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Women’s political participation through gender-based quotas and maternal mortality: 

Case evidence from India 

Abstract 

Does increased participation of women in politics translate into women-centric policy outcomes? 

In this paper, I attempt to observe one such policy outcome: decline in maternal mortality. I argue 

that an increase in women’s participation in politics leads to a decrease in maternal mortality. 

Drawing evidence from three Indian states – Uttarakhand, Chhattisgarh and Jharkhand, I evaluate 

changes in women’s political participation and corresponding changes in maternal mortality over 

similar time frames, to identify the relationship between women’s political participation and 

maternal mortality. Most scholarly research has identified representation of women in politics as 

beneficial to gender equality but few make the case that women’s political participation impacts 

policy outcomes in favor of women. I find that women holding political office are likely to make 

policy choices that result in policy outcomes in favor of women, and in this case, in favor of 

reduced maternal mortality.    

 

Introduction  

The call for improving women’s political participation is predicated on the assumption that it will 

bring women into national decision-making roles, and as a consequence, women will be 

instrumental in impacting policy outcomes that make society gender-equal. To have more women 

in politics, is to understand why having more women in politics matters. I question if women’s 

participation in politics have development outcomes and investigate through case evidence from 
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India, if increased participation of women in politics through gender-based quotas impacts 

women’s health outcomes as measured through maternal mortality ratio. I choose maternal 

mortality ratio, as it is a key indicator of a society’s socio-economic development (Wilmoth et al., 

2012). I identify India as a site for critical analysis given that nearly one-third of all maternal deaths 

occur in India (Sajedinejad et al., 2015). Through this paper, I attempt to fill a need gap in current 

scholarly research that remains focused on establishing the merits of greater representation of 

women in politics rather than establishing a clear case of whether greater representation of women 

in politics translates to policy choices that benefit women. Through this study I argue for greater 

participation of women in politics at the local, state and national levels, on grounds that it leads to 

policy outcomes that benefit women, and in this case, reduced maternal mortality. 

 This paper is divided into five sections: in the first section, I present scholarly literature 

that speaks to women’s political participation and maternal mortality ratio. In the second section, 

I draw case evidence from three states in India, and observe their performance on maternal 

mortality ratios before and after women’s gender-based quota system is introduced. The third 

section presents my hypothesis that an increase in women’s political participation reduces maternal 

mortality, followed by the fourth section that discusses the hypothesis with substantiated evidence. 

I conclude my paper with the fifth section.    

 

Section 1: Women’s political participation and maternal mortality ratios  

 It is well established that population health is critical for economic growth as it promises 

life expectancy and human capital accumulation (Soares, 2005; Weil, 2007; Ashraf et al., 2009; 

Shastry & Weil, 2003; Bloom et al., 2004; Lorentzen et al., 2008; Aghion et al., 2010). Several 
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scholars echo that reducing maternal mortality is fundamental to a woman’s human capital 

development and employment as well as intrinsic to a country’s economic growth (Albanesi & 

Olivetti, 2016, 2014; Jayachandran & Lleras-Muney, 2009; Bloom et al., 2015). At the 

macroeconomic level, Ashraf et al. (2009) find that there is a positive correlation between income 

per capita and life expectancy. Therefore, there is prima facie evidence that improvements in 

population health promise economic prosperity.  

When a woman dies within 42 days of giving birth to a child, her death qualifies as maternal 

mortality (Bhalotra et al., 2021). Nearly 830 deaths per day globally are attributed to maternal 

mortality (Alkema et al.m 2016; Loudon, 1992). According to the World Health Organization 

(2019) the risk of maternal death in low income countries is as high as 1 in 45.  It is however 

puzzling why the ratios of maternal mortality run this high when the technology and knowledge 

needed to prevent it are widely available, and the costs of intervention to reduce it are relatively 

small (Cutler et al., 2006; Loudon, 1992). WHO (2019) points out that close to three-fourths of 

maternal deaths can be prevented with skilled care before, during and after childbirth, and that 

low-cost primary care during pregnancy and delivery is the single most important aspect to 

reducing maternal mortality (Bhalotra et al., 2019; Pettersson-Lidbom, 2014; Tikkanen et al., 

2020).  

The Millennium Development Goals (MDG) had targeted achieving universal access to 

reproductive health by 2015 and while some progress was made, efforts fell short of meeting the 

target (Zureick-Brown et al., 2013). Bhalotra et al. (2021) argue that as long as parliaments around 

the world remain male-dominated, maternal mortality will not be prioritized, as male decision-

making is mostly influenced by gender-agnostic preferences and information constraints. Ashraf 
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et al. (2020) and Powley (2007) contend that a woman’s propensity to be concerned about maternal 

mortality is likely to be higher given that they identify with the risks.  

According to Bhalotra et al. (2021), since 1990, the global share of women in parliament 

has risen from under 10% to over 20% and in the same time period, maternal mortality ratios have 

seen a fall of 44%. Annual data collected from a sample of 178 countries in the period 1990 to 

2015, substantiates this. The below figure (1) shows raw data collated by Bhalotra et al. (2021) 

showcasing aggregate trends in 178 countries, corresponding women’s share in parliament with 

trends in MMR in the period 1990 to 2015.  

Figure 1: Women in Parliament and Maternal mortality ratios 

 

Source: (Bhalotra et al., 2021) 

The rise in the share of women in parliament can be attributed to legislation passing mandatory 

gender quotas in parliament that were institutionalized across most of the developing world in the 
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mid-1990s (Bhalotra et al., 2021). This is illustrated below in figure (2) that shows countries with 

parliamentary gender quotas and the number of women holding parliamentary seats.  

Figure 2: Reserved seats and women in parliament 

 

Source: (Bhalotra et al., 2021) 

Figure 2 illustrates a general compliance with mandated gender-based quotas, leading to 

an eventual rise in the share of parliamentary seats held by women (Bhalotra et al., 2021).   

Sajedinejad et al. (2015) identify three key indicators among a global dataset of 439 

indicators as having a statistically significant correlation with maternal mortality: education; 

private sector and trade; and governance. Some other macrostructural factors identified as 

associated with maternal mortality were employment and labor structure, economic policy and 

debt, agriculture and food production, private sector, infrastructure investment, and health finance 

(Sajedinejad et al., 2015). They find that decreasing maternal mortality requires a recognition of 

factors other than individual determinants – a reallocation of national health resources in the 
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governmental sector, education, expanding the private sector, improving governance and political 

will.  Sajedinejad et al. (2015) conclude that to reduce maternal mortality sustainably will require 

long-term planning for multi-faceted development.  

 

Section 2: Case evidence from India  

 860 million women reside in South Asia – of whom three-fourths reside in India (Global 

Gender Gap Report, 2021). The Global Gender Gap Report (2021) ranks regions based on four 

measures: political empowerment; economic participation; education attainment and health and 

survival. On the political empowerment sub index, it finds that the South Asian region has a score 

of 38.7%, which is at par with the leading region, Western Europe. The report identifies 

Bangladesh, India and Sri Lanka as among the top 10 countries having the most years with a female 

head of state. The report also finds that in terms of female representation in parliament and in 

cabinets, the performance of South Asia is in line with other regions in the world. India is ranked 

as 18th on the political empowerment index in the report.  

 Gulati and Spencer (2021) disagree with the evaluation and explain that the index 

“measures the gap between women and men at the highest level of political decision-making 

through the ratio of women to men in parliamentary positions, and the ratio of female to male 

heads of state over the past 50 years”. Gulati and Spencer (2021) find that India’s positioning in 

the index may be skewed, as it is largely driven by the tenure of Prime Minister Indira Gandhi 

from 1966 to 1977, and then from 1980 to 1984, until her assassination and does not factor in state-

level leadership, the percentage of women in ministerial positions and those in parliament. In India, 

only 30% of women hold ministerial positions; and only 17% of women are in parliament (Gulati 
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& Spencer, 2021). Furthermore, a flaw of the political empowerment sub-index is that it only 

focuses on leadership, rather than having a larger focus on women’s representation across different 

levels of India’s political system (Gulati & Spencer, 2021). 

 In an effort to improve the political representation of women at the local level in India, the 

73rd Constitutional amendment was passed in 1992, that mandated one-third of village 

government head positions to be reserved for women (Mohanty, 1995). Scholarly literature 

measuring the impact of this mandate indicates that there was a substantial increase in the number 

of women elected as village sarpanch (village head) as well as the number of female candidates 

who contested seats in state and national legislatures (Duflo, 2005; O’Connell, 2020). While the 

numbers at the local level have shown improvement, according to Gulati and Spencer (2021), the 

representation at the state level has lagged – not a single state in India has a one-third proportion 

of female ministers, and nearly six states have no female ministers. Figure (3) below illustrates the 

proportion of female ministers across different state governments, omitting states that have no 

female representation.  

Figure 3: Proportion of female ministers in state governments 
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Source: (Gulati and Spencer, 2021), 

In 2010, the Women’s Reservation Bill calling for one-third of all seats in the state 

legislative assemblies and in the lower house of the Parliament (Lok Sabha) was passed by the 

upper house of the parliament (Rajya Sabha), but it is yet to be put to a vote in the lower house 

(Anuja, 2021). Public discourse on the issue remains ongoing (Shivani, 2021).  

Chattopadhyay and Dufflo (2004) draw evidence from two states in India – West Bengal 

and Rajasthan, and find that when a council seat is reserved for and occupied by a woman, it has 

a bearing on the provision of public goods, where female leaders are seen as investing more in 

public goods valued by women. Sathe et al. (2013) also find similar evidence from the state of 

Maharashtra but assert that the effectiveness of female political leaders rests largely on the number 

of years they have been on the job. They find that in female-headed villages, the availability of 

basic public services is found to be better when the female head has been in the role for 3 to 3.5 

years. Furthermore Bhalotra et al. (2018) find that female legislators as compared to male 

legislators, raise economic performance in their constituencies by 1.8 percentage points per year, 

attributing this largely to women legislators being less corrupt, more efficient and more motivated 

as compared to their male counterparts. Iyer and Mani (2021) also find that under the leadership 

of women, greater number of women are encouraged to report crimes, owing to increased 

responsiveness of the police under women political representatives, especially with respect to 

crime against women. The evidence above has established sufficiently that when women hold a 

seat in politics, there are tangible benefits to be attained in the provision of public goods and 

services as well as in governance.  

The focus of this paper is to establish whether increased participation of women in politics 

reduces maternal mortality. To explore this relationship, I draw out evidence from three Indian 
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States – Uttarakhand, Chhattisgarh and Jharkhand. I choose these states, as all three states 

institutionalize the gender quotas and integrate women into politics around the same time – 2002, 

2003 and 2005, respectively. The similar timeframe is helpful to evaluate the relationship between 

political participation of women and the maternal mortality ratio, across the three states. It also 

sets a baseline to compare the MMR ratios before women began participating in state politics and 

after.  

 

Evidence from the Indian state of Uttarakhand 

Uttarakhand is the 27th state of the Republic of India and is situated in the northwestern 

part of India. It has an area of 53,483 square kilometers, with a density of 189 per square kilometer 

less than the national average of 382 per square kilometer (Census 2011). The literacy rate of the 

state is at 78.82% above the national average of 74.04% ; males have a literacy rate of 87.40% 

while females have a literacy rate of 70.01% (Census, 2011).  

Available data shows that starting 2002, the state of Uttarakhand begins seeing 

participation of women in local and state politics. Between 2002 and 2018, the participation of 

women MLAs (Member of Legislative Assembly) rises from 5.7% in 2002 to 7.1% in 2018, an 

increase of 1.4%. The figure (4) below also reveals that between 2014 and 2019, the maternal 

mortality ratio sees a fall from 200 (per 100,000 live births) in 2014 to 101 (per 100,000 live births) 

in 2018 – a 50% decline. 
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Figure 4: Women MLAs and MMR trends in Uttarakhand 

 

Source: (Sengupta, 2022; Vardhan 2019) 

 

Evidence from the Indian state of Chhattisgarh  

Chhattisgarh is a state in east-central India, with an area of 135,192 square kilometers and 

a population density of 189 per square kilometer (Census, 2011). The literacy rate of the state is 

70.28%, with the male literacy rate standing at 80.27% and the female literacy rate standing at 

60.24% (Census, 2011). The population of the state stands at 25 million making it the 16th most 

populous state in India (Census, 2011). 
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 As per the figure (5) below, in 2003, the state of Chhattisgarh sees women’s political 

participation begin at 5.6% and by 2018, the participation of women increases to 14.4%, an 

increase of 8.8%. In terms of maternal mortality ratio, between 2014 and 2019, the state sees a 

decline from 173 (per 100,000 live births) to 160 (per 100,000 live births), a decline of 13 (per 

100,000 live births).  

Figure 5: Women MLAs and MMR trends in Chhattisgarh  

Source: (Sengupta, 2022; Vardhan 2019) 

 

Evidence from the Indian state of Jharkhand 

Jharkhand is situated in the northeastern part of India, with an area of 79,716 square 

kilometers and a population density of 414 per square kilometer (Census, 2011). The literacy rate 

in the state stands at 66.41%, with male literacy at 78.84% and female literacy at 55.42% (Census, 
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2011). Figure (6) below shows that women’s participation in local and state politics in Jharkhand 

begins at 3.7% in 2005 and by 2018, it rises to 11.1%, a rise of 7.4%. Maternal mortality between 

2014 and 2019, sees a decline from 165 (per 100,000 live births) in 2014 to 61 (per 100,000 live 

births) in 2019, a decline of 104 (per 100,000 live births). 

Figure 6: Women MLAs and MMR trends in Jharkhand 

 

Source: (Sengupta, 2022; Vardhan 2019) 

 

Section 3: Research design  

This paper rests on the hypothesis that an increase in women’s political participation leads 

to a decrease in maternal mortality. My independent variable for this study is women’s political 

participation and dependent variable is maternal mortality rate. I theorize that there is an inverse 

or negative relationship between women’s political participation and maternal mortality, such that, 
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when there is an increase in women’s political participation, there is a decrease in maternal 

mortality.  

Independent variable  

 Evidence from the State of Uttarakhand, Chhattisgarh and Jharkhand shows that women’s 

political participation at the state level increases from the early 2000s to 2018. The rate of increase 

differs in the case of each state: in the case of Uttarakhand, a 1.4% increase is observed in women’s 

political participation between 2002 and 2018; in the case of Chhattisgarh, a 8.8% increase in 

women’s political participation is observed between 2003 and 2018; and in the case of Jharkhand, 

a 7.4% increase in women’s political participation is observed between 2015 and 2018. Overall in 

the years starting early 2000s up until 2018, till when the data is available, it suggests that there is 

an overall increase in women’s political participation at the state level, with the state of 

Chhattisgarh and Jharkhand showing a similar rate of increase in a similar time frame.  

Dependent variable 

Evidence from the state of Uttarakhand, Chhattisgarh and Jharkhand suggests that there is 

a decline in maternal mortality, with data available between 2014 and 2019, showing an overall 

decline. The decline however differs in each state: in the case of Uttarakhand, there is a decline of 

100 from 201 (per 100,000 live births) in 2014 to 101 (per 100,000 live births) by 2019; in the 

case of Chhattisgarh, there is a decline of 13 from 173 (per 100,000 live births) in 2014 to 160 (per 

100,000 live births) by 2019; in the case of Jharkhand there is a decline of 104 from 165 (per 

100,000 live births) in 2014 to 61 (per 100,000 live births) by 2019.  Both Uttarakhand and 

Jharkhand show a similar level of decline – close to 100 (per 100,000 live births) in the same 

period.  
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Section 4: Discussion  

To understand the relationship between women’s political participation and maternal 

mortality is to draw out the differentiated impact on supply and demand factors that facilitate the 

cause and effect. In this case, I find that an increase in women’s political participation leads to a 

decrease in maternal mortality. This section focuses on why that may be the case – how does 

women’s leadership, engagement and participation lead to reduced maternal mortality outcomes.  

Impact on supply side factors 

On the supply side, I study if women’s political participation through gender-based quotas 

improve supply side factors: reproductive health services (Miller & Valente, 2016). Wide 

availability of such services may reduce high fertility that can increase the incidence of MMR 

(Girum & Waise, 2017). Given the low-cost wages in developing countries, expanding skilled 

labor force in prenatal care, in birth attendants, in nurses, in mid-wives and in teachers can be seen 

as low-cost interventions undertaken on the supply side, that may have significant consequences 

for MMR (Banke-Thomas et al., 2020; Andrabi et al., 2020).  

In the case of Uttarakhand, the state introduced schemes like the Janani Suraksha Yojna 

(Women’s Protection Plan), free distribution of iron pills to pregnant women and the introduction 

of 108 ambulance services to reduce maternal mortality (Mishra, 2019). Additionally, the state 

advertised the benefits of institutional deliveries and worked closely with the midwives’ 

association, called the Auxiliary Nurse Midwives (ANM) to support women through delivery 

(Mishra, 2019). Despite the hilly terrain of the region, the state ensured the presence of at least one 

gynecologist at all health centers across the state (Mishra, 2019).  
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In the case of Chhattisgarh, the state’s reduced maternal mortality can be attributed to 

improved health care facilities provided by the state. Through the national social welfare program 

called the Integrated Child Development Services (ICDS) that run the community-service centers 

called the Anganwadi Centers (AWCs), it devised programs to improve the nutrition levels and 

basic health of pregnant women, and employed 50,000 community service workers called the 

Anganwadi workers to do so (Yatsu, 2012; TNN, 2018). The community centers were also 

mobilized to spread information and awareness among families about the importance of 

institutional deliveries (TNN, 2018). The state also introduced programs to provide freshly cooked 

food to pregnant women through the Anganwadi centers (TNN, 2018).   

In the case of Jharkhand, the state’s maternal mortality ratio saw a decline due to a number 

of favorable factors. Through the scheme of Janani Suraksha Yojana (Women’s Protection Plan), 

the state was able to encourage families and women to choose institutional deliveries over home 

deliveries to reduce the risk of maternal mortality (Ganguly, 2020). The scheme also guaranteed 

monetary help to pregnant women (Ganguly, 2020). Additionally, the state set up health service 

centers with equipment for handling deliveries and increased the number of delivery points across 

the state. A larger number of ambulance services were also introduced across the state, carrying 

expecting mothers to hospitals and delivery points (Ganguly, 2020).  

Impact on demand side factors 

On the demand side, there is sufficient evidence that suggests that the uptake of maternal 

health measures is improved through low-cost outreach, information provision and education of 

women, so the likelihood of supply-side measures influencing demand-side behavior change and 

subsequently reducing MMR is high (Miller, 2008; Dupas, 2011; Bhalotra & Clots-Figueras, 2014; 

Bhalotra et al., 2019; Beaman et al., 2009; Currie & Moretti, 2003).  
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Education attainment among women is proven to have the potential to improve birth 

spacing and reduce fertility (Bhalotra et al., 2021). I find that in the case of Uttarakhand, between 

Census 2001 and Census 2011, the female literacy rate improves from 59.63% to 70.01% (Census, 

2011). In the case of Chhattisgarh, between Census 2001 and Census 2011, the female literacy 

improves from 51.85% to 60.24% (Census, 2011). Similarly, in the case of Jharkhand, female 

literacy improves from 38.87% in 2001 to 55.42% in 2011 (Census, 2011). Bhalotra and Clots-

Figueras (2014) find that women leaders influence a range of maternal health-seeking behaviors 

that includes immunization, iron supplementation during pregnancy, antenatal care and showing a 

preference for delivering at government facilities as opposed to at home.  

I therefore find women’s political participation in the states influence both supply-side and 

demand-side factors, that further contribute to reduced maternal mortality. To understand the 

independent effect of exposure of women’s political participation on the maternal mortality rate, 

future research may look at controlling for confounding variables. 

 

Section 5: Conclusion  

 With case evidence from India, I substantiate my hypothesis that an increase in women’s 

political participation leads to a decrease in maternal mortality. I explain giving examples from the 

states of Uttarakhand, Chhattisgarh and Jharkhand that women’s political participation in local and 

state politics, results in a decrease in maternal mortality across all three states. I show that the 

introduction of mandated gender quotas in the respective three states, improves women’s political 

participation over time. I subsequently illustrate that an increase in women’s political participation 

results in an expansion of supply side efforts by the state to improve the uptake of maternal health 
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practices that eventually reduce maternal mortality. All three states are shown to improve the 

availability and access to institutional health centers for deliveries, extend health care services 

through provision of food and iron supplements, and expand ambulance services. With respect to 

demand side factors, I explain that with improvement in women’s political participation, the states 

also see an improvement in female literacy rates, that contributes to increased uptake in measures 

on maternal health. I observe that as women’s political participation, engagement and leadership 

increases, it unleashes a host of policy choices that influence both supply side and demand side 

factors, benefiting women’s development outcomes, and in this case maternal health outcomes. I 

therefore conclude through this study that an increase in women’s political participation reduces 

maternal mortality.  
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