Treatment Input Variable 

The empirical base of the study draws from records maintained by the Pastoral 

program itself since 1988.  The data source for the treatment variable is originated from 

monthly reports from the Pastoral called Worksheet of Basic Health Monitoring (Folha de 

Acompanhamento Básico de Saúde – FABS).  The FABS responses to numerous questions 

regarding the characteristics of each community as well as a series of indicators related to 

carrying out Pastoral’s work.  Ideally, every community treated by the Pastoral in a given 

month should have a FABS reporting the nature and magnitude of the intervention 

implemented as well as general information about the well-being of the beneficiary 

population. 

The FABS has information mostly on specifics about Pastoral program inputs, as 

well as monitoring data, however there are gaps in the data across time.  Figure 36, below, 

shows the seasonal behavior of the Pastoral records. Note, for example, that the registration 

of the FABS decreases substantially and consistently every January.  The consistency of 

this pattern over the years suggests that the treatment is discontinued every year during 

January.  According to the Pastoral’s national coordination, what is actually happening   is 

that many of the communities are not organized enough to produce their registers in a 

period in which the majority of Brazilians are traveling on vacation.  In many cases, in the 
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absence of the Pastoral’s leader, there is no person available to fill in the FABS and send it 

on to Pastoral’s national headquarters.   

 

Figure 36. The Monthly Pattern of Registration of the FABS over Time 

 
 

Source: Author’s elaboration based on the Pastoral Database 

 

The monthly analysis of the FABS per community shows that 81% of the 

communities in the database account for more than 80% of the total number of expected 

FABS filled in and filed in the database.  On the other hand, only 0.09% of the 

communities in the database have less than 8% of the total number of expected FABS 

completed and filed in the database (N≈2.8 million). 

An analysis of missing treatment input data can shed some light on possible effects 

of missing data on the intensity of the Pastoral treatment and the potential bias missing data 

can have in terms of estimating program effects.   

Two assumptions influenced the missing data treatment.  The first assumption 

defines the probable causes of the non-registration of the FABS by a given community in a 

given month.  Four reasons were defined as probable causes for the absence of the FABS in 

a given community in a given month.   
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The first reason occurred when the Pastoral was recently implemented, and in this 

case there was no information available for the production of the FABS.  The second reason 

for the absence of the FABS is the lack of community organization.  Poorly organized 

communities were generally not able to steadily produce data for the FABS on a monthly 

basis.  The third reason is the discontinuation of activities.  The Pastoral’s activities are 

dynamic in the sense that they are easily initiated and interrupted.  The last cause for the 

absence of the FABS in a given community is a wrongdoing in the process of collecting 

and reporting data. 

The second assumption for the missing data treatment has to do with the arbitrary 

definition adopted in this research to define which kind of missing data that should be 

treated.  Based on the first assumption, the only case where there is no need for missing 

data treatment is when the Pastoral treatment is discontinued.   

The first step, in terms of treating missing data, was to identify whether a 

community has missing data rather than a lack of Pastoral treatment and define 

communities where the absence of records were higher than three sequential months as 

communities where the Pastoral’s treatment was, for any given reason, discontinued. In 

those communities where the treatment was discontinued there was no need to treat for 

missing data.  Communities that lacked less than three sequential months of FABS reports 

were assumed to be, either poorly organized communities, where the Pastoral’s treatment 

was not discontinued, but where the leaders were not able to produce the records, or 

communities that faced problems related to registering and processing their data.  Table 12, 

below, shows four configurations of missing data lag intervals presented in the Pastoral 

database accordingly to the proposed assumptions previously cited. 
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Table 12.  Patterns of Missing Data Sequences in the Pastoral Database 

 

Two 

previous 

months 

Previous 

month 

Given 

month 

Following 

month 

Two 

following 

months 

Number of 

Missing 

FABS 

One Lag Run  ×  ×  133,476 

Two Lag Run A  ×   × 
35,335 

Two Lag Run B ×   ×  35,335 

Three Lag Run ×    × 
15,468 

Total of Missing FABS in the Pastoral Database 219,614 

 Missing FABs; × Registered FABs. 
 

Source: Author’s elaboration based on the Pastoral Database. 

 

In total there were 219,614 observations characterized as missing data in the 

Pastoral database. However, only the missing data in the conditions of one lag or two lags 

run above were treated as missing data, comprising less than 8% of the total records.  Three 

period lag cases are considered a sign that the Pastoral treatment was not properly 

implemented during the period of these three lag runs.  

As a second step, two different strategies for replacing missing data were adopted.  

In the first strategy, missing values were substituted by the average value of the input 

variable in question of the communities at stake.  The second treatment substitutes the 

missing value in a given month by the arithmetic mean of the two neighboring observations 

of a given input variable.  Both treatments were applied for the following key input 

variables: number of Pastoral leaders by month within a community; number of families 

treated by the Pastoral by month within a community; and number of children up to six 

incomplete years registered by Pastoral’s leaders by month within a community.   
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Table 13, below, shows that the difference between the original database and the 

corrected databases in terms of: (1) the average value for each community, and; (2) the 

arithmetic mean of the neighborhood observations, in relation to the input variables 

measuring the number of Pastoral leaders, treated families, and registered children within 

each community, is, at the most, marginal.  

 

Table 13. Original and Missing-Data Corrected Databases at the Community Level 

 

Original Database 

Average Mean 

Treatment for Missing 

Data Database 

Arithmetic Neighboring 

Treatment for Missing 

Data Database 

 Mean Std. Dev. Mean Std. Dev. Mean Std. Dev. 

Number of Leaders 3.855 3.680 3.800 3.550 3.792 3.602 

Treated Families 35.262 43.719 34.725 41.919 34.624 42.663 

Registered Children 50.549 53.833 49.899 52.352 49.756 52.993 

 

Source: Author’s elaboration based on the Pastoral Database 

 

Several sensitivity tests were conducted to define the proper format of the Pastoral 

input variables used in this dissertation.  Initially, the selected input variables were 

aggregated to the municipal level.  Two main analytical approaches were used, based on the 

relative intensity of the Pastoral treatment in terms of the size of the treated population in 

comparison with the overall municipal population, and the intensity of the Pastoral in terms 

of number of months that the Pastoral was implemented in each treated municipality.   

Figure 37, below, shows that the Pastoral was able to increase the intensity of its 

coverage in between 1991 and 2000.  In 1991, 59.82% of the municipalities had a level of 

coverage below 10%, and only 0.72% of the municipalities had a coverage of the 

population aged 0 to 6 higher than 75%.  The data show that municipalities with higher 
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coverage have in general smaller sized populations.  On the other hand, in 2000, 33.91% of 

the municipalities had a level of coverage below 10%, and in 2.81% of the municipalities 

the level of coverage was higher than 75%.  Again, these municipalities where the Pastoral 

was able to register most part of its targeted population of children 0 to 6 years of age, are 

outlier municipalities.  On average, yet with an extremely high level of heterogeneity, the 

coverage of the Pastoral reached, 12.28% of its target population in 1991. In 2000, the 

figure had increased to an average 22.39%.  

 

Figure 37. The Intensity of Pastoral Coverage of Municipalities in 1991 and 2000 

 
 

Source: Author’s elaboration based on Pastoral Database. 

 

The previous analysis was focused on two slices of data from the years of 1991 and 

2000.  The relative intensity of the Pastoral treatment can also be measured in terms of the 
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number of months that the Pastoral was present in a given municipality during the 

timeframe under analysis.  The Pastoral was created in 1983, however, its initial database 

records were only produced in 1988.  Between 1988 and 1991 there are 48 months. The full 

intensity of the treatment can therefore be defined as achieved in those municipalities were 

the Pastoral implemented its treatment during the full time period of 48 months, which was 

the case in 5.05% of all treated municipalities.  On the other hand, only 1.29% of the 

treated municipalities experienced a limited treatment of only one month.   

A more panoramic perspective shows that the Pastoral was implemented for more 

than 36 months in 37.71% of the municipalities, and for more than 24 months in 25.29% of 

the municipalities.  These numbers show that the intensity of the Pastoral treatment, as 

measured by the number of months that the Pastoral was implemented in a given 

municipality, in between 1980 to 1991, tended to be high since more than 63% of the 

treated municipalities were treated for more than 24 months over a period of 48 months. 

A similar analysis, conducted for the time period between 1980 and 2000, 

comprising 156 months, shows that 5.93% of the municipalities experienced a very low 

dosage of treatment of less than one year.  On the other hand, 10.46% of the municipalities 

experienced a high dosage of treatment, having the Pastoral operating in their territory for 

more than 12 years out of possible 13 years.   

Figure 38, below, shows the heterogeneity of the intensity of the presence of the 

Pastoral between 1980 and 2000.  In around half of the municipalities the Pastoral 

treatment lasted more than 78 months.  Again, the numbers suggest that the intensity of the 

Pastoral treatment, as measured by the time period in which the Pastoral was implemented, 

is high, allowing for robust estimation of treatment effects.  
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Figure 38. Estimation of Pastoral Continuous Presence in Months from 1988 to 2000 

 
 

Source: Author’s elaboration based on Pastoral Database. 

 

The preceding analysis proved important in providing useful insights into the 

variation of the intensity of the presence of the Pastoral over time and space.  The measure 

of Pastoral presence in the scope of this dissertation, however, was ultimate defined in 

terms of a dummy variable that only distinguished between treated and control 

municipalities.  The “noisiness” of the data on intensity of treatment made it difficult to 

entertain using it as a meaningful dependent variable in a dosage-response model.   

In sum, the analysis of the Pastoral treatment’s intensity shows that there is no 

systematic difference in the input data across treatment and control municipalities.  One 

remaining threat to the validity of the measure of program treatment due to missing data 

relates to participant attrition in discontinued and on-off communities.  Attrition that affects 

treatment groups and control groups asymmetrically could jeopardize the evaluation of 

intervention outcomes.  The sample of a treated population cannot automatically represent 

the target population for most cases in which treatment presents high levels of 
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heterogeneity. However, in the Pastoral, this does not seem to be the case.  Besides the high 

level of heterogeneity and the presence of outlier municipalities in terms of treatment 

inputs, most municipalities have similar levels of treatment intensity, up to 12% in 1991 

and 23% in 2000. Furthermore, in most cases the Pastoral was active throughout more than 

50% of the time of each time period under analysis.  To the extent that intensity is 

systematically underestimated it become clear that is likely that in this dissertation the 

impact of the Pastoral might also be underestimated. 

 

Control Variables 

Control variables are used to adjust for observable baseline differences affecting the 

outcomes of interest.  The choice of such covariates was based on the literature review of 

the effects of the Pastoral program, as well as the evolution of infant and child mortality 

rates in Brazil.  The majority of the covariates originated from the FJP UNDP database, and 

accounted for the need to harmonize data, given the changes in the landscape of Brazil’s 

municipalities over time.  In addition, a set of policy covariates was used to control for the 

confounding effect of other, non-Pastoral, governmental efforts to address infant and child 

mortality, as well as the combined and interactive effects that these interventions can have 

when implemented in municipalities treated by the Pastoral Program.   

 

7.4. TARGETING, COVERAGE, AND PROPENSITY SCORES 

Spatially focused development gained preeminence mostly because budgetary 

constraints impose the need to target policy to specific population cohorts or to limited 

territories.  Focal policy means focusing government initiatives on limited parts of the 

population, reaching a specific cohort of the population that is the intended target group of 

people whose lives the focal policy in question intends to change.   
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Since public resources are limited, most social policies today are typically (at least 

tentatively) focal policies.  It is important to differentiate universal policies in terms of 

implementation from the universality of rights, as the latter is achieved only when the 

implementation of policy is specifically designed to promote change in specific sets of 

similar rights holders.  Accordingly, focusing on people with similar demographic 

characteristics usually implies spatial targeting. Restricting policy to specific cohorts 

theoretically means that public resources are spent in limited areas.  Targeting is successful 

when the targeted population is reached, and therefore, exposed to the policy intervention. 

This is why targeting evolves from answering questions regarding targeting and coverage 

only, to become an important part of the estimation of treatment effects (Coady and 

Skoufias 2004).   

Successful targeting is not always an easy task, neither is it typically the driving 

force in policy implementation.  For instance, working with nomad populations remains a 

challenge, even in times of mobile information, simply because it is not possible to reach 

people that you cannot find.  Another example derives from the fact that the primary 

interest of policymakers can be reduced to political gain, rather than producing solid long 

term positive effects on development.  Paradoxically as it may be, sometimes, a targeting 

policy can be more costly and less effective than a universal one.  Targeting, coverage, and 

territory are important parts of promoting policy effectiveness and efficiency. However, not 

always are these factors considered in the policy agenda. 

Worldwide the level of spatial segregation tends to grow, as inequality tends to rise.  

Populations from extreme cohorts of income live concentrated in specific areas that 

resemble this discrepancy in terms of income.   

  In Brazil, given the lack of personal security, people living in the upper levels of 

income reside in urban areas surrounded by private high security services.  These people 

live in gated neighborhoods, packed with fancy houses, where it is easy to find common 
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spaces offering high cost products and services.  They drive bullet-proof SUVs, and some 

even ride along with body guards. Most of these people spend a great deal of money to feel 

secure. 

On the other extreme, people in the lower reaches of income and wealth often live 

in sub-human conditions, in illegal areas, usually shantytowns, or worse, with no state 

presence, and in a reality that could easily be characterized as elements of state failure.  In 

these areas of extreme poverty statistics of infant and child mortality, in rural areas, and 

violence among young, in urban ones, are close to those observed in failed states in the 

developing world 

Policy response to this context of complexity leads to a more complex approach.  A 

successful poverty reduction strategy focused in specific cohorts of population and limited 

territories, for example, ought to be more than a massive scheme of cash transfers.  To be 

successful, the poverty reduction strategy must offer simultaneous interventions from 

different areas, such as health, education, housing, water, and sanitation. This is why cash 

transfer programs have conditionality, detaching a win-win situation.   

There is a wide spread consensus on the idea that an integrated and 

multidisciplinary intervention in a given territory is more likely to impact people’s live than 

a simple implementation of isolated programs with no convergence and complementarity.  

On the bottom line the combination of several policies at once is more likely to transform 

peoples’ life.   

This spatial focus brings a new set of challenges to policy professionals and 

scholars.  The reality is that modern governmental management is becoming highly 

spatially articulated.  At the same time, the exponential character of Moore’s Law, and the 

rapid development of statistical analyses based on geographic information systems support 

the increasing interest of policymakers and scholars on the intersection of geography with 

economics, demographics, sociology, political science, policy, etc.  As a result, the 
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multidisciplinary approach of policy analysis finds geographic information systems (GISs) 

to be powerful tools for analysis of any kind.   

Policymakers make good use of GIS to plan, implement, monitor, empirically 

evaluate, and replicate policy. The development of such analytical trends also facilitates the 

“crunching” of numbers as well as the use of data plugged with geographic coordinates in 

the field known of spatial econometrics.  Geographic administrative organization also 

matters and Hierarchical Linear Modeling (HLM) can be of great use in countries like 

Brazil with a federative and diverse institutional arrangement. 

In sum, most policy interventions today are designed to be highly specific to the 

needs and characteristic of target populations and territories.  This happens because of the 

scarcity of economic resources and the pressing need for specific interventions designed to 

be more effective in reaching and developing specific groups and places.   

A focal policy would only rarely define its beneficiary population by random 

assignment because the policy is designed to specifically address issues related to groups at 

some form of social risk, as for example, poor people, children, women, indigenous people, 

descendants of the African, homeless, Roma and Kalon populations, GLBTTI populations, 

and so on.  The principle of focused intervention is diametrically opposed to population-

wide randomization since it is based on the selection of limited population cohorts who are 

to receive highly specific treatments. 

There is also an ethical issue regarding the random assignment of treated and 

control groups in the case of policy interventions.  Policy morally needs to be rational since 

it is all about better allocation of limited resources.  In that sense the better allocation of 

resources certainly is almost never the random allocation,145 and it is not ethical to choose 

the random allocation just for evaluative or experimental reasons.   

                                                 
145

 In specific cases, the allocation of resources is random, at least in its format, as proposed for example, by 

universal public health systems such as the SUS in Brazil. 
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Conditional Cash Transfer (CCT) programs are good examples of a specific policy 

issue where the advance of targeting became relevant as a theoretical approach and as a 

matter of management.  In the case of a CCT policy, for example, the random assignment 

method to define who receives, and who does not receive the transfer, does not guarantee 

that the needy families get at least part of the limited resources as should be the case 

normatively.   

Coady, Grosh, and Hoddinott (2002) argued that an uniform transfer program with 

limited resources, that does not differ poor and non-poor households, and therefore gives 

the same transfer for poor and non-poor households, is highly inefficient, generating losses, 

and even getting to the point that  

  

because of the “leakage” of transfers to non-poor households, the transfers to poor 

households are no longer sufficient to eliminate their poverty (Coady, Grosh, and 

Hoddinott 2002, 6). 

 

These authors identify two sources of leakage: (1) non-poor households receiving 

transfers, and; (2) poor households receiving more transfers than necessary to bridge the 

poverty gap.  Errors of this kind also characterize the existence of a trade-off between the 

number of beneficiaries covered and the amount of the transfer for each beneficiary.  As 

summarized by Coady, Grosh, and Hoddinott (2002), imperfect targeting results in less 

value for money, since it produces lower impacts for the same budgetary amount.  

As pointed out by these authors, targeting implementation involves a set of costs, 

such as administrative costs related to data collection processes, that increases as the 

targeting becomes more effective, and therefore demands more information; private and 

opportunity costs for units or individuals being targeted, in the sense that they must comply 

with some sort of targeting criteria; incentive or indirect costs as the eligibility criteria must 

force individuals of targeted units to change their behavior in some specific way; social 
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costs when the targeting results in labeling individuals or units with derogative social 

stigma, and; political costs as the targeting strategy might result in decreasing political 

support according to the voters’ perception on how they benefit from the targeting program 

(Coady, Grosh, and Hoddinott 2002). 

The analysis of coverage and targeting can be measured in terms of errors of 

inclusion and errors of exclusion.  Errors of inclusion occur when the intervention benefits 

individuals or units that are not supposed to be benefited based on the targeting criteria. 

Errors of exclusion, on the other hand, occur when the intervention falls short of reaching 

its intended target population.   

The Table 14, below, shows the proportion of errors of inclusion and exclusion of 

the Pastoral program at the municipal level, by year.  The targeting threshold was 

established according to the municipalities’ IMR.  Municipalities from the highest decile of 

IMR are considered the target of the Pastoral for each year under analyzes.   
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Table 14. Inclusion and Exclusion Errors in the Pastoral: 1980 to 2000 

1980 

 Top Decile of IMR  

 Targeted 

Municipalities  

Non-Targeted 

Municipalities 

Total 

Non-Pastoral Municipalities 245 (6.9%) 2,117 2,362 

Pastoral Municipalities 107 1,046 (29.7%) 1,153 

Total 352 3,163 3,515 

1991 

 Top Decile of IMR  

 Targeted 

Municipalities  

Non-Targeted 

Municipalities 

Total 

Non-Pastoral Municipalities 384 (6.9%) 3,578 3,962 

Pastoral Municipalities 169 1,376 (24.9%) 1,545 

Total 553 4,954 5,507 

2000 

 Top Decile of IMR  

 Targeted 

Municipalities  

Non-Targeted 

Municipalities 

Total 

Non-Pastoral Municipalities 205 (3.7%) 1,825 2,030 

Pastoral Municipalities 346 3,131 (56.8%) 3,477 

Total 551 4,956 5,507 

 
 Source: Author’s elaboration 

 

In the two decades between 1980 and 2000, the Pastoral program had an inclusion 

error (highlighted in dark grey) that went from 24.9% in 1980 to 56.8% in 2000, indicating 

a side effect of the significant increase in presence of the Pastoral in the country.  This 

hypothetical exercise suggests that the Pastoral is leaking resources because it is “treating” 

municipalities that should not be key targets of the Pastoral program.  On the other hand, 

over the same time period, and also as a result of the Pastoral replication and scale-up, the 

exclusion error (in light gray) decreased from 6.9% in 1980 to 3.7% in 2000, indicating that 

the Pastoral was able to better reach municipalities from the highest decile in terms of IMR.  

In sum, the Pastoral is doing a better job reducing exclusion errors than inclusion errors, in 
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terms of its targeting performance. What can also be seen in this analysis is that the 

Pastoral’s targeting has improved over the years.  In other words, it means that the strategy 

of increasing coverage permitted the Pastoral to increase its reach to the places where IMRs 

are the highest in the country, but at the cost of including non-targeted municipalities. 

Another way of looking into this matter is to analyze the concepts of undercoverage 

and leakage.  As defined by Coady, Grosh, and Hoddinott (2002) and applied to the 

analyses of a CCT program targeted to poor households 

 

Undercoverage is the proportion of poor households that are not included in the 

program (errors of exclusion).  Leakage is the proportion of those who are reached 

by the program who are classified as non-poor (errors of inclusion) (Coady, Grosh, 

and Hoddinott 2002, 10) 

 

The expression below presents the formula for calculating the undercoverage rate: 

 

𝑼 =
𝑵𝒑,𝒐

𝑵𝒑
 

(i) 

where: 

𝑼 is the undercoverage rate;  

𝑵𝒑,𝒐 is the number of targeted municipalities that did not receive the Pastoral treatment 

(errors of exclusion), and; 

𝑵𝒑 is the total number of targeted municipalities. 

 

Similarly, the following expression presents the formula for calculating the leakage 

rate: 

 

𝑳 =
𝑵𝒏𝒑,𝒊

𝑵𝒊
 (ii) 
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where: 

𝑳 is the leakage rate;  

𝑵𝒏𝒑,𝒊 is the number of non-targeted municipalities that did receive the Pastoral treatment, 

and; 

𝑵𝒊 is the total number of municipalities receiving the Pastoral treatment. 

 

Figure 39, below, shows the evolution of undercoverage and leakage rates for the 

Pastoral program in 1980 compared to 2000.  As with the case of inclusion and exclusion 

errors, the Pastoral’s targeting performance, as measured by the undercoverage rate, 

improves over this two-decade period, dropping from 69.6% to 37.2%.  On the other hand, 

the Pastoral’s rate of leakage remained constant at the 90% level. 

 

Figure 39. Pastoral Rates of Undercoverage and Leakage from 1980 to 2000 

 

 
 

Source: Author’s calculations 

 

In a similar vein, Table 15, below, presents the Pastoral’s errors of inclusion and 

exclusion calculated according to HDI-M levels, a proxy indicator of poverty. Very high 
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human development municipalities are those where the HDI-M is equal or higher than 

0.800. High human development municipalities are those where the HDI-M is equal or 

higher than 0.710 and lower than 0.800.  Mid-level human development municipalities are 

those where the HDI-M is equal or higher than 0.534 and lower than 0.710. Finally, Low 

human development municipalities are those where the HDI-M is equal or lower than 

0.534.   

In this analysis, based on the year 2000, inclusion errors (highlighted in dark grey) 

are similar very-high and low human development municipalities (around 48%).  The 

inclusion error increases to 59.6% in the case of mid human development municipalities.  

In the case of high human development municipalities, the inclusion error is of 54.4%.  

This shows that the Pastoral targeting is more efficient in reaching its intended population 

in less developed places, and that the main source of problems are mid human development 

municipalities, that might demand a specific targeting strategy. 
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Table 15. Pastoral Exclusion and Inclusion Errors in 2000 by HDI-M levels 

Very High HDI-M 

 Top Decile of IMR  

 Targeted 

Municipalities  

Non-Targeted 

Municipalities 

Total 

Non-Pastoral Municipalities 12 (2.1%) 224 236 

Pastoral Municipalities 45 277 (49.6%) 322 

Total 57 501 558 

High HDI-M 

 Top Decile of IMR  

 Targeted 

Municipalities  

Non-Targeted 

Municipalities 

Total 

Non-Pastoral Municipalities 64 (2.8%) 800 864 

Pastoral Municipalities 162 1,224 (54.4%) 1,386 

Total 226 2,024 2,250 

Mid HDI-M 

 Top Decile of IMR  

 Targeted 

Municipalities  

Non-Targeted 

Municipalities 

Total 

Non-Pastoral Municipalities 98 (3.7%) 784 882 

Pastoral Municipalities 163 1,545 (59.6%) 1,708 

Total 261 2,329 2,590 

Low HDI-M 

 Top Decile of IMR  

 Targeted 

Municipalities  

Non-Targeted 

Municipalities 

Total 

Non-Pastoral Municipalities 2 (1.8%) 46 48 

Pastoral Municipalities 9 52 (47.7%) 61 

Total 11 98 109 

 

 Source: Author’s elaboration 

 

Paralleling this, exclusion errors (in light gray) slightly decrease as the level of 

development declines, reaching 1.8% in municipalities with low levels of human 

development.  This identified variation, however, is not sharp since exclusion errors for 

very high, high, and mid human development municipalities are respectively 2.1%, 2.8%, 
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and 3.7%.  This identified variation suggests that the Pastoral program chooses to assume 

risks implementing its treatment, rather than paying costs for not being effective to reach 

the poorest of the poor. 

Adding to the previous findings, the analysis of the Pastoral’s rates of 

undercoverage and leakage according to HDI-M levels as measured in 2000, presented in 

Figure 40, below, shows that this program’s targeting strategy is less effective in mid 

human development municipalities.  The same figure shows that leakage and 

undercoverage rates are reduced in low HDI-M municipalities, although these 

municipalities comprise a small subset of the sample. 

 

Figure 40. Rates of Pastoral Undercoverage and Leakage in 2000 by HDI 

 
 

Source: Author’s calculations 

 

The comparative use of a different threshold than the higher decile of IMR can shed 

some light on the Pastoral’s targeting and coverage in those municipalities where the rate of 

infant mortality is not as high as in the higher decile, but still high in comparison with the 

national average rate of infant mortality.  For this exercise outlier municipalities in the 

higher quarter of IMR are analyzed for the years of 1980 and 2000. 
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Table 16, below, shows that errors of inclusion (in light gray) are more than two 

times higher in 2000 than in 1980.  Actually, the gap between errors of inclusion as 

measured from 1980 to 2000 is slightly smaller in 2000, indicating an improved 

performance throughout the period.  Even in this way, in comparison with the highest 

decile analysis, errors of inclusion are smaller with this more flexible threshold.  Exclusion 

errors (in dark grey), on the other hand, decreased from 1980 to 2000 but in higher levels in 

comparison with the 10th decile analysis.  This corroborates the idea that the Pastoral 

targeting is more efficient at the quarter level in comparison with the decile level in terms 

of IMR.  

 

Table 16. Pastoral Inclusion and Exclusion Errors in the Top Quartile of IMR in 1980 and 

2000 

1980 

 Top Quartile of IMR  

 Targeted 

Municipalities  

Non-Targeted 

Municipalities 

Total 

Non-Pastoral Municipalities 557 (15.8%) 1,805 2,362 

Pastoral Municipalities 333 820 (23.3%) 1,153 

Total 890 2,625 3,515 

2000 

 Top Quartile of IMR  

 Targeted 

Municipalities  

Non-Targeted 

Municipalities 

Total 

Non-Pastoral Municipalities 500 (9.0%) 1,530 2,030 

Pastoral Municipalities 877 2,600 (47.2%) 3,477 

Total 1,377 4,130 5,507 

 

 Source: Author’s elaboration 

 

As previously shown it is apparent that the Pastoral increases its coverage to reach 

the ultra-poor even if the price to pay for that is covering municipalities with higher levels 

of development.  The analysis of undercoverage and leakage rates presented in Figure 41, 
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below, for the top quartile municipalities in terms of IMR, shows that the rate of coverage 

had a 40% reduction, and rates of leakage increased slightly to 74.8%.  In comparison with 

the rates calculated for the same years, but with a less flexible threshold, the targeting 

performance seemed to be more effective in terms of leakage (from 90% to 74.8%), and 

similar in terms of undercoverage (from 37.2% in 1980 to 36.3% in 2000).    

 

Figure 41. Pastoral Rates of Undercoverage and Leakage for the Top Quartile of IMR 

Municipalities: 1980 and 2000 

 

 
 

Source: Author’s calculations 

 

Another way to examine the question of the degree to which the Pastoral is able to 

reach its targeted population and cover a significant amount of needy families is to simply 

regress the Pastoral dummy variable for presence of the program against the explanatory 

variables of IMR, the presence of the Catholic Church, and a set of covariates to control 

and adjust for the Pastoral presence variation.  The logistic expression below presents how 
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to infer if the Targeting (Trt) of the Pastoral was effective in reaching the ultra-poor 

population: 

 

𝑻𝒓𝒕 = 𝒇(𝑿, 𝒁)  

where: 

𝑻𝒓𝒕 is the probability of being assigned to treatment as a function of 𝑿 and 𝒁;  

𝑿 are explanatory variables that affect the outcome of interest, and therefore, possibly the 

assignment to treatment, and;  

𝒁 are exogenous explanatory variables that directly affect the assignment to treatment. 

 

In the scope of this dissertation 𝑿 represents factors such as the proportion of 

children in ultra-poor households, the percentage of households with bathroom and piped 

water, and the number of physicians per thousand inhabitants.  The 𝒁 covariates, on the 

other hand, are proxy indicators of poverty, inequality, and reproductive and sexual rights, 

such as the HDI-M, Theil Index L, and the percentage of women aged 15 to 17 years old 

that have already mothered a child.   

Systematic knowledge of the territorial changes that have taken place in Brazil is 

restricted to small segments of specialized scholars (including few policy scientists) and 

hands-on bureaucrats.  It turns out that the proliferation of municipalities between 1980 and 

2000 poses a challenge to producing indicators that are comparable over time at the 

municipal level.  This creates a special challenge to transparency and accountability.  

Furthermore, Brazil’s dynamic federative mosaic adds complexity to the analysis of time-

bound trends and poses a great challenge to evaluators attempting to carry out quasi-

experiments in the sense that many geographic units of analysis are not constant over time. 

Through logistic estimators it was possible to produce propensity scores to analyze 

the effectiveness of the Pastoral’s targeting in 1991 and 2000.  Concomitantly, it was 
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possible to identify similar municipalities, according to their propensity scores, that could 

be used as counterfactuals for municipalities served by the Pastoral.   

Table 17, below, presents the logit propensity scores calculated separately for the 

years of 1991 and 2000. The fertility rate was used as an importance weight, and t-test of 

the mean differences between covariates from treated and control municipalities were 

estimated.  The use of fertility rates as importance weights has to do with the fact that 

fertility and mortality rates are correlated, in places where fertility rates are higher, infant 

and child mortality rates also tend to be higher.  

Statistically insignificant coefficients for the covariates 𝑿 and 𝒁 suggest that the 

allocation of municipalities to the Pastoral program was essentially random.  In this case it 

is worth noticing that nine out of thirteen covariates 𝑿 and 𝒁 are statistically significant at 

=5% in the analysis for the year 1991, and eight out of thirteen covariates 𝑿 and 𝒁 are 

statistically significant at =5% in the analysis for the year 2000.  A deeper analysis 

comparing covariates 𝑿 and 𝒁 statistical significance from 1991 to 2000 shows an increase 

in the number of statistically significant covariates 𝒁, and a decrease in the number of 

statistically significant covariates 𝑿, a variation that may suggest that the context in which 

the Pastoral operates gained complexity and it more likely to be affected by selection 

biases. 

In 1991 𝑿 covariates measuring extreme poverty in terms of population and 

intensity, income per capita, percentage of transferred income in relation to the total 

income, dependency from CCT schemes at the municipal level, and the number of available 

physicians per group of thousand inhabitants are all statistically significant at the =5% 

level, while in 2000, only covariates measuring extreme poverty in terms of intensity, 

human development, the literacy of the population with more than 15 years of age, and the 

number of available physicians per group of thousand inhabitants are statistically 

significant. 
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In 2000, all 𝒁 covariates, measuring the percentage of households headed by 

women, inequality (Theil L), adolescent pregnancy, and the percentage of children living in 

extreme poor households are statistically significant at =5%.  In 1991 similar results are 

obtained, except for the variable measuring adolescent pregnancy. 

Another way to read Table 17, that is considered more relevant to the themes of this 

dissertation, is to focus on the signs of impact of the 𝑿 covariates in relation to the presence 

of the Pastoral.  In this case, results obtained through propensity scores show that, in 1991, 

the Pastoral presence was positively correlated to extreme poverty in terms of population 

and intensity, to income per capita, and to places where the availability of physicians per 

thousand inhabitants is higher.  On the other hand, in 1991, the presence of the Pastoral was 

negatively related to levels of development as measured by HDI-M, and the percentage of 

people that have more than half of their income originating from CCT schemes.  In this 

case, these results mean that the Pastoral targeted extreme poor municipalities with lower 

levels of development, but that did not present great dependence of CCT schemes. 

Using the same approach for the year of 2000, one can see that the Pastoral is 

positively correlated with 𝑿  covariates measuring extreme poverty and the availability of 

physicians per thousand inhabitants.  On the other hand, the Pastoral presence is negatively 

correlated with levels of development as measured by the HDI-M, and the level of literacy 

of people with more than 15 years of age.  These findings suggest that, by 2000, the 

Pastoral was able to target less developed municipalities, with lower levels of literacy, that 

are, at the same time, extreme poor but with increased availability of medical professionals.   

In combination, these analyses suggest that the effectiveness of Pastoral targeting 

increased over time.  Results from the comparison of years 1991 and 2000 suggest that the 

Pastoral extended its reach towards the poorest of the poor in less developed municipalities 

marked by inequality.  At the same time, for both time periods, it became clear that the 
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Pastoral is more likely to be operating in places with high levels of adolescent pregnancy, 

in households headed by women, in contexts are increasing inequality. 

Rather than relying solely on t statistics associated with the coefficient estimates for 

making this kind of targeting assessment, Imbens and Wooldridge (2009, 24) recommend 

examining “normalized” differences in the means of each of the explanatory variables 𝑿 

and 𝒁.  Differences in the mean values of the covariates 𝑿 and 𝒁𝒔 across the treatment and 

control groups that are greater than 25% are considered to be significant.   

Although significant, for most of covariates 𝑿 and all the 𝒁, in 1991 and 2000, the 

differences in means identified among treatment and control municipalities are relatively 

small, below the arbitrary threshold provided by Imbens and Wooldridge (2009).  However, 

since the size of the estimates depends on the units in which the associated variable was 

measured, in the scope of this dissertation, an alternative analysis was conducted focusing 

the difference in means between coefficient estimates from treatment and controls, in 1991 

and 2000.  
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Table 17. Logit Propensity Scores of the Pastoral for Targeting Analysis in 1991 and 2000 

Year 1991 2000 

 
 t-test  t-test 

Coefficient Difference In Means Coefficient Difference In Means 

X   𝑻𝒓𝒕 − 𝑪𝒕𝒓 ∆%  
 

𝑻𝒓𝒕 − 𝑪𝒕𝒓 ∆% 

     HDI-M -1.248  -0.004  -0.00% -4.781 *** -0.006 ** -0.90% 

     Percentage of inhabitants with  

     income per capita below the  

     extreme poverty line 

0.054 *** 1.325 * 4.09% -0.016  2.321 *** 9.92% 

     Extreme poverty intensity 0.008 ** 1.207 *** 3.07% 0.012 *** 2.329 *** 4.82% 

     Income per capita 0.001 * 6.576 ** 5.42% -0.000     

     Percentage of governmental  

     transfers income regarding the  

     total income  

0.085 *** 0.675 *** 6.97% -0.024     

     Percentage of people whose  

     more than half of the income  

     per capita  originated in  

    governmental  transfers 

-0.074 *** 0.702 *** 9.51% 0.010     

     Percentage of literate  

     inhabitants with more than 15  

     years of age 

0.000     -0.030 *** 0.651  -3.05% 

     Number of resident physicians by     

     thousand inhabitants 
0.357 *** 0.138 *** 71.71% 0.608 *** 0.126 *** 66.10% 

     Percentage of households with   

     bathroom and piped water 
0.000     0.002  -2.828 *** -4.37% 

Z   𝑻𝒓𝒕 − 𝑪𝒕𝒓 ∆%   𝑻𝒓𝒕 − 𝑪𝒕𝒓 ∆% 

     Percentage of women head of  

     the household in single parent  

     families with children under 15  

     years of age 

0.200 *** 1.095 *** 19.95% 0.107 *** 0.474 *** 10.06% 

     Theil Index (L) 1.208 *** 0.019 *** 4.03% 2.286 *** 0.038 *** 7.73% 

     Percentage of women aged 15  

     to 17 who already mother a  

     child 

0.006 ++ 0.362 ** 6.05% 0.013 ** 0.815 *** 9.92% 

     Percentage of children living in  

     extreme poverty households 
-0.048 *** 1.189  2.91% 0.016 * 2.758 *** 8.71% 

N 5,507 5,507 

Treated Municipalities  1,545  3,477 

Untreated Municipalities 3,962 2,030 

Log Likelihood -11757.037 -9910.4381 

Pseudo R2 0.0507 0.0405 

 
Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 
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Comparatively speaking, the analysis of the difference in means between treatment 

and control groups for selected 𝑿 and 𝒁 variables suggest that changes occurred in the 

effective targeting of the Pastoral between the years of 1991 and 2000.  In this case, it may 

be possible, one more time, to infer that the targeting of the Pastoral is improving, 

especially in the case of 𝒁 covariates.  In terms of the 𝑿 covariates, the targeting improved 

with respect to the incidence of extreme poverty.  The targeting of the Pastoral also 

improved with respect to the 𝒁 covariates, indicating improvement in reaching 

municipalities where one can find the poorest of the poor, high income inequality, more 

households with single parents with children headed by women, and where high rates of 

adolescent pregnancy can be found.   

It should be noted that while the Pastoral is implemented at the community level, 

the targeting analysis carried out here is based at the municipal level.  As a consequence, 

the Pastoral can be present even in wealthy municipalities.  The high levels of inequality in 

income and wealth in Brazil are such that the Pastoral can target ultra-poor populations in 

well-developed municipalities.   

Another explanation for the Pastoral’s problems in targeting the poorest of the poor 

is due to the nature of the Pastoral program as a faith-based policy that depends 

emphatically on volunteerism.  It is plausible that high levels of volunteerism are found in 

more developed regions of the country.  Another question that is not thoroughly analyzed 

within the scope of this dissertation is the role of the Catholic Church as a leading force in 

implementing the Pastoral program.  Data from the 2010 Census shows that Catholicism in 

Brazil currently is losing ground to Evangelical denominations. This trend is especially true 

among populations living in the fringes of society.   How that affects the effectiveness 

which the Catholic Church can promote the Pastoral is an open question for future research. 
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7.5. THE DIFFERENCE-IN-DIFFERENCES (DID) ESTIMATOR  

The DiD estimator has been  widely used by scholars and practitioners to estimate 

treatment effects since the pioneering work of Ashenfelter and Card (1985) on the effect of 

training programs on workers’ earnings.  The DiD technique is probably the most intuitive 

approach available for carrying out this sort of evaluative exercise.  The use of the DiD 

technique to estimate treatment effects, however, is based on assumptions that need to be 

made clear.  It assumes the existence of unobserved heterogeneity in treatment assignment, 

and that this heterogeneity is time-invariant.  Therefore, for the DiD technique, constant 

time effects related to the treatment assignment are shared equally by the treatment and 

control units between the pretest and posttest periods.  These assumptions imply, as 

depicted in Figure 42, below, that (𝑌3 − 𝑌2) = (𝑌1 − 𝑌0) leads to the DiD = (𝑌4 − 𝑌3). 

 

Figure 42. The Logic of the DiD Estimator 

 
Source: Khandker, Koolwal, and Samad (2010.75). 
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Khandker et al. (2010), however, call attention to the fact that the correct 

interpretation of the DiD estimator depends on: (1) correct model specification and thus the 

correct imposition of the additive structure, and; (2) the fact that the error term is 

uncorrelated with other variables, especially the treatment variable, the time variable, and 

the interaction of treatment and time 

The works of Meyer et al (1995), Acemoglu and Angrist (1998), and Duflo (2000) 

were used as primary references for the DiD technique estimation carried out in this 

dissertation.  Figure 43, below, presents the basic formal DiD quasi-experimental design 

used in the scope of this dissertation to estimate the effect of the Pastoral program in each 

pair of two waves, between 1980 and 1991, and between 1991 and 2000. 

 

Figure 43. DiD Untreated Control Group Design with Dependent Pretest and Posttest 

Samples 

 

(A) NR O1980    X O1991 

-------------------------------------- 

NR O1980  O1991no 

 

 

(B)  NR O1991    X O2000 

-------------------------------------- 

NR O1991  O2000 

 

The Untreated Control Group Design with Dependent Pretest and Posttest Samples 

is characterized by non-random assignment to the treatment and control groups as 

suggested by the symbol NR and the dotted line on the Figure 43, above.  There are two 

waves of measurement, and in between the measurements a given intervention X is 

implemented.  In the case of this dissertation this quasi-experimental design will be used to 

estimate the Pastoral effect in each pair of two waves, between 1980 and 1991, and 

between 1991 and 2000. 
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The DiD estimator attempts to answer plain causal questions such as: Was the 

program effective in achieving its intended outcomes?  If so, are the observed outcomes 

consistent with the intended outcomes?  If so, were the observed outcomes caused by the 

program?   

The DiD estimator is built upon two main assumptions: (1) the assumed 

comparability (up to a constant) of the experimental units in the pretest period, and; (2) that 

this comparability is, on average, unaffected by unobserved confounding factors, and 

therefore assumed to be constant over time. 

The DiD estimator is biased if there are distinct factors that affect the difference in 

trends between the treatment and control groups.  A strategy was developed to control for 

the presence of the CCT Bolsa Família and the implementation of the PACS programs in 

regions that overlap with the Pastoral.  The use of a set of control  variables to adjust the 

models and produced unbiased estimators is a cornerstone strategy to address evaluative 

exercises of treatment effects  (Wooldridge 2002; Cameron and Trivedi 2005; Khandker, 

Koolwal, and Samad 2010).   In the specific case of the DiD technique, adding controls for 

the presence of these programs directly as covariates in the DiD helps to “explain” baseline 

differences between the two quasi-experimental groups in the presence of overlapping 

interventions. By doing this we aim to generate a policy-adjusted model that controls for 

the presence of the CCT Bolsa Família and PACS, programs that could possibly produce 

rival effects to the Pastoral treatment in terms of infant and child deaths. 

The DiD technique is based on the observation of treatment and control groups in 

two time periods. DiD modeling ignores all data lying between the pre-intervention period 

(1980 or 1991) and the post-intervention period selected for analysis (1991 or 2000).    

Simply speaking this technique is based on the idea of comparing treated and 

untreated populations, being the difference between their differences from time t1 to time t2 

is the net effect of the program or policy being evaluated.  Standard OLS regressions under 
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classical Gauss-Markov assumptions were used to estimate treatment effect as presented in 

the simple DiD specification in the “long” data format that follows: 

 

𝐘𝒊𝒋 = 𝜷𝟏 + 𝜷𝟐𝑻𝒓𝒕𝒊 + 𝜷𝟑𝑷𝒐𝒔𝒕𝒋 + 𝜷𝟒(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) + 𝜺𝒊𝒋 

where: 

𝐘𝒊𝒋 is the outcome of interest for municipality i in year j;  

𝑻𝒓𝒕𝒊 is a dummy treatment assignment variable at the municipal level; 

𝑷𝒐𝒔𝒕𝒋 is a dummy pre-post time variable, and; 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) an interaction term, the coefficient of which captures the estimated 

difference in the differences impact. 

 

A set of control variables is added to the basic specification, as below, and also used 

later in more sophisticated specifications, as a measure to reduce noise and bias due to 

observable factors in the baseline period identified in the literature review as predictors of 

infant and child mortality reduction, such as proxy indicators for the educational level of 

mothers, poverty, development, and to measure the access to proper water experienced by 

treated and control municipalities: 

 

𝐘𝒊𝒋 = 𝜷𝟏 + 𝜷𝟐𝑻𝒓𝒕𝒊 + 𝜷𝟑𝑷𝒐𝒔𝒕𝒋 + 𝜷𝟒(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) + ∑  𝜷𝒌𝚾𝒊𝒋𝒌

𝑲

𝒌=𝟏

+ 𝜺𝒊𝒋 

where: 

𝐘𝒊𝒋 is the outcome of interest;  

𝑻𝒓𝒕𝒊 is a dummy treatment assignment variable at the municipal level; 

𝑷𝒐𝒔𝒕𝒋 is a dummy pre-post time variable; 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) is the estimated difference in the differences impact, and; 

𝚾𝒊𝒋𝒌 is a set of control variables based of regional (municipal) characteristics.  
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The DiD Estimates of the Impact of the Pastoral on Infant Mortality in Brazil from 

1980 to 1991 

The Ipeadata database was used to carry out the 1980 to 1991 DiD estimation.  

Metadata from the Ipeadata come from the FJP and UNDP’s HDI Municipal Atlas 2000, as 

well as from the 1980 and 1991 Censuses from the IBGE.  Variables were calculated 

according to the political boundaries of 1991, comprising 4,491 municipalities.  Indirect 

estimations of infant mortality in 1980 were produced as if the 1991 municipalities already 

existed by then.  However, as other covariates were not available for the same network of 

4,491 municipalities, a sample of unchanged municipalities (N=3,546) were used in this 

analysis.  Table 18, below, shows an overview of the predictors used as independent and 

dependent variables, in 1980 and 1991, stratified by the region and to those municipalities 

where at least three quarters of the population live in rural areas. 

As expected, Table 18 shows that infant mortality rates decreased in all proposed 

sampling scenarios.  For all unchanged municipalities the overall reduction was 43.85%.  

For the Northeast and Southeast regions the reduction was similar; 44.36% and 45.45%, 

respectively. The North region had the lowest rate of reduction among all proposed 

samples: 26.14%.  Unchanged municipalities with more than three quarters of its 

population residing in rural areas had a comparatively small reduction of 37.08%. 

Several other development and IMR covariates also improved from 1980 to 1991.  

The frequency of households with access to potable water and sewage increased, illiteracy 

rates went down, and although the female population in fertile age increased, the infant 

population decreased; probably as a result of decreasing fertility rates.   

On the other hand, poverty levels increased between these two time periods.  The 

1980s were turbulent economic times, characterized by hyper-inflation, unemployment, and 
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the final phase of the debt crisis.  The increasing poverty rates observed by region might 

explain the observed differences in terms of HDI. 
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Table 18. Descriptive Statistics: Sample Means by Region and Municipal Characteristics in the Pre-Post Periods 1980 and 1991 

 Unchanged Mun. North Region Northeast Region Southeast Region Rural Municipalities 

Year 1980 1991  1980 1991  1980 1991  1980 1991  1980 1991  

Outcome of Interest                

     Infant Mortality Rate per 1,000  live births 87.01 48.86 *** 74.86 55.29 *** 136.94 76.19 *** 61.15 33.36 *** 99.81 62.80 *** 

Control Variables                

     Municipal HDI 0.513 0.551 *** 0.465 0.484  0.355 0.400 *** 0.602 0.637 *** 0.420 0.438 * 

     Percentage of poor people 56.42 62.67 *** 60.68 74.00 *** 79.10 83.60 *** 42.50 49.51 *** 71.32 80.09 *** 

     Percentage of households with potable  

     water 
50.46 72.74 *** 33.94 40.58 * 27.89 52.76 *** 68.01 87.20 *** 37.07 59.44 *** 

     Percentage of households with proper  

     sewage 
29.98 38.75 *** 11.42 17.72 *** 13.00 15.11 ** 48.23 64.93 *** 19.29 24.15 *** 

     Illiteracy Rate 36.92 29.95 *** 41.33 36.07 * 56.06 48.01 *** 27.12 20.24 *** 46.28 41.78 *** 

     Percentage Rural Population 56.14 45.30 *** 68.42 58.04 *** 66.67 56.61 *** 45.91 35.26 *** 80.01 77.64 *** 

     Infant Population 813 715  1,272 1,276  726 615  966 841  453 379 *** 

     Female Population in Fertile Age 8,585 10,713  9,680 14,049  6,226 7,759  11,461 14,226  3,664 4,021 * 

N 3,515 107 1,247 1,388 1,167 582  

 
Significance levels: *** p<0.001, ** p<0.01, * p<0.05.  
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Stratification by Region and Rural Population 

DiD estimates were calculated for unchanged municipalities from the North, the 

Northeast, and the Southeast Regions where poverty is concentrated in terms of 

coverage and intensity.  DiD estimates were also developed for unchanged 

municipalities in which more than 75% of the population lives in rural areas.  In this 

case, stratifications by region were produced to refine the overall analysis, in 

conjunction with dummy variables identifying the municipalities with the majority of 

the population living in rural areas.  

The DiD estimator is well suited for quasi-experimental designs in the form of 

two-period pre-post designs, a degenerate form of panel data, with non-random 

assignment to treatment, as is the case of the Pastoral program.  DiD estimation has the 

core advantage of providing a transparent and fairly intuitive way to control for 

endogeneity arising from the impact of unobserved confounding factors. Table 19, 

below, presents the results of the OLS regression and the estimated DiD values for the 

overall sample as well as for the proposed stratifications by region and municipal 

characteristics. 
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Table 19. DiD Estimates of the Pastoral’s Impact on Infant Mortality Rates by Region: 1980 and 1991 

 Unchanged Municipalities North Region Northeast Region Southeast Region 

 Treatment Control Treatment Control Treatment Control Treatment Control 

N 1,153 2,362 59 48 505 742 354 1,034 

Specification (A) (B) (A1) (B1) (A2) (B2) (A3) (B3) 

DiD Estimator 𝜷𝟒 𝜷𝟒 𝜷𝟒
 𝜷𝟒 𝜷𝟒 𝜷𝟒

 𝜷𝟒 𝜷𝟒
 

DiD Upper Bound -6.251  -4.685  -12.234  -10.919  2.901  2.258  -5.781  -4.885  

DiD Estimate -2.609  -2.431 * -4.449  -3.723  7.840 ** 6.089 ** -3.788 *** -3.275 *** 

DiD Lower Bound 1.032  -0.178  3.335  3.471  12.778  9.919  -1.795  -1.665  

𝑻𝒓𝒕𝒊 7.871 *** 4.295 *** 2.084  2.420  -10.884 *** -3.449 * 4.335 *** 4.714 *** 

𝑷𝒐𝒔𝒕𝒋 -37.293 *** -19.201 *** -17.111 *** -10.165 ** -63.926 *** -32.810 *** -26.818 *** -22,350 *** 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) -2.609  -2.431 * -4.449  -3.723  7.840 ** 6.089 ** -3.788 *** -3.275 *** 

Municipal HDI   -260.201 ***   -153.914 ***   -714.509 ***   -97.376 *** 

Percentage of poor people   -0.743 ***   -0.459 ***   -2.442 ***   -0.164 *** 

% households with potable water   -0.088 ***   -0.049    -0.009    -0.058 *** 

Illiteracy Rate   0.243 ***   -0.375 ***   -1.653 ***   -0.16 *** 

Adjusted R-Squared 0.2182 0.7011 0.3140 0.4160 0.4959 0.6971 0.5884 0.7323 

 
Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 
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Among the DiD estimates with 𝛼 < 5%, the Pastoral is uniformly effective for 

the overall sample of unchanged municipalities, resulting in a 2.43 reduction in the IMR 

over the control group between 1980 and 1991. In the Southeast region, results obtained 

for the simple and the adjusted specifications were -3.78 and -3.27 respectively. In the 

Northeast region, results for both specifications (basic and adjusted) were surprisingly 

positive, suggesting counterintuitively that the presence of the Pastoral is associated 

with an increase in infant mortality rates of 7.84 and 6.08, respectively.   

Model estimates for the Northeast and Southeast regions are consistently highly 

significant.  The estimated program impact for the unchanged municipalities’ model 

with control variables is also significant.   The surprising effect observed in the 

Northeast region might be the result of a significant increase in poverty levels.  Further 

research is necessary to understand why the Pastoral’s effect on IMR in the Northeast 

region between 1980 and 1991 appears to be positive. Results from the North region 

were not significant at any level, possibly due to the poor quality of the available data, 

the small number of municipalities (leading to low power of the test), operational 

difficulties in the Pastoral, or any of a number of other problems of intervention and 

implementation in this vast part of the country.   

Table 20 shows results of the DiD estimates for unchanged rural municipalities 

stratified by region. Estimates were statistically significant at 𝛼 < 5% only for the 

North region, the part of the country that boasts the majority of changed municipalities, 

and the Northeast region, the most rural region of the entire country.  In comparison 

with the previous models, the estimated impact of the Pastoral in unchanged 

municipalities was significant at any level.  This may possibly be explained by the fact 

that these are older municipalities, and therefore more likely to be urban. 

As noted in the discussion of Table 19, the presence of the Pastoral in rural 

municipalities in the Northeast resulted in anomalously positive and statistically 

significant estimates of infant mortality rates between 1980 and 1991.  This unusual 
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finding is even greater here with rural municipalities.  In the basic specification (A6) the 

DiD estimate is 12.09, and in the adjusted model (B6) 6.38. 

In the North region, on the other hand, the adjusted model (B5) shows a net 

reduction of 16.67 points in infant mortality at 𝛼 < 5%.  It is worthwhile mentioning, in 

this case, that the upper bound threshold of the treatment effect estimator confidence 

interval reached astonishing minus 30.56. 
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Table 20. DiD Estimates of the Pastoral’s Impact on Infant Mortality Rates by Rural Character: 1980 and 1991 

 
Unchanged Municipalities 

Rural 
North Region Rural Northeast Region Rural Southeast Region Rural 

N Treatment Control Treatment Control Treatment Control Treatment Control 

 574 1,175 39 50 373 607 70 246 

Specification (A4) (B4) (A5) (B5) (A6) (B6) (A7) (B7) 

DiD Estimator 𝜷𝟒 𝜷𝟒 𝜷𝟒
 𝜷𝟒 𝜷𝟒 𝜷𝟒

 𝜷𝟒 𝜷𝟒
 

DiD Upper Bound -7.065  -3.987  -25.062  -30.561  2.996  0.641  -5.765  -4.143  

DiD Estimate 1.884  1.459  -10.415  -16.679 * 12.098 ** 6.385 * 0.985  1.380  

DiD Lower Bound 10.834  6.905  4.231  -2.797  21.201  12.129  7.735  6.905  

𝑻𝒓𝒕𝒊 5.246 * -3.061  6.256  5.721  -11.534 *** -5.037 ** 2.194  0.939  

𝑷𝒐𝒔𝒕𝒋 -37.651 *** -19.832 *** -10.711 * -1.050  -58.520 *** -17.085 *** -22.967 *** -19.555 *** 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) 1.884  1.459  -10.415  -16.679 * 12.098 ** 6.385 * 0.985  1.380  

Municipal HDI   -492.518 ***   -160.388 ***   -1076.646 ***   
-

126.873 
*** 

Percentage of poor people   -1.082 ***   -0.465 *   -2.784 ***   -0.273 ** 

% households with potable water   -0.136 ***   -0.137 *   -0.014    -0.051 * 

Literacy Rate   -0.765 ***   -0.375 *   -2.361 ***   0.157 * 

Adjusted R-Squared 0.1476 0.6847 0.1690 0.3126 0.3753 0.7522 0.4507 0.6323 

 

Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 
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DiD Estimates of the Pastoral Impact on Infant and Child Mortality: 1991 to 2000 

The HDI-M 2003 database was used for the DiD technique analysis between 

1991 and 2000, because it was based on robust estimations of infant and child mortality 

rates at the municipal level, and also accounts to the harmonized differences between 

municipal territories.  It also provides information on the presence of CCT programs 

and health assistance at the municipal level. 

Table 21, below, presents a descriptive summary of outcome variables and the 

additional covariates used to render the two quasi-experimental groups more 

comparable at baseline, stratified by assignment to the intervention and control 

municipalities. Data show that between 1991 and 2000 infant mortality rates decreased 

32% in control municipalities and 34% in treated municipalities, while child mortality 

rates decreased 35% in control municipalities and 35% in treated municipalities.  These 

rates suggest the presence of a steady and constant developmental path. 

As expected, data show that fertility rates as well as rural, infant, and child 

populations declined in both control and treated municipalities.  These declines are a 

combined result of Brazil’s demographic transition, an aging population, lower fertility 

rates, and a nation-wide process of urbanization.  However, it is important to note that 

the proportion of girls 15 to 17 years old who had mothered a child increased 

significantly over this period, from 5.9% to 8.2% in control municipalities, and from 

6.3% to 9.0% in treated municipalities.  Adolescent pregnancy is a burden for women, 

and in places like Brazil it means losing a significant amount of inclusive opportunities 

for these very young mothers. 

Between 1991 and 2000 income per capita increased at almost the same rate for 

control and treated municipalities alike. During this decade the Brazilian economy 

stabilized under acceptable inflation rates, and the country witnessed the emergence of 

CCT programs and the PACS federal program designed to promote community health.  

Inequality, as measured by the Theil Index increased marginally, as expected given the 

economic turbulence of the early 1990s and the disastrous opening of the economy 
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under President Collor, especially for control municipalities, indicating an overall 

reduction of inequality, but increased inequality between groups. 

Concomitantly, the proportion of people depending on cash transfers from the 

government almost doubled for both treatment and control groups, and the proportion of 

children living in ultra-poor households decreased around one fourth for all 

municipalities.   

Both groups had very similar HDI measures in 2000 and the overall life 

standards improved similarly for the treatment and control municipalities as shown by 

the increased access to piped water and decreased illiteracy rates.  Finally, the 

availability of physicians did not change in the decade between 1991 and 2000.  
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Table 21. Descriptive Statistics of Sample Means, Stratified by Treatment and Control 

Municipalities in Pre-Post Periods 1991-2000 

 1991 2000 

Assignment CTL TRT  CTL TRT  

Outcome of Interest       

Infant Mortality Rate per 1,000  live births 48.10 52.9 *** 32.71 34.87 *** 

Child Mortality Rate per 1,000  live births 65.43 71.83 *** 42.25 46.16 *** 

Covariates       

Municipal HDI 0.612 0.607 *** 0703 0.696 ** 

Number of resident doctors by thousand inhabitants 0.19 0.33 *** 0.19 0.31 *** 

Percentage of households with bathroom and piped 

water 
47.74 47.27  64.66 61.83 *** 

Literacy Rate 69.20 67.88 ** 78.64 77.99  

Income per Capita in R$ 121.14 127.71 * 170.87 170.77  

Percentage of people with CCT dependence 7.37 8.07 *** 15.41 15.34  

Theil Index (L) 0.485 0.504 *** 0.497 0.535 *** 

Percentage of children living in ultra-poor 

households 
40.73 41.92 + 31.64 34.40 *** 

Infant Population  327 1,232 *** 210 801 *** 

Children 0 to 5 years of age Population 1,702 6,487 *** 1,109 4,128 *** 

Rural Population 5,258 9,708 *** 3,789 6,946 *** 

Percentage of Women age 15 to 17 with Children 5.98 6.34 ** 8.21 9.03 *** 

Fertility Rate 3.68 3.85 *** 2.81 2.89 *** 

N 3,962 1,545  2,030 3,477  

 
Significance levels of difference in means: *** p<0.001, ** p<0.01, * p<0.05. 

 

Controlling for the impact of the Bolsa Família CCT Program  

In this set of regressions, the basic DiD specifications used previously (Models 

A and B from Table 19) are modified to incorporate variables controlling for the Bolsa 
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Família program’s expected effect on infant and child mortality rates.  Controlling for 

rival effects is necessary given the presumed complementary or rival effect of social 

protection programs that are implemented in the same municipality as the Pastoral.  The 

DiD specification includes controlling variables for the presence of the CCT, and 

several other socioeconomic covariates, including the number of resident physicians in 

the municipality in question.  

 

𝐘𝒊𝒋 = 𝜷𝟏 + 𝜷𝟐𝑻𝒓𝒕𝒊 + 𝜷𝟑𝑷𝒐𝒔𝒕𝒋 + 𝜷𝟒(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) + 𝜷𝟓𝑪𝑪𝑻+ ∑  𝜷𝒌𝚾𝒊𝒋𝒌

𝑲

𝒌=𝟏

+ 𝜺𝒊𝒋 

where: 

𝐘𝒊𝒋 is the outcome of interest;  

𝑻𝒓𝒕𝒊 is a dummy treatment assignment variable at the municipal level; 

𝑷𝒐𝒔𝒕𝒋 is a dummy pre-post time variable; 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) is the estimated difference in the differences impact; 

𝑪𝑪𝑻 is a dummy control variable for municipalities with strong presence of CCT 

program, and; 

𝚾𝒊𝒋𝒌 is a set of control variables that capture regional (municipal) characteristics.  

 

 

Further refining the analysis, the next DiD specification incorporates a three-

way interaction with CCT Bolsa Família in an attempt to separate its impact on infant 

and child mortality from those of the Pastoral, as this program seems to also contribute 

materially to the overall reduction of infant and child mortality in Brazil. 

 

𝐘𝒊𝒋 = 𝜷𝟏 + 𝜷𝟐𝑻𝒓𝒕𝒊 + 𝜷𝟑𝑷𝒐𝒔𝒕𝒋 + 𝜷𝟒(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) + 𝜷𝟓𝑪𝑪𝑻

+ 𝜷𝟔(𝑪𝑪𝑻 × 𝑻𝒓𝒕𝒊) + 𝜷𝟕 (𝑪𝑪𝑻 × 𝑷𝒐𝒔𝒕𝒋) + 𝜷𝟖(𝑪𝑪𝑻 × 𝑷𝒐𝒔𝒕𝒋 × 𝑻𝒓𝒕𝒊)

+ ∑  𝜷𝒌𝚾𝒊𝒋𝒌

𝑲

𝒌=𝟏

+  𝜺𝒊𝒋 

where: 

𝐘𝒊𝒋 is the outcome of interest;  
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𝑻𝒓𝒕𝒊 is a dummy treatment assignment variable at the municipal level; 

𝑷𝒐𝒔𝒕𝒋 is a dummy pre-post time variable; 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) is the estimated difference in the differences impact; 

𝑪𝑪𝑻 is a control variable for municipalities with strong presence of CCT program; 

(𝑪𝑪𝑻 × 𝑻𝒓𝒕𝒊) is a two-way interaction term between the Pastoral treatment and the 

strong presence of CCT Bolsa Família that establishes the baseline difference between 

the treatment and control groups when the CCT program in implemented; 

(𝑪𝑪𝑻 × 𝑷𝒐𝒔𝒕𝒋) is a two-way interaction term between the post period and the strong 

presence of CCT Bolsa Família that establishes the mean group invariant difference in 

outcomes across time when the CCT program in implemented; 

(𝑪𝑪𝑻 × 𝑷𝒐𝒔𝒕𝒋 × 𝑻𝒓𝒕𝒊) is a three-way interaction term of CCT strong presence, the 

Pastoral treatment, and the post period, as the incremental DiD treatment impact in 

those municipalities where a strong presence of CCT Bolsa Família is identified, and; 

𝚾𝒊𝒋𝒌 is a set of control variables that capture regional (municipal) characteristics.  

 

 

The results obtained using OLS regressions under Gauss-Markov assumptions   

are presented in Table 22, below, which shows the estimated difference-in-differences 

threshold regarding the variation in infant and child mortality among treated and control 

municipalities from 1991 to 2000.   
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Table 22. DiD Estimates of the Pastoral’s Impact on Infant Mortality Rates Between 1991 and 2000 

 Basic and Adjusted DiD  Adjusted for CCT Presence CCT Interaction Term  

N Treatment Control Treatment Control Treatment Control 

 3,477 2,030 3,477 2,030 3,477 2,030 

Specification (A8) (B8) (C) (C1) (D) (D1) 

DiD Estimator 𝜷𝟒 𝜷𝟒 𝜷𝟒
 𝜷𝟒 (𝜷𝟒 + 𝜷𝟖) (𝜷𝟒 + 𝜷𝟖) 

DiD Upper Bound -4.396  -4.009  -4.242  -3.993  -13.056  -7.425  

DiD Estimate -2.636 *** -3.348 *** -2.512 ** -3.333 *** -7.086 ** -5.151 *** 

DiD Lower Bound -0.875  -2.688  -0.782  -2.674  -1.118  -2.876  

𝑻𝒓𝒕𝒊 4.796 *** 2.940 *** 4.832 *** 2.951 *** 4.828 *** 2.959 *** 

𝑷𝒐𝒔𝒕𝒋 -15.385 *** 12.613 *** -17.182 *** 12.436 *** -17.463 *** 12.334 *** 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) -2.636 ** -3.348 *** -2.512 ** -3.333 *** -2.076 * -3.167 *** 

𝑪𝑪𝑻     20.563 *** 2.371 *** 18.169 * 5.600  

(𝑪𝑪𝑻 × 𝑻𝒓𝒕𝒊) dropped due to collinearity with DiD estimator 

(𝑪𝑪𝑻 × 𝑷𝒐𝒔𝒕𝒋)         5.498  -2.067  

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋 × 𝑪𝑪𝑻)         -5.010 * -1.984 * 

Infant Population   0.000 ***   0.000 ***   0.000 *** 

Theil Index (L)   18.185 ***   18.395 ***   18.341 *** 

Percentage of Ultra-Poor Children   -0.322 ***   -0.331 ***   -0.331 *** 

Municipal HDI   -427.324 ***   -429.115 ***   -429.063 *** 

Physicians per 1,000 inhabitants   3.883 ***   3.885 ***   3.880 *** 

% of Households with Water and 

Bathroom 
  0.067 ***   0.066 ***   0.066 *** 

Literacy Rate   0.710 ***   0.717 ***   0.717 *** 

Adjusted R-Squared 0.1140 0.8759 0.1445 0.8763 0.1448 0.8763 

Significance levels: *** p<0.001, ** p<0.01, * p<0.05.
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In contrast with the stratification by region and the rural-urban dichotomy, the 

models that follow aim to control for municipalities with higher level of dependency on 

the Bolsa Família CCT program.  All specifications in Table 22 show a net negative 

effect of the Pastoral on infant mortality that ranges from -2.512 in model (C) to -7.086 

in model (D), all statistically significant at 𝛼 < 5%.  Models (C) and (C1) that control 

only for CCT dependence present smaller coefficients of the DiD estimates in 

comparison with models (D) and (D1) that also estimate the combined effect of the 

Pastoral and the CCT Bolsa Família.  Model (D1) with control variables is significant at 

a higher level (p<0.001) in comparison to the more parsimonious specification (D) that 

only controls for CCT high dependence.  

Several times during the fieldwork it was suggested that the Bolsa Família 

program had an impact on the reduction in infant and child mortality.  Rasella, Aquino, 

Santos, Paes-Souza, and Barreto (2013) found evidence declining child mortality rates 

as Bola Família coverage increased.  Their study also suggests that the Bolsa effect is 

especially linked with deaths due to malnutrition and diarrhea.  Rasella, Aquino, Santos, 

Paes-Souza, and Barreto’s negative binomial fixed-effects model is adjusted for social 

and economic context, and for the effect of the family health strategy PMF.  These 

findings make sense since it seems plausible that the significant increase in household 

income promoted by the Bolsa Família affects overall health outcomes of the treated 

population.  The DiD technique’s results suggest that the Pastoral program is effective 

in reducing infant mortality and that its own impact is more pronounced in places where 

the Bolsa Família CCT program is present.   

Table 23 presents DiD estimates of the Pastoral’s impact on child mortality in 

between 1991 to 2000.  Table 23 shows that all DiD estimates are negative, but in this 

case only those models adjusted by socio economic covariates are statistically 

significant.   

These coefficient estimates suggest that the Pastoral has marginally more 

modest effects on child mortality than on infant mortality and that, in the case of child 
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mortality, the Bolsa Família program did not have a differential effect above and 

beyond that of the Pastoral.  Speculating, one might say that this could be related to the 

direct effect that the Pastoral program appears to have on neonatal deaths, affecting 

population cohorts facing specific patterns of mortality and morbidity.  This happens 

because of the clear focus of the Pastoral’s work on the GOBI methodology and the fact 

that causes of death for infants are more likely to be preventable in comparison to 

causes of child deaths.  
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Table 23. DiD Estimates of the Pastoral’s Impact on Child Mortality Rates Between 1991 and 2000 

 Basic and Adjusted DiD  Adjusted for CCT Presence CCT Interaction Term  

N Treatment Control Treatment Control Treatment Control 

 3,477 2,030 3,477 2,030 3,477 2,030 

Specification (A9) (B9) (C2) (C3) (D2) (D3) 

DiD Estimator 𝜷𝟒 𝜷𝟒 𝜷𝟒
 𝜷𝟒 (𝜷𝟒 + 𝜷𝟖) (𝜷𝟒 + 𝜷𝟖) 

DiD Upper Bound -5.254  -4.416  -4.988  -4.385  -16.490  -8.046  

DiD Estimate -2.495  -3.298 *** -2.286  -3.269 *** -7.165  -4.198 *** 

DiD Lower Bound 0.262  -2.180  0.415  -2.153  2.156  -0.350  

𝑻𝒓𝒕𝒊 6.402 *** 3.452 *** 6.464 *** 3.473 *** 6.467 *** 3.492 *** 

𝑷𝒐𝒔𝒕𝒋 -23.179 *** 15.943 *** -26.228 *** 15.593 *** -26.513 *** 15.572 *** 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) -2.495  -3.298 *** -2.286  -3.269 *** -1.829  -3.202 *** 

𝑪𝑪𝑻     34.889 *** 4.702 *** 36.701 * 15.119 ** 

(𝑪𝑪𝑻 × 𝑻𝒓𝒕𝒊) dropped due collinearity with DiD estimator 

(𝑪𝑪𝑻 × 𝑷𝒐𝒔𝒕𝒋)        
 

1.423  -9.978 
 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋 × 𝑪𝑪𝑻)         -5.336  -0.996  

Children up to five years old population   0.000 
*** 

  0.000 
*** 

  0.000 
*** 

Theil Index (L)   17.294 
*** 

  17.711 
*** 

  17.684 
*** 

Percentage of Ultra-Poor Children   -0.248 
*** 

  -0.267 
*** 

  -0.267 
*** 

Municipal HDI   -550.355 
*** 

  -553.909 
*** 

  -553.863 
*** 

Physicians per 1,000 inhabitants   6.089 
*** 

  6.093 
*** 

  6.092 
*** 

% of Households with Water and Bathroom   0.117 
*** 

  0.115 
*** 

  0.115 
*** 

Literacy Rate   0.704 ***   0.718 
*** 

  0.717 
*** 

Adjusted R-Squared 0.1009 0.8529 0.1372 0.8535 0.1373 0.8535 

Significance levels: *** p<0.001, ** p<0.01, * p<0.05.
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To summarize, DiD estimates of the impact of the Pastoral on infant and child 

mortality based on evidence from this database lend great support to the claim that the 

Pastoral made a difference in infant and child mortality, and that these differences are 

robust across a range of reasonable DiD model specifications, including regional 

stratification, and adjusting and controlling for the presence of CCT schemes.  

Complementarity and triangulation for these results are provided by the Two-Way Fixed 

Effects approach that follows. 

 

7.6. TWO-WAY FIXED EFFECTS EXTENSIONS OF THE BASIC DID 

The Two-Way Fixed Effects (FEM) extension of the two-period DiD is used to 

refine the assumption of time invariant effects shared by control and treated 

municipalities.  With the Two-Way FEM extension it is possible to account more 

comprehensively for unobservable and unmeasured space and time-varying factors 

affecting the unit of analysis, variation in the outcome of interest, and the assignment to 

the program that is being evaluated.   

This is a refinement of the DiD model, itself a fixed effects model, but one whose 

panel is restricted to only two time periods, in the case of this dissertation 1980 to 1991, 

and 1991 to 2000.  Rather than comparing 1980 versus 1991, and 1991 versus 2000, as in 

the previous DiD analysis, we are now looking in detail at changes between 1990, 1994, 

and 1998, a task fitted to the FEM extension. 

 In sum, the FEM extension adjusts the model to deal with omitted variables bias, 

if, and only if, this bias is constant over the entire time span from 1990 to 1998 within the 
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same unit of analysis.  In other words, the FEM extension makes it possible to produce 

better estimations of treatment effect parameters because  

 

by studying changes in the dependent variable over time, it is possible to 

eliminate the effect of omitted variables that differ across entities but are constant 

over time (Stock and Watson 2011, 347). 

 

The data available to this evaluative exercise, however, only permits the analysis 

of three time periods posing a methodological constraint in a model fit for time series 

analysis. 

Before going into the Two-Way FEM extension analysis any further it is 

necessary to minimally understand the specification of the Fixed Effects estimator.  

Baltagi and Chang (1994), Wooldridge (2002), and Cameron and Trivedi (2009) provide 

the basic arguments needed to the formalization of the FEM model.  The One-Way FEM 

model is based on the model specification (a) below:  

 

𝒚𝒊𝒕 = 𝜶 + 𝑿′𝒊𝒕𝜷 + 𝝊 + 𝜺𝒊𝒕 (a) 

 

where: 

𝐲𝒊𝒕 is an outcome of interest; 

𝜶 is the random unit specific individual effect;  

𝑿′𝒊𝒕𝜷  captures the 𝜷 fixed effects estimator of 𝑿𝒊𝒕 regressors; 

𝝊 is the random unit specific error term, and; 

𝜺𝒊𝒕 is the idiosyncratic Gauss-Markov error term. 
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Theoretically speaking, to estimate such a model would be logic to estimate 

𝜶𝟏, … , 𝜶𝑵 and then β.  But, as argued by Cameron and Trivedi (2009), asymptotic theory 

states that 𝑵 → ∞, and in this case, just as 𝑵 → ∞ so does the number of fixed effects to 

estimate, resulting in what is called the incidental-parameters problem.  However, the 

focus of this dissertation lies in estimating β.  Yet to properly estimate the β parameter 

one first needs to control for the effect that the incidental nuisance parameters 𝜶𝒊 have in 

this kind of model.  The solution for the incidental parameters problem is to allow the 

time invariant component of the error term 𝝊𝒊 to be correlated with 𝑿′𝒊𝒕 regressors, while 

assuming that 𝑿′𝒊𝒕 regressors remain uncorrelated with the idiosyncratic error term 𝜺𝒊𝒕. 

This limited endogeneity approach, as proposed by the FEM model, results in more 

adjusted specifications that are able to control for the effect of time invariant factors 

affecting the outcome of interest and the treatment effect estimation. 

To control for these time invariant effects it is initially necessary to assume that if 

the FEM equation (a) above is true, than the time-averaged model of (a), presented in the 

equation (b) below, must be true as well: 

  

�̅�𝒊𝒕 = 𝜶 + 𝑿′̅̅̅
𝒊𝒕𝜷 + 𝝊 + �̅�𝒊 (b) 

 

where: 

�̅�𝒊𝒕 = ∑ 𝒚𝒊𝒕𝒕 𝑻𝒊⁄ ;  

𝜶 is the random unit specific individual effect;  

𝑿′̅̅̅
𝒊 = ∑ 𝑿𝒊𝒕𝒕 𝑻𝒊⁄ ; 

𝝊 is the random unit specific error term, and; 



 

 

 

347 

�̅�𝒊 = ∑ 𝜺𝒊𝒕𝒕 𝑻𝒊⁄ . 

 

The use of appropriate differencing transformations facilitates the estimation of 𝜷, 

for time varying regressors, through the elimination of 𝜶𝒊.  Equation (c) that follows 

shows the FEM so called 𝜷 “within estimator”, that results from the subtraction of the 

time-averaged equation (b) from the original equation (a).  The FEM estimator provides 

the marginal effect of changes in regressors in the variation of the outcome of interest.  

Here, the 𝜷 estimator provides precisely the FEM extension time adjusted net effect of 

the Pastoral program.    

 

(𝒚𝒕 − �̅�𝒕) = (𝑿𝒊𝒕 − �̅�𝒊)𝜷 + (𝜺𝒊𝒕 − 𝜺𝒊) (c) 

 

Wooldridge (2002) notices that the key underlying assumption of the FEM model, 

represented in equation (d) below, is that the idiosyncratic error and explanatory variables 

remain  uncorrelated.  Applied to a panel data structure this means that there are no 

lagged effects between units of analysis, since these units have time-invariant fixed 

effects in place that adjust the FEM model by accounting for the entire history of the unit 

under analysis. 

 

𝔼(𝜺𝒊𝒕|𝑿𝒊𝟏, … , 𝑿𝒊𝑻, 𝜶𝒊) = 𝟎 (d) 
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Wooldridge (2002) and Cameron and Trivedi (2009) called attention to the fact 

that the N parameters 𝜶𝟏,…,𝜶𝑵 are nuisance parameters that are not of intrinsic interest 

since the objective is to estimate the 𝜷 estimator, however, as stated before,  

 

their presence potentially prevents estimation of the parameters 𝜷 that are of 

interest (A. Colin Cameron and Trivedi 2005, 726). 

 

The FEM model can be understood as a form of first difference, being clearly 

well suited for the application of the DiD technique and, therefore, the evaluation of all 

sort of policies based on a territorial perspective in the format of panel data since they 

offer a time controlling approach.  The Two-Way Fixed Effects specification (e), below, 

expands on this, being able to simultaneously control for time and cross section variation.   

 

𝒚𝒊𝒕 = 𝜶 + 𝑿′𝒊𝒕𝜷 + 𝝊𝒊 + 𝝂𝒕 + 𝜺𝒊𝒕 (e) 

 

where: 

𝐲𝒊𝒕 is an outcome of interest; 

𝜶𝒊 is the random unit specific individual effect;  

𝑿′𝒊𝒕𝜷  provides the 𝜷 Two-Way fixed effects estimator of 𝑿𝒊𝒕 regressors; 

𝝊𝒊 is the group fixed-effects specific error term; 

𝝂𝒕 is the time fixed-effects specific error term, and; 

𝜺𝒊𝒕 is the idiosyncratic error term estimated under Gauss-Markov assumptions. 
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It is worth noting that the Two-Way FEM extension specification has a three-part 

error structure where 𝝊𝒊 adjusts for constant differences between units of analysis, 𝝂𝒕 

adjusts for common effects for each one of the municipalities, and the 𝜺𝒊𝒋 adjusts for 

particular error terms of the specification, that in this case can be more precisely 

estimated, facilitating the estimation of the 𝜷 Two-Way fixed effects estimator of 𝑿𝒊𝒕 

regressors.   

Figure 44, below, shows the DiD Two-Way FEM extension rationale implying 

that, between control and treatment groups, the estimated DiD = (Y0 − Y2) − (YΥ1 − Y3).  

Supposedly, the FEM model detaches the effect of time-invariant characteristics of the 

predictor variables, including the Pastoral treatment, refining the estimation of the 𝜺𝒊𝒋 

particular error term of the specification, and therefore allowing the proper assessment of 

the Pastoral program net effect (impact) on infant mortality rates.  
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Figure 44. The Logic of the DiD Fixed Effects Specification 

 
 

Source: Author’s adaptation based on Willian N. Evans elaboration. 

 

Figure 45, below, shows how the initial DiD FEM extension quasi-experimental 

design, as used in the scope of this dissertation to produce treatment effect estimations for 

the Pastoral intervention, is organized in three waves of data, between the years 1990, 

1994, and 1998.  
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Figure 45. Fixed Effects Untreated Control Group Design with Dependent Pretest and 

Two Posttest Samples and Treatment Effects 

                  1990                 1994                 1998 

NR X O1 X O2 X O3 𝑻𝒓𝒕𝟏  

NR  O1 X O2 X O3 𝑻𝒓𝒕𝟐  

NR  O1  O2 X O3 𝑻𝒓𝒕𝟑 

NR  O1  O2  O3 𝑪𝑻𝑳 

 

 

The Untreated Control Group Design with Dependent Pretest and Posttest 

Samples is designed to measure distinct timing of Pastoral treatment against pure 

settings.  This design permits to differentiate the Pastoral net effect in municipalities 

where this treatment was implemented with different levels of intensity.  There are three 

waves of measurement, before, and in between the measurements, the intervention X was 

implemented.  As pointed by Figure 45, above, the “NR” assignment to treatment is not 

random.   

More importantly, this design allows the comparative analysis between three 

levels of treatment in terms of the length of time that the Pastoral operated.  The 

estimator 𝑻𝒓𝒕𝟏 measures the effect of the Pastoral program in municipalities that were 

treated previously to 1990 and in all following periods.  Covariate 𝑻𝒓𝒕𝟐 measures the 

effect of the Pastoral program in municipalities that were treated after 1990 and in all 

following periods.  Finally, covariate 𝑻𝒓𝒕𝟑  measures the effect of the Pastoral program 

in municipalities that were treated only after 1994.  By allowing this type of comparison, 

this dissertation begins to address questions related to impact of the dosage of the 

Pastoral treatment, a rich area for future research efforts. 
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Fixed Effects Estimates of the Pastoral Impact on Infant Mortality in Brazil from 

1990 to 1998 

The Two-Way Fixed Effects Extensions of the Basic DID (FEM) model takes 

advantage of the data available from DATASUS for the years of 1990, 1994, and 1998, 

produced in the scope of a research project that focused on producing indirect estimates 

of the IMR at the municipal level in Brazil.  These data were developed with the 

technical support of the CEDEPLAR, based on indirect methods that account for the 

heterogeneity of infant mortality rates in municipalities with small populations.  

CEDEPLAR used the 1997 municipal network as the basis for generating comparable 

infant mortality rates across municipalities for the years 1990, 1994, and 1998.  Data 

from the JFP and UNDP’s HDI-M database were later merged with the database on the 

outcome of interest to provide information on potential control variables to further refine 

model specifications. 

The DiD Two-Way FEM specification refines the assumption of constant shared 

time effects of the basic and adjusted DiD specifications (models A and B).  A lagged 

treatment variable is used, the 𝑻𝒓𝒕 specific to the preceding year.  It matches mortality to 

the existence of Pastoral the year before the children were presumably exposed to the 

Pastoral.  This strategy is adopted under the assumption that the Pastoral does not have an 

immediate effect on infant mortality at the municipal level.  Heteroskedasticity and 

autocorrelation-consistent standard errors are provided by clustered robust estimations, 

and reported with corrected degrees of freedom (Wooldridge 2002; Stock and Watson 

2011).  

The specification (f) of the basic DiD FEM extension presented below has a set of 

dummy variables 𝑷𝒐𝒔𝒕 = 𝟏 for years in which the Pastoral was introduced to a given 
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municipality (1989, 1993, and 1997) and for all years following that date, the respective 

set of variables 𝑷𝒐𝒔𝒕 is equal to zero, to control municipalities.  It also has 𝑫𝒋 dummy 

variables for years 𝒋 = 𝟏𝟗𝟗𝟎 − 𝟏𝟗𝟗𝟖, taking 1990 as the baseline, and 𝑴𝒊 dummy 

variables to municipalities 𝒊 = 𝟐, … , 𝑰 with the municipality 𝒊 = 𝟏 as a baseline, as in: 

 

𝐘𝒊𝒋 = 𝜷𝟏 + 𝜷𝟐(𝑻𝒓𝒕𝟏 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟒) + 𝜷𝟑(𝑻𝒓𝒕𝟐 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) + 𝜷𝟒(𝑻𝒓𝒕𝟑 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖)

+ ∑ 𝜹𝒋𝑴𝒊𝒋

𝒊

+ 𝚼𝟏𝑫𝟏𝟗𝟗𝟒 + 𝚼𝟐𝑫𝟏𝟗𝟗𝟖 + 𝜺𝒊𝒋 

 

where: 

𝐘𝒊𝒋 is the outcome of interest;  

(𝑻𝒓𝒕𝟏 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟒) is the estimated FEM impact due to 𝑻𝒓𝒕𝟏; 

(𝑻𝒓𝒕𝟐 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) is the estimated FEM impact due to 𝑻𝒓𝒕𝟐; 

(𝑻𝒓𝒕𝟑 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) is the estimated FEM impact due to 𝑻𝒓𝒕𝟑; 

𝜹 coefficients capture time-invariant differences between each state and the baseline 

municipality, arbitrarily defined; 

𝚼 coefficients capture year-specific changes in mortality in the control municipalities 

compared to 1990, and; 

𝜺𝒊𝒋 accounts for idiosyncratic Gauss-Markov errors. 

 

Stratification by Level of Development 

The Two-Way FEM extension of the DiD technique allows for the estimation of 

fixed effects of time and of the unit of analysis. Table 24, below, presents the estimated 

effect of the Pastoral program on infant mortality rates using the FEM extension of the 
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DiD estimator.  The basic specification is presented for all municipalities in which the 

Pastoral was implemented, and then for different categories of municipalities based on 

their level of development level as measured by the HDI-M. All treatment groups are 

contrasted against pure control groups of municipalities that are similar in terms of 

development and that did not experience the Pastoral treatment during the time of study.  

Results in Table 24, below, suggest that the Pastoral treatment 𝑻𝒓𝒕𝟑 estimate is 

statistically significant at 𝛼 < 5%, meaning that the Pastoral was effective in the period 

from 1994 to 1998 for the entire sample of 5,507 municipalities.  The stratification by 

HDI levels shows that the program is also effective for high and very high HDI-M 

municipalities since 1994 as 𝑻𝒓𝒕𝟐, and 𝑻𝒓𝒕𝟑 estimates are significant at 𝛼 < 5%.  

Estimates of the Pastoral treatment have smaller standard error as time goes by.  The 

Pastoral treatment estimates also increase over time suggesting that the Pastoral possibly 

has an accumulative effect.  The 𝑻𝒓𝒕𝟏, 𝑻𝒓𝒕𝟐, and 𝑻𝒓𝒕𝟑  estimates are not statistically 

significant at any level for municipalities with low and mid HDI-M levels. 

Complementarily, the rho value, the intra-class correlation measures the fraction 

of variance due to 𝝊𝒊, the unit-specific effects.  Here it indicates that more than 98% of 

the variance in all specifications is due to differences across panels. 
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Table 24. Basic DiD FEM Extension Estimates of the Pastoral’s Impact on Infant 

Mortality Rates in between 1990 and 1998 Stratified by Level of 

Development 

 
Basic DiD 

FEM 

Basic DiD FEM by HDI-M Category 

Low Mid High Very High 

N Treatment as in 1998 3,012 49 1,487 1,176 300 

N Control as in 1998 2,495 60 1,103 1,057 275 

Specification (F1) (F2) (F3) (F4) (F5) 

(𝑻𝒓𝒕𝟏 × 𝑷𝒐𝒔𝒕𝒋) 0.117  -1.066  -0.044  0.031  -0.190  

(𝑻𝒓𝒕𝟐 × 𝑷𝒐𝒔𝒕𝒋) -0.074  -0.478  0.074  -0.140 *** -0.358 *** 

(𝑻𝒓𝒕𝟑 × 𝑷𝒐𝒔𝒕𝒋) -0.302 *** -0.227  -0.096  -0.293 *** -0.636 *** 

𝒀 𝟏𝟗𝟗𝟒 -5.688 *** -7.689 *** -7.019 *** -4.677 *** -3.675 *** 

𝒀 𝟏𝟗𝟗𝟖 -7.526 *** -10.623 *** -9.398 *** -6.132 *** -4.673 *** 

Omitted spatial variables           

Prob > F 0.0000 0.0000 0.0000 0.0000 0.0000 

rho 0.9942 0.9827 0.9928 0.9867 0.9831 

 

Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 

 

Models Adjusted by Socioeconomic Covariates  

As in the DiD specification, adding control variables results in better estimates of 

the FEM extension of Pastoral’s net impact.  The adjusted model specification is 

presented below with control variables related to assignment to the treatment and to the 

outcome of interest (the same 𝑿 and 𝒁 variables used earlier in the propensity score 

targeting analysis).  
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𝐘𝒊𝒋 = 𝜷𝟏 + 𝜷𝟐(𝑻𝒓𝒕𝟏 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟒) + 𝜷𝟑(𝑻𝒓𝒕𝟐 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) + 𝜷𝟒(𝑻𝒓𝒕𝟑 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖)

+ ∑ 𝜹𝒋𝑴𝒊𝒋

𝒊

+ ∑  𝜷𝒌𝚾𝒊𝒋𝒌

𝑲

𝒌=𝟑

+𝚼𝟏𝑫𝟏𝟗𝟗𝟒 + 𝚼𝟐𝑫𝟏𝟗𝟗𝟖 + 𝜺𝒊𝒋 

 

where: 

𝐘𝒊𝒋 is the outcome of interest;  

(𝑻𝒓𝒕𝟏 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟒) is the estimated difference-in-differences FEM extension impact due 

to 𝑻𝒓𝒕𝟏; 

(𝑻𝒓𝒕𝟐 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) is the estimated difference-in-differences FEM extension impact due 

to 𝑻𝒓𝒕𝟐; 

(𝑻𝒓𝒕𝟑 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) is the estimated difference-in-differences FEM extension impact due 

to 𝑻𝒓𝒕𝟑; 

𝜹 coefficients capture time-invariant differences between each state and the baseline 

municipality, arbitrarily defined; 

∑  𝜷𝒌𝚾𝒊𝒋𝒌

𝑲

𝒌=𝟑

   is a set of control variables that capture municipal characteristics.  

𝚼 coefficients capture year-specific changes in mortality in the control municipalities 

compared to 1990, and; 

𝜺𝒊𝒋 accounts for idiosyncratic Gauss-Markov errors. 

 

The control variables that adjust the specification are drawn from the Brazilian 

censuses of 1991 and 2000.  Average values were generated for all control variables for 

the year 1994.  The Two-Way FEM extension adjustments for unit of analysis and time 
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allow for a leaner and more elegant set of specifications.  Since it mitigates omitted 

variable bias, the set of controls can be reduced to fewer covariates of infant mortality.   

Table 25, below, shows the Fixed Effects Extension estimated results of the 

Pastoral treatment effect with respect to variation in infant mortality between the years of 

1990, 1994 and 1998 adjusted by the same set of basic control variables used in the basic 

DiD specification for the interval between 1991 and 2000. 

The adjusted FEM extension specification results in a negative 0.104 effect for 

the period after 1990 (𝑻𝒓𝒕𝟐) and a negative 0.318 net effect for the period after 1994 

(𝑻𝒓𝒕𝟑), at 𝛼 < 5%.  As in the basic specification, results were not statistically significant 

at any level for low and mid HDI-M municipalities.  Similar to the findings of the Basic 

FEM Extension specification, the net effect of the Pastoral appears to be higher in 

municipalities with higher levels of development.  As expected, overall estimated 

standard errors are narrower in comparison to the basic model specifications.   

To some extent, results obtained from the stratification by level of human 

development align nicely with those obtained in the DiD basic specification that was 

stratified by regions.  The more developed Southeast region yields better results in 

comparison to the impoverished Northeast and North.  The more developed Southeast 

region also comprises most of the urban locations in the country, and previous results 

suggest that the Pastoral is more effective in urban areas in comparison to rural locations.  
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Table 25. Adjusted FEM Extension Estimates of the Pastoral’s Impact on Infant 

Mortality Rates in between 1990 and 1998 

 
Adjusted 

DiD FEM 

Adjusted DiD FEM by HDI-M Category 

Low Mid High Very High 

N Treatment as in 1998 3,012 49 1,487 1,176 300 

N Control as in 1998 2,495 60 1,103 1,057 275 

Specification (G1) (G2) (G3) (G4) (G5) 

(𝑻𝒓𝒕𝟏 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟒) 0.024  -1.404  -0.069  0.047  -0.217  

(𝑻𝒓𝒕𝟐 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) -0.104 * -0.569  0.056  -0.135 ** -0.328 *** 

(𝑻𝒓𝒕𝟑 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) -0.318 *** -0.222  -0.132  -0.289 *** -0.521 *** 

𝒀 𝟏𝟗𝟗𝟒 -4.391 *** -8.718 *** -6.531 *** -4.211 *** -3.564 *** 

𝒀 𝟏𝟗𝟗𝟖 -4.922 *** -12.678 *** -8.409 *** -5.201 *** -4.481 *** 

% of Ultra-Poor Children -0.023 *** -0.109  -0.037 *** -0.011 * -0.022  

% of Houses with Water and 

Bathroom 
-0.013 ** -0.169 * -0.009  -0.006  0.029 * 

Literacy Rate -0.275 *** 0.162  0.086 *** -0.147 *** -0.161 *** 

Omitted spatial variables           

Prob > F 0.0000 0.0000 0.0000 0.0000 0.0000 

rho 0.9939 0.9873 0.9927 0.9867 0.9835 

 

Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 

  

Controlling for the Presence of the Bolsa Família and PACS Programs 

Finally, the FEM is further extended to incorporate control variables for the 

presence of the Bolsa Família CCT program (N=464) and PACS basic health team 

program (N=3,166) at the municipal level by 1998 since these programs were basically 

created, as federal nationwide interventions, towards the final half of the decade between 
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1990 and 2000.  This policy-adjusted model is designed to address the rival hypothesis 

assumption, which in this case means eliminating other plausible explanations for the 

outcome of interest variation than the Pastoral program.  The DiD technique has the 

limitation of not properly accounting for the effect of similar treatments implemented in 

the same municipality as the Pastoral program.  With the FEM specification is possible to 

use dummy variables to identify municipalities where these rival policies were active, in 

the case of PACS, or had a strategic presence, as in the case of the municipalities where 

most of the population received CCT payments.  

 

𝐘𝒊𝒋 = 𝜷𝟏 + 𝜷𝟐(𝑻𝒓𝒕𝟏 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟒) + 𝜷𝟑(𝑻𝒓𝒕𝟐 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) + 𝜷𝟒(𝑻𝒓𝒕𝟑 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖)

+ 𝜷𝟓𝑪𝑪𝑻 + 𝜷𝟔𝑷𝑨𝑪𝑺 + ∑ 𝜹𝒋𝑴𝒊𝒋

𝒊

+ ∑  𝜷𝒌𝚾𝒊𝒋𝒌

𝑲

𝒌=𝟑

+𝚼𝟏𝑫𝟏𝟗𝟗𝟒 + 𝚼𝟐𝑫𝟏𝟗𝟗𝟖

+ 𝜺𝒊𝒋 

 

where: 

𝐘𝒊𝒋 is the outcome of interest;  

(𝑻𝒓𝒕𝟏 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟒) is the estimated difference in the differences FEM extension impact 

due to 𝑻𝒓𝒕𝟏; 

(𝑻𝒓𝒕𝟐 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) is the estimated difference in the differences FEM extension impact 

due to 𝑻𝒓𝒕𝟐; 

(𝑻𝒓𝒕𝟑 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) is the estimated difference in the differences FEM extension impact 

due to 𝑻𝒓𝒕𝟑; 

𝑪𝑪𝑻 captures the effect of municipalities with strong presence of Bolsa Família; 

𝑷𝑨𝑪𝑺 captures the effect of municipalities with the presence of the PACS program; 
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𝜹 coefficients capture time-invariant differences between each state and the baseline 

municipality, arbitrarily defined; 

∑  𝜷𝒌𝚾𝒊𝒋𝒌

𝑲

𝒌=𝟑

 
  captures the effects of a set of variables controlling for municipal 

characteristics.  

𝚼 coefficients capture year-specific changes in mortality in the control municipalities 

compared to 1990, and; 

𝜺𝒊𝒋 accounts for idiosyncratic Gauss-Markov errors. 

 

Table 26, below, displays the policy-adjusted FEM estimates of the Pastoral 

treatment effect on infant mortality rates for the years 1990, 1994 and 1998.  The key 

feature of this specification is that it adjusts for the presence of the Bolsa Família CCT 

Program and the PACS as these are two possible sources of bias due to rival effects in 

terms of reducing infant mortality. 

Results show that the net effect of the Pastoral are similar to the results obtained 

in models that control only for socioeconomic covariates.  As before, the Pastoral 

treatment is effective at 𝛼 < 5% in high and very high HDI-M municipalities.  Also as 

before, the Pastoral is not significant for low and mid HDI-M municipalities, and 

treatment effect estimates for the distinct spans of Pastoral treatment, 𝑻𝒓𝒕𝟐 and 𝑻𝒓𝒕𝟑, 

increased over time, suggesting that in general the effectiveness of the Pastoral treatment 

increases over time.   

Observing the behavior of the policy covariate 𝑷𝑨𝑪𝑺, a dummy control variable 

for municipalities with the presence of the PACS basic health teams program, suggests 

that this program, a possible source for rival effect bias, is more effective in mid and low 

HDI-M municipalities, a possible sign of complementarity to the Pastoral program.   
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Table 26. Policy Adjusted Fixed Effects Extension Estimates of the Pastoral’s Impact on 

Infant Mortality Rates in 1990, 1994 and 1998 

 

Policy 

Adjusted 

DiD FEM 

Policy Adjusted DiD FEM by HDI-M Category 

Low Mid High Very High 

N Treatment as in 1998 3,012 49 1,487 1,176 300 

N Control as in 1998 2,495 60 1,103 1,057 275 

Specification (H1) (H2) (H3) (H4) (H5) 

(𝑻𝒓𝒕𝟏 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟒) 0.000  -1.461  -0.083  0.038  -0.217  

(𝑻𝒓𝒕𝟐 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) -0.119 * -0.659  0.053  -0.140 ** -0.332 *** 

(𝑻𝒓𝒕𝟑 × 𝑷𝒐𝒔𝒕𝟏𝟗𝟗𝟖) -0.208 ** -0.328  -0.091  -0.222 ** -0.479 *** 

𝑪𝑪𝑻 -0.940 *** -0.078  -0.699 *** 0.386  1.111  

𝑷𝑨𝑪𝑺 -0.670 *** -2.472 ** -0.860 *** -0.247 *** -0.207  

𝒀 𝟏𝟗𝟗𝟒 -4.506 *** -8.617 *** -6.548 *** -4.222 *** -3.568 *** 

𝒀 𝟏𝟗𝟗𝟖 -4.752 *** -10.835 *** -7.731 *** -5.148 *** -4.445 *** 

% of Ultra-Poor Children -0.024 *** -0.101  -0.037 *** -0.012 * -0.020 * 

% of Houses with Water and 

Bathroom 
-0.012 ** -0.127  -0.011  -0.006  0.031 * 

Literacy Rate -0.253 *** 0.138  0.082 *** -0.144 *** -0.161 ** 

Omitted spatial variables           

Prob > F 0.0000 0.0000 0.0000 0.0000 0.0000 

rho 0.9942 0.9857 0.9929 0.9868 0.9836 
 

Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 
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Random Effects Cross-Check 

As an alternative approach towards FEM specifications one can use Random 

Effects Models (REM) rather than fixed effects modeling.  REM models have an 

empirical Bayes nature, which results in greater efficiency.  On the other hand, the REM 

approach is based on strong assumptions concerning the independence of the error term 

with the infant mortality covariates that are probably not tenable within the scope of the 

research developed in this dissertation. 

According to Wooldridge (2002), the key underlying assumption of n REM 

specification, represented in equation (a) below, is that the unobservable effect are 

uncorrelated.  That means that there are no lagged effects between units of analysis since 

these units have time invariant fixed effects in place that adjust the FEM model by 

accounting for the entire history of the unit under analysis.   

 

𝔼(𝜺𝒊𝒕|𝑿𝒊𝟏, … , 𝑿𝒊𝑻, 𝜶𝒊) = 𝟎 (a) 

 

In this case the REM estimator specification, as calculated by Stata, can be 

understood as a weighted average produced between and within estimators, defined by 

the following equation: 

 

(𝒚𝒊𝒕 − 𝜽�̅�𝒊) = (𝟏 − 𝜽)𝜶 + (𝑿𝒊𝒕 − 𝜽�̅�𝒊)𝜷 + {(𝟏 − 𝜽)𝒗𝒊 + (𝝐𝒊𝒕 − 𝜽�̅�𝒊)} (b) 

 

where: 

𝜽 is the intraclass correlation.  

 



 

 

 

363 

In the case of FEM, as explained in the most recent Stata Manual (2013), if 𝝈𝒗
𝟐 =

𝟎 meaning that 𝒗𝒊 is always 0, then 𝜽 = 𝟎 and the random effects are calculated directly 

by ordinary least squares.  On the other hand, if 𝝈𝝐
𝟐 = 𝟎, meaning that the error term 

component 𝝐𝒊𝒕 is equal 0, then 𝜽 = 𝟏 and therefore the within-estimator will return all 

available information, corresponding to a R2 of one. 

As pointed out by Wooldridge, the REM estimator is appropriate in cases where 

the random intercepts 𝜶𝟏 are uncorrelated with all explanatory variables, posing a certain 

limitation to the REM approach (Wooldridge 2002, 473).  In any event, the REM 

estimator provides more efficient estimators since it uses both within and between 

information to calculate the net effect of the Pastoral program. Table 27, below, presents 

the estimated effects of the policy-adjusted REM specification defined above. 
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Table 27. Policy Adjusted Random Effects Extension Estimates of the Pastoral’s Impact 

on Infant Mortality Rates in 1990, 1994 and 1998 

 

Policy 

Adjusted 

DiD FEM 

Policy Adjusted DiD FEM by HDI-M Category 

Low Mid High Very High 

N Treatment as in 1998 3,012 49 1,487 1,176 300 

N Control as in 1998 2,495 60 1,103 1,057 275 

Specification (HR1) (HR2) (HR3) (HR4) (HR5) 

(𝑻𝒓𝒕𝟏 × 𝑷𝒐𝒔𝒕𝒋) 0.177 * -1.497  -0.022  0.110  -0.136  

(𝑻𝒓𝒕𝟐 × 𝑷𝒐𝒔𝒕𝒋) -0.056  -0.722  0.066  -0.090 ** -0.261 *** 

(𝑻𝒓𝒕𝟑 × 𝑷𝒐𝒔𝒕𝒋) -0.311 *** -0.388  -0.157  -0.196 ** -0.411 *** 

𝑪𝑪𝑻 -0.429 *** -0.186  -0.655 *** 0.375  1.165 ** 

𝑷𝑨𝑪𝑺 -0.314 *** -2.415 *** -0.775 *** -0.207 *** -0.199 ** 

𝒀 𝟏𝟗𝟗𝟒 -3.314 *** -8.664 *** -5.727 *** -4.070 *** -3.484 *** 

𝒀 𝟏𝟗𝟗𝟖 -2.555 *** -10.945 *** -6.126 *** -4,857 *** -4.287 *** 

% of Ultra-Poor Children 0.019 *** -0.084  -0.021 ** -0.009  -0.012  

% of Houses with Water and 

Bathroom 
-0.059 *** -0.073  -0.023 *** -0.013 ** 0.035 ** 

Literacy Rate -0.392 ** 0.129  -0.181 *** -0.172 *** -0.209 *** 

Omitted spatial variables           

Prob > F 0.0000 0.0000 0.0000 0.0000 0.0000 

theta 0.9335 0.9212 0.9395 0.9280 0.9191 

 

Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 

 

The calculated values of theta exceed the 0.90 in all proposed specifications, 

suggesting that the REM assumptions are not sustainable (correlation between the unit 

effects are not plausibly independent of the other explanators).  As with the FEM, the 
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estimated impact of the Pastoral is not significant for mid and low IDH-M municipalities.  

For the overall sample, as well as for the very high and high IDH-M municipalities, 

results are comparable.  In the REM case, the statistically significant covariates 𝑻𝒓𝒕𝟏, 

𝑻𝒓𝒕𝟐, and 𝑻𝒓𝒕𝟑 associated with the different levels of Pastoral treatment show, in 

general, slightly smaller effect of the Pastoral treatment compared to its FEM 

counterparts.  The results from these policy-adjusted models show that the covariates that 

account for the presence of CCT and PACS have a similar effect under the REM 

assumption, and they all follow the same logic across different specifications, meaning 

that the greater the HDI-M, the lower the effectiveness of the CCT.  In contrast to this, 

the lower the HDI-M, the greater the impact of the PACS, a result shared by both the FE 

and RE modeling approaches. 

 

7.7. PROPENSITY SCORE WEIGHTED REGRESSIONS 

This section addresses the use of propensity scores (PS) as weights in the kinds of 

regression specifications we have entertained thus far.  The use of propensity scores was 

initially proposed by Rosenbaum and Rubin (1983) as a way to measure the probability 

of being assigned to a treatment based on a vector of observed covariates.   Simply put, a 

propensity score is nothing more than the predicted probability of assignment to 

treatment derived from a logit or probit model.   

The most common use of propensity scores as a non-parametric evaluation 

technique in matching treatment observations to one or more untreated comparisons.  The 

applied use of Propensity Score Matching (PSM) in impact oriented evaluations 

highlights the use of an evaluative approach that is suitable to contexts of complexity 
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faced by most policies and programs in present days.  That is why PSM is an evaluative 

approach widely studied in both: practice and theory.
146

   In its simplest form, the 

fundamental logic of propensity score matching builds on the experimental "gold 

standard" of collecting pairs of observations, of which one is randomly assigned ex-ante 

to treatment, whereas the other serves as a matched control.  However, PSM in quasi-

experiments differs from the experimental gold standard in two fundamental ways.  First, 

matching is necessarily ex-post.  Second, the assignment to treatment cannot plausibly be 

purely random. 

The second-best solution to this dilemma is to model the selection process 

explicitly as a function of observable explanatory factors.  Predictions from this selection 

model are called "propensity scores" and are used to match each treatment observation to 

its closest control.  The average population-weighted difference in the value of the 

response variable across treatment-control pairs provides the estimate of the average 

effect of the treatment.  The PSM comes to grips with the problem of selection bias by 

assuming that selection is unrelated to the untreated outcome, conditional on the 

(observable) explanatory variables used in the selection model.  However, as suggested 

by Winship and Morgan (2009), in this dissertation we use propensity scores as weights 

as yet another strategy for controlling for selection bias. 

The Pastoral program is focused on pregnant women, and children zero to six 

years of age, preferentially those among the poorest of the poor.  Focalization, in general, 

                                                 
146

 For more on this subject see, for example, Guo & Rosenbaum 1993; Rosenbaum 1989, 1995, 2002; 

Rubin 1973, 1979; Rosenbaum & Rubin 1983; Heckman, Ichimura, & Todd 1998; Dehejia & Wahba 1999; 

Abadie & Imbens 2002, the special "Symposium on the Econometrics of Matching - 2004", and The 

Review of Economics and Statistics, 86(1):1-180, Feb 2004). 
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poses challenges related to estimating treatment effects since, by definition, when a 

targeting strategy is in place, treated populations are, theoretically, hardly comparable to 

non-treated ones, a clear case of selection bias.  

Selection bias is a challenge to the Pastoral evaluation, just as it was for 

Heckman, Lalonde and Smith (1999) in their work on estimating the effects of labor 

market training programs.  The main problem addressed in Heckman, Lalonde, and Smith 

is the question of self-selection.  A given individual seeking to improve his or her 

professional skills through training programs is not comparable to an individual that is 

not seeking the benefits of this kind of program.  Since the intended outcome of a training 

program is to improve the beneficiary population’s access to the job market, how could 

you estimate the impact of a program of this type if the control group of untreated people 

did not seek support from this program because they were probably already content with 

their current employment?   

In the context of this dissertation, selection bias means that the Pastoral’s focus on 

the poorest of the poor may lead the Pastoral program to be implemented in places where 

poverty, infant, and child mortality rates are systematically higher than in other 

municipalities, a situation previously addressed in the targeting study previously 

conducted that corroborates this view.  

In the case of the Pastoral, as well as in the work of Heckman, Lalonde, and 

Smith, there is a problem related to the non-comparability of treated and control groups.  

This lack of comparability due to selection bias is a problem that arises from the 

assignment to the treatment and control groups not being plausibly random (Heckman, 

Lalonde, and Smith et al. 1998).  The use of propensity scores applied to treatment 
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effects estimation aims to improve the comparability between non-random assigned 

treatment and control groups, proposing a solution for selection bias. 

The third set of quasi-experiments developed in the scope of this dissertation is 

based on a propensity-score weighted regression.  Despite the fact that the Pastoral has 

been present in Brazil since the mid-1980s, the program was still absent in more than 

2,000 municipalities across the country by the end of the 19th century.  This absence of 

the Pastoral treatment poses two research questions.  First, what characteristics 

distinguish these municipalities – those are pure control cases in the regression analyses 

discussed above – from those in which the program had been active to one degree or 

another?   

Whereas the typical application of propensity score matching in evaluation studies 

is to match each treatment unit with one or more comparison units, the task will be in this 

study to add an extra control for differences in development observed between non-

Pastoral and Pastoral municipalities.  The average population-weighted difference in the 

change in IMR between 1991 and 2000 across treatment and control groups will provide 

an alternative measure of the impact of the Pastoral program. 

Robins and Ritov (1997) were the first scholars to propose a semi-parametric 

approach to estimating treatment effects that combines the virtues of matching methods 

and regression.  By weighting regression models of treatment effects with propensity 

scores, Robins and Ritov show that the PS-weighted regression estimator is consistent as 

long as either the regression model or the propensity score are specified correctly.  

Perfect model specification is not required to achieve consistency, however.  In Robins 
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and Ritov’s terminology, the estimator has the attractive property of being “doubly 

robust”.   

This nonparametric approach therefore doubly controls for confounding factors, 

first by matching on observables and secondly by taking advantage of the difference-in-

differences design that controls for unobservable factors.  This is the most theoretically 

sophisticated approach used in this dissertation.  It combines the virtues of the 

econometric thinking with that of the non-parametric matching literature generating 

"double robustness" standards.  This approach takes a counterfactual (potential outcomes) 

approach that not only attempts to control for selection bias, but also allows for the 

analysis of differential impacts of a program, the so called effect heterogeneity, across 

subsets of the population, including the average treatment effect (ATE), the average 

treatment effect on the treated (ATT), and the average treatment effect on controls 

(ATC).  

In this case, it is necessary to assume that the treatment is independent of the 

potential outcome, and the treatment assignment is ignorable in.  More formally, 

 

(𝚼𝟎, 𝚼𝟏) ⊥ 𝑻𝒓𝒕  

where: 

𝚼𝟎 is the outcome of interest of an unit from the control group; 

𝚼𝟏 is the outcome of interest of an unit from the treated group; 

⊥ means independence, and; 

𝑻𝒓𝒕 is the treatment variable. 
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Paradoxically as it might be, empirical studies of treatment effect in the 

counterfactual tradition are usually marked by their lack of control over the treatment, 

and even by the lack of quality experimental data.  This is why Morgan and Winship 

(2007) suggest that to determine the causal effect of 𝑻𝒓𝒕 on 𝐘, it is absolutely necessary 

to investigate the nature of the treatment selection mechanism.  With this focus, 

researchers should be investigating how units of analysis ended up in alternative 

treatment states, a scenario arguably better suited to reality than the pure randomized 

experiment design. 

This alternative way to address causality is also based on the study of causal 

graphs as recently formalized by Pearl (2000).  Drawing from Pearl’s work, Morgan and 

Winship (2007) suggest the use of back-door paths to control for selection into treatment, 

through the identification of variables simultaneously related to treatment selection, and 

the outcome of interest.  In the case of the Pastoral this strategy was implemented by 

adding weighted propensity scores to control for socio-economic, demographic, and 

development covariates.  This approach proposes a refinement of the adjusted 

specifications earlier developed, resulting in models adjusted to the complex reality of the 

municipalities under evaluation.  As emphasized by Morgan and Winship    

 

when identification by back-door conditioning is feasible, then treatment selection 

is ignorable (2007, 77).  

 

This is a key assumption of these refined models, and the treatment selection is 

ignorable because when all variables having a systematic effect on 𝑻𝒓𝒕 are accounted for, 

the selection is on the observables only, and the effect on 𝐘 properly estimated through 
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the use of back-door paths , in this case the propensity scores previously estimated.  On 

the other hand, if there are unaccounted variables having an effect on 𝑻𝒓𝒕, then treatment 

selection is on unobservables, and the 𝐘 variation cannot be attributed to the treatment in 

question, but potentially for other covariates affecting this outcome of interest.  In the 

case of the Pastoral, for example, access to water might be related to the treatment 

assignment since the Pastoral supposedly targets the ultra-poor and they have restricted 

access to water, as well as to the outcome of interest because dehydration is one of the 

main cause of infant deaths.  When this kind of endogeneity is not accounted for, it is 

impossible to properly estimate unbiased treatment effects.  

Propensity scores are obtained here through a routine developed by Becker and 

Ichino (2002)
147

 and applied to a set of selected covariates for the year of 1991. Doing so 

takes in account the time-invariant effects that baseline differences between treatment 

and control groups may have on the outcome of interest 𝒀 at the baseline.  

Complementarily, the database that comprises the time period of 1991 to 2000 seems to 

have data of better quality in comparison with the database from 1980 to 1991, 

generating better propensity scores estimates.  

As noted in Khandker, Koolwal, and Samad (2010), the routine developed by 

Becker and Ichino 

 

estimates the propensity score, which is the probability of getting a treatment for 

each [unit of analysis], and tests the balancing property — that is, observations 

                                                 
147

 Similar results were obtained through the use of the command psmatch2, a routine developed by Leuven 

and Sianesi (2003) that is most commonly used for this kind of exercise.  Pscore allows the use of weights, 

in this case: fertility rates.  It also create blocks that smooth the estimation of propensity score across 

similar groups.    
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with the same propensity score must have the same distribution of observable  

characteristics independent of treatment status (2010, 181). 

 

This logit model was further balanced through the use of fertility rates as 

importance weights.  The results of the propensity score model, presented in Table 28, 

below, show that eight of thirteen covariates of the presence of the Pastoral are 

significant at 𝛼 < 5%.  Among the significant covariates are the presence of resident 

physicians, income per capita, percentage of the income originate in the CCT schemes, 

inequality, the percentage of ultra-poor population, the intensity of ultra-poverty, 

measured as the distance between the average income and the indigent population 

income, and the percentage of single parent households with children that are headed by 

women are positively related to the Pastoral presence.  On the other hand, the percentage 

of population relying mostly in cash transfers was significantly negatively related to the 

Pastoral presence.   

These results are in line with previously estimated results of the impact of the 

Pastoral that showed that the Pastoral is more effective in municipalities with higher 

levels of development.  It is also interesting to see that the Pastoral is more present in 

municipalities where there are more households with children headed by single women, a 

new policy challenge faced by policymakers in Brazil as most of the households in the 

country have this demographic configuration.   All these characteristics are also present 

in urban areas, more developed in Brazil in comparison with rural ones.  Results also 

seem to suggest that the Pastoral is present in municipalities with more physicians, those 

that receive most of the CCT investment, and at the same time, those that are less 

dependent on these resources.   
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Table 28. Logit Propensity Score Model Parameter Estimates, 1991 

 1991 

Explanatory Variables   

Municipal HDI -1.248  

Number of resident doctors by thousand inhabitants 0.357 *** 

Percentage of households with bathroom and piped 

water 
0.000  

Percentage of illiterate population, 15 years or more 0.000  

Income per Capita in R$ 0.001 * 

Percentage of people with more than 50% of income 

originated in CCT  
-0.074 *** 

Percentage of income originating in CCT 0.085 *** 

Theil Index (L) 1.208 *** 

Percentage of children living in ultra-poor 

households 
-0.048  

Percentage of indigent population 0.054 *** 

Intensity of indigence 0.008 ** 

Percentage of Women age 15 to 17 with Children 0.006  

Percentage of single parent households with children 

less than 15 years of age headed by women  
0.200 *** 

N 5,507 

 

Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 

 

Figure 46, below, shows the overlap of propensity scores from treated 

municipalities, and controls, as calculated for 1991 according to a set of covariates 𝑿 and 

𝒁.  The balancing property is satisfied, the common support is quite satisfactory.   It is 
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worth noticing, interestingly enough, that there is a slightly higher propensity for Pastoral 

municipalities to be selected into the program. 

 

Figure 46. Overlap of Propensity Scores Calculated for Treatment and Control 

Municipalities in 1991 

 
Source: Author’s calculations 

 

The estimated propensity scores are then used to construct appropriate weights for 

a Weighted Least Squares regression that can be used to calculate the overall average 

treatment effect (ATE), the average treatment effect on the treated (ATT), and the 

average treatment effect on controls (ATC).  Additional demographic weights, the 

population up to one year of age for infant mortality, and the population up to five years 

of age for child mortality, are combined multiplicatively with the PS weights, since the 
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dependent variables, infant and child mortality are defined as rates.  Adding to that, 

Morgan and Winship (2007), and Imbens and Wooldridge (2009), recommend using odds 

ratios constructed from the estimated propensity scores rather than the propensity scores 

themselves since very small, and very large values of the propensity score, tend to be 

fragile and can create large distortions in the estimation of treatment effects. 

The semi-parametric approach taken here draws from specifications (B8), (C1), 

and (D1) to produce more refined estimations of the impact of the Pastoral in reducing 

infant mortality rates in Brazil in between 1991 and 2000.  It also draws from 

specifications (B9), (C3), and (D3) to produce more robust estimations of the impact of 

the program on reducing child mortality rates in Brazil over that same period.  

Specifications (B8) and (B9) are adjusted for observable covariates 𝑿 and 𝒁.  

Specifications (C1) and (C3) include controls for the presence of the Bolsa Família 

program.  Specifications (D1) and (D3) are adjusted for observable covariates 𝑿 and 𝒁, 

and for the presence of Bolsa Familia.  This time-invariant model takes in account 

baseline impacts that CCT programs may have on the variation in infant and child 

mortality.   

Table 29, below, presents the estimated impact of the Pastoral on infant mortality 

as measured by semi-parametric propensity-score weighted regression models.  Overall 

speaking, it seems that this semi-parametric approach is able to reduce bias due to 

unobservable covariates.  As Table 29 shows, specifications (B8) and (B9) suggest that 

the Pastoral had a more intense impact on infant mortality than it did on child mortality.    

The ATT estimate was significant at 𝛼 < 5% only in the case of infant mortality.  ATE 

estimates are both significant at 𝛼 < 5% but the estimates coefficients suggest that the 
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net effect of the program is higher for infant mortality than it is for child mortality.  

Finally, the infant mortality ATC estimate is significant at 𝛼 < 5%, and slightly higher 

than ATE and ATT estimates, what might suggest that the Pastoral have spillover effects 

towards untreated municipalities.
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Table 29. Semi-Parametric Propensity-Score Weighted Regression Estimates of Pastoral Impact on Infant and Child Mortality Rates, 

1991 to 2000 

 Infant Mortality Child Mortality 

Specification B8 and B9 ATE ATT ATC ATE ATT ATC 

DiD Estimator 𝜷𝟒 𝜷𝟒 𝜷𝟒
 𝜷𝟒 𝜷𝟒 𝜷𝟒

 

DiD Upper Bound -1.128  -0.938  -1.179  0.414  -1.449  0.321  

DiD Estimate -1.777 *** -1.624 *** -1.838 *** -0.639 + -0.348  -0.750  

DiD Lower Bound -2.426  -2.309  -2.497  -1.693  0.752  -1.821  

𝑻𝒓𝒕𝒊 1.230 *** 1.324 *** 1.141 *** 0.715 ++ 1.016 * 0.514  

𝑷𝒐𝒔𝒕𝒋 12.339 *** 11.723 *** 12.574 *** 15.470 *** 14.850 *** 15.685 *** 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) -1.777 *** -1.624 *** -1.838 *** -0.639 + -0.348  -0.750  

Infant / Child Population 0.000 * 0.000 * 0.000 * 0.000 * 0.000 * 0.000 * 

Theil Index (L) 18.340 *** 19.330 *** 17.504 *** 18.628 *** 21.322 *** 16.817 *** 

Percentage of Ultra-Poor Children -0.328 *** -0.332 *** -0.326 *** -0.261 *** -0.278 *** -0.253 *** 

Municipal HDI -433.36 *** -443.77 *** -429.04 *** -554.80 *** -579.02 *** -544.77 *** 

Physicians per 1,000 inhabitants 3.915 *** 4.002 *** 3.613 *** 5.971 *** 5.950 *** 5.621 *** 

% of Households with Water and 

Bathroom 
0.069 *** 0.064 *** 0.070 *** 0.120 *** 0.114 *** 0.121 *** 

Literacy Rate 0.743 *** 0.821 *** 0.717 *** 0.717 *** 0.869  0.665 *** 

R-Squared 0.8758 0.8747 0.8772 0.8519 0.8522 0.8527 

 
Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 
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Usually, especially when dealing with targeted programs, ATC estimates yield no 

interest since they measure the predicted average treatment effect on controls.  However, 

in the case of the Pastoral, qualitative evidence collected during the fieldwork seems to 

suggest that the Pastoral has a spillover effect towards neighboring areas.  If one assumes 

that this spillover effect is in place, it became plausible to believe that effects can be 

produced in the cohort of controls that are not directly exposed to the Pastoral treatment.  

In any case looking into this spillover effect with more detail, through the use of spatial 

econometrics will certainly be on the future research agenda. On the other hand, but less 

probable in this case, the ATC estimates might have this behavior because of innefective 

targeting strategies.  

It is worth mentioning that the 𝑿 and 𝒁 covariates are almost all significant.  

Results obtained through this semi-parametric approach strongly suggest that the Pastoral 

effect was not only observed in treated cohorts but also had an effect on non-treated 

neighboring areas.  Two explanations are likely to support this non-traditional effect on 

control populations.  First there is the fact that the Pastoral had a great deal of influence 

in disseminating the GOBI methodology towards non-treated populations.  Second, the 

increase of social capital and accountability provided by the Pastoral presence is likely to 

stimulate governmental initiatives towards treated and non-treated populations alike, 

generating an overall effect at the municipality level. 

Table 30, below, presents a similar evaluative exercise but here conducted with 

adjusted specifications (C1) and (C3).  These specifications adjust and control for the 

presence of the Bolsa Família program in the municipalities under study.  As stated 

before, the Bolsa Família program has a direct impact of infant, and consequently, child 
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mortality rates.  In this case, as before, results obtained for the impact on infant mortality 

is more pronounced in comparison with estimates of the Pastoral effect on child 

mortality. Statistically significant results are slightly reduced in comparison with the 

specifications that are not accounting for high levels of dependence from CCT schemes 

in Brazil. 

Looking in detail, the CCT covariate is significant across the specifications and 

coefficients are higher in the case of the ATC estimates in comparison to the ATE 

estimates.  This might suggest that CCTs could have a great impact on municipalities that 

have not yet been targeted by Pastoral.   
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Table 30. Semi-Parametric Propensity-Score Weighted Regressions Adjusted for CCT Presence: Estimates of Pastoral Impact on 

Infant and Child Mortality Rates, 1991 to 2000 

 Infant Mortality (Specification C1) Child Mortality (Specification C3) 

 ATE ATT ATC ATE ATT ATC 

DiD Estimator 𝜷𝟒 𝜷𝟒 𝜷𝟒
 𝜷𝟒 𝜷𝟒 𝜷𝟒

 

DiD Upper Bound -1.097  -0.890  -1.154  0.478  0.851  0.371  

DiD Estimate -1.747 *** -1.575 *** -1.814 *** -0.577  -0.249  -0.702  

DiD Lower Bound -2.396  -2.261  -2.474  -1.633  -1.351  -1.776  

𝑻𝒓𝒕𝒊 1.236 *** 1.327 *** 1.149 *** 0.727  1.021 * 0.529  

𝑷𝒐𝒔𝒕𝒋 12.165 *** 11.537 *** 12.403 *** 15.114 *** 14.470 *** 15.335 *** 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) -1.747 *** -1.575 *** -1.814 *** -0.577  -0.249  -0.702  

𝜷𝟓𝑪𝑪𝑻 2.244 *** 2.062 *** 2.349 *** 4.609 *** 4.215 *** 4.819 *** 

Infant / Child Population 0.000 * 0.000 * 0.000 * 0.000 * 0.000 * 0.000 * 

Theil Index (L) 18.536 *** 19.535 *** 17.699 *** 19.030 *** 21.741 *** 17.216 *** 

Percentage of Ultra-Poor Children -0.337 *** -0.341 *** -0.335 *** -0.279 *** -0.295 *** -0.271 *** 

Municipal HDI -435.01 *** -445.40 *** -430.71 *** -558.17 *** -582.36 *** -548.19 *** 

Physicians per 1,000 inhabitants 3.910 *** 4.000 *** 3.605 *** 5.961 *** 5.947 *** 5.605 *** 

% of Households with Water and 

Bathroom 
0.067 *** 0.063 *** 0.069 *** 0.118 *** 0.111 *** 0.119 *** 

Literacy Rate 0.750 *** 0.827 *** 0.724 *** 0.730 *** 0.882 *** 0.678 *** 

R-Squared 0.8761 0.8750 0.8776 0.8525 0.8527 0.8534 

 

Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 
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Finally, Table 31, below, based on adjusted specifications (D1) and (D3) presents 

the results for models that adjust and control for the presence of Bolsa Família, and also 

permits the estimation of the incremental DiD treatment impact when the municipalities 

under analysis have a high level of dependence from CCT schemes. 

  Similarly to what was noticed in the previous specifications, the control covariates 

𝑿 and 𝒁 are almost all significant.  In contrast to the results previously obtained for the 

Pastoral effect on infant mortality, the ATE coefficient is slightly higher than the ATC 

coefficient that is slightly higher than the ATT coefficient.  In this specific case, the 

interaction term measuring the incremental net effect of the Pastoral in places with high 

dependence from cash transfers is higher for the ATT estimate in comparison with the ATE 

estimates, and ATE estimates coefficient is higher that ATC estimate coefficient what may 

suggest that this incremental effect affects treated municipalities but not as much control 

municipalities. 
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Table 31. Semi-Parametric Propensity-Score Weighted Regressions Adjusted for CCT Presence with Interaction Term: Estimates of 

Pastoral Impact on Infant and Child Mortality Rates, 1991 to 2000 

 Infant Mortality Child Mortality 

Specification D1 and D3 ATE ATT ATC ATE ATT ATC 

DiD Estimator (𝜷𝟒 + 𝜷𝟔) (𝜷𝟒 + 𝜷𝟔) (𝜷𝟒 + 𝜷𝟔) (𝜷𝟒 + 𝜷𝟔) (𝜷𝟒 + 𝜷𝟔) (𝜷𝟒 + 𝜷𝟔) 

DiD Upper Bound -1.456  -1.231  -1.432  2.184  2.003  2.079  

DiD Estimate -3.635 *** -3.530 *** -3.632 *** -1.515  -1.796  -1.649  

DiD Lower Bound -5.815  -5.828  -5.832  -5.214  -5.596  -5.381  

𝑻𝒓𝒕𝒊 1.245 *** 1.339 *** 1.155 *** 0.759  1.066 * 0.558  

𝑷𝒐𝒔𝒕𝒋 12.043 *** 11.392 *** 12.291 *** 15.082 *** 14.394 *** 15.320 *** 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋) -1.571 *** -1.366 *** -1.654 *** -0.521  -0.128  -0.672  

𝑪𝑪𝑻 6.237 *** 7.053 *** 5.688 * 16.140 *** 17.487 *** 15.269 *** 

(𝑪𝑪𝑻 × 𝑻𝒓𝒕𝒊) -2.635  -3.577 * -2.032  -11.003 ** -12.320 *** -10.134 ** 

(𝑪𝑪𝑻 × 𝑷𝒐𝒔𝒕𝒋) dropped due collinearity with DiD estimator 

(𝑻𝒓𝒕𝒊 × 𝑷𝒐𝒔𝒕𝒋 × 𝑪𝑪𝑻) -2.064 ** -2.164 ** -1.978 * -0.994  -1.668  -0.655  

Infant / Child Population 0.000 * 0.000 * 0.000 * 0.000 * 0.000 * 0.000 * 

Theil Index (L) 18.489 *** 19.490 *** 17.653 *** 19.007 *** 21.709 *** 17.196 *** 

Percentage of Ultra-Poor Children -0.337 *** -0.340 *** -0.334 *** -0.279 *** -0.295 *** -0.271 *** 

Municipal HDI -434.962 *** -445.448 *** -430.631 *** -557.980 *** -582.262 *** -547.934 *** 

Physicians per 1,000 inhabitants 3.910 *** 3.999 *** 3.607 *** 5.974 *** 5.957 *** 5.620 *** 

% of Households with Water and 

Bathroom 
0.068 *** 0.063 *** 0.069 *** 0.118 *** 0.112 *** 0.119 *** 

Literacy Rate 0.749 *** 0.827 *** 0.723 *** 0.729 *** 0.882 *** 0.676 *** 

R-Squared 0.8762 0.8751 0.8776 0.8525 0.8528 0.8534 
 

Significance levels: *** p<0.001, ** p<0.01, * p<0.05. 
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7.8 KEY QUANTITATIVE FINDINGS  AND LESSONS LEARNED 

Targeting and Coverage 

The Pastoral program’s efforts to target the poorest of the poor municipalities in 

Brazil is not as effective as perhaps desired.  Targeting does, however, improve over time 

in terms of reducing errors of undercoverage.  The Pastoral’s performance in terms of 

coverage and ability to scale up is impressive.  

When stratified by level of development, the analysis of the Pastoral’s targeting 

and coverage shows that the Pastoral’s performance is particularly ineffective in reaching 

mid human development municipalities, where errors of undercoverage and leakage are 

greater than in comparison with municipalities with higher or lower levels of human 

development, suggesting that the Pastoral needs to develop a specific targeting strategy to 

reach this kind of municipality.   

These municipalities are more complex municipalities than more developed ones, 

even in comparison with less developed ones, since they may present, simultaneously, 

characteristics of very poor and partially developed areas.  In these places developmental 

paradoxes are more clearly present, as Brazil itself is on a path to become a developed 

country, but at the same time may be already suffering from the middle income trap.  

Brazil was able, for example, to lift up more than 40 million people from poverty but, at 

the same time, could not improve the living standards of populations having their rights 

suppressed and living in the fringes of society, as indigenous people, quilombola, Rom 

and Kalon, that represent only a fraction of the 40 million Brazilians that left poverty in 

the past three decades. 
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The use of more flexible boundaries to determine which municipalities are 

treated, or not, improves the targeting and coverage of the Pastoral that is substantially 

more effective for municipalities from the higher quarter of IMR, in comparison with 

municipalities from the higher decile of IMR.  These results suggest that the Pastoral is 

more effective with municipalities with higher IMR, but not as effective in municipalities 

with very high IMR, ones that are presumably more developed.  

 

Effectiveness 

A set of distinct methods were used to address the question about the Pastoral 

effectiveness.  The Table 32, below, shows an overview of these methods, highlighting 

the outcomes of interest under study, sources of data, and the overall proposed research 

strategy used in this dissertation, highlighting the comprehensiveness of the analysis 

carried out in this chapter. 
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Table 32. Methods, Outcomes of Interest, Data Sources, and Research Strategy 

Estimation 

Method 
Outcome of Interest Data Source Research Strategy 

DiD 

1980-1991 
Infant mortality rates HDI-M database 

 Unaffected by unobserved confounding 

factors constant over time 

 Stratification by Region and Rural 

Population 

DiD 

1991-2000 A 
Infant mortality rates HDI-M database 

 Unaffected by unobserved confounding 

factors constant over time 

 Controlling for baseline differences due to 

CCT Scheme 

DiD 

1991-2000 B 
Child mortality rates HDI-M database 

 Unaffected by unobserved confounding 

factors constant over time 

 Controlling for baseline differences due to 

CCT Scheme 

Two-Way Fixed-

Effects and  

Random Effects  

1990-1998 

Infant mortality rates DATASUS 

 Unaffected by omitted variables and 

confounding factors constant over time 

 Stratification by Level of Development 

 Controlling for baseline differences due to 

CCT Scheme and PACS Program 

 Random Effects Cross-Checking 

PS Weighted 

Regressions  

1991-2000 A 

Infant mortality rates HDI-M database 

 Doubly robust (outcome modeling and 

treatment modeling) 

 Controlling for self-selection and baseline 

differences due to CCT Scheme 

PS Weighted 

Regressions  

1991-2000 B 

Child mortality rates HDI-M database 

 Doubly robust (outcome modeling and 

treatment modeling) 

 Controlling for self-selection and baseline 

differences due to CCT Scheme and 

programmatic complementarity between 

Pastoral and CCT 

 
Source: Author’s elaboration. 

 

Figure 47, below, shows that the Pastoral program clearly appears to play an 

effective role in reducing Brazilian infant mortality in the period from 1980 to 1991. At 

the same time, the program appears not to be as effective in the Northeastern part of the 

country.  This might be due to the fact that the scaling-up of the Pastoral took place 

during the same time period that was the focus of this evaluative exercise.  That may also 
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have something to do with the fact that the 1980s were difficult years of hyperinflation, 

economic turbulence, declining social conditions, and political instability.  Another 

explanation might be the fact that the Northeast is the poorest region in Brazil in both: 

relative and absolute numbers.   

 

Figure 47. Estimations Stratified by Region, 1980 - 1991 

 
 

Source: Author’s elaboration. 

 

The Figure 48, presented below, show results from the DiD stratification, between 

1980 and 1991, by level of development in rural municipalities.  It is important to note 

that the Pastoral was highly effective in reducing infant mortality towards the rural 

population of the North region, an unexpected result given the fact that most of 

specifications comparing rural and urban areas suggest that the program is more effective 

in urban areas, and there are several operational challenges linked with the 

implementation of any kind of policy in the North region.  Figure 48 also appears to show 
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that the effectiveness of the Pastoral was more striking in the Southeast region of the 

country, where in general municipalities are more developed and urban.   

 

Figure 48. Estimations Stratified by Region – Rural Municipalities, 1980 - 1991 

 
 

Source: Author’s elaboration. 

 

The Pastoral program clearly appears to also play an effective role in reducing 

infant mortality in the period from 1991 to 2000 in Brazil, more so than for the period 

1980 to 1991 for infant and child mortality alike (Figures 49 and 50, below).  

Surprisingly, the Pastoral effect on infant mortality seems to be more robust, and 

estimated net treatment effects of the Pastoral on infant mortality than its net impacts on 

child mortality rates that did not yield significant results at the same level between 1980 

and 1991.  Infant and child mortality are very similar measures of the same phenomena, 

and in this case this unexpected behavior might have something to do with the fact that 
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the Pastoral basic protocol of services is clearly directed to preventable causes linked 

with the neonatal period. 

Models adjusted by the presence of CCT schemes, presented below in Figures 49 

and 50, also show that the Pastoral and the Bolsa Família programs might have joint 

impacts, and that is absolutely necessary to control for the effect of the Bolsa Família 

program to properly estimate the Pastoral effect in terms of infant or child mortality.  

 

Figure 49. Effect on Infant Mortality Adjusted for CCT Presence, 1991 - 2000 

 
 

Source: Author’s elaboration. 
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simply caused by collinearity between the CCT Bolsa Familia and the Pastoral program 

implementation in the same territory.  

 

Figure 50. Effect on Child Mortality Adjusted for CCT Presence, 1991 - 2000 

 
 

Source: Author’s elaboration. 

 

Complementarily, FEM models, depicted below in Figures 51 to 53, present 

consistent evidence that the Pastoral was effective in reducing infant mortality in between 
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developed areas than elsewhere, corroborating previous results, and that the net effect of 
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Figure 51 present a model stratified by level of development, Figure 52 presents 

the same model adjusted by covariates, and the Figure 53 presents a policy model that 

accounts for the presence of the Community Health Agents (PACS). 

 

Figure 51. FE Stratified by Time Period and Level of Human Development, 1989 - 1998 

 
 

Source: Author’s elaboration. 

 

Figures 52 and 53, below, show that the use of adjusted and controlled models 

appears to result in consistent estimates of the Pastoral effectiveness, in terms of sign, 

magnitude, and statistical significance across a variety of model specifications designed 

to mitigate problems of selection bias, a key conclusion of this chapter.   
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Figure 52. FE Adjusted and Stratified by Time Period and Level of Human Development, 

1989 – 1998 

 

 
 

Source: Author’s elaboration. 

 

Figure 53. FE Policy Adjusted and Stratified by Time Period and Level of Human 

Development, 1989 - 1998 

 
 

Source: Author’s elaboration. 
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Finally, results in general were double checked by the use of REM (Figure 54) in 

the same format than presented in Figure 53, the Policy Adjusted Model.   In comparison 

Figures 53 e 54 show very similar results, allowing the crosschecking of the Pastoral 

program between fixed and random effects models.   

 

Figure 54. RE Random Effects Policy Adjusted and Stratified by Time Period and Level 

of Human Development, 1989 - 1998 

 
 

Source: Author’s elaboration. 
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combined effect with the Bolsa Família CCT program that boost isolate effects that each 

one of these programs might have on infant and child mortality as a standalone initiative.  

Results from PS-weighted regressions also suggest that the Pastoral has spillover effects 

towards neighboring areas being able to produce effects even on untreated populations. 

 

Figure 55. Weighted Regressions Adjusted by CCT Presence and Interaction Term, 1991 

- 2000 

 
 

Source: Author’s elaboration. 
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Chapter 8. Initial Conclusions, Policy Implications,  

and New Starting Points 

 
Only those who dare to fail greatly can ever achieve greatly. 

 

    Robert F. Kennedy 

 

As one of the BRIC economies, Brazil joins a group of globally relevant political 

players with strategically important economies and significant roles to play in terms of 

regional leadership.
148

  Behind Brazil’s history of success lies tremendous economic 

inequality.  There are deep pockets of poverty dispersed across the country, homicide 

rates are rampant in many cities, and supposedly “vulnerable” groups literally fight for 

survival in rural areas.  As now the country faces turbulent economic and political 

problems. 

Among the BRICs, Brazil has fewer people living under the poverty line than 

China and India, but these countries have gigantic populations several times larger than 

Brazil’s.  Complicating matters, economic inequality is greater in Brazil than in either of 

these other two BRICs (“PovcalNet - an Online Poverty Analysis Tool” 2014).   

More than everything Brazil is characterized as a mosaic of territorial diversity 

where distinct environmental and population contexts interact to create a scenario of 

policy complexity.  This is indeed fertile ground for policy innovation, or more precisely, 

                                                 
148

 The BRICs just created a new investment bank and a contingency financial fund that rivals its sister 

institutions: The World Bank and the IMF.  More than economic importance the new BRIC’s Bank 

highlights the political importance of these countries. Although very distinct, the BRIC countries were able 

to surpass these differences to adopt specific and concrete measures such as the creation of the previously 

cited development bank.   
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to access knowledge about what works or not, and why things work or not, from a policy 

perspective. To access this kind of knowledge was a key objective of this dissertation.   

 

8.1 KEY FINDINGS, LESSONS LEARNED, INSIGHTS AND RESEARCH LIMITATIONS 

Several findings and lessons learned were identified throughout the development 

of this dissertation research.  The nature of the Pastoral remains that of a faith-based 

organization directly linked with the Catholic Church, but with strong ties with the state 

structure of Brazil, as well as with a pronounced institutional presence in the Third 

Sector, including several strategic partnerships with international organizations.  While a 

conservative faith-based program, the Pastoral is not dogmatic.  Coverage by the Pastoral 

treatment does not depend on religious affiliation, and the design of Pastoral’s activities 

is based upon scientific knowledge.  Nevertheless, the Pastoral’s conservative ethos does 

place some limitations on its promoting a fully progressive human rights agenda, 

specifically with respect to advancing sexual and reproductive rights. 

The scaling-up and replication of the Pastoral was strongly influenced by the 

Catholic Church network in Brazil, and the Pastoral itself seems to resemble this structure 

operating through a network of volunteers spread throughout most parts of Brazil.  The 

work performed by volunteers is a novelty in terms of the nature of programs and 

projects implemented by civil society organizations in Brazil.  Adding to this 

organizational analysis there is the fact that the Pastoral implementation presents a great 

deal of heterogeneity, what facilitates the adaptation to different settings on the one hand, 

but also makes the Pastoral treatment highly heterogeneous, on the other hand.   
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Given the fact that the Pastoral is a knowledge organization that operates as a 

network and that its basic services are about the transference of technologies, the impact 

of the Pastoral is credibly sustainable over time.  The Pastoral is in this sense a product of 

its time, a complex and diverse institution that has shown a specific adaptive capacity to 

answer to challenges imposed by the social reality of developing nations over time.  

Table 33, below, shows in detail a list of key findings and lessons learned about the 

Pastoral program in each one of the methodological approaches used in this dissertation.  

Several findings are corroborated through more than one methods, adding robustness to 

this comprehensive evaluative exercise as a whole. 

 

Table 33. Key Findings and Lessons Learned 

Methodological 

Approach 
Key Findings Key Lessons Learned 

Qualitative 

Case Study 

 The Pastoral is ecumenical and not dogmatic. 

 The Pastoral is built upon the established network of the 

Catholic Church. 

 The Pastoral is a learning organization that stimulates the 

production and dissemination of information as a main 

strategy to promote development. 

 There is a great deal of heterogeneity in the implementation 

of the Pastoral, in terms of intensity and design. 

 Rather than a hierarchical vertical structure, the Pastoral 

operates as a network. 

 The implementation of the Pastoral is also diverse in the 

sense that distinct modules are attached to provide a tailored 

intervention adapted to the implementing context. 

 The overall perception shared by governmental officers and 

Pastoral’s stakeholder alike, is that the Pastoral is effective 

in reducing levels of infant and child mortality. 

 The Catholic Church is an 

important actor in the 

development arena. 

 Faith based policies are not 

automatically conducive to 

development. 

 Volunteer working should 

be stimulated in Brazil. 
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Table 33. Key Findings and Lessons Learned (cont.) 

Methodological 

Approach 
Key Findings Key Lessons Learned 

Ethnographic 

Case Study 

 Given the high level of heterogeneity of the Pastoral treatment the levels 

of access to basic prenatal care for pregnant women treated by the Pastoral 

varies a lot. 

 Stakeholders in general seem to believe that the Pastoral is effective in 

promoting access to basic health care in treated communities. 

 The Pastoral does have an effect in empowering women, especially the 

Pastoral’s mothers that developed an important and recognized leadership 

role in their communities. 

 Pregnant women treated by the Pastoral are also empowered by the simple 

fact that they experience an increase in their access to a proper monitoring 

of their pregnancy, and better access to proper prenatal care means access 

to sexual and reproductive rights. 

 The Pastoral reinforces sex-based stereotypes linked with the phenomenon 

of marianismo in Latin America. 

 The Catholic Church ethos is 

such that imposes constraints 

to women’s access to sexual 

and reproductive rights. 

 A driving factor to guarantee 

pregnant women access to 

proper prenatal care is the 

availability of this kind of 

service at the municipal level. 

Comparative 

Case Study 

 The Pastoral is well known and recognized as an important initiative at 

the municipal level. 

 The Pastoral and PACS are similar initiatives whose relation is marked 

by conflict and convergence. 

 Rarely the Pastoral and PACS are implemented at the same 

community. 

 The Pastoral intervention at the municipal level is based on ownership 

and sustainable over time. 

 As measured by the characteristics of Health Municipal Councils, the 

Pastoral promotes empowerment and social control. 

 The Pastoral also promotes social capital. 

 Confounding factors are likely to 

jeopardize meaningful estimations 

of the Pastoral impact if not 

controlled for. 

 The concomitant implementation 

of Pastoral, PACS, and Bolsa 

Família CCT is likely to boost 

effects in terms of infant and child 

mortality reduction. 

Quantitative 

Evaluation 

 The Pastoral targeting is ineffective in reaching the poorest of the poor.  

However, the Pastoral targeting does improve over time. 

 The Pastoral targeting is particularly ineffective in reaching poor 

communities within mid human development municipalities.  

 The Pastoral capability of scaling-up and coverage in rather 

impressive. 

 The Pastoral was effective in reducing infant mortality rates in between 

1980 and 1991, except for the Northeast region. 

  The Pastoral effect seems to be more intense in more developed 

regions, although it was also effective in rural areas of the North 

region. 

 The Pastoral effect on reducing infant and child mortality rates was 

even more intense for the period 1991 to 2000. 

 The Pastoral effect on reducing infant mortality is more intense than 

the effect on reducing child mortality. 

 The Pastoral is more effective in municipalities with higher levels of 

development.   

 It is likely that basic health 

interventions based on the GOBI 

methodology have a spillover 

effect in terms of reducing infant 

and child mortality. 

 Levels of development and access 

to basic health services are 

boosted when more than one 

intervention is operating at the 

same territory. 

 Mid Human Development 

territories are neglected in terms of 

the provision of public services. 

 

Source: Author’s elaboration. 
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The historic case study carried out in this dissertation informed the development, 

implementation, and effectiveness of the Pastoral.  The insights gained in this chapter 

were further expanded, complemented, and developed to inform the subsequent 

ethnographic study.  Together, chapters 4 and 5 produce knowledge that was later applied 

in the context of the comparative analysis.  One shortcoming of chapters 4 and 5, was the 

inability to carry out a deeper analysis of the organizational interaction between the CCT 

Bolsa Familia and the Pastoral program in chapter 4, and not being able to collect any 

direct data on the effect that Bolsa Família might have had in treated and untreated 

communities and households in chapter 5.  Even with these shortcomings, the knowledge 

gathered was expanded, complemented, and developed to inform the comparative outlier 

analysis, and the quantitative chapter’s impact study. 

Triangulation and initiation were research strategies used to, respectively, 

corroborated findings identified through different methods and research tools, and to 

clarify contradictions and the recasting of questions or results from one method with 

questions or results from the other method.  This integrated methodology allows the 

identification of several findings in respect to the Pastoral implementation and 

effectiveness, as well as, about the environment in which this evaluative exercise was 

carried out.   

In terms of implementation, the main insight of this dissertation is that the 

Pastoral is a highly heterogeneous program, its execution in the field varies a great deal in 

terms of design and efficiency, what might be exactly the cause why the Pastoral is 

highly adaptable to different settings.  Nevertheless, another insight was that despite this 

heterogeneity the core parts of the Pastoral program are always implemented, so 
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paradoxically, there is some level of homogeneity of the Pastoral program, as for 

example, the standard use of the GOBI methodology.  Together, these insights support 

the development of modular initiatives that even when adapted to different circumstances 

might be able to maintain core programmatic principles. 

In terms of effectiveness three main insights were identified.  First, the 

effectiveness of the Pastoral treatment depends on the setting in which the program is 

implemented, or adaptation is always necessary.  Second, it is essential to account for the 

elimination of the rival hypothesis, as the CCT Bolsa Família program, and the Basic 

Health Agents program (PACS).  Both these programs are present in most of the 

municipalities where the Pastoral is active, and they seem to have similar effects in terms 

of reducing infant and child mortality.  Finally, it seems that all these programs appear to 

generate more effective synergies in combination than they would as individual efforts.  

This last insight certainly informs an important part of future research agendas, and the 

strategic need to integrate different initiatives operating in the same territory, or towards 

the same beneficiary population. 

In respect to program design, the Pastoral’s modular nature might explain why it 

is highly adaptable since different pieces of the Pastoral program can be fit together 

according to the context in which the initiative is implemented.  Moreover, it become 

clear that the Pastoral is a knowledge based institution, able to learn from its past 

mistakes, even if through trial and error.  

In sum, insights identified throughout this evaluative exercise provide evidence of 

a new way of stimulating developmental initiatives in middle-income countries so often 

scarred by territorial disparities, economic inequality, and identity based inequities.  It is 
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also necessary to further develop the knowledge about the Pastoral to gather more 

information about how a knowledge based organization is able to operate in complex 

settings, and produce sustainable results. 

 

External and Internal Validity 

External validity is oftentimes a matter of great concern in qualitative studies 

because, as in this dissertation, the sample of research units (municipalities, households 

and communities) covered in the fieldwork was very limited, and may not allow the 

extrapolation of findings to the overall population of treated communities and 

municipalities. 

External validity issues are also present in the quantitative study.  The initial 

challenge is to model the causal relationship of a given treatment and the changes in the 

outcome of interest that can be ascribed to the treatment in question.  Then, one must be 

sure that the findings are robust and applicable to similar populations or settings.  It is in 

this context that the conceptual framework of this dissertation in the format of a 

Complete Logic Model gains relevance.  The proper definition of logic models and action 

models are a pre-requisite for devising appropriate evaluation designs and defining the 

methods and approaches, at least if one intends to apply findings of a given research to a 

larger sample or similar settings.  For both analyses, qualitative and quantitative, 

treatment and control units have to be comparable to one another from the beginning, 

otherwise findings and conclusions will be biased.  

In terms of internal validity participant attrition in discontinued and on-off 

communities is certainly a limitation.  Related to this possible threat to internal validity is 
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the fact that, due to measurement problems, the Pastoral treatment was defined as a 

dummy variable, the intensity, or dosage, of the Pastoral treatment was not taken into 

account. Chapter 4, 5 and 6 may also suffer from internal validity issues, namely the 

experimenter bias, as it is not possible for the researcher to completely separate himself 

from the evaluative context and the object under study.  Finally, the most salient threats 

to internal validity, namely confounding factors and selection bias, were thoroughly 

addressed in Chapter 7.    

The strategy developed to deal with external and internal validity issues was the 

use of integrated methods.  Triangulation and initiation were key elements of a strategic 

research design used to corroborate or recast evidence at the research micro level and 

methods at research the macro level.  The methodological approach used in this 

dissertation was complementary in nature, allowing the expansion and development of 

methods throughout this dissertation.  Moreover, it was possible to conduct a meticulous 

analysis of the Psatoral’s effect from within and among distinct methods and approaches. 

 

8.2 INITIAL CONCLUSIONS 

Several findings, lessons learned, and insights were identified regarding the 

Pastoral’s presumable effect on reducing infant and child mortality and promoting 

empowerment and development for women and communities. The main research 

hypothesis that the Pastoral has made a marked contribution to the reduction of Brazil’s 

infant and child mortality rates appears to hold.  Consistent results obtained through, 

triangulation, complementarity, development, initiation, and expansion of evidence and 
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methods were built through the integration of a variety of methods carefully designed to 

isolate the program’s effect from confounding, and unobservable factors.   

These results appear to show that, in general, the Pastoral was effective in 

contributing to the overall reduction of infant and child mortality observed in Brazil from 

1980 to 2000.  Complementary hypotheses about the Pastoral targeting policy 

effectiveness, and about the Pastoral effectiveness in promoting community and women’s 

empowerment in treated settings were also tested.   

Data and evidence suggests that the Pastoral targeting strategy to reach the 

poorest of the poor, at the municipal level, is not effective when contrasted to 

municipalities in the higher decile of infant mortality, but it is effective when contrasted 

against municipalities in the higher quarter of infant mortality.  By assuming that infant 

mortality and poverty are correlated, one can infer that the Pastoral targeting at the 

municipal level is effective towards the poor, but not as effective in reaching the poorest 

of the poor municipalities.  Adding to that, it is possible to affirm that the Pastoral’s 

targeting improves over time, what is likely to be due to the fact that the Pastoral is 

reducing errors of inclusion, and diminishing undercoverage rates over time.   

Data and evidence collected throughout this research corroborate the hypothesis 

that the Pastoral promotes community empowerment.  The Pastoral appears to promote 

community organization as key element of its intervention protocol.  To the extent that 

this is true, it then generates social capital by strengthening connections between similar 

social actors, as well as by bonding very distinct institutional and social actors. 

Evidence collected during the fieldwork supports the hypothesis that the Pastoral 

promotes the empowerment of women in treated communities.  However, this kind of 
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empowerment is clearly built on the provision of services designed to attend women’s 

basic needs.  Therefore, is important to highlight the fact that the Pastoral may fall short 

of promoting women’s broader strategic interests, as this program promotes the 

replication of sex-based stereotypes, such as marianismo, that in the end are underpinning 

factors in the replication of a status quo in which sexism, and its Latin version, 

machismo, are socially tolerated, and even fostered.  Moreover, if the Pastoral does 

promote empowerment for women, it was not as clear that this empowerment promotes 

gender equality.  Given the religious nature of the Pastoral program this not seems to be 

the case. 

 

8.3 POLICY IMPLICATIONS 

An initial policy implication is that the Pastoral has demonstrated that investing in 

basic health can be an effective preventive and cost-effective policy, one that lays the 

foundations of what should be a comprehensive family or community based health 

intervention.   

Another implication is related to the religious nature of the Pastoral program. 

Although controversial, the Pastoral has shown that religious institutions can play an 

important role in promoting development although not all faith-based policies are 

conducive for development.  Moreover, given its ecumenical character, the Pastoral 

shows that, on the one hand, its core beliefs and values can be of great value for 

implementation purposes if, and only if, the ethos of the context in which the 

implementation is carried out has a similar set of value and beliefs.  On the other hand, it 

appears that when this does not happen, implementation can be jeopardized.  This is the 
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case with any kind of religious initiative that is built upon the idea of spreading religious 

beliefs rater than on promoting social development.  

In terms of targeting and coverage, the Pastoral’s impressive scaling-up suggests 

that there is much to be learned from this institution.  The scaling-up process seems to 

take advantage of the span and hierarchical organization of the Catholic Church.  

However, the fact that the Pastoral itself is structured as a network appears to support the 

idea that networking organizations are prone to be disseminated, as they are more likely 

to have the necessary organizational structure that stimulates the replication process.   

Finally, the main policy implication of this evaluative exercise is the fact that 

learning institutions are more likely to produce efficient and effective results, especially 

when implemented at the community level.  Over time the Pastoral was able to adapt to 

distinct circumstances, a key aspect of this feature was the capacity of learning from 

previous mistakes and also external sources.  An open-minded intervention benefits from 

knowledge by generating a virtuous cycle of improvement that might be a cornerstone 

approach to developmental initiatives implemented in complex settings at the community 

level.  An indirect product of this dissertation is the establishment of a new research 

agenda, detailed in the next section that describes possible new starting points.   

 

8.4 NEW STARTING POINTS 

Focusing on development at the local level is currently one of the major 

challenges in guaranteeing human rights worldwide.  It is also one of the main research 

and managerial trends in the development and policy fields of knowledge. Together with 

combating inequalities, promoting human security, and strengthening governance, 



 

 

 

405 

focusing development at the local level sets the stage for a desirable set of intersectional 

policies likely to be a core part of the post-2015 development agenda. 

Since inequality within municipalities seems to be on the rise, a future research 

agenda should take in account the Pastoral’s targeting at the community level since the 

Pastoral may be able to successfully reach ultra-poor populations even in more developed 

municipalities.  Using different criteria for targeting and distinct stratifications is another 

area of future research that can produce more information about the Pastoral’s 

effectiveness in targeting the poorest of the poor.  Adding to that, is worth noting that the 

Pastoral targeting seems to be effective in reaching places where most families are 

headed by single women, further research on how effective and intended this targeting is 

would be welcome.  More substantially, spatial econometrics and network analysis could 

also improve this research since these are methods suited to perform spatially based 

analysis and may be able to shine more light on how and why the Pastoral was 

implemented in certain places, and not in others. 

Cultural change is another aspect of development that has gained importance in 

the past few years, although black movement activists, feminists and environmentalists 

had be discussing development policy through a cultural and behavioral approach at least 

since the 1960s.  All these issues combined are closely related to identity-based inequities 

that effect people’s lives.  These kinds of issues are likely to gain further relevance in the 

scope of the new UN’s Sustainable Development Goals agenda.   

Quilombolas and indigenous people, among other traditional and ethnic 

populations, are relatively small populations in absolute numbers in Brazil.  It is 

unacceptable that policy is not effective in including these populations, and in 
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guaranteeing their effective human rights.  In terms of relative importance regarding 

human rights these specific populations should certainly be on the top priority list of any 

governmental intervention.  Related to that is the paradox that Brazil has been able to 

improve standards of living for more than 40 million people in the last two decades, but 

has failed to include clusters of relatively small populations like indigenous people, 

Roma and Kalon people, and quilombolas, among others, in this leveling of disparities.  

Focusing on the impacts of the Pastoral in these populations might provide broader 

lessons for improving the lives of people in distinct cultural settings. 

In terms of quantitative analysis, a future research agenda should take in account a 

tailored impact evaluation based on dosages of Pastoral treatment rather than merely the 

presence/absence of the program in a municipality.  Moreover, in terms of modeling, a 

three-way FE specification, not developed in this dissertation, would allow the estimation 

of the interactive effect of the Pastoral program and the Bolsa Familia in municipalities in 

which there has been a high level of dependence on CCT schemes.  More broadly 

speaking, there is a need to focus future research agenda on the complementary effect 

that the Pastoral program might have when implemented in areas also covered by PACS 

and CCT Bolsa Família. 
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