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ABSTRACT

OBJECTIVE: Considering the published evidence on the impact of recent economic crises and 
the implementation of fiscal austerity policies in Brazil on various health indicators, this study 
aims to analyze how the trend and socio-spatial inequality of infant mortality behaved in the 
municipality of São Paulo from 2006 to 2019. 

METHODS: This is an ecological study with a temporal trend analysis that was developed 
in municipality of São Paulo, using three residence area strata differentiated according to 
their social vulnerability following the 2010 São Paulo Social Vulnerability Index. Infant 
mortality rate, as well as neonatal, and post-neonatal mortality rates, were calculated for 
each social vulnerability stratum, each year in the period, and for the first and last three 
triennia. Temporal trends were analyzed by the Prais-Winsten regression model and inequality 
magnitude, by rate ratios. 

RESULTS: We found a decline in infant mortality rate and its components from 2006 to 2015, 
greater in the stratum with low social vulnerability and in the post-neonatal period when 
compared to the neonatal one. This decline ended in 2015, stagnating in the next period 
(2016–2019). Our analysis of infant mortality inequality across social vulnerability stratum 
showed a significant increase from the initial to the final triennia in the analyzed period; rate 
ratios increased from 1.36 to 1.48 in the high stratum (compared to the low social vulnerability 
stratum), and from 1.19 to 1.32 between the medium and low social vulnerability strata. 

CONCLUSIONS: The observed stagnation of infant mortality rate decline in 2015 and the 
increase in socio-spatial inequality point to the urgent need to reformulate current public 
policies to reverse this situation and reduce inequalities in the risk of infant death.
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INTRODUCTION

Data from the World Health Organization show that infant mortality rates (IMR) declined 
by about 50% from 2000 to 2018, but unequally across regions and countries1. This panorama 
also occurred in the Americas, whose IMR fell by 55% from 1995 to 2017, but with great 
variation between countries2. 

The literature has shown that accelerated income concentration, economic crises, and fiscal 
austerity policies have negatively affected several health indicators3 and infant mortality 
in several countries of the world4-6. 

In Brazil, these same processes have also worsened the trends of some health indicators 
(risk and protective factors for chronic non-communicable diseases, premature mortality 
rates due to them, and that of infants and mothers), increasing social inequality among 
social segments of these populations7. Regarding infant mortality, a Brazilian study found, 
in 2016 and 2017, a deceleration of the downward trend observed up to 20158 and two other 
studies found an increase in IMR in 2016, after the decline up to 20159,10. 2016 deepened the 
economic and political crisis in Brazil, unevenly affecting its overall population and that 
of the municipality of São Paulo (MSP), increasing unemployment rates and decreasing 
income, especially among the most vulnerable population11. 

In view of this situation and considering the relevance of IMR (a sensitive indicator of 
local living and health conditions12,13) and the absence of recent studies on the trend of 
rates and social inequalities of this indicator in MSP, our study aims to analyze rate trend 
and the magnitude of socio-spatial inequalities of infant mortality in this municipality 
from 2006 to 2019.

METHODS

Type of study 

This is an ecological study with a time series design that uses MSP data on deaths in children 
under one year of age and live births in areas with different levels of social vulnerability, 
fron 2006 to 2019. 

Data on deaths and live births were collected by place of residence and corresponded to 
the period from January 1, 2006 to December 31, 2019, as the latter was considered the 
most recent year with available consolidated data. We chose to use 2006 as the first year 
of the series as it was only from this date that the Secretaria Municipal de Saúde de São 
Paulo (São Paulo Municipal Health Secretariat SMS-SP) began to feedback records of the 
Ministry of Health database, incorporating the events that occurred in other municipalities 
into its municipal database.

Our databases come from the Sistema de Informação de Mortalidade (SIM –Mortality 
Information Systems) and that on Sistema de Informações sobre Nascidos Vivos (SINASC 
– Live Birth Information System). The population residing in MSP was obtained from 
the SMS-SP TabNet, with projections by the SEADE Foundation based on data from the  
2010 Census14.

Analysis of Socio-Spatial Inequalities

Socio-spatial inequalities were analyzed based on the São Paulo Social Vulnerability Index 
(SPSVI) by the SEADE Foundation, which used socioeconomic and demographic indicators 
to classify the census tracts of the municipalities in the state of São Paulo into six social 
vulnerability groups: lowest, very low, low, medium, high, and very high. This indicator 
enables the identification and spatial location of the areas housing the segments exposed 
to different degrees of social vulnerability15.
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To classify the MSP Social Vulnerability Strata, each of its 96 Administrative Districts (AD) 
received a vulnerability score based on the percentage of census tracts classified in each 
SPSVI group. Then, AD were ordered from lowest to highest according to these scores and 
classified into three social vulnerability strata (low, medium, and high) (Figure 1), containing 
about one third of the population in the municipality. The low social vulnerability stratum 
included 46 AD; the medium stratum, 28, and the high vulnerability stratum, 22. 

São Paulo municipality
Social vulnerability

per administrative district

Low social vulnerability

Medium social vulnerability

High social vulnerability

SPSVI, adapted. Data Analysis State System – 
SEADE – São Paulo Social Vulnerability Index. 
São Paulo, SP, 2010.
Available at:
<http://ipvs.seade.gov.br/view/
pdf/ipvs/metodologia.pdf>
Accessed on September 23, 2021.

Social Vulnerability
(SPSVI)

Low

Medium

High

MSP

Population

3,763,146

3,672,704

3,817,653

11,253,503

33.44

32.64

33.92

100

46

28

22

96

No. AD% Pop.

MSP: São Paulo municipality; AD: administrative district.
Source: adapted from the São Paulo Social Vulnerability Index (SPSVI), SEADE Foundation, 2013.

Figure 1. Classification of the administrative districts (DA) of the municipality of São Paulo according to 
social vulnerability, adapted from the São Paulo Social Vulnerability Index (SEADE Foundation, 2013).
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Statistical Analyses

IMR (< 1 year of age) and neonatal (0–27 days) and post-neonatal (28 days to < 1 year) 
mortality rates per 1,000 live births (LB) were calculated for the three social vulnerability 
strata for each year in the studied period (2006 to 2019).

The Prais-Winsten regression model was used to analyze trends. Infant, neonatal, and  
post-neonatal mortality trends were analyzed for the whole period (2006–2019) and 
separately from 2006 to 2015 and from 2016 to 2019 since we found the lowest IMR in 
2015. For the time series, the rate logarithm was considered as the dependent variable and 
the years in the historical series as the independent variable. Serial autocorrelation was 
checked using the Durbin-Watson test, whereas rate annual percentage variation (APV), 
regression coefficients (β), respective 95% confidence intervals (95%CI), and p-values (p) 
were calculated considering a 95% significance level16. 

To analyze the magnitude of infant mortality inequality, the extreme years in the series 
were grouped into three-year periods (2006–2008 and 2017–2019) and the rate ratios (RT) 
between high and medium social vulnerability areas were calculated in relation to those 
with low vulnerability and used as a reference category. This procedure was performed to 
provide greater rate stability for our analyses.

To evaluate whether the RT between the areas with high and medium social vulnerability, 
compared to those with low vulnerability, differed between the first and the last triennium, 
the right-tailed Student’s t-test was used for independent samples. A p-value < 0.05 was 
considered for statistical decision-making.

Data tabulation, descriptive analysis, and graphs were performed in TabWin (tabulator 
for windows, developed by DATASUS) and Microsoft Office Excel 2010. All analyses were 
carried out using Stata 15.0® (Stata Corp, LP).

In this study, databases of deaths and live births without identification available electronically 
and aggregated by the SMS-SP were used, thus dispensing with submitting this study to the 
Research Ethics Committee. This research was conducted in accordance with the Resolution 
of the National Health Council no. 466 of December 12, 201217.

RESULTS

MSP suffered 27,808 deaths in children under 1 year of age and had 2,394,375 LB, from 2006 
to 2019. Figure 2 shows that infant mortality declined from 13.6 deaths/1,000 LB in 2006 to 
10.9/1,000 LB in 2015. This decline ended and the rate had a value of 11.2/1,000 LB in 2019. 

We observed that about 65% of infant deaths occurred in the neonatal component for all 
strata of social vulnerability in the first and last analyzed triennia (Table 1).

Our analysis of the IMR trend for the whole period (Table 2) shows a significant decline 
of −1.40% a year but this decrease actually occurred from 2006 to 2015, with an APV of 
−2.25% a year (p = 0.001), whereas no significant decline occurred from 2016 and 2019  
(APV = −0.44; p = 0.481). 

When we analyzed infant and neonatal and post-neonatal mortality trends according 
to social vulnerability strata, we observed that the rates for IMR and its components 
significantly decreased from 2006 to 2015 in the three strata (p < 0.05). However, the 
second period (2016 to 2019) showed a stagnant downward trend in the high vulnerability 
stratum as it significantly declined (APC = −2.43; p = 0.003), except for post-neonatal 
mortality. However, regarding comparing trends between social vulnerability strata 
showed no significant differences in all analyzed periods for both IMR and neonatal and 
post-neonatal mortality (Table 2). 
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By comparing inequalities in infant mortality and its components between the first and 
last triennia in the studied period, we observed that, according to RT, infant mortality 
showed increased inequality and risk of dying in the stratum of high social vulnerability 
in relation to that of low vulnerability, increasing from 36% in the first triennium to 
48% in the last triennium (p = 0.041). In the stratum of medium social vulnerability, the 
increased risk of dying in the first year of life increased from 19% to 32% (p = 0.007), when 
compared to the stratum of low social vulnerability. The increases in social inequalities 
between the two triennia for neonatal and post-neonatal rates failed to reach statistical 
significance, except for that between the middle and low social vulnerability strata, which 
increased from 22% to 48% (p = 0.029) (Table 3).

APV: annual percentage variation; MSP: municipality of São Paulo.

Figure 2. Infant mortality trend. Municipality of São Paulo, 2006–2019.
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Table 1. Absolute (N) and relative values (% and rates) of infant deaths and their components, according 
to social vulnerability strata. Municipality of São Paulo, 2006–2008.

Social vulnerability 
strata

2006–2008 2017–2019

n % Rate n % Rate

Low

Neonatal 929 65.2 6.88 743 69.6 5.9

Post-neonatal 495 34.8 3.66 325 30.4 2.58

Infant 1,424 100 10.53 1,068 100 8.48

Medium

Neonatal 1,427 64.8 8.14 1,234 65.9 7.42

Post-neonatal 776 35.2 4.43 637 34.1 3.83

Infant 2,203 100 12.57 1,871 100 11.24

High

Neonatal 1,840 65.6 9.42 1,669 67.7 8.51

Post-neonatal 964 34.4 4.94 797 32.3 4.06

Infant 2,804 100 14.35 2,466 100 12.58
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DISCUSSION

Results show a significant drop in infant, neonatal, and post-neonatal mortality rates in MSP, 
ending in 2015. In the decline period (2006 to 2015), the three IMR strata and post-neonatal 
rates (compared to neonatal ones) showed a significant reduction. Another important result 
in this study refers to a significant increase in the social inequality for infant mortality in 
MSP between the first (2006–2008) and last triennium (2017–2019) in the analyzed period. 

Studies conducted in Brazil have also observed recent changes in the trend of infant and 
childhood mortality. Marinho et al.8 found significant declines in childhood mortality of 
−3.95% a year from 2001 to 2010 and of −2.35% from 2011 to 2015 and a stabilizing trend 
from 2016 to 2017 with an insignificant decline of −0.07%. Ferreira et al.10 analyzed IMR 
in clusters of Brazilian municipalities from 2007 to 2016 and observed a decrease in this 
indicator from 2007 (16.4/1,000 LB) to 2015 (12.9/1,000 LB), with a slight increase in 2016 
(13.4/1,000 LB), with higher concentrations of infant mortality in the Brazilian North 

Table 2. Trends in infant mortality and neonatal and post-neonatal components according to social vulnerability strata. Municipality of São 
Paulo, 2006–2015, 2016–2019, and 2006–2019.

Social 
vulnerability 
strata

2006–2015 2016–2019 2006–2019

APV (%) 95%CI p-value APV (%) 95%CI p-value APV (%) 95%CI p-value

MRT

Low −2.56 −3.53 to −1.59 < 0.001 −0.99 −8.01 to 6.57 0.62 −1.75 −2.54 to −0.95 < 0.001

Medium  −1.77 −3.08 to −0.44 0.015 0.34 −1.53 to 2.25 0.515 −1.06 −1.98 to −0.14 0.028

High −2.17 −3.00 to −1.34 < 0.001 −0.47 −2.65 to 1.75 0.464 −1.28 −2.14 to −0.42 0.007

Total −2.25 −3.18 to −1.30 0.001 −0.44 −2.63 to 1.79 0.481 −1.4 −2.36 to −0.42 0.009

Neonatal

Low −1.92 −3.08 to −0.74 0.006 2.03 −3.41 to 7.78 0.255 −1.35 −2.19 to −0.49 0.005

Medium  −1.36 −2.43 to −0.28 0.02 −0.34 −7.59 to 7.47 0.863 −0.75 −1.47 to −0.03 0.042

High −1.61 −2.22 to −1.00 < 0.001 0.49 −2.46 to 3.52 0.556 −0.97 −1.51 to −0.43 0.002

Total −1.53 −2.25 to −0.80 0.001 0.6 −3.65 to 5.04 0.613 −0.93 −1.64 to −0.21 0.016

Post−neonatal

Low −3.99 −5.46 to −2.50 < 0.001 −7.03 −16.65 to 3.70 0.103 −2.58 −3.81 to −1.33 < 0.001

Medium  −2.95 −5.24 to −0.61 0.02 1.74 −7.82 to 12.29 0.53 −1.74 −3.22 to −0.24 0.027

High −3.83 −6.12 to −1.49 0.006 −2.43 −3.01 to −1.84 0.003 −1.97 −3.52 to −0.39 0.019

Total −3.52 −5.19 to −1.82 0.001 −2.16 −4.38 to 0.10 0.054 −2.05 −3.30 to −0.78 0.004

IMR: infant mortality rate; APV: annual percentage variation; 95%CI: 95% confidence interval.

Table 3. Differences in infant mortality inequalities according to social vulnerability between the two 
triennia. São Paulo, 2006–2009 and 2016–2019.

RR(*)
First triennium Last triennium

p-value
RR (95%CI) RR (95%CI)

High/Low SV

Infant mortality 1.36 (1.27–1.45) 1.48 (1.38–1.59) 0.0414

Neonatal 1.37 (1.26–1.48) 1.44 (1.32–1.57) 0.1919

Post-neonatal 1.34 (1.20–1.50) 1.57 (1.38–1.79) 0.0962

Medium/Low SV

Infant mortality 1.19 (1.06–1.32) 1.32 (1.27–1.37) 0.0077

Neonatal 1.19 (1.05–1.33) 1.26 (1.12–1.39) 0.0962

Post-neonatal 1.22 (0.81–1.62) 1.48 (1.32–1.64) 0.0293

* Rate Ratio | 95% confidence interval.
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and Northeast. Szwarcwald et al.9 found a declining trend in infant mortality from 1990 
(47.1) to 2015 (13.5/1,000 LB) but a 3.7% increase in 2016, when compared to 2015, from 
10.9 to 11.3 deaths/1,000 LB. 

Since we analyzed longer periods than these studies, we found a slight increase in IMR in 
relation to 2015 and that rates maintained similar values from 2016 to 2019 (11.3 and 11.2 
deaths/1,000 LB), although higher than that in 2015. 

In this and the aforementioned studies, 2016 had a greater or interrupted IMR decline. 
That year witnessed a worsened economic crisis and a serious political crisis in Brazil 
that culminated in the impeachment of its president and the immediate implementation 
of fiscal austerity measures, including the approval of Constitutional Amendment no. 
95/2016 (Spending Ceiling), which reduced budget spending and broadly compromised the 
health and social protection systems7,18, hitting the population unevenly with increased 
unemployment and misery rates, preserving the earnings of the richest and penalizing the 
most vulnerable population19. 

In Brazil, the impact of the economic crisis was evinced from 2014 onward, after a period 
of expansion from 2004 to 2013, which improved income distribution, reduced poverty19, 
and decreased IMR. This study found that the greatest decrease in post-neonatal mortality 
occurred from 2006 to 2015. Most post-neonatal deaths stem from preventable causes that 
dispense with high-cost health technologies. We can infer that the expansion of access to 
primary health care certainly contributed to decreasing IMR in the municipality, but that 
it insufficiently reduced social inequalities even in that period20.

Social protection measures and increased health spending could mitigate the effects of 
economic crises on the population’s health and the mortality of children under one year of 
age but fiscal austerity policies act in the opposite direction, preventing the application of 
these protection measures. This context must have expanded the inequalities we observed 
in infant mortality rates. 

MSP, one of the main Latin American economic centers, shows a scenario of great social 
inequality, which can be represented in several ways. To illustrate this inequality, the 
proportion of households in favelas in relation to the total number of dwellings was higher 
than 10% in 25 of 96 MSP DA11 in 2020. Moreover, the district of Pinheiros, in Western São 
Paulo, had a Municipal Human Development Index (MHDI 2010) of 0.942, which was only 
0.680 at Parelheiros, at the southern end of city21.

Another important aspect refers to the fact that while the gross domestic product per 
capita of MSP increased by 118% from 2006 to 2015, the observed growth of this indicator 
in the same period was only 10%22, concomitant to the stagnation of the decline in infant 
mortality and increase in social inequality. 

Note that the municipality has a capillary public primary health care network that has grown 
over the years. From 434 basic health units operating in 2010, MSP had 468 in 2019 and an 
increase in the number of Family Health Strategy teams, from 928 in 2010 to 1,343 in 2019, 
with a higher concentration of basic health units and Family Health Strategy teams in the 
most peripheral areas of the municipality23. This expansion, however, neither maintained 
the decline in IMR in recent years nor prevented the expansion of inequality in infant deaths 
between the most and least vulnerable areas of the municipality.

This study has some limitations inherent to its use of secondary databases and the 
impossibility of analyzing a longer series since the SMS-SP had no complete databases 
prior to 2006. The analysis of our results should consider its ecological design, which bases 
its definition of social vulnerability strata on data from residence areas rather than on 
an individual basis, which could produce different results. However, this approach can 
identify areas that need differentiated strategies of actions and signal the need to redirect 
resources for intervention24. We should also highlight that, given that the observed rates 
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are already low and inequalities rather small, our option to compare the initial and final 
triennium of the series proved to be correct since it managed to find the increase in 
inequality in infant mortality.

The period we analyzed is more recent than that in the literature, enabling us to evince the 
maintenance of IMR values and the increase in their social inequality. Another aspect we 
should mention is our use of reliable databases since the SMS-SP maintains a program to 
improve data quality in Certificates of Live Births and Deaths, reducing incompleteness 
and inconsistencies. 

This study fills an important knowledge gap since we found no recent research in the 
literature that analyzed the trend and inequality of infant mortality in MSP. Our results 
show an unfavorable epidemiological scenario since current public policies have failed to 
continue decreasing infant deaths in the city and have enabled the increase in the socio-
spatial inequality of infant mortality. Thus, in addition to directing efforts to expand social 
security policies, basic sanitation, education, and access to health, including protection 
measures involving women (from family planning, to prenatal care, childbirth, and 
puerperium) and monitoring children during their first year of life, it is also necessary to 
maintain income transfer programs since they can both reduce IMR and inequality25,26 and 
mitigate the effects of income concentration and poverty on infant mortality27–31 as these 
determinants seem to have important implications for reducing infant mortality, as per a 
systematic review by Bugelli et al.32

Results also show the need for continuously monitoring the trend and size of prevalent 
social inequalities and adopting and reinforcing intervention measures especially directed 
to the population in areas of medium and high social vulnerability within the perspective 
of subsidizing policies to advance health equity.

Further studies are needed to develop the understanding of the determinants on the scene 
and how they interact in a municipality with the characteristics of São Paulo.

REFERENCES 

1. Organização das Nações Unidas. Unicef e OMS dizem que taxas de mortalidade materno-
infantil nunca foram tão baixas. ONU News. Perspectiva Global Reportagens Humanas. 2019 
set 19 [cited 2021 Sep]. Available from: https://news.un.org/pt/story/2019/09/1687532 

2. Organización Panamericana de la Salud, Institutional Repository for Information Sharing. 
Indicadores básicos 2019: tendencias de la salud en las Américas. Washington, DC: OPS; 2019.

3. Garcia LP. A economia desumana: porque mata a austeridade. Cad Saúde Pública. 
2016;32(11):e00151116. https://doi.org/10.1590/0102-311x00151116.

4. Maruthappu M, Watson RA, Watkins J, Zeltner T, Raine R, Atun R. Effects of economic 
downturns on child mortality: a global economic analysis, 1981-2010. BMJ Glob Health.  
2017 Apr;2(2):e000157. https://doi.org/10.1136/bmjgh-2016-000157

5. Tejada CA, Triaca LM, Liermann NH, Ewerling F, Costa JC. Crises econômicas, mortalidade 
de crianças e o papel protetor do gasto público em saúde. Cien Saúde Colet. 2019 
Dec;24(12):4395-404. https://doi.org/10.1590/1413-812320182412.25082019 

6. Siahanidou T, Dessypris N, Analitis A, Mihas C, Evangelou E, Chrousos G, et al. Disparities of 
infant and neonatal mortality trends in Greece during the years of economic crisis by ethnicity, 
place of residence and human development index: a nationwide population study. BMJ Open. 
2019 Aug;9(8):e025287. https://doi.org/10.1136/bmjopen-2018-025287

7. Malta DC, Duncan BB, Barros MB, Katikireddi SV, Souza FM, Silva AG, et al. 
Medidas de austeridade fiscal comprometem metas de controle de doenças 
não transmissíveis no Brasil. Cien Saúde Colet. 2018 Oct;23(10):3115-22. 
https://doi.org/10.1590/1413-812320182310.25222018

8. Marinho CD, Flor TB, Pinheiro JM, Ferreira MÂ. Objetivos de desenvolvimento do milênio: impacto 
de ações assistenciais e mudanças socioeconômicas e sanitárias na mortalidade de crianças. Cad 
Saúde Pública. 2020 Oct;36(10):e00191219. https://doi.org/10.1590/0102-311x00191219



9

Infant mortality trend/inequality Bassichetto KC et al.

https://doi.org/10.11606/s1518-8787.2023057004791

9. Szwarcwald CL, Almeida WD, Teixeira RA, França EB, Miranda MJ, Malta DC. Inequalities in 
infant mortality in Brazil at subnational levels in Brazil, 1990 to 2015. Popul Health Metr.  
2020 Sep;18(S1 Suppl 1):4. https://doi.org/10.1186/s12963-020-00208-1

10. Ferreira TL, Costa KT, Andrade FB. Mortalidade infantil no Brasil, 2007 a 2016. Mundo Saúde. 
2021;45:273-82. https://doi.org/10.15343/0104-7809.202145273282

11. Rede Nossa São Paulo. Mapa da Desigualdade 2021 é lançado. São Paulo:  
21 out. 2021[cited 2022 Apr 19]. Available from: https://www.nossasaopaulo.org.br/2021/10/21/
mapa-da-desigualdade-2021-e-lancado/ 

12. Ruiz JI, Nuhu K, McDaniel JT, Popoff F, Izcovich A, Criniti JM. Inequality as a powerful 
predictor of infant and maternal mortality around the world. PLOS ONE. 21 out. 2015. 
https://doi.org/10.1371/journal.pone.0140796

13. Ministério da Saúde (BR). Secretaria de Vigilância em Saúde. Departamento de Vigilância de 
Doenças e Agravos não Transmissíveis e Promoção da Saúde. Saúde Brasil 2017: uma análise da 
situação de saúde e os desafios para o alcance dos objetivos de desenvolvimento sustentável. 
Brasília, DF: Ministério da Saúde; 2018.

14. Secretaria Municipal de Saúde (SP). Programa de Aprimoramento das Informações de 
Mortalidade: TABNET. [Cited 2021 Sep 20]. Available from: www.prefeitura.sp.gov.r/tabnet

15. Souza GOC, Oliveira FM, Minervino LS. Retrato sócio territorial da metrópole: São Paulo à luz 
do IPVS. São Paulo: Seade; 2013 [cited 2022 Feb 9]. Available from: https://www.seade.gov.br/
wpcontent/uploads/2014/06/Primeira_Analise_n8_novembro_2013.pdf

16. Antunes JL, Waldman EA. Trends and spatial distribution of deaths of children aged 12-60 
months in São Paulo, Brazil, 1980-98. Bull World Health Organ. 2002;80(5):391-8. 

17. Ministério da Saúde (BR). Conselho Nacional de Saúde. Resolução nº 466, de 12 de dezembro 
de 2012 [cited 2022 Feb 7]. Available from: https://conselho.saude.gov.br/resolucoes/2012/
Reso466.pdf

18. Santos IS, Vieira FS. Direito à saúde e austeridade fiscal: o caso brasileiro 
em perspectiva internacional. Cien Saúde Colet. 2018 Jul;23(7):2303-14. 
https://doi.org/10.1590/1413-81232018237.09192018

19. Paula LF, Pires M. Crises e perspectivas para a economia brasileira. Estud Av.  
2017 jan-mar;31(89):125-44. https://doi.org/0.1590/s0103-40142017.31890013

20. Abreu VC, Alves JM, Martins AC, Mendes DC, Rocha JF, Vieira MA. Fatores de risco para 
a mortalidade pós-neonatal em microrregiões do estado de Minas Gerais. Temas Saúde. 
2018;18(2):431-47. 

21. Secretaria de Urbanismo e Licenciamento (SP). A dinâmica do IDH-M e suas dimensões  
e São Paulo entre 2000 e 2010 no município de São Paulo. 2017 [cited 2022 Feb 7].  
Available from: https://gestaourbana.prefeitura.sp.gov.br/noticias/smul-publica-informe-urbano-
sobre-adinamica-do-idh-m-no-municipio-entre-2000-e-2010

22. São Paulo. Fundação Sistema Estadual de Análise de Dados. SEADE PIB. São Paulo: SEADE;  
2021 [cited 2021 Jan 21]. Available from: : https://pib.seade.gov.br/municipal/ 

23. Secretaria Municipal da Saúde (SP). Boletim CEInfo - Saúde em Dados. 2021 [cited 2022 Feb 
7]. Available from: https://www.prefeitura.sp.gov.br/cidade/secretarias/upload/saude/arquivos/
publicacoes/Boletim_CEInfo_Dados_2021.pdf.

24. Medronho RA, Werneck GL, Perez MA. Distribuição das doenças no espaço e no tempo. In: 
Medronho RA et al. Epidemiologia. 2a ed. São Paulo: Atheneu, 2009. Cap 4, p. 83-102.

25. Rasella D, Basu S, Hone T, Paes-Souza R, Ocke-Reis CO, Millett C. Child morbidity 
and mortality associated with alternative policy responses to the economic crisis 
in Brazil: a nationwide microsimulation study. PLoS Med. 2018;15(5):e1002570. 
https://doi.org/10.1371/journal.pmed.1002570

26. Rasella D, Aquino R, Santos CA, Paes-Sousa R, Barreto ML. Effect of a conditional cash transfer 
programme on childhood mortality: a nationwide analysis of Brazilian municipalities. Lancet. 
2013 Jul;382(9886):57-64. https://doi.org/10.1016/S0140-6736(13)60715-1 

27. Garcia LP, Santana LR. Evolução das desigualdades socioeconômicas na mortalidade 
infantil no Brasil, 1993-2008. Cien Saúde Colet. 2011 Sep;16(9):3717-28. 
https://doi.org/10.1590/S1413-81232011001000009

28. Alves D, Belluzzo W. Infant mortality and child health in Brazil. Econ Hum Biol. 2004 
Dec;2(3):391-410. https://doi.org/10.1016/j.ehb.2004.10.004



10

Infant mortality trend/inequality Bassichetto KC et al.

https://doi.org/10.11606/s1518-8787.2023057004791

29. Souza JS, Campos RT, Silva AF, Bezerra FN, Lira JS. Estimação e análise dos fatores 
determinantes da redução da taxa de mortalidade infantil no Brasil. Rev Bras Estudos Regionais 
Urbanos (RBERU). 2016;10(2):140-55. 

30. Tomasi E, Fernandes PA, Fischer T, Siqueira FC, Silveira DS, Thumé E, et al. Qualidade da 
atenção pré-natal na rede básica de saúde do Brasil: indicadores e desigualdades sociais. Cad 
Saúde Pública. 2017 Apr;33(3):e00195815. https://doi.org/10.1590/0102-311x00195815

31. Barrozo LV. Desigualdades na mortalidade infantil no Município de São Paulo: 
em busca do melhor indicador. Revista Franco-Brasileira de Geografia. 2018;(37). 
https://doi.org/10.4000/confins.15010

32. Bugelli A, Silva RB, Dowbor L, Sicotte C. The determinants of infant mortality in Brazil, 
2010-2020: a scoping review. Int J Environ Res Public Health. 2021 Jun;18(12):6464. 
https://doi.org/10.3390/ijerph18126464

Finance: Fundação de Amparo à Pesquisa do Estado de São Paulo (Fapesp - Process nº 2017/23995-9; Process 
nº 2020/03013-0 - postdoctoral fellowship grant for EFSS). Conselho Nacional de Desenvolvimento Científico e 
Tecnológico (CNPq - Process nº 303241/2019-5 - research productivity grant for MBAB. 

Authors’ Contributions: Study design and planning: KCB, MMATL, EFSS, SHF, MBAB. Data collection, analysis, 
and interpretation: KCB, MMATL, EFSS, SHF, MBAB. Manuscript development or revision: KCB, MMATL, EFSS, 
IA, SHF, MBAB. Final version approval: KCB, MMATL, EFSS, IA, SHF, MBAB. Public responsibility for the content 
of this article: KCB, MMATL, EFSS, IA, SHF, MBAB.

Conflict of Interest: The authors declare no conflict of interest.


